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ACEP Swat Team 

Tackling 
Sedation Issues

FORENSIC FACTS 

Can you tell 
how old this 

bruise is?
SEE PAGE 33

PLUS

Could I Do It All Again?
A brief history of medical students and comparison of yesterday's 

and today's medical school applicants
by Annalise Sorrentino, MD, FACEP

Recently, I was sitting in our admissions 
committee meeting, getting ready to 
discuss the applicants we had inter-

viewed. One of the other members chuck-
led and said, “Wouldn’t it be funny if we all 
brought our own medical school 
applications one day to re-
view?” As we all laughed 
and looked around at 
one another (a bit un-
easily, I might add), the 

only thing that kept going through my head 
was, “Awww, hell no.” (If you could, try to 
hear that with a little Alabama Southern 
drawl—it makes it sound much sweeter.)
	 I graduated from medical school in 

1996, and things have drastically 
changed during the past 25 

years. There are different 
standards and different 
expectations. 

CONTINUED on page 5
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Frugal Physicians Protect 
Their Nest Eggs by 

Douglas Segan, MD, JD 
SEE Page 21

Sheltering Assets Is Overrated 
by Michael Frank, MD, JD, 

FACEP, FCLM 
SEE Page 21

AIRWAY 

Crico­
thyrotomy 2.0

SEE PAGE 24

T he most heavily weighted of the five categories 
in the 2014 ACEP Report Card on Emergency 
Care—Access to Emergency Care—was the one 

receiving the worst grades. Twenty-two states received 
an F, showing that policies and conditions that lead 

to lack of access aren’t improving. With fewer 
emergency departments and more patients in the 
ED, this category will remain a focus as ACEP 
urges lawmakers to act. Turn to pg. 4 for more 
results from the 2014 ACEP Report Card.

Afraid of 
Getting Sued 
and Losing 
Everything? 

Well, Just Hide 
Your Money! 

Or Not!
Pro–con debate about 
asset protection from 
professional liability

The Body 
Politic

The government shutdown and the blame games SEE PAGE 11

The Grades Are In!
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ACEP Council Speaks Out 
Up for Reconsideration: Clinical Policy 
on IV tPA for Ischemic Stroke 

I
n response to the 2013 Council- and ACEP Board–adopted Amended 
Resolution 32(13), which was passed by 75% of the Councilors, the 
“Clinical Policy: Use of Intravenous tPA for the Management of Acute 
Ischemic Stroke in the Emergency Department,” published in 2013 in 

Annals of Emergency Medicine, will be reconsidered. The Clinical Policies 
Committee, as directed by the Board of Directors, will review the current 
literature with a fresh set of eyes. In order to benefit from the opinions 
of the membership, a 60-day ACEP comment period has been opened. 
Comments received, along with supporting evidence and any new evi-
dence, will be carefully reviewed, and the evidence graded. References 
should accompany comments so that the evidence can be carefully 
considered and graded. Findings will be reported to the ACEP Board. 
	 Also, per the resolution, future clinical policies will include a 60-day 
comment period before finalization.
	 Go to www.acep.org/commentform/IVtPA-Stroke to comment. 
The comment period will be open until March 24.

ACEP/SEMPA Advanced Practice 
Provider (APP) Academy – Phase I

®

140203

Crash Course in Emergency Medicine Essentials

 Advanced practice providers without emergency medicine training can have 
a dif� cult time becoming high-functioning members of an emergency medicine 
team. The ACEP/SEMPA APP Academy is a 3-phase program that provides the 
skills and knowledge needed to hit the ground running, with a focus on risk 
management strategies.

Phase I taking place April 14-18 in San Diego offers:
 ★ More CME hours per dollar than any other similar course
 ★ 71 core evidence-based topics crucial to the practice of EM
 ★ All-star faculty of world-renowned leaders in EM
 ★ Common presentations, pitfalls/red � ag areas of high risk, and 

documentation techniques

 Register your PAs, NPs or non-EM trained physician today for the � rst phase 
of this invaluable immersive educational experience.

Learn more at www.acep.org/appa

140203-Advanced Practice Provider.indd   1 1/10/14   9:08 AM
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Freestanding Emergency 
Centers Section Added

A t its January meeting in 
Dallas, the ACEP Board 
of Directors approved the 

addition of a section for emergency 
physicians working in Freestand-
ing Emergency Centers (FECs).

Slated to become ACEP’s 33rd 
section, the Freestanding Emer-
gency Centers Section was formed 
under the leadership of emergency 
physician Joe Ybarra, MD, of Harlin-
gen, Texas. Dr. Ybarra expects the 
new section to begin with 119 mem-
bers. The main objectives of the new 
FEC Section are to:

• �Host a collaborative dialogue 
regarding pertinent FEC is-
sues optimizing emergency-
medicine values as espoused 
by ACEP.

• �Educate ACEP members, the 
medical community, and the 
public about what FECs are, 
what they do, and how they 
fit into the patient’s circle of 
health care providers.

• �Collaborate with ACEP leader-
ship in establishing a national 
set of standards for FECs that 
could be referred to as a uni-
fied national resource for leg-
islatures, physicians, and the 
medical community.

• �Keep ACEP membership rel-
evant to those who don’t prac-
tice in hospital emergency 
departments  and to keep 
ACEP as a voice for all ED phy-
sicians (whether they practice 
in hospital EDs or FECs).

For more information on this 
section or to join, go to: 
www.acep.org/freestanding 
section.

ACEPNOW.COM

News from the CollegeUpdates 
and Alerts 
From ACEP

 The Break RoomSend your thoughts 
and comments to 

ACEPNOW@ACEP.ORG

Award and ACEP 
Leadership Position 
Nominations Deadlines 
Coming This Month

• �Nominations for ACEP’s Board 
of Directors are due Feb. 14.

• �Nominations for 2014 Lead-
ership Awards also are due 
Feb. 14.

• �The deadline to nominate your 
colleague for Outstanding 
Emergency Department Direc-
tor of the Year is Feb. 17.

The ACEP Nominating Committee 
is accepting individual, chapter, and 
section recommendations for Board 
of Directors candidates. Nomina-
tions must be accompanied by a cur-
rent curriculum vitae. To qualify for 
a Board position, a candidate must:

• �Be highly motivated to serve 
ACEP and be committed for three 
years for a Board position;

• �Be an ACEP member in good 
standing with no delinquent 
dues;

• �Be an ACEP member for at least 
five years;

• �Show evidence of ACEP involve-
ment in both national and chap-
ter activities (such as current or 
past chapter officer, current or 
past national committee lead-
ership, current or past Council 
membership, or current or past 
section leadership); and

• �Show chapter and/or section 
support for candidacy.

Please submit nominations to: 
Kevin Klauer, DO, EJD, FACEP 
Chair: ACEP Nominating 
Committee 
PO Box 619911 
Dallas, TX 75261-9911

Nominations may also be e-mailed 
to kklauer@acep.org or faxed to 

972-580-2816. All nominations must 
be postmarked, e-mailed, or faxed 
no later than Feb. 14.

Elections for the Board of Direc-
tors will occur on Sunday, October 
26, during the 2014 Council meeting 
in Chicago.
Please contact Sonja Montgomery 
at 800-798-1822, ext. 3202, or by 
e-mail at smontgomery@acep.org 
if you have any questions about the 
nomination process.

Leadership Awards

A CEP’s Award Program has 
been developed to recog-
nize all members for sig-

nificant professional contributions 
as well as service to the College. 
All members of ACEP are eligible 
to participate in one or more of the 
College’s award programs. Nomina-
tions for Leadership and Excellence 
Awards are due by Feb. 14. An arti-
cle outlining each of the awards and 
the nominations process was pub-
lished in the January issue of ACEP 
Now (www.acepnow.com). Members 
also can find information at www.
acep.org/awards.

ED Director of the Year

F or the fifth consecutive year, 
Blue Jay Consulting, the Emer-
gency Medicine Foundation 

(EMF), and ACEP will recognize and 
celebrate exemplary collaborative 
skills in the emergency department 
with the Outstanding Emergency De-
partment Director of the Year Award. 
Nominations are being accepted now 
through Feb. 17. The award nominee 
must be an active or life member of 
ACEP and be serving in a leadership 
position in an emergency depart-

ment. The nominee must demon-
strate significant contributions to 
the department in the following 
categories:

• �Collaboration with nursing
• �Quality patient care
• �Operational effectiveness
• �Education
• �Community service
• �Synergistic approach to leader-

ship within the hospital or hos-
pital system

The nominee must demonstrate 
collaborative relationships with 
nursing and ancillary departments 
to implement and improve opera-
tional and clinical standards based 
on evidence-based practice. The 
nominee will create and sustain a 
high degree of patient satisfaction 

with emergency care delivery and 
will implement creative and innova-
tive strategies to address emergency 
department throughput.

The selection panel, which will 
consist of appointees from EMF and 
Blue Jay Consulting, will judge the 
entries. The awardee must be pre-
sent at the ACEP Emergency Depart-
ment Directors Academy, Phase II, 
in Dallas on April 29, 2014. All en-
tries must be completed and re-
ceived via the Web site no later than 
Feb. 17, for consideration by the se-
lection panel. Entries are limited to 
seven pages, plus an abbreviated 
curriculum vitae.
For more information, go to 
www.emfoundation.org/ 
medicaldirectoraward. 

Aetna Agrees to Settlement Regarding 
Unfair Payments to Out-of-Network Providers

A etna has agreed to a settlement to pay claims that were reimbursed 
at less than usual and customary charges during a period from 
June 3, 2003, to Aug. 30, 2013, for out-of-network providers or 

provider groups. The settlement arises in part from Aetna’s use of the Ingenix 
database and Aetna’s out-of-network reimbursement policies that improperly 
reduced reimbursements for covered services. The WhatleyKallas law firm 
has prepared a step-by-step guide to claiming funds from the $120 million 
settlement pool.
	 Important note: For those providers or groups filing a claim, the claim 
form must be postmarked by March 28, 2014.
	 There are two options when filing a claim:
	 1. Submit the required claim form without additional documentation, which 
would entitle you to receive $40 per year with a maximum of $410 for the 
entire settlement period (Simplified Claim Form).
	 2. Submit the additional required documentation with your claim form 
to receive up to 5 percent of the allowed amount on each claim (Claim for 
Providers).
	 If you choose option 2, you release your right to balance-bill the patients 
involved in any of those claims. Also, you or your group should consider 
obtaining experienced health-care legal counsel advice, particularly if you or 
your group could have other claims against Aetna; by not opting out of the 
settlement class, you and/or your group could be releasing Aetna of any and 
all legal claims from June 3, 2003 through Aug. 30, 2013.
	 Read the complete guide from WhatleyKallas at www.acep.org/ 
reimbursement. It includes detailed instructions and advice on which 
option is best for your situation. Act soon to be sure you don’t miss 
the filing deadline.

EM Myths Discussed

Great topic and obviously spot on with each practice myth 
(“Myths in Emergency Medicine,” January ACEP Now, 
p. 29). I wanted to provide a few comments:

	 1) I could not agree more about tramadol. While you
mention studies that go back a while, I heard about these 
“non-narcotics” (according to marketers) way back in phar-
macy school in the ’70s. My only objection is that you did not 
mention pentazocine (Talwin) and the bogus pain-medication 
education many docs received (courtesy of Big Pharma). 
I recall, in pharmacology, Talwin was a case study of bogus 
public relations provided to doctors (non-addicting, better 
choice for patients …). You don’t have to wait until the 21st 
century to find this in the literature.
	 2) The second thing that frustrated me were comments 
about penicillin and cephalosporins. Again, spot on as an 
important myth, but the explanation provided did not fit with 
the understanding I had. If there is another nomenclature about 
R position substitution that follows your line, it is different 

from what I learned. The primary differences and chemical 
substitution points are well summarized here:
http://chemwiki.ucdavis.edu/Biological_Chemistry/Drug_ 
Activity/Penicillin. “Cephalosporins are the second major group 
of beta-lactam antibiotics. They differ from penicillins by having 
the beta-lactam ring as a 6 member ring. The other difference, 
which is more significant from a medicinal chemistry stand 

point, is the existence of a functional group (R) at position 
3 of the fused ring system. This now allows for molecular 
variations to effect changes in properties by diversifying the 
groups at position 3.”
	 If you are referring to some other aspect, please let know as 
I try to stay up on this. Thanks again for your work—great job. 

Howard J. Swidler, MD, FACEP 
Emergency Medicine Consulting and 

Locums Lehigh Valley

From the editor: Thank you for your kind words 
and support of ACEP Now. I appreciate your taking the time to 
comment about my article. There are so many myths to wade 
through that it was difficult to choose among them. I agree 
with your concerns about Talwin and also support your 
comments reflecting that many examples exist over the years 
of such myth generation.
	 Regarding the penicillin-cephalosporin myth, I’m glad 
we agree on the myth because diving into a discussion on 

stoichiometry, chemical structure, and organic chemistry, for 
me, would be like jumping into the deep end without my floaties 
the first time in the pool.
	T here are several theories discussed regarding which 
molecular component of the cephalosporins is actually respon-
sible for the alleged cross-reactivity. Here is the excerpt from 
the article cited:
	 “Penicillins have a cross allergy with first-generation ceph-
alosporins (odds ratio 4.8; confidence interval 3.7–6.2) and a 
negligible cross allergy with second-generation cephalosporins 
(odds ratio 1.1; confidence interval 0.6–2.1). Laboratory and 
cohort studies confirm that the R1 side chain is responsible for 
this cross reactivity. Overall cross reactivity between penicillins 
and cephalosporins is lower than previously reported, though 
there is a strong association between amoxicillin and ampicillin 
with first- and second-generation cephalosporins that share 
a similar R1 side chain” (Campagna, JD, et al. The use of 
cephalosporins in penicillin-allergic patients:A literature review, 
J Emerg Med. 2012;42(5):612.)

Cephalpsporin

Two R groups for 
variations

Penicillin

Cephalpsporin
C. Ophardt, c. 2003
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 EM Report Card
Reveals Major Access-to-Care Deficit 
L ast month’s release of ACEP’s 2014 

Report Card on Emergency Medicine 
was considered a wake-up call to the 

health-care system, revealing a lack of support 
for emergency patients and a deserving D+ over-
all grade. One category set off the fire alarm.

Access to Emergency Care, which account-
ed for 30 percent of the overall grade and was 
weighted more heavily than the other four 
(Quality and Patient Safety, Medical Liabil-
ity Environment, Public Health and Injury 
Prevention, and Disaster Preparedness) and 
showed that very few states get the support 
they need in terms of conditions and poli-
cies under which emergency care is being de-
livered. It received a grade nationwide of D-, 
and 22 states received an F.

Overall, this category hasn’t improved since 
the last time ACEP released the Report Card 
in 2009.

The Report Card measures conditions and 
policies under which emergency care is being 
delivered, not the quality of care provided by 
hospitals and emergency providers. Emergen-
cy physicians across the country, including 
ACEP President Alex M. Rosenau, DO, FACEP, 
say this category is crucial when it comes to im-
proving the support for emergency department 
patients. ACEP is encouraging its members to 
talk with legislators and make them aware of 
deficiencies.

“Access is one of the most important parts 
of providing care to any type of patient,” Dr. 
Rosenau said. “If a patient can’t get in to see a 
physician and can’t get care, the best medicine 
in the world won’t mean anything.”

ACEP points out in the report that access 
to emergency care is both fundamental and 
complex. The College is urging news outlets 
to recognize that emergency departments are 
a vital part of the health care system in each 
community and region. They deliver emergen-
cy care day in and day out, and they serve as 
the health care safety net for anyone, insured 
or not, who cannot otherwise obtain timely 
health care services when needed. Access to 
emergency care is complex because the de-
mand for emergency services often is related 

to the capacity of the broader health care sys-
tem to deliver services.

Thus, measures of Access to Emergency 
Care must include elements that comprise 
that broader system. This category measures 
the availability of emergency care resources, 
such as numbers of emergency physicians, 
emergency departments, registered nurses, 
and trauma centers per person, along with 
proximity to Level I or II trauma centers, and 
the median time from arrival to departure from 
the emergency department. Because emer-
gency department capacity is also a function 
of the broader health care system, the access 
category includes key measures of that sys-
tem’s capacity, such as the availability of pri-
mary care, mental health care, and substance 
abuse treatment.

It also includes the numbers of available 
inpatient hospital beds, psychiatric beds, 
and designated pediatric specialty cent-
ers because greater capacity in those areas 
can alleviate crowding and boarding within 
emergency departments. Because one of the 
most commonly cited concerns in emergency 
departments across the country is the lack 
of access to on-call specialists, this category 
also includes measures of the total supply 
of commonly requested specialists, includ-
ing neurosurgeons; orthopedists; hand sur-
geons; plastic surgeons; and ear, nose, and 
throat specialists.

“America’s grade for Access to Emergency 
Care was a near-failing D- because of declines 
in nearly every measure,” said Jon Mark Hir-
shon, MD, MPH, PhD, FACEP, the chair of the 
task force that directed development of the 
Report Card. “It reflects that hospitals are not 
getting the necessary support in order to pro-
vide effective and efficient emergency care. 
There were 19 more hospital closures in 2011, 
and psychiatric-care beds and hospital-inpa-
tients beds have fallen significantly, despite 
increasing demand. People are increasingly 
reliant on emergency care, and primary care 
physicians are advising their patients to go 
to the emergency department after hours to 
receive complex diagnostic workups and to 

facilitate admissions for acutely ill patients.”
The Report Card includes several national 

recommendations, including requests to:
• �Fund the Workforce Commission, as 

called for by the Affordable Care Act 
(ACA), to investigate shortages of physi-
cians, nurses, and other health care pro-
fessionals. 

• �Pass the Health Care Safety Net Enhance-
ment Act of 2013, H.R. 36, introduced by 
Rep. Charlie Dent (R-Pa) and the compan-
ion legislation, S. 961, introduced by Sen. 
Roy Blunt (R-Mo). This legislation would 
provide limited-liability protections to 
(emergency and on-call) physicians who 
perform the services mandated by the fed-
eral EMTALA law, which requires emer-
gency patients be screened, diagnosed, 
and treated regardless of their insurance 
status or ability to pay. 

• �Fund pilot programs, provided for in the 
ACA, to design, implement, and evaluate 
innovative models of regionalized, com-
prehensive, and accountable emergency 
care and trauma systems. 

• �Support and fund the mission of the 
Emergency Care Coordination Center at 

Department of Health and Human Ser-
vices to create an emergency-care system 
that is patient and community-centered, 
integrated into the broader health-care 
system, high quality, and prepared to 
respond in times of public health emer-
gencies. 

• �Withhold federal funds to states that do 
not support key safety legislation, such 
as motorcycle helmet laws and .08 blood 
alcohol content laws. 

• �Fund graduate medical education pro-
grams that support emergency care, 
especially those related to addressing 
physician shortages in disadvantaged 
and rural areas. 

• �Support efforts to fund emergency care 
research by the new Office of Emergency 
Care Research under the National Insti-
tutes of Health. 

• �Hold a hearing to examine whether ad-
ditional strains are occurring in the 
emergency department safety net as a 
consequence of the ACA.

For a full list of recommendations, to see 
state grades, and to see how you can help, go 
to www.emreportcard.org.

Access to emergency care state grades, 2014

Report Card Q&A
With Jon Mark Hirshon, MD, MPH, 
PhD, FACEP

Q: How often does ACEP release 
a report card?
JMH: ACEP has produced Report Cards in 
2006 and 2009 to evaluate the overall emer-
gency care environment both nationally and 
on a state-by-state basis. This is not a report 
on the emergency care delivered in any 
specific hospital or by any individual physi-
cian but rather an evaluation of how well the 
country supports emergency care.

Q: What does the report card measure? 
JMH: The 2014 Report Card is based on 
136 objective measures in five areas: Access 

to Emergency Care (30 percent), Quality 
& Patient Safety (20 percent), Medical 
Liability (20 percent), Public Health & Injury 
Prevention (15 percent), and Disaster 
Preparedness (15 percent).

Q: What do the data include?
JMH: Results reflect the most recent data 
available from sources such as the Centers 
for Disease Control and Prevention, National 
Highway Traffic Safety Administration, 
Centers for Medicare & Medicaid Services, 
and American Medical Association Additionally, 
two surveys were sent to state health officials.

Q: How does ACEP use the data to 
improve health care?
JMH: Since 2006, ACEP chapters have 

used the Report Cards to help with the 
establishment of new emergency medicine 
residency programs, support the funding of 
a statewide trauma system, help with the 
enactment of liability protection for federally 
mandated EMTALA-related care, and increase 
awareness of emergency medicine issues 
among state and national lawmakers. The 
2014 Report Card will be used to educate 
policymakers and the public about the pivotal 
role of emergency medicine, help change the 
conversation from preventing “expensive” 
emergency visits to protecting access to 
emergency care, and develop communica-
tions tools to achieve the national and state 
recommendations of the Report Card in order 
to improve the emergency-care environment.

Dr. Hirshon is board certi-
fied in both emergency medicine 
and preventive medicine and 
has authored approximately 

75 articles and chapters on various topics, 
including the development of public health 
surveillance systems in emergency depart-
ments and placing emergency care on the 
global health agenda. He has a doctorate 
in epidemiology and is a federally funded 
researcher and teacher with specific 
interest in improving access to acute care 
and in developing emergency departments 
as sites for surveillance and hypothesis-
driven research in public health.

http://www.emreportcard.org
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The Other Medical Reform
Abraham Flexner was an American edu-
cator who studied at Johns Hopkins Uni-
versity. He was invited by the Carnegie 
Foundation to review medical schools 
in the United States and Canada and to 
make recommendations for improvement. 
Interestingly, he evaluated these institu-
tions from the viewpoint of an educator, 
not a medical practitioner. Based on his 

evaluations, the schools were placed in 
one of three categories:

1. �Those that compared favorably with 
Johns Hopkins (the gold standard)

2. �Those considered substandard but 
salvageable by providing financial 
assistance

3. �Those of such poor quality that they 
should be closed (sadly, the majority)1

And many schools were closed. Of the 

133 MD-granting medical schools open 
and reviewed in 1910, only 85 remained in 
1920.2 Some of the findings from Flexner’s 
study changed the landscape of medical 
education with drastic improvements. It 
was Flexner’s report that first suggested 
that clinical exposure was as vital to medi-
cal education as “a laboratory of chemistry 
or pathology,” encouraging hospitals both 
private and public to open their wards to 

teaching. This was with the caveat that the 
universities have sufficient funds to em-
ploy teachers who were dedicated to clin-
ical science, highlighting the underlying 
deficiencies of medical schools to keep up 
with the increasing costs of quality medi-
cal education.3 This report was the begin-
ning of the end of medical education as a 
for-profit enterprise.

CONTINUED on page 6
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Getting In
Fast forward 100 years. Gone are the days 
when two years of college (or less) could get 
you into medical school. Today, there are 129 
fully accredited four-year U.S. medical schools, 
and in 2012 there were 45,266 applicants and 
19,517 matriculants (46% of whom were fe-
male). Although admission requirements vary 
by institution, there are some universal stand-
ards. Most schools will have a minimum MCAT 
score and a certain number of undergraduate 
hours, including science, math, and English. 
GPAs are more flexible than MCAT scores, but 
special note is typically taken of the science 
GPA. Of note, the MCAT must be taken within 
three years of application, and there is a new 
MCAT that will launch in 2015 (after undergo-
ing its fifth revision). Letters of recommen-
dation are required, the most telling usually 
coming from the pre-health advisor at the un-
dergraduate institution. Each institution has 
its own technical standards that need to be 
met, with reasonable accommodations, and 
include both physical and emotional compo-
nents. And then there’s the other stuff.

Schools have struggled with the best way to 
interview medical student applicants, incor-
porating behavioral questions into the discus-
sion to assess non-cognitive abilities. “Tell me 
about a time when you received some feedback 
that was difficult to hear.” These behavioral 
interviews are not the best way to identify stu-
dents who may experience difficulties during 
medical school, particularly in the clinical 
years. Many schools have transitioned to Mul-
tiple Mini-Interviews (MMI). There are several 
stations (usually 10–12, each lasting 8–10 min-
utes). Domains assessed may include critical 
thinking, ethical decision-making, communi-
cation skills, and knowledge of the health care 
system, interspersed with more traditional in-
terview questions.4 Studies have shown that 
the MMI is the most consistent predictor of suc-
cess in the early years of medical school, as 
well as national licensing exams.5-6

And then there’s the “other stuff.” This has 
become an important part of application prep-
aration, with the hopes that it gives a glimpse 
into the patient-doctor relationship. Leader-
ship and extracurricular activities are impor-
tant markers of a well-rounded student who 
will be up to the new challenges that medi-
cal school will present. Research experience 
is nice, at least a taste (although many of the 
students I interview have projects that result 
in presentations and publications). And then 
there are the service and volunteer experienc-
es: Habitat for Humanity, volunteering at free 
local health clinics or shelters, mission trips, 
working with children or the elderly in the com-
munity. On a fairly regular basis, there is a stu-
dent with absolutely remarkable achievements 
in this aspect. For example, I’ve interviewed 
students who have established orphanages 
abroad. I am humbled on a regular basis.

Times—and People—Have Changed
I am a Generation X-er who was raised by 
Traditionalists, with Baby Boomers as older 
siblings, trying to counsel and advise Mil-
lennials. It sounds complex, so let’s break it 
down with reference to the current physician 
workforce.

Many of the Traditionalists have retired clin-
ically but, not surprisingly, are still around to 
teach and pass on their wisdom: the classic Pro-
fessor Emeritus. They value loyalty, hard work, 
and formality, and aren’t known for challeng-
ing the system. They believe in delayed gratifi-
cation and seniority. These were the people for 
whom the term “resident” was coined because 

they lived at the hospital. They paved the way 
for the largest of the recognized generations, 
the Baby Boomers. 

The Baby Boomers make up about 55 per-
cent of the current physician workforce and 
hold most positions of authority. They associ-
ate hard work with self-worth, typically arriving 
early and leaving late. They are known for being 

competitive, and their personal lives often are 
casualties of professional success.7 

Enter the Generation X-ers. Raised by Baby 
Boomers, they were characterized as “latch-key 
kids” and, possibly as a result, are more equally 
focused on their personal and professional lives. 
Their loyalty lies with themselves and with their 
families rather than with the institution. They 

Could I Do It All Again? | Continued from pAGE  5

Table 1: Medical School by the Numbers…Then and Now 

References
1.	 https://www.aamc.org/students/aspiring/

2.	 2003 Matriculating Student Questionnaire. AAMC. 2003

3.	 2013 Matriculating Student Questionaire. AAMC December 2013.

4.	 AAMC: Applicant Matriculant File as of 11/9/2011.	

	 2002	 2012
# of U.S. Medical School Applicants	 33,624	 45,266

# of U.S. Medical School Matriculants	 16,488	 19,517

% of Female Matriculants	 50.6%	 48.8%

Most Common Age at Matriculation	 20-22	 23-25

% of Unmarried Matriculants	 81.9%	 90.2%

% of Caucasian Matriculants	 72.9%	 63%

# of U.S. Medical School Graduates	 15,531	 17,341

Average MCAT of Matriculants	 27	 31

Average GPA (total) of Matriculants	 3.47	 3.68

Medical Debt and Cost of Attendance at a Public Medical School	 $110,000	 $170,000

Table 2: Generational Gap Overview 

Reference
1.	 Mohr NM et al. Generational Influences in Academic Emergency Medicine: Teaching and Learning, Mentoring, and Technology (Part 1). Acad Emerg Med 2011;18(2):190-199.

Generation

Traditionalists 
(born 1925-1945)

Baby Boomers 
(born 1945-1964)

Generation X 
(born 1964-1980)

Millennials  
(born 1980-1999)

Life 
Events

Great depression, 
Cold War

Vietnam War, 
TV, civil rights, 

women’s 
movement

Political scandals, 
rise of computers, 

AIDS

Terrorism, 9/11, 
technology boom

Family 
Characteristics

Married young, 
divorce uncommon

“Traditional”, 
stay-at-home mom, 

working dad

Single parent 
homes, “latch-key” 

kids

“helicopter” 
parents, play dates, 

close family 
relationships

Personal 
Characteristics

Loyal, dedicated, 
patriotic, 

don’t challenge 
status quo

Optimistic, 
competitive, 

looking for personal 
gratification

Independent, 
self-directed, 
accepting of 

diversity, resilient

Optimistic, need 
for positive 

feedback, global 
outlook

Work 
Characteristics

Value hierarchy, 
“company man”

Live to work, 
competitive, 

mentors

Value work-life 
balance, 

question authority, 
work to live

Team-oriented, 
used to structure 

and rules, 
outcome-oriented

Communication 
Style

Formal

Diplomatic

Blunt

Polite

https://www.aamc.org/students/aspiring
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are associated with the technological advances 
that developed at the same time. They are more 
likely to question authority and feel that evalu-
ations should reflect accomplishments rather 
than time put in. They currently represent about 
30 percent of the physician workforce.7

The majority of current residents and stu-
dents (and about 5 percent of the practicing 
physician population) are Millennials. There 
has been a lot of attention given to Millenni-
als entering the workforce and the differences 
they bring to the table. They are characterized 
as the first native online population, widely 
connected, with a penchant for advocacy for 
the underserved. Growing up, they were in-
cluded by their parents on many family deci-
sions, so they are not afraid to express their 
opinions but may be less independent, requir-
ing more structured learning styles. They ex-
pect schedule flexibility to maintain work-life 
balance but feel a connection with their work 
colleagues as well.7 And, at least in my limit-
ed experience at one medical school, more of 
these students are choosing emergency med-
icine than ever before. This year, emergen-
cy medicine was the third-most sought out 
residency spot at the University of Alabama 
School of Medicine, behind only internal med-
icine and pediatrics.

Millennials bring a lot to the workforce. 
They have high expectations of themselves 
and of their coworkers and employers. They 
like to multitask and rely more heavily on tech-

nology. In terms of motivations, they tend to 
weigh achievement and affiliation more than 
power.8 From an emergency medicine stand-
point, that sounds like a win-win! But poten-
tial conflicts can arise as well. A Millennial 
employee questioning a Baby Boomer boss 
(because that’s what they were taught to do) 
can lead to a tense workplace. The “everyone 
wins” mentality comes up against the “second 
place is first loser” attitude, with a few “live to 
work” people thrown in. 

When I look at my own division, I see a lit-
tle of each generation, and although this will 
continue to evolve, there are still issues that 
face all of us as we try to maneuver being a 
successful physician in 2014. It also gives us a 
glimpse into what the future holds.

By 2025, Millennials will comprise almost 
75 percent of the workforce. As that transition 
occurs, I would like to offer some insight into 
what makes them tick and what will drive their 
performance:

1. �Give feedback and plenty of it. However, 
remember that many of these people grew 
up surrounded by people telling them 
they could be whatever they wanted, and 
everyone got a trophy for participating. 
You might have to ease them into some of 
the constructive portions, but when they 
are given that, they respond very well.

2. �Be ready to negotiate. That’s what Millen-
nials have been taught to do.
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These behavioral 
interviews are not 
the best way to 
identify students 
who may experience 
difficulties during 
medical school. 
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 ∙ The LLSA Literature Review

 ∙ The Critical Image
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how to use it from one shift to the next.”

Daniel Handel, MD, MPH, FACEP

Feature Editor

140204

140204-CDEM.indd   1 1/10/14   9:10 AM

3. ��Allow work in teams with many small 
deadlines. Long-term time management 
may be an issue.

4. �Don’t assume they are technologically 
savvy, but even if they aren’t, they are 
quick to master new things (unlike me 
and our ultrasound machine).

5. �Be able to enforce the “work to live” at-
titude. Life outside the department is 
crucial to longevity in this profession, 
although this is something I think we all 
need to learn to take advantage of.9

Dr. Sorrentino is associate 
professor of pediatric emergency 
medicine in the division of emer-
gency medicine at the University 

of Alabama at Birmingham, assistant dean for 
Students at the University of Alabama School 
of Medicine, and on the Board of Directors of 
Alabama ACEP.
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The majority of current residents and 
students (and about 5% of the practicing 
physician population) are Millennials. 

Table 3: Primary Undergraduate Major for 2012 Medical School Matriculants 

Undergraduate Major # of Matriculants

	B iological Sciences	 10,005

	 Physical Sciences	 2,337

	S ocial Sciences	 2,305

	H umanities	 977

	S pecialized Health Sciences	 414

	M ath and Statistics	 182

	O ther	 3,297

Source: AAMC 12/17/2012.

http://www.carnegiefoundation.org/sites/default/files/elibrary/Carnegie_Flexner_Report.pdf
http://www.carnegiefoundation.org/sites/default/files/elibrary/Carnegie_Flexner_Report.pdf
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The CMS Quality Incentive Program 
is built on the Hospital Inpatient Quality 
Reporting (IQR) measure-reporting infra-
structure, with the clinical process of care 
measures coming from the Hospital Inpa-
tient Prospective Payment Systems final 
rule. Several of the measures under CMS’s 
Hospital Value-Based Purchasing program 
(HVBP) are emergency department–spe-
cific, uniquely positioning EDs to influ-
ence whether hospitals come out ahead or 
fall behind, said Michael Granovsky, MD, 
FACEP, president of coding for LogixHealth 
and chair of ACEP’s Coding and Nomencla-
ture Commitee.

For several years, CMS has had stiff pen-
alties associated with not fully reporting on 
Hospital Outpatient Prospective Payment 
System quality measures. For 2014, CMS 
will apply a 2 percent penalty to hospitals 
not reporting outpatient quality measures, 
which directly reduces the hospital’s con-
version factor. CMS, consistent with an es-
calating focus on quality, added penalties 
to the Value-Based Payment program as 
well. The mandatory program began last 
year, when diagnosis-related group (DRG) 
payments to all participating acute care 
hospitals were cut by 1 percent. For the 
2014 reimbursement year, which began 
Oct. 1, 2013, and extends through Sept. 30, 
2014, the cuts grew to 1.25 percent. By 2017, 
they will top out at 2 percent per Medicare 
patient.

The money goes into a pool intended to 
incentivize hospitals to perform better than 
the median or show significant improve-
ment relative to their own baseline year, 

whichever score is higher. Hospitals dem-
onstrating high performance or improve-
ment either break even or receive more 
money than they put in, according to an 
adjusted payment calculation. Those that 
perform worse than the middle 50 percent 
of hospitals or fail to improve will sustain 
a net loss in revenue.

This year, reimbursement was based on 
hospital performance across more than a 
dozen clinical process of care measures; the 
results of patient-satisfaction surveys; and 
patient outcomes, such as inpatient mortal-
ity rates for heart attack, heart failure, and 
pneumonia.

Four of the 13 clinical process of care 

                                                    his year, more than 1,400 hospitals are seeing 
their Medicare reimbursements cut based on a new quality incentive 
program mandated by the Centers for Medicare and Medicaid Services 
(CMS). More than 1,200 hospitals are receiving a payment boost.

T measures include ED-specific patient care 
performance: fibrinolytic therapy received 
within 30 minutes of patient arrival at the 
hospital (AMI-7a), primary percutaneous 
coronary intervention received within 90 
minutes of hospital arrival (AMI-8a), blood 
culture testing before initial antibiotic re-
ceived in the ED (which is being phased 
out), and initial antibiotic selection for 
community-acquired pneumonia in im-
munocompetent patients (PN-6).

In 2009, ACEP established a Value Based 
Emergency Care Task Force (VBEC) to fo-
cus on the issues being debated before the 
passage of the Affordable Care Act in order 
to move the needle forward on enhancing 
quality of care, measuring performance, 
and improving patient health and safety. 
To that end, the VBEC brought together di-
verse and previously disparate members 
of the emergency medicine community, 
including leaders from the ACEP Board of 
Directors; senior management; the Quality 
and Performance, Federal Government Af-
fairs, Research, and Reimbursement com-
mittees; academia; practice management; 
rural health; and health information tech-
nology systems management. The VBEC 
identified four key areas to monitor and de-
velop a strategic response plan regarding:

1. Care coordination (readmissions, med-
ical home, transitions of care)
2. Episodes of care (the ED encounter as 
an episode)
3. Health Resources and Services Admin-
istration federally qualified health cent-
ers (exploring partnership with ACEP)
4. Emergency-medicine data registry 
(feasibility of a registry for quality im-
provement, reporting, maintenance of 
certification, benchmarking, etc.)
“High-functioning EDs are strategizing 

and partnering with their hospitals to en-
sure well-developed systems and resources 

Prepare for Payment Reforms and
Quality-of-Care Improvements
As Hospital Value-Based Purchasing enters its second year, emergency departments 
nationwide are poised to influence hospital outcomes
An interview with reimbursement and coding expert Michael Granovsky, MD, FACEP

By Kelly April Tyrrell
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are in place to minimize the time to throm-
bolytics or transfer to the cath lab and co-
ordinating with nursing, laboratory, and 
pharmacy personnel to provide consistent 
treatment for pneumonia patients,” Dr. 
Granovsky said.

Prior to 2013, while many EDs were 
focused on other payment reforms—
some of which include the four HVBP 
measures—the program had not been 
the target of specific efforts, according 
to the authors of a study early last year 
in the Annals of Emergency Medicine.1

The study evaluated ED perfor-
mance based on hospital character-
istics for these four measures using 
Hospital Compare data from 2008 
through 2010 and the 2009 American 
Hospital Association Annual Survey.

Of the 2,927 EDs examined, for-
profit hospitals earned the highest 
performance scores, while public hos-
pitals and those without Joint Com-
mission accreditation scored lowest. 
However, public hospitals had the highest 
proportion of improvement scores, while 
for-profits had the lowest. The study could 
not conclusively account for these differ-
ences but recommended ED leaders moni-
tor achievement and improvement across 
these measures.

The ED is now appropriately being per-
ceived as the “front door of the hospital,” 
Dr. Granovsky said, stressing the relevance 
of efforts designed to improve overall pa-
tient experience and to focus on initiatives 
like HVBP. 

On top of HVBP, many hospitals are also 
being hit with penalties for higher-than-ex-
pected readmission rates, and these fees 
will reach 3% by 2015. An additional pro-
gram will penalize hospitals with high rates 
of hospital-acquired infections and patient 
injuries. And HVBP will include new meas-

ures as well, including hospital efficiency 
with respect to the cost of care.

“Many forward-thinking ED groups are 
leading the way and assisting the hospital 
with post-discharge clinics or even becom-
ing involved in home healthcare visits to re-

duce the number of readmissions 
for vulnerable patients, such as 
those with congestive heart failure, 
as well as other complex medical 
conditions and comorbidities,” Dr. 
Granovsky said.

While more hospitals faced 
penalties than bonuses in 2014 un-
der HVBP, fewer than 800 received 
a reimbursement cut larger than 
0.2% and just more than 600 saw a 
payment increase larger than this. 
The average penalty was 0.26%, up 
from 0.21% in 2013, while the aver-
age bonus was 0.24%, a marginal 
increase from 2013.

Hospitals in the Midwest fared 
better than hospitals in the North-

east and West. Private, for-profit hospitals 
performed better than public and nonprofit 
hospitals.

While there has been some debate about 
whether the financial incentives are strong 
enough to drive improvement, Dr. Granovs-
ky said it’s something most hospital CEOs 

are taking very seriously, especially as these 
reforms lead to increased transparency.

“With Medicare as the dominant payer 
for hospital services, the 1.25% DRG with-
hold creates a strong incentive for hospitals 
to optimize their processes, improve out-
comes, and increase patient satisfaction,” 
Dr. Granovsky said.

The idea behind CMS initiatives like 
HVBP is to move health care away from a 
fee-for-service system to one that pays for 
performance and quality. Whether these ef-
forts can achieve this is unknown. A 2012 
New England Journal of Medicine study of 
the Medicare Premier Hospital Quality In-
centive Demonstration, the CMS pilot pro-
gram that served as the basis for HVBP, 
showed performance incentives had no 
impact on clinical outcomes despite im-
provement in scores across performance 
measures.2
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increase patient satisfaction.”

–Michael Granovsky, MD, FACEP
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T he absence of government is chaos. So welcome to Washington, 
DC! While the U.S. Congress has previously demonstrated its 
unique ability to shirk its collective duty to lead our country, 

“Washington”—and I’ll include the president on this one—went above 
and beyond during the October 2013 shutdown of the federal govern-
ment. Given that one of the fundamental responsibilities of Congress is 
to approve a budget by which the federal government is allowed to op-
erate, it is not a stretch to say that Congress failed to earn its paycheck, 
which, of course, its members continued to collect, despite the furlough 
of thousands of other federal employees (who eventually got paid for 
not working). This shutdown was the third longest in the history of the 
country, after the 18-day shutdown in 1978 and the 21-day shutdown in 
1995–1996. That tells you how truly dysfunctional things have to get for 
this to happen. Why the shutdown happened is, however, more about 
some of the fundamental challenge of politics in our nation, not just in 
Washington, and doesn’t bode well for the future of our country. 

CONTINUED on page 12

The government shutdown and the blame games
by L. Anthony Cirillo, MD, FACEP
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THE BODY POLITIC | Continued from pAGE  11

The details are not pretty. The federal gov-
ernment shutdown that lasted for 16 days in 
October is estimated to have  cost the U.S. 
economy between $2 billion and $6 billion 
in economic output, according to a report by 
the Office of Management and Budget (OMB) 
and independent financial analysts. Approxi-
mately 120,000 fewer private-sector jobs were 
created during the first two weeks of October 
because of the dual threats of the shutdown 
and the standoff over the debt ceiling. Fed-
eral employees were furloughed during the 
shutdown for a combined total of 6.6 million 
days, and they received $2 billion in back pay 
for work they never performed. This exceeds 
the comparable payroll costs of $430 million 
(about $650 million in today’s dollars) for the 
November 1995 shutdown and $630 million 
(about $1 billion in today’s dollars) for the 
December 1995–January 1996 shutdown. The 
country’s national parks lost roughly $500 
million in visitor spending nationwide, while 
almost $4 billion in tax refunds was delayed 
because the Internal Revenue Service was 
closed for business.

So why did the shutdown happen? The 
easy answer is “politics,” but that really 
doesn’t tell the whole story. We all know that 
Republicans and Democrats have differing 
views of the role of the federal government. 
Republicans want smaller government and 
less spending on entitlement programs, while 
Democrats believe in a bigger role for govern-
ment with spending on programs to help in-
dividuals. There are philosophical differences 
between the two parties, not exactly earth-
shattering news. While these differences may 
seem irreconcilable, the reality is that there 
have always been parties with philosophical 
differences running the country. Heck, short 
of a few years here and there when one par-
ty has held a majority in the U.S. House and 
Senate and had the president in the White 
House, this is the norm. And yet, the govern-
ment doesn’t shut down every year. Histori-
cally, despite the division of authority granted 
by the people, the government has actually 
managed to get some things done. Can you 
imagine if the founders of this nation simply 
“took their ball” and went home every time 
they philosophically disagreed on the role 
of government? I’ll tell you what would have 
happened—nothing! Thomas Jefferson and 
the founders of the country would have just 
agreed to disagree, and you and I would be 
having tea and crumpets (whatever they are) 
and singing “God Save the Queen” at every 
sporting event we attend. Why is it that the 
functioning of the government has become 
more dysfunctional over the past few years?

Let’s review what happened politically to 
get to the shutdown. Essentially, the Republi-
cans, led by Speaker of the House John Boeh-
ner, played a gigantic game of political chicken 
against the Democrats, led by Senate Major-
ity Leader Harry Reid and President Barack 
Obama. This game (and I use the term very 
loosely here with full understanding that the 
shutdown had very real negative effects) was 
more like a schoolyard fight where two kids 
who don’t really want to fight get egged on 
by the crowd. The “crowd” for this event had 
many faces: the Tea Party, Sen. Ted Cruz and 
his 21-hour-19-minute quasi-filibuster (includ-
ing reading Dr. Seuss’ Green Eggs and Ham), 
and maybe even the Koch brothers and all the 

conservative right-wing Super PACs they fund. 
End result: Speaker Boehner and the Republi-
cans had their bluff called, and after 16 days, 
the House voted not only to fund the govern-
ment but also raised the debt ceiling, all with-
out defunding Obamacare. Kind of a lose-lose 
scenario for the Republicans.

How did the things get so bad? How did we 
get beyond partisanship in Washington to a 
new level of “hyperpartisanship” (an idiotic 
term that I am sure will be trumped by “supe-
rhyperpartisanship” by Wolf Blitzer on CNN 
any day now)? The answer is simple but sur-
prisingly won’t be found in Washington or an-
ywhere else inside the Beltway. The problem 
is actually in your hometown and every other 
town in America. It starts in the cornfields of 
Iowa and reaches out to every voting district in 
all corners of the nation. Why? Because that’s 
where our country is becoming more “blue” 
and “red” every day. In small towns, medium-
sized suburbs, and big cities, the “moderate” 
is a dying breed, potentially doomed to extinc-
tion and perhaps an exhibit in the Smithso-

nian in the very near future. Doomed because 
the far right and far left are becoming “righter” 
and “lefter” every day. Doomed because our 
very own democratic process allows for indi-
vidual members of Congress to prevent the 
body as a whole from doing its job. Doomed 
because we have lost the voice of reason in 
the never-ending din of hyperbole and one-
upmanship that drives our political process.

So whom should we blame for the mess? 
A)The Democrats, B) The Republicans, or C) 
The Tea Party? The correct answer, of course, 
is D) All of the Above. And while the media 
may not be the lead players in this circus, 
they sure run away with the “Best Supporting 
Role” award for the 24/7/365 mind-numbing 
“Shutdown Countdown Clocks” that we were 
subjected to leading up to the shutdown. 
Perhaps in response to this debacle and the 
whopping nine-percent approval rating that 
they had after the shutdown, Congress has 
actually passed an omnibus funding bill 
that keeps the government open for business 
through Sept. 30, 2014. The implementation 

The details of the 
shutdown are not 
pretty. The federal 
government shut-
down that lasted for 
16 days in October 
is estimated to 
have cost the U.S. 
economy between 
$2 billion and $6 
billion in economic 
output.
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Pick the one 
issue that you are 
most passionate 
about and then 
do what we do 
best: be a leader 
on that issue. 
Make a call to an 
elected official, 
write a letter, tes-
tify on a bill, and, 
yes, maybe even 
run for office.

of this funding bill will end the automatic 
sequester cuts that were in place when Con-
gress couldn’t pass a budget last year. Before 
you get too excited about the sequester cuts 
going away, note that the new budget keeps 
in place the two-percent Medicare cuts that 
were part of the sequester.  

Upon further reflection, maybe the answer 
to the question “who’s to blame?” is really, E) 
You (and me). Winston Churchill once said, 
“The best argument against democracy is a 
five-minute conversation with the average 
voter,” a pretty harsh appraisal of the “best” 
form of government in the world. But ultimate-
ly, it is the sum of the whole body politic that 
is responsible for what we are, and aren’t, as a 
nation today—and, more important, what we 
will be in the future. We are not a nation of debt 
but a nation of debtors. We are not a nation 
of apathy but a nation of apathetic non-vot-
ers. In a world that is becoming more socially, 
economically, and logistically “flat” every day, 
our nation is losing its prominence. We are no 
longer the biggest, smartest, fastest kid on the 

block in many arenas, and our will to be better, 
especially in the political arena, will require 
us to re-embrace the qualities that made us a 
great nation at one time: hard work and per-
sonal responsibility. If we, as individuals, ac-
cept and embrace only the “right” or the “left” 
of our political leaders, then we are destined to 
be governed by those who are politically at two 
or three standard deviations out on the curve 
of the political spectrum. It’s time to identify 
and support some moderate candidates (or 
maybe even become one of them). Find, or be, 
someone who leads by listening to all sides of 
an argument and then finding a way to com-
promise and create a better good for the whole 
of the nation. The founders of the nation would 
expect nothing less. 

So what can you do to make this all better? 
Do what we do best as emergency physicians: 
listen, reflect, and act. It’s what we do with 
all our patients. We listen to their history and 
gather the appropriate and necessary infor-
mation in order to take the best action to fix a 
problem. Not all that complicated, really. But 
now you need to do that outside of the emer-
gency department. Pick the one issue that 
you are most passionate about and then do 
what we do best: be a leader on that issue. Be 
informed and get involved, especially at the 
local and state levels. As an emergency phy-
sician, you carry instant “street cred” within 
the political arena. The general public greatly 
respects what we do and listens to us when we 
speak. Make a call to an elected official, write 
a letter, testify on a bill, and, yes, maybe even 
run for office. Your single voice and input can 
make a difference. Apathy and silence is what 
all elected officials (especially the bad ones) 
feed on. Commit this year to being involved on 
just one issue and to being the voice of mod-
eration and reason in finding a solution to that 
issue. You will be amazed at what you can do 
to make the political system and the nation a 
whole lot better.

Dr. Cirillo is director of health policy and 
legislative advocacy for Emergency Medicine 
Physicians in Canton, Ohio.
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you like, when to apply them, to whom they 
should apply, what pre-test probabilities are 
acceptable for assigning low risk, and, of 
course, which have been adequately validated. 

You’re a D-dimer fan? Fine! (For now.) 
Which D-dimer are you using, is your D-dimer 
“highly sensitive,” what is the post-test proba-
bility for a negative test, and what should you 
do with positive results?

There are many good questions and many 

good debates, which will eventually lead to 
even better answers. 

Surprisingly, VTE in pregnancy has been 
conspicuously absent from the data that are 
guiding these discussions, and that absence 
of data, from my perspective, makes decision-
making in this at-risk population pretty easy. 
In short, if you have clinical suspicion, you 
should probably just study 'em all. Heresy! Just 
irradiate all of those expectant mothers?! No, 

not exactly. In an attempt to do the right thing, 
physicians may feel that the lack of evidence 
in this population seems to point to evalua-
tion in favor of cost reduction, reduced radi-
ation exposure, etc. The lesser of two evils is 
diagnostic evaluation when the alternative is 
missed or delayed diagnoses. Remember, the 
short answer on risk stratification is that these 
patients are not low-risk patients and should 
not be classified as such.

Let’s examine four essential areas of the 
VTE debate, but in the specific context of preg-
nancy: risk, CDRs, D-dimers, and ultrasound 
evaluation.

The data are clear; VTE is pregnancy is 
more common than many think. Marik and 
Plante published an excellent review in 2008 
that highlighted some important statistics 
about VTE in pregnancy.1 The incidence of 
VTE in pregnancy is estimated to be 0.76–1.72 
per 1,000 pregnancies, indicating four times 
the risk compared to nonpregnant patients. 
Two-thirds of DVTs occur prior to delivery (an-
tepartum) and are equally distributed among 
all three trimesters, and 43–60 percent of preg-
nancy-related pulmonary emobli (PE) occur in 
puerperium (roughly the six-week time period 
extending from delivery). Greer reported simi-
lar findings in his review: “The relative risk of 
antenatal VTE is approximately fivefold high-
er in pregnant women than in nonpregnant 
women of the same age.”2 He also reported 
the absolute risk to be 1 in 1,000 pregnancies. 
Most interesting is that 50 percent of VTE cases 
occur in the first 20 weeks of pregnancy (ear-
ly pregnancy); many clinicians are under the 
misconception that this is a relatively low-risk 
gestational period. Puerperium was similarly 
reported as the period with the highest risk, 
with a relative risk of 20-fold. This article also 
provides some insight as to risk factors: previ-
ous VTE (odds ratio 24.8), immobilization (7.7), 
BMI >30 (5.3), BMI >25 combined with immobi-
lization (62), smoking (2.7), preeclampsia (3.1), 
and C-section (3.6).

In a more recent cross-sectional study, the 
incidence of VTE was quoted as 2.5 per 1,000 
natural pregnancies and 4.2 per 1,000 preg-
nancies from in vitro fertilization.3

CDRs will lead clinicians to one place in 
pregnant patients: the wrong answer. Wells 
is the most validated CDR for deep venous 
thrombosis but has not been validated in preg-
nancy.4 Furthermore, neither has the Wells PE 
rule.4 Physiologic changes that occur in preg-
nancy alter the physiologic parameters that are 
often incorporated into VTE CDRs. Edema and 
leg pain are common in pregnancy. In addi-
tion, dyspnea is a common complaint in preg-
nancy.4 Respiratory rates are also known to 
increase during pregnancy. 

If CDRs can’t put patients in a low-risk cat-
egory (low pre-test probability), then discus-
sion about D-dimer use in pregnancy should 

CONTINUED on page 26

W ith so much debate and contro-
versy regarding the evaluation 
of venothromboembolic disease 

(VTE) and with much of the debate centering 
on methods of risk stratification to avoid the 
expense and risks associated with overtest-
ing, it is very easy to overlook patients who 
just don’t belong in this discussion. 

You like clinical decision rules (CDRs)? 
Great! You can cast your vote for which ones 
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Pregnancy and Clots: 
What’s True and What’s Not
Pregnancy changes everything but is largely absent from the data that guide our management
By Kevin M. Klauer, DO, EJD, FACEP
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Counting on Emergency Medicine with the 
Two-Midnight Rule 

Determining inpatient versus outpatient admissions—a calculation with many 
financial implications—may fall to emergency physicians
by Paul Kivela, MD, MBA, FACEP

O ne of the more controversial and con-
fusing changes the Centers for Medi-
care and Medicaid Services (CMS) 

made in its Fiscal Year 2014 Inpatient Prospec-
tive Payment System (IPPS) is called the “two-
midnight” rule. This rule changes the standard 
for determining whether patients are brought 
into the hospital as inpatients or kept under 
observation status, and of course, whether or 
not such decisions will impact reimbursement. 
The new rule states that physicians “admit-
ting” patients into the hospital should make a 
determination at that time whether patients 
are more or less likely to spend two midnights 
in the hospital. If patients are likely to spend 
fewer than two midnights in the hospital, they 
will be considered outpatients (under observa-
tion status). If they are more likely to spend 
more than two midnights in the hospital, they 
will be considered inpatients. To make things 
a little more confusing, the clock begins when 
patients start receiving hospital services. 

What Does All This Mean?
Just like nearly every rule in health care these 
days, there are significant financial considera-
tions. Many emergency physicians, admitting 
physicians, and even patients are not aware of 
the financial implications of whether patients 
are brought into the hospital under inpatient or 
observation status. The effect on patients can 
be profound, with Medicare (under Part A) 
picking up almost all of the costs of hospital 
inpatient stays, but shifting the cost of co-pays 
for tests and medications to patients brought in 
under observation status (and paid by Medi-
care under Part B). It is important to note that 
outpatient stays also do not count toward the 
three-day inpatient requirement for skilled 
nursing facility (SNF) coverage. Because Medi-
care patients may not be able to return home 
after their hospitalization, the cost of a SNF can 
be another significant expense Medicare pa-
tients might have to bear. Therefore, patients 
brought into the hospital under observation 
status are responsible for significantly more of 
the costs than they would be had they been of-
ficially admitted to the hospital as inpatients. 

Hospitals also are subject to significant fi-
nancial implications from the two-midnight 
rule. Hospitals are under the watchful eyes of 
Medicare Administrative Contractors (MACs) 
and Recovery Audit Contractors (RACs), which 
have been denying short inpatient stays and 
demanding hospitals repay Medicare for those 
billed stays. Further, starting Jan. 1, 2014, Medi-
care reduced the inpatient payment rate by 0.2 
percent. This doesn’t seem like much until you 
apply it to the Medicare price tag of delivering 
inpatient care. This adds up quickly.  

What Is the Logic Behind 
the Two-midnight Rule?
The number of patients brought into the hos-
pital under observation status staying more 

than 48 hours mushroomed from 3 percent 
of all observation cases in 2006 to 8 percent 
in 2011. This means that many Medicare pa-
tients were given bills they didn’t expect. 
Further, Medicare officials feel that many pa-
tients were brought into the hospital under 
inpatient status, yet were discharged prior to 
48 hours. They believe these patients should 
have been kept in observation status. These are 
often referred to as “short stays,” and to add 
some confusion, Medicare officials acknowl-
edge that certain short stay admissions may 
be warranted. A welcome change from previ-
ous ones, this new rule also allows hospitals 
to rebill some denials when the inappropriate 
status was selected.

In an effort to reduce RAC denials of short 
stays, CMS attempted to establish a clear rule to 
determine which short stays are appropriate for 
inpatient (Medicare Part A) payment and which 
should be relegated to outpatient (Medicare 
Part B). This rule is estimated to increase the 
number of patients officially admitted to the 
hospital under inpatient status and decrease 
the number placed in observation status.

Why Might This Involve 
Emergency Physicians?
Hospital administrators often look to emergen-
cy physicians to guide whether patients should 
be admitted or kept in observation status. The 
CMS rule contains a provision that includes 
emergency physicians in the list of providers 

who can make admission decisions. Hospitals 
decide who can admit patients. ACEP has ap-
pealed to CMS with regard to emergency physi-
cians “certifying” medical need for admission 
of patients for whom they do not provide inpa-
tient care. The new rule does state that phy-
sicians making the decision should clearly 
indicate why patients require inpatient stays 
and support that decision by “medical fac-

tors,” including patient history, presence of 
comorbidities, signs and symptoms, current 
patient-care requirements, and the risk of ad-
verse events during the hospital stay. The rule 
also implies that emergency physicians could 
write the orders and make the determination 
as long as admitting physicians or their design-
ees authenticate that order prior to discharge. 

CMS has specifically directed MAC auditors 
not to count the time spent in the emergency-
department (ED) waiting room or triage area. 
However, care delivered in the ED will count 
toward determining whether patients’ stays 
cross the two-midnight standard.

Leading up to March 31, 2014, MAC auditors 
will conduct a “probe and educate” program 
by doing a pre-payment review of a sample of 
stays fewer than two midnights and educating 
providers having difficulties with the new rule.

However, because implications of the regu-
lation mean potentially millions to each hospi-
tal and because a high percentage of hospital 
admissions come through the ED, emergency 
physicians will likely play a pivotal role in des-
ignating patients for inpatient versus outpa-
tient status. 

Paul Kivela, MD, MBA, FACEP, is 
managing partner at Napa Valley Emergency 
Medical Group, medical director of Medic 
Ambulance, and part owner of Elan Medical 
Corporation. He is also the secretary-treasurer 
of the ACEP Board of Directors.
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Breaking News
The Centers for Medicare and Medicaid Services has delayed implementation of the two-midnight rule until Sept. 30.
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ACEP Swat Team 
Tackling Sedation Issues
Unnecessary restrictions are being placed on how emergency physicians are allowed to administer sedation
By Robert E. O’Connor, MD, MPH, FACEP

E mergency physicians are being forced 
by their hospitals to deliver substand-
ard care when administering sedation 

to their patients. This in no way reflects a lack 
of training or experience on the part of emer-
gency physicians but instead is the result of 
variable interpretation of rules and regula-
tions. In the January issue of ACEP Now, ACEP 
Council respondents to a survey revealed that 
emergency physicians have been forced to 
provide substandard care 36.2 percent of the 
time due to limitations or restrictions placed 
on their ability to provide conscious or pro-
cedural sedation. These restrictions do not 
allow emergency physicians to practice as 
they would like 43.8 percent of the time and 
are promulgated by sources external to emer-
gency medicine 53.9 percent of the time. For 
85.5 percent of the respondents, limitations on 
nursing scope of practice prohibit emergency-
department (ED) nursing from “pushing the 
plunger” when certain sedation drugs are or-
dered, thus requiring physicians, who are less 
qualified than nursing, to administer (draw up 
and push) medications. Restrictions on medi-
cation administration are under the purview of 
the nursing scope of practice; however, these 
restrictions clearly impact our practice. Hav-
ing to push medications diverts physicians’ 
attention away from performing procedures 
and distracts them from monitoring patients. 

I have heard from colleagues who are not al-
lowed to use specific agents even if the specific 
agent is judged to offer the best option for their 
patients. In the survey, 15.2 percent of respond-
ents cannot use propofol and 5.7 percent can-
not use ketamine. This restriction is in direct 
conflict with the ACEP Policy “Sedation in the 
Emergency Department,” which states, “the 
decision to provide sedation and the selection 
of the specific pharmacologic agents should be 
individualized for each patient by the emer-
gency physician and should not be otherwise 
restricted.”1 In a 2014 paper, the ACEP Clini-
cal Policies Committee recommended (Level 
A, the highest strength of evidence) that keta-
mine can be safely administered to children for 
procedural sedation and analgesia in the ED 
and that propofol can be safely administered 
to children and adults for procedural sedation 
and analgesia in the ED.2 Given the strength of 
evidence regarding safety, it makes no sense 
that limitations are being placed on these 
agents. Furthermore, not using these agents 
results in the use of outdated medications, pro-
moting substandard practices. 

In 2011, the Centers for Medicare & Medic-
aid Services (CMS) issued its revised Interpre-
tive Guidelines (IGs) pertaining to the hospital 
Conditions of Participation.3 The IGs have been 
widely used by health-care facilities to develop 
institutional and departmental guidelines re-
lated to the sedation of patients. The document 
attempts to distinguish analgesia from anesthe-
sia but goes on to state, “anesthesia exists along 
a continuum. There is no bright line that dis-

tinguishes when their pharmacological proper-
ties bring about the physiologic transition from 
the analgesic to the anesthetic effects. Further-
more, each individual patient may respond dif-
ferently to different types of medications.” 

The CMS document goes on to state that 
hospitals “must establish policies and proce-
dures, based on nationally recognized guide-
lines that address whether specific clinical 
situations involve anesthesia versus analge-
sia” and “address whether the sedation typi-
cally provided in the emergency department 
or procedure rooms involves anesthesia or an-
algesia.” Hospitals would be free to use ACEP 
guidelines and recognize them as authorita-
tive. Furthermore, if sedation administered in 
the ED is termed “analgesia” (which it is), it 
would not fall under anesthesia-services over-
sight. The CMS document allows for this carve 
out for emergency medicine by stating that “it 
is important to note that anesthesia services 
are usually an integral part of surgery.” ED se-
dation is unique, and the credentialing and 
verification of competency of providers, se-
lection and preparation of patients, informed 
consent protocols, equipment and monitoring 
requirements, staff training and competency 
verification, criteria for discharge, and contin-
uous quality improvement should be overseen 
by emergency medicine.

In 2011, ACEP formed the sedation task 
force to address procedural sedation in the 
ED by working with ED nursing colleagues, 
anesthesiology, and other stakeholders. The 
sedation task force published its recommenda-
tions for physician credentialing, privileging, 
and practice related to procedural sedation 
and analgesia in the ED in 2011.4 This update 
is intended to be used to develop hospital pol-
icy for the administration of analgesia, seda-
tion, and anesthesia by emergency physicians. 

From the paper, it is clear that sedation and an-
algesia in the ED represents a unique skill set 
and that policies and procedures that define 
the various uses of analgesia and anesthesia 
require an interdisciplinary effort on the part 
of ED physicians and nursing. 

Resolution of these limitations to our prac-
tice will allow us to provide sedation in a man-
ner conducive to patient safety by tailoring 
treatment to the individual patient. Emergen-
cy physicians are uniquely qualified to provide 
all levels of analgesia/sedation and anesthesia 
(moderate to deep to general) and should be 
allowed to practice unencumbered. 
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“Our anesthesia regulation 
in 482.52 directs who may 
administer anesthesia. RNs 
or LPNs can never adminis-
ter anesthesia (CRNAs are 
allowed). Minimum and 
moderate sedation is not 
anesthesia, therefore 
a trained RN can be a 
sedation nurse.

The professional who 
pushes the plunger on 
the syringe that contains 
a medication is the per-
son who ‘administers’ that 
medication. If that medica-
tion is for analgesia (mini-
mal or moderate sedation), 
the medication may be 
administered by a trained 
RN under the personal 
supervision of the physi-
cian. However, if the 
medication is anesthesia, 
that medication can only be 
administered by a person 
qualified to administer an-
esthesia in accordance with 
482.52 (in hospitals). 
Note that deep sedation 
is anesthesia.”

—David Eddinger, RN, MPH

CMS Clarifies 
Who May 
Administer 
Sedation Drugs

Recently, after the issue of 
who may “push the plunger” 
had clearly reared its ugly 

head again for many emergency 
physicians, I reached out to a friend, 
colleague, emergency physician, and 
CMS Medical Officer, Bill Rogers, MD, 
FACEP, to gain clarity on the issue. Per 
that inquiry, the following is quoted 
from David Eddinger, RN, MPH, who 
manages the Conditions of Partici-
pation. This should provide clarity 
regarding the current CMS position 
about who may push the plunger.

—Kevin Klauer, DO, EJD, FACEP

Photo by Elsburgh Clarke, MD

http://www.acep.org/Content.aspx?id=79760
http://www.acep.org/Content.aspx?id=79760
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/downloads/R74SOMA.pdf
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/downloads/R74SOMA.pdf
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/downloads/R74SOMA.pdf
http://www.acep.org/assets/0/16/898/904/95333/cdc72351-3f53-470a-8705-98a18ff53298.pdf
http://www.acep.org/assets/0/16/898/904/95333/cdc72351-3f53-470a-8705-98a18ff53298.pdf
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Emergency physicians should review 
the diagnosis, treatment of this parasitic disease

By Fredrick M. Abrahamian, DO, FACEP, FIDSA

CONTINUED on page 18

In November 2013, the Centers for Disease 
Control and Prevention (CDC) released a docu-
ment announcing that 2011 was the year with 
the highest number of reported malaria cas-
es in the United States since 1971. This article 
summarizes the essential elements of the CDC 
malaria surveillance in 2011.
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CDC Reports Malaria Cases in the US at a Record High | Continued from pAGE 17

Identifying and Treating Malaria
It is not unusual for travelers who have returned to the 
United States to seek care in the emergency department 
for their illnesses. Malaria should be considered in a febrile 
individual who provides a history of travel to an area where 
malaria transmission is known. The signs and symptoms 
of malaria are variable and can include fever, chills, my-
algia, malaise, headaches, back pain, diarrhea, nausea, 
vomiting, and cough. These nonspecific manifestations can 
easily be confused with more commonly encountered viral 
and bacterial infections.

A common method for the diagnosis of malaria is micro-
scopic examination of peripheral blood for parasites (thick 
and thin blood smear). This test not only permits a rapid 
determination of the presence or absence of parasites but 
also allows for identification of the parasite species and the 
percentage of infected red blood cells. 

The choice of antimalarial agents is multifactorial. It is 
dependent on the severity of the infection; the ability to 
identify and quantify the density of the Plasmodium spe-
cies; and the geographic origin of the parasite, which helps 
in predicting resistance patterns. Severe malaria is defined 
as a case in the presence of one or more of the following 
manifestations: neurologic symptoms (eg, altered mental 
status, seizures), renal failure, severe anemia, pulmonary 
edema, circulatory shock, disseminated intravascular co-
agulation, acidosis, jaundice, or greater than or equal to 5 
percent parasitemia. 

It is imperative to consult the CDC and an infectious-
diseases specialist as soon as possible when encountering 
severe malaria. Severe malaria is treated intravenously with 
quinidine gluconate plus one of the following: doxycycline, 
tetracycline, or clindamycin. A highly effective alternative 
to quinidine gluconate is intravenous artesunate, which is 
available as an investigational new drug through the CDC. 
Intravenous artesunate should be followed by one of the 
following: atovaquone-proguanil (Malarone), doxycycline, 
clindamycin, or mefloquine.1 

In situations when the Plasmodium species is not 
known, a presumptive treatment regimen for a P. falciparum 
infection should be initiated. Indications for hospitaliza-
tion include the inability to exclude P. falciparum infection; 
severe illness (as outlined above); and infection in infants, 
pregnant women, and those with severe underlying chronic 
medical conditions. 

Malaria Statistics
In 2011, the CDC received 1,925 reported cases of malaria 
among persons in the United States and its territories. In 
comparison to 2010, there was a 14 percent increase in the 
number of reported cases in 2011, and it was the highest 
number of malaria cases reported since 1971 (N=3,180).2,3 

The majority of cases occurred among U.S. residents 
(1,189 cases, 62 percent). The definition of U.S. residents 
included both civilian and US military personnel, regard-
less of legal citizenship. There was a significant increase in 
the number of reported malaria cases among U.S. military 
personnel in 2011 compared to 2010 (91 versus 45). For the 
remainder, 386 (20 percent) cases occurred among foreign 
residents, and 350 (18 percent) cases occurred among pa-
tients with unknown or unreported resident status. The 
definition of foreign residents included any individuals 
who held resident status in a country other than the Unit-
ed States.

The majority of cases (N=1,920) were classified as im-
ported, defined as those acquired outside of the United 
States and its territories. The remaining five cases were cat-
egorized as laboratory-acquired (1), transfusion-related (1), 
congenital (2), and cryptic (1). Cryptic malaria was defined 
as a case for which epidemiologic investigations could not 
identify a plausible mode of acquisition. This term was ap-
plied primarily to cases found in countries where malaria 
was not endemic. 

The infecting species of Plasmodium was identified in 
1,490 (77 percent) of 1,925 reported cases. Almost all infec-
tions were due to a single species of Plasmodium. Only 21 
cases (1 percent) were due to a mixed infection with two 

Figure 1. Number of Malaria Cases in the United States, 2011.2

Abbreviations: AS=American Samoa, GU=Guam, PR=Puerto Rico, VI=US Virgin Islands. 
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In 2011, the CDC re-
ceived 1,925 reported 
cases of malaria among 
persons in the United 
States and its territo-
ries. In comparison 
to 2010, there was a 14 
percent increase in the 
number of reported 
cases in 2011. 
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different species of Plasmodium. Overall, the majority of 
infections were due to P. falciparum (49 percent), followed 
by P. vivax (22 percent), P. malariae (3 percent), and P. ovale 
(3 percent). 

Of the imported cases (N=1,920), data on the region of 
acquisition of infection were reported and available in 1,655 
cases. Among these cases, 1,144 (69 percent) were acquired 
in Africa, 363 (22 percent) in Asia, 140 (8 percent) in the 
Americas, 7 (0.4 percent) in Oceania, and 1 in the Middle 
East. The majority (63 percent) of the cases acquired in Af-
rica were from the countries in the western part of Africa, 
specifically including, but not limited to, Nigeria, Ghana, 
Sierra Leone, and Liberia. 

Most cases from Asia, in the order of decreasing fre-
quency, were acquired in India, Afghanistan, Pakistan, and 
Thailand. The number of cases acquired in Afghanistan 
was significantly higher compared to 2010 (96 versus 43), 
mainly due to an increased number of infections among US 
military personnel serving in Afghanistan. The majority of 
cases from Central America and the Caribbean were from 
Haiti and Honduras, while in South America most cases 
were from Guyana and Brazil. With the exception of one 
case, all cases from Oceania were from Papua New Guinea. 
There was only one case reported from the Middle East; 
however, the country of acquisition as well as the involved 
Plasmodium species were unknown.

In the United States, the top 10 states reporting malaria 
cases, in the order of decreasing frequency, were New York 
(238), California (149), Maryland (126), Florida (120), Texas 
(109), New Jersey (104), Georgia (99), Virginia (86), Massa-
chusetts (84), and Pennsylvania (70) (see Figure 1, p. 18). 
In comparison to the other states, Massachusetts reported 
the highest rate of increase in cases of malaria in 2011 (133 
percent, 36 in 2010 versus 84 in 2011). 

The purpose of travel at the time of malaria acquisition 
was reported by 871 (80 percent) of the 1,095 US civilians 
with imported malaria. The definition of US civilians ex-
cluded US military personnel. The most common reasons 
for travel among civilians included visiting friends or rel-
atives (70 percent), missionary-related work (11 percent), 
and travelling for business (9 percent). Among foreign resi-
dents for whom the purpose of travel to the United States 
was known (303), 172 (57 percent) were recent immigrants 
or refugees and 80 (26 percent) were among those visiting 
friends or relatives. 

With respect to the seasonality of malaria 
diagnosed in the United States during 2011, 
the reporting peaked in August for P. falci-
parum and P. vivax infections. This peak 
likely correlated with peak travel times 
during summer holidays. The majority of 
patients (86 percent) had their malarial symp-
toms on or after arrival to the United States. The re-
maining 14 percent had an onset of symptoms before arrival 
to the United States. Of those with the onset of symptoms 
after arrival to the United States, regardless of the involved 
Plasmodium species, most experienced their symptoms 
within one month after the date of arrival. 

Among the individuals who reported taking a specific 
chemoprophylaxis agent, 83 percent took a CDC-recom-
mended medication, while the remaining 17 percent took 
an agent that was not CDC-recommended for the area vis-
ited. Of those taking the CDC-recommended chemopro-
phylaxis and for whom adherence was known, almost 70 
percent reported nonadherence to the proposed chemo-
prophylaxis regimen. Past history of malaria was known 
for 67 percent of the imported cases, of which 21 percent 
reported a history of infection within the past year. Based 
on the availability of data, 23 probable relapses were iden-
tified (22 due to P. vivax and one due to P. ovale). Relapsing 

malaria was defined as a recurrence of disease after its ap-
parent cure. Relapses are caused by reactivation of dormant 
liver-stage parasites (hypnozoites) of P. vivax and P. ovale. 

Eighty percent of infections were reported in individu-
als 18–64 years of age, 15 percent in those younger than 
age 18, and 5 percent in those age 65 or older. At the time of 
malaria acquisition among the pediatric subjects, 51 per-
cent were U.S. civilians, 34 percent had foreign-resident 
status, and 16 percent had unknown resident status. Of 
the U.S. civilian children, 6 percent were younger than 24 
months, 18 percent were 2–4 years, 42 percent were 5–12 
years, and 34 percent were 13–17 years of age. A majority 
of the infections in these patients were attributed to travel 
to Africa for the purpose of visiting friends or relatives. Of 
the children with known chemoprophylaxis information, 
49 percent reported having taken some type of malaria 
chemoprophylaxis. However, only 50 percent of these pa-
tients took the appropriate regimen, and the majority (60 

percent) reported nonadherence to the recom-
mended chemoprophylaxis regimen. 

Thirty-seven cases of malaria were re-
ported among pregnant women, of whom 
30 percent were considered severe infec-
tions. In the absence of fulfilling the spe-

cific clinical criteria for severe infection, 
patients who were treated with artesunate, 

quinidine, or an exchange blood transfusion 
were also considered as having severe infections. Of note, 
exchange blood transfusion for the treatment of severe 
malaria is no longer recommended.4 Most (79 percent) in-
fections in pregnant women were due to P. falciparum, fol-
lowed by P. vivax (18 percent). 

Among the 1,596 cases for which the disposition infor-
mation was available, 1,047 (66 percent) were hospitalized. 
The majority (61 percent) of admissions were due to P. falci-
parum, followed by P. vivax (18 percent) infections. 

Of the 1,920 cases of imported malaria, 1,645 (86 per-
cent) were categorized as uncomplicated infections. Most 
of these patients (72 percent) were treated appropriately, 
according to the CDC guidelines, when treatment infor-
mation was available; however, almost 30 percent re-
ceived inappropriate treatment. There was a noteworthy 
decrease in patients with uncomplicated disease being 
treated appropriately compared to the previous year 

(72 percent in 2011 versus 87 percent in 2010). 
Fourteen percent of all cases were classified as severe 

malaria, with almost 75 percent due to P. falciparum. Five 
patients died. In comparison to the previous year, there was 
a significant increase in the number of severe cases (14 per-
cent in 2011 versus 11 percent in 2010). A majority of the in-
fections (84 percent) occurred in patients older than age 17. 
Among children, those younger than age 5 were more likely 
to have severe disease than those who were older. There 
was no association found between severe disease and age 
greater than 64 years. Of those with known prophylaxis in-
formation, 26 percent reported taking a recommended ma-
laria chemoprophylaxis; however, only 23 percent reported 
compliance with the suggested regimen. Most patients ex-
perienced severe anemia (19 percent) or renal failure (16 
percent). With respect to the treatment, inappropriate treat-
ment was more commonly observed in patients with severe 
disease than in those with uncomplicated infections. 

The CDC provides numerous resources, including teledi-
agnosis, for clinicians for malaria prophylaxis, diagnosis, 
and treatment recommendations. Malaria-treatment rec-
ommendations can be obtained online at http://www.cdc.
gov/malaria/diagnosis_treatment or by calling the Malaria 
Hotline at 770-488-7788 or toll-free at 855-856-4713 during 
regular business hours or the CDC’s Emergency Opera-
tions Center at 770-488-7100 during evenings, weekends, 
and holidays.

Dr. Abrahamian is clinical professor 
of medicine at the David Geffen School of 
Medicine at the University of California, Los 
Angeles, and director of education in the 

department of emergency medicine at Olive View-UCLA 
Medical Center in Sylmar, Calif.
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A common method for the diagnosis of ma-
laria is microscopic examination of peripheral 
blood for parasites. This test not only permits a 
rapid determination of the presence or absence 
of parasites but also allows for identification 
of the parasite species and the percentage of 
infected red blood cells.
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A Tale of Two Doctors
New Year’s Eve, Dec. 31, 2013 
Two emergency physicians walk into 
a bar to attend their department’s New 
Year’s Eve party. Dr. Birkenstock (Dr. B) 
and Dr. Stiletto (Dr. S.) are both nearing 
retirement after working together “in 
the pit” for 35 years. They have 
both lived frugally and invest-
ed wisely. They have each 
built up a very nice retire-
ment nest egg of $2 million. 
They both feel financially set 
for life.

The lawsuit concerns a wom-
an who was a “frequent flyer” in their 
emergency department three years ago. 
She was pregnant with twins, and she 
would present on a weekly basis with 
“pseudoseizures.” At six months of ges-
tation, she had a “real” seizure with a 

prolonged period of hypoxia. She barely 
survived and was left with severe hypox-
ic encephalopathy. The twins were born 
with profound neurological deficits. As a 
result, the mother and twins will require 
a lifetime of expensive medical care. Ex-
perts for the plaintiffs allege that the pa-

tient was incorrectly diagnosed with 
“pseudoseizures,” and that this 

misdiagnosis led to the inju-
ries and was a breach of the 
standard of care. But for the 
misdiagnosis, the mother 
and twins would have been 

fine. 

The Trial, July 2014
All the other defendants (the obstetri-
cians, neurologists, residents in various 
disciplines, nurses, physician assis-
tants, nurse practitioners, neonatolo-
gists, and the hospital) have settled and 

Asset-protection planning can be the deter-
minative factor in whether you and your family 
will live in the best or worst of times financially. 
If you doubt the importance of navigating this 
area where law, insurance, investing, and medi-
cine intersect, please consider the following tale.

Asset Protection for the 
Frugal Physician—A Tale of 

Two Doctors 
by Douglas Segan, MD, JD

Not all of us have been advised to live 
in a hidden bunker, leaving our house va-
cant in order to protect against black-op 
hit teams, but if you’re a physi-
cian, it’s almost a certainty that 
you’ve heard that you should 
dig a figurative bunker for 
your assets (ie, take steps to 
shelter your assets from be-
ing taken away in the event of 
an excess-limits verdict in a medi-
cal malpractice case). Not only have all 
physicians heard this bit of unchallenged 
wisdom, but for those who want to heed 

such advice, there are plenty of financial 
and legal advisors who are only too hap-

py to take some of that money you’re 
trying to protect. The only prob-

lem is that the chances of your 
suffering an excess-limits 
verdict and having your per-
sonal assets attached are ex-
ceedingly small. It’s certainly 

more likely than the chance of 
a black-op hit team visiting you 

in the dead of night but far less than 
the chance you’ll one day wish you hadn’t 
“protected” your assets.

There is a great scene in the movie RED 
(Retired, Extremely Dangerous) in which John 
Malkovich invites Bruce Willis and Mary-Louise 
Parker “in to see the place.” Instead of head-
ing toward the house, which is in plain view, 
Malkovich lifts the hood of a junked car, reveal-
ing a stairway down into the bunker that is his 
real abode. Parker, befuddled, asks, “What’s the 
house for?” Malkovich, intent on protecting 
himself from assassins and scornful of Parker’s 
ignorance, scoffs, “Decoy, of course.” 

Sheltering Personal Assets 
from Med-Mal Liability 

Is Overrated
by Michael Frank, MD, JD, FACEP, FCLM

CONTINUED on page 23
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are out of the case. The only defendants left 
when it’s time for the trial are Drs. B and S, who 
decide to trust their fate to a jury. Both believe 
the standard of care was met, and they refuse 
to settle. Their attorneys have impeccable ex-
pert witnesses to confirm that their treatment 
was within the standard of care and there are 
no charting deficiencies.

The trial does not go well for the defend-
ants. The judge allows the mother and the 
twins to be in the courtroom, and the jury 
wants to do something to help them. Life-care 
experts emphasize the millions of dollars 

needed to care for them for the rest of their 
lives. The jury enters a huge verdict, far in ex-
cess of the doctors’ combined malpractice in-
surance limits. The defendants’ appeals are 
ultimately unsuccessful.

New Year’s Eve, Dec. 31, 2014
Drs. B and S are at their department’s an-
nual New Year’s Eve party, but their minds 
are elsewhere. The collection efforts of the 
plaintiff’s attorney have been relentless. The 
judgment was only partially satisfied by the 
malpractice insurance, and the plaintiff ’s 

attorney has an obligation to his clients to 
collect the outstanding balance from the 
defendant physicians.

Dr. B now has a net worth of approximately 
zero and is contemplating another 20 years of 
practice. Dr. S still has a net worth of $2 million 
and is planning retirement in a warm location. 
Dr. B had all of her assets in a personal account 
at a well-known brokerage firm. That money 
enjoyed no protection from unsecured credi-
tors and is now gone. On the other hand, Dr. S 
had her assets in various retirement accounts 
and IRAs, a life-insurance policy, an annuity, 
and equity in the home that she owns with her 
husband. Therefore, her assets were safe from 
the claims and the collection efforts of the 
plaintiff’s attorney.

The Moral of the Story
If you practice emergency medicine, it is like-
ly that you will be named as a defendant in a 
medical malpractice case at some point in your 
career. While the risk of losing a large malprac-
tice suit and facing a judgment far exceeding 
your insurance limits is small, the fear of this 
dismal outcome causes a great deal of litiga-
tion stress for physician defendants and may 
be a factor in deciding whether to settle a case 
or put one’s fate in the hands of a jury. 

The ideal time to start protecting your assets 
is early in your career, before you are sued, and 
this will allow you to avoid the corrosive anxi-
ety of losing your shirt in an excess judgment. 
Take a few simple steps now, and be confident 
in the knowledge that you will end up in the 
shoes of Dr. S and not barefoot like Dr. B. 

No Lawyer Required 
Many doctors recognize the benefits of pro-
tecting their assets but are under the mistaken 
belief that the process is both costly and time-
consuming. While some high net-worth physi-
cians need the expertise of specialist lawyers 
to set up sophisticated plans such as offshore 
trusts, most physicians do not require this. If 
you are starting out in your career, or you do 
not have a large nest egg, there are simple and 
inexpensive steps that you can take to protect 
your savings from an excess judgment. Here 
are some steps you can take without the ex-
pense of a lawyer.

Maintain adequate insurance: While 
medical malpractice liability is uppermost 
in the minds of most physicians, we risk 
myriad other civil suits that can wreak havoc 
with our financial plans. The first step in pro-
tecting your assets is having adequate insur-
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ance to protect you from the most common 
civil suits that you might face. You need suf-
ficient professional, auto, and homeowner’s 
(or renter’s) insurance. In addition, obtain an 
umbrella policy, which provides a great deal 
of extra liability coverage to supplement your 
auto and homeowner’s policies at a very mini-
mal additional cost. 

Try this at home: As illustrated by the 
above story of Drs. B and S, when a creditor 
is going after your assets, each asset is treat-
ed differently. Some assets can be garnered 
by creditors, while others cannot. The goal of 
asset protection is to have a large percentage 
of your assets in a form that creditors can-
not easily take. The main reason the subject 
of asset protection is complicated—and why 
lawyers are beneficial—is that, unlike the 
human body, this body of law varies great-
ly from state to state. Frugal physicians who 
want to forgo a lawyer must know which as-
sets are given special protection in the state 
where they live or are planning to live. You 
must learn the asset-protection tools that 
work in your state if you want to start this 
process without a lawyer. 

The Internet has made this process much 
easier. Go to your favorite search engine and 
enter the name of your state and the words 
“bankruptcy exemptions.” Look past the ads 
and the lawyers selling complicated offshore 
trusts, and review a number of websites that 
have recent updates. The Nolo firm (www.nolo.
com) is a reliable source of helpful and easy-to-
understand information in this area. It will give 
you ideas on how to start an asset-protection 
plan in your particular state. 

What works in most states: The specific 
assets that are protected vary from state to 
state as do the amounts protected, but the 
odds are good that retirement plans, IRAs, 
some insurance policies (such as life insur-
ance and annuities), and some amount of eq-
uity in your home will be protected from most 
creditors. So for most doctors in most states, 
fully funding retirement and IRA plans and 
owning your home will be the best long-term 
investment and asset-protection plan.

Conclusion
All physicians should take steps to protect 
their growing nest eggs from the risk of an ex-
cess-limits judgment. Protecting your savings 
now will reduce your litigation stress if you 
are named in a suit in the future. Asset pro-
tection should be an integral part of your fi-
nancial planning from an early stage in your 
career. Do not let the jargon and the dread 
of a huge legal bill prevent you from making 
a start on a plan that works for you. While 
competent legal advice is always worthwhile, 
the wise and frugal physician can still come 
up with a basic but effective asset-protection 
plan. Learn which assets are given favorable 
treatment from the claims of creditors in your 
state. If the specific investment vehicles that 
are protected in your state match your long-
term investment goals, then you have the 
foundation of a solid plan.

Dr. Segan is an emergency physician 
based in East Lansing, Mich, and Woodmere, 
NY. He is a member of the State Bar of 
Michigan and is the in-house physician-attorney 
at Johnson & Wyngaarden, PC, a medical 
malpractice defense firm in Okemos, Mich. He 
can be reached at dougsegan@yahoo.com.

“Many doctors recognize the benefits of protecting their 
assets but are under the mistaken belief that the 
process is both costly and time-consuming. While some 
high net-worth physicians need the expertise of 
specialist lawyers to set up sophisticated plans such 
as offshore trusts, most physicians do not require this. 
If you are starting out in your career, or you do not 
have a large nest egg, there are simple and inexpensive 
steps that you can take.”

–Douglas Segan, MD, JD

http://www.nolo.com
http://www.nolo.com
mailto:dougsegan@yahoo.com
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Consider your own experience. We’ve all 
heard the advice: “Protect your assets.” “Put 
your house in your spouse’s name.” “Estab-
lish a trust.” “I know a financial advisor who 
can fix you up.” And we’ve all heard of those 
multi-million dollar plaintiff verdicts that just 
happen to be in excess of the defendant doc’s 
insurance coverage. But even though you’ve 
heard all this advice, do you actually know of 
many cases—or even a single case—where phy-
sicians have had their personal assets taken 
away? Probably not. Although such cases can 
theoretically occur, in reality, they are exceed-
ingly rare. Here’s why.

Med-mal suits that end with a verdict for 
the plaintiff are unusual to start with. Only a 
small number of med-mal suits go to trial. The 
large majority are either settled within policy 
limits or are dismissed without payment. Of 
the cases that go to trial through to verdict, the 
jury finds for the doc roughly 75 percent of the 
time. Of the remaining 25 percent cases where 
the jury finds against the doctor, many, if not 
most, will be for an amount within policy lim-
its. That’s point number one: excess verdicts 
are rare. They usually get more press coverage 
than all of the other cases, and that may be 
why physicians think the threat is more sig-
nificant than it really is.

There’s another reason you probably don’t 
know any physicians who have had their as-
sets taken away by an excess verdict. Even 
when there is an excess verdict, it is rare for 
the full amount of the verdict to stand or to 
be enforced. When a jury delivers an excess 
verdict, things start getting very interesting in 
ways that don’t generate the headlines that the 
original verdict did. A number of potential sce-
narios begin to play out long before the physi-
cian actually has to cough up any bucks. Here 
are just two of them:

1. �Compromise settlement after verdict: 
There are very few trials that don’t have 
some colorable error in procedure that 
can form the basis of an appeal. Suppose 
the verdict against you is for $5 million 
and the coverage limit of your policy is $1 
million. After the verdict, your attorney 
approaches the plaintiff’s attorney, con-
gratulates him on the win, and tells him 
the verdict will be appealed. The plain-
tiff’s attorney knows that an appeal will 
take a long time, perhaps a few years, and 
the result, just like the result of a jury tri-
al, can never be predicted with certainty. 
The appeal might even result in an order 
for a new trial or, worse yet, an order that 
the jury’s decision be thrown out and the 
original lawsuit dismissed! Your attorney 
offers an alternative, a compromise: ac-
cept $1 million from the insurance com-
pany as a full settlement, and there will 
be no appeal. The plaintiff’s attorney 
knows that even if the verdict is affirmed 
on appeal, he still won’t get more than 
$1 million from the insurance company 
(because that’s the limit of the insurance 
company’s liability), and the chances of 
getting $4 million (or anything close to 
that) from most physicians are slim to 
none. Moreover, the plaintiff’s attorney 
also knows that if the appellate court re-
verses the trial court and orders a new trial 
or, worse yet, strikes down the verdict en-
tirely, his $5 million verdict may turn into 
just another losing lottery ticket. What do 

you think the plaintiff’s lawyer is going to 
do? I don’t think most plaintiff’s attorneys 
want to go after a physician’s personal as-
sets, but that conclusion is derived from 
what plaintiff’s lawyers have to say on the 
matter. Gerald Gillock is one of the more 
prolific med-mal plaintiff attorneys in 
Las Vegas, a venue traditionally friendly 
to plaintiffs and a perennial nominee for 
the American Tort Reform Association’s 
annual “Judicial Hellholes” report (www.
judicialhellholes.org). In 2002, Gillock 
was pursuing a case where coverage lim-
its of the defendants totaled $6 million: 
“Such a high policy limit makes settling 
these cases difficult,” Gillock said. “Most 
insurance policies that we run across are 
1-3 policies, which means they cover $1 
million per incident and $3 million per 
year. We always are willing to accept that 
$1 million for cases which are worth much 
more than that, and I have never chased 
a doctor’s personal assets. But these are 
big cases, and you don’t take $1 million 
when the insurance company has $6 mil-
lion in coverage.”1 Now here is one of the 
most experienced med-mal lawyers in one 
of the most notorious jurisdictions in the 
country telling everybody exactly what he 
would do in our hypothetical case: he’d 
take the $1 million.

2. �Subrogation of a bad-faith claim: Here’s 
another possibility: you bring an action 
against your insurance company—but 
you don’t actually bring the claim your-
self. The plaintiff’s attorney, who up until 
now has been your mortal enemy, is now 
your best pal! The plaintiff’s attorney 
knows that you probably don’t have assets 
worth chasing (see Gillock quote above), 
but we all know who does have that kind 
of scratch: your insurance company. Its 
obligation is to protect your assets, to 
settle the case within policy limits, and 
to avoid exposing you to the possibility 
of an excess verdict. An insurance com-
pany that fails to provide the protection 
required under the policy can be held li-
able for “bad faith,” a claim that has the 
potential to expose the insurance compa-
ny to punitive damages well in excess of 
the coverage limits in the policy. You strike 
an agreement with the plaintiff’s attorney: 
you give the plaintiff’s attorney your right 
to bring the bad-faith action against the 
insurance company (ie, you “subrogate” 
your right) and, in return, the plaintiff for-
gives the $4 million excess. You walk away 
and leave the plaintiff’s attorney and the 
insurance company to do battle. Can this 
happen even if you have refused to con-
sent to settlement? Even if the insurance 

company has been offering, and even rec-
ommending, a settlement? Insurance law, 
especially bad-faith case law, is not intui-
tive; without getting into citations of case 
law, the simple answer is yes. Bad-faith 
actions can still be brought, and can be 
successful, in those circumstances.

Those are brief descriptions of two of the 
possible scenarios that begin to play out in 
the event of an excess verdict. There are oth-
ers, but it is beyond the scope of this article 
to describe them all. Their common feature, 
however, is that none of them end up with the 
defendant physician’s assets being attached. 
While the headlines scream about multimil-
lion-dollar verdicts, the actual amount that 
eventually gets paid is either buried in the 
back pages or not even newsworthy. The bot-

tom line is that the possibility of having your 
personal assets attached in the wake of an 
excess verdict is vanishingly small, certainly 
less than the chance that you’ll get divorced 
and end up regretting putting those assets in 
your spouse’s name!

Reference
1.	 Di Edoardo C. Las Vegas surgeon subject of multiple 

lawsuits. Las Vegas Review-Journal. March 4, 2002.

Dr. Frank is general counsel and director 
of risk management for Emergency Medicine 
Physicians (EMP) in Canton, Ohio, in which 
capacity he manages all EMP legal affairs, 
including professional liability claims. He is 
a fellow of the American College of Legal 
Medicine and life fellow of ACEP. He is a 
member of numerous medical and legal 
professional societies.

“And we’ve all heard of those multi-million dollar plaintiff 
verdicts that just happen to be in excess of the defendant 
doc’s insurance coverage. But even though you’ve heard all 
this advice, do you actually know of many cases—or even a 
single case—where physicians have had their personal assets 
taken away? Probably not. Although such cases can 
theoretically occur, in reality, they are exceedingly rare.”

–Michael Frank, MD, JD, FACEP, FCLM
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AirwayAirway Essentials 
for Today's 
Emergency 
Physician

Cricothyrotomy 2.0
Rethinking indications, anatomy, and procedural technique

Article and Photography by Richard M. Levitan, MD, FACEP

Part one of a two-part series.

T hirty years ago, when air-
way management options 
only included direct laryn-

goscopy and mask ventilation, cri-
cothyrotomy was used routinely if 
laryngoscopy and mask ventilation 
failed. Now, the laryngeal mask air-
way (LMA) and other supraglottic 
airways allow us to rescue ventilate 
in 95 percent of mask-ventilation 
failures. Video laryngoscopes (and 
fiber optics via LMA) now allow intu-
bation in many instances of difficult 
or impossible direct laryngoscopy. 
New techniques of pre-oxygenation, 

positioning, and apneic oxygena-
tion (ie, nasal oxygen during efforts 
securing a tube, or NO DESAT) can 
markedly prolong safe apnea. Better 
ventilation strategies (low volume, 
low pressure, positive end-expira-
tory pressure [PEEP] valves, nasal 
cannula with bag-valve-mask [BVM] 
use) improve oxygenation and also 
reduce the risk of regurgitation. We 
are no longer bound to one attempt 
at intubation before hypoxemia 
leads to desperate bagging and a 
surgical airway.

What is the role for cricothyroto-
my in this era of many devices and 

better oxygenation and ventilation 
techniques? Crics should be con-
sidered a first-line approach in sit-
uations of the “surgically inevitable 
airway.” These are cases in which 
mask ventilation, supraglottic air-
ways (LMA/King LT), and passive 
oxygenation will not work. Surgi-
cally inevitable airways are trauma 
cases in which a surgical airway will 
be required as part of the patient’s 
near-term management. The pro-
totypical example is a severe blast 
injury to the lower face. Distorted 
anatomy coupled with blood/vomit 
is a serious problem—it is bad for la-

ryngoscopy, mask ventilation, LMA, 
and King LT use, as well as passive 
oxygenation via mouth or nose. 
Rapid sequence intubation (RSI) 
must be avoided in these cases; an 
awake surgical airway (with or with-
out ketamine) is the safest option. 
Not all instances of distorted anat-
omy require an immediate surgical 
airway; without bleeding or vomit, 
an awake, fiber-optic, or other non-
RSI technique may be worth trying 
in angioedema and other oral-pa-
thology circumstances. Because 
there is no guarantee of being able 
to rescue ventilate, a surgical ap-

Crics 
should be 
considered 
a first-line 
approach 
in situa-
tions of the 
“surgically 
inevitable 
airway.” 
These are 
cases in 
which mask 
ventilation, 
supraglot-
tic airways 
(LMA/King 
LT), and 
passive 
oxygena-
tion will not 
work.

Dr. Levitan is an adjunct professor of medicine (emergency medicine) at 
the Geisel (Dartmouth) School of Medicine in Hanover, N.H., and a visiting pro-
fessor of emergency medicine at the University of Maryland in Baltimore.  After 
almost 25 years at inner city, academic medical centers, he now works clinically 
at a critical care access hospital in rural New Hampshire. 

Figure 1. 
Female versus 
male external 
anatomy: 
The thyroid 
prominence is 
evident in the 
male, whereas 
the thyroid and 
cricoid have equal 
prominence in a 
female. 

Figure 2. 
The “laryngeal 

handshake,” from 
left to right: 1) 

hyoid, 2) thyroid, 
3) cricoid, and 

4) palpation 
of cricothyroid 

membrane.



FEBRUARY 2014    ACEP Now    25The Official Voice of Emergency Medicine

ACEPNOW.COM

	
  

	
  

	
    

 
 
 
 

 
EM Residency Program Director 

Cleveland, Ohio 
 
4M Emergency Systems has an excellent opportunity for a BC Osteopathic 
Emergency Medicine Practitioner to join the UH Regional Hospital EM 
Residency Program, as the Program Director.  Candidates are expected to 
demonstrate aptitude with both clinical leadership and medical education 
leadership experiences.  Prior administrative experience in Emergency 
Medicine residency leadership roles is required.  Candidates must have 
completed an accredited osteopathic emergency medicine training program 
and must be ABOEM board certified.   
 
4M Emergency Systems offers extremely competitive compensation and 
benefit package including: 
 
• $40,000.00 Sign on Bonus 
• Incentive plan 
• Fully paid family health, dental and vision plan  
• 401K plan with 6% company match 
• Malpractice 
• Paid Life & long/short-term disability 
• HSA Contribution 
 

 
To learn more about joining our practice, please contact Erin Waggoner or 
Jeff Mirelli at (888) 758-3999 or via email at EWaggoner@4Mdocs.com or 

jmirelli@4mdocs.com 
 

 
    MEDICINE       MENTORING 
             ●           ● 
MANAGEMENT           MISSION 
 
 

 
 

proach may be emergently needed if the pa-
tient deteriorates. Instances involving massive 
fluids (blood/vomit) even without distorted 
anatomy may trigger a surgical airway when 
epiglottoscopy and other landmark identifi-
cation are impossible along with the inability 
to oxygenate and/or ventilate. If intubation 
fails in cases with intrinsic laryngeal pathol-
ogy (eg, laryngeal tumor, high-grade laryngeal 
fracture), a surgical airway is necessary below 
the level of the pathology (ie, tracheotomy in-
stead of a cricothyrotomy). 

Once the operator has crossed the deci-
sion point, a surgical airway is inevitable; 
patient outcome hinges on speed. To ensure 
success, one must be able to reliably identify 
landmarks and have a methodical, step-by-
step approach. 

The Technique
The traditional method of finding the crico-
thyroid membrane relies on palpation of the 
thyroid prominence (Adam’s apple) and the 
gap between the lower thyroid cartilage and 
the cricoid ring. This works well in thin males 
but not when there is significant neck fat and 
musculature. In women, the thyroid lamina 
is smaller and has a shallower angle; there is 
no thyroid prominence (see Figure 1, p. 24). 
Instead of using the tip of the index finger 
to feel for landmarks, palpate the laryngeal 
framework using the whole hand with what I 
call the “laryngeal handshake”(see Figure 2, 
p. 24). The hyoid, thyroid, and cricoid form a 
rhomboid structure and move as a unit from 
side to side  (see Figure 3, above). Instead of 
feeling for the thyroid prominence, palpate 
the broad thyroid lamina. When the front of 
the neck does not give certainty of location, I 
have found that palpating the firm lamina of 
the thyroid and moving the whole laryngeal 
framework from side to side will consistently 
confirm the landmarks.  

It does not take a lot of force to appreciate 
landmarks or rock the larynx side to side. Pal-
pation of the laryngeal framework has been 
taught as a close combat technique (when 
used with maximum force) to perform a “tra-
cheal choke” (see Figure 4, above).

I initiate the laryngeal handshake with my 
dominant right hand (see Figure 5, above, for 
sequence of steps).  Ergonomically, I prefer to 
stand on the patient’s right side (at the thorax) 
so that when holding the scalpel, I can rest my 
cutting hand on the sternum. (We will address 
sternal stabilization in part two of this series.)

I started gently up high with the hyoid, us-
ing the thumb and index finger, under the an-
gle of the mandible. Staying lateral to midline, 
slide down to the broad, firm, thyroid lamina. 
At this point, use the index finger to come to 
midline and palpate the thyroid prominence 
in men. Lower down is the inferior cornu of 
the thyroid, bilaterally overlapping the cricoid 
cartilage. This is the bottom of the rhomboid, 
below which are the softer tracheal rings. Us-
ing the firm lamina of the thyroid as a guide 
(and especially if the thyroid prominence is not 
felt) the index finger is brought midline to the 
cricothyroid membrane at the inferior aspect 

Instead of using 
the tip of the  
index finger to 
feel for land-
marks, palpate 
the laryngeal 
framework using 
the whole hand 
with what I call 
the “laryngeal 
handshake.”

Figure 3. 
CT imaging of the larynx in a coronal 
projection showing the epiglottis; 
the piriform recesses lateral to the 
epiglottis; the hyoid (bright dots); 
thyroid lamina; and, lowest and most 
medial, the cricoid. The vocal cords 
are at the inferior aspect of the thyroid 
cartilage. Note the rhomboid shape 
from the hyoid to the thyroid and 
cricoid and that the lower thyroid 
encircles the cricoid. 

of the lamina. In men, the thyroid cartilage is 
always more prominent than the cricoid, but 
in women they often have equal prominence.

After performing the laryngeal handshake 
with the dominant hand, switch to the non-
dominant hand and grab the same landmarks. 
Use the non-dominant hand to stabilize the 

larynx (on the thyroid lamina) with the index 
finger over the cricothyroid. The dominant 
hand holds the scalpel and is stabilized on 
the sternum. Sternal stabilization is needed 
to make a controlled incision. We will address 
this in the April 2014 issue of ACEP Now in part 
two of this series.

Figure 4. 
An image from the US Army Field 
Manual of Close Quarters Combat 
showing the trachea choke; the 
laryngeal handshake is a gentle version 
of this five-finger palpation of the larynx, 
using a side-to-side motion to confirm 
palpation of the thyroid lamina. 

Figure 5. 
The laryngeal handshake, starting on right side with 
dominant hand (top), then switching to the nondominant 
hand on larynx, with the dominant hand getting ready to 
make the incision (bottom). 

www.ACEPNOW.COM
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be moot. However, in a desire to reduce radia-
tion exposure in pregnant patients, D-dimer 
tests are often ordered in this population. D-
dimer levels increase throughout pregnan-
cy, beginning in the first trimester, and by 
35 weeks, all will be above the cut-off level 
of 500mcg/L.4 This normal physiologic phe-
nomenon has prompted some investigators to 
increase the cut-off level for D-dimer in preg-
nancy. Although false positives clearly occur 
in pregnancy, it seems to be a flawed strategy 
to increase the cut-off to avoid false positives 
at the risk of increasing false negatives. Such 
changes are under investigation and should 
be adopted with caution. 

If D-dimer is problematic in pregnancy, 
why not use the PERC rule? PERC is most likely 
the preferred CDR in current use. However, 
in the derivation study, six clinical variables 
were deemed “nonsignificant”: pleuritic chest 
pain, substernal chest pain, syncope, smok-
ing status, malignancy, and pregnancy or 
immediate postpartum status.5 Kline and Slat-
tery later reported three factors that were as-
sociated with PERC-negative PE. Interestingly, 
they were pleuritic chest pain, pregnancy, and 
postpartum status.6 Perhaps removal of these 
three should be called into question. If noth-
ing else, this certainly limits the PERC rule’s 
application in pregnancy.

 In order to reduce potential radiation ex-
posure, many are recommending that com-
pression ultrasonography be used first in 
pregnant patients as opposed to computed 
tomography pulmonary angiogram.4 This 
approach certainly has merit, particularly in 
pregnant patients with leg complaints. How-
ever, it also has some drawbacks. Venous flow 
velocity reduces approximately 50 percent in 

the legs by weeks 25–29 of pregnancy, possibly 
impacting image interpretation, and isolated 
iliac vein thrombosis is more common in preg-
nancy and is difficult to diagnose.1

Use caution with pregnant patients who 
may have VTE. Although our goal is to reduce 
radiation exposure to the fetus and mother, 
applying evidence from nonpregnant popu-
lations can be disastrous. We must be mind-
ful to avoid unnecessary testing, but the use 
of CDRs and D-dimers, in particular, have lit-
tle place—if any—in the risk stratification of 
pregnant patients.

Dr. Klauer is director of the Center for 
Emergency Medical Education (CEME) and 
chief medical officer for Emergency Medicine 
Physicians, Ltd., Canton, Ohio; on the Board 
of Directors for Physicians Specialty Limited 
Risk Retention Group; assistant clinical 
professor at Michigan State University College 
of Osteopathic Medicine; and medical 
editor-in-chief of ACEP Now.
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James M. Dahle, MD, FACEP, blogs as The White 
Coat Investor at http://whitecoatinvestor.com. He is not 
a licensed financial adviser, accountant, or attorney and 
recommends you consult with your own advisers prior to 
acting on any information you read here.

The End of the 
Rainbow

Protect your 
pot of gold from 

bad advice

Whole-Life Insurance 
Is Not an Attractive Asset Class

by James M. Dahle, MD, FACEP

plex structure and many uses of WL 
give its proponents an endless num-
ber of angles from which to sell it. 
Unfortunately, for nearly every use 
of WL, there is a better product to 
meet that need. If you need to pro-
tect your family prior to retirement, 
term-life insurance works better. 
If you actually need a permanent 
death benefit, guaranteed no-lapse 
universal life works better. If you 
need your money to grow, invest-
ments like stocks and real estate 
are likely to provide a much higher 
return. 529s work better than WL to 
pay for your children’s college, and 
saving up for your next car works 
better than purchasing a life-insur-
ance policy to pay for it. If you need 

guaranteed income in retirement so 
you don’t run out of money before 
dying, you’re better off purchasing 
a single-premium immediate annu-
ity (SPIA). Unlike life insurance, this 
product actually costs less as you 
get older and sicker. 

Sometimes agents recommend 
you purchase WL to mix in with the 
other asset classes of your portfolio. 
They argue that because the project-
ed long-term returns of WL are simi-
lar to those of bonds (especially in 
our current environment of histori-
cally low interest rates), you should 
include WL as an asset class in your 
portfolio. Keep in mind you can call 
anything, including horse manure 
or Beanie Babies, an asset class. The 
real question is, “Should I include 
this asset class in my portfolio?” 
With WL, the answer is usually no. 
If I offered you an asset class with 
the following characteristics, would 
you want to invest in it?

1. �50 percent front load the first 
year

2. �Surrender penalties that last 
for years

3. �Requires ongoing contribu-
tions for decades

4. �Difficult to rebalance with 
other asset classes

5. �Backed by the guarantees of 
a single company (and what-
ever you can get from a state 
guaranty association)

6. �Requires you to pay interest to 
use your own money

7. �Guaranteed negative returns 
for the first decade

8. �Low returns (3–5 percent) 
even if you hold it for many 
decades 

9. �Must be held for life to provide 
even that low investment re-
turn

10. �Excluded from the investment 
(or lower returns) for poor 
health or dangerous hobbies

Once you step back and think 
about the significant downsides of 
WL as an asset class, the right de-
cision becomes obvious. Don’t mix 
investing and insurance. Complex-
ity in financial products always ben-
efits those who sell them more than 
those who buy them. According to 
joint reports from the Life Insurance 
Marketing and Research Association 
and the Society of Actuaries, 80–90 
percent of WL policies are surren-
dered prior to death. This dire sta-
tistic suggests that the vast majority 
of WL purchase decisions eventually 
lead to serious regret.

However, surrendering a policy 
you have held for decades isn’t nec-
essarily a good financial move either. 
The poor returns of WL are heavily 
concentrated in the early years, and 
life insurance of any type does be-
come more expensive as you age and 
become more ill. Be sure your life-
insurance needs, if any, are met with 
another policy prior to surrender-
ing any insurance policy. Be sure to 
also calculate your expected return 
going forward prior to surrendering 
because the poor returns in the past 
are now water under the bridge.

It is best to evaluate any 
financial product on its own 
merits rather than on the 
sliminess of its industry. 

Question: My financial adviser thinks I should 
diversify my portfolio by adding whole-life insurance 
(WL) as an additional asset class. Do you think this 
would be a good move?

huge financial conflict of interest. It 
kind of makes those pens and sand-
wiches that drug reps used to bring 
to the ED look pretty silly, no? 

If you need financial planning ad-
vice, I suggest you pay for it with a 
straightforward hourly or flat fee. If 
you need asset-management servic-
es, I suggest you pay for it with a flat 
annual retainer or at least a reason-
able fee based on assets under man-
agement. Using a commissioned 
“adviser” may seem like it saves you 
some money, but there is no price too 
low for bad financial advice.

All that said, it is best to evalu-
ate any financial product on its own 
merits rather than on the sliminess 
of its industry. WL does have sig-
nificant upsides. It provides a life-
long, generally increasing death 
benefit. The life insurance aspect is 
paired with a savings account that 
grows slowly each year with divi-
dends from the insurance compa-
ny. In many states, the cash value 
enjoys significant asset protection 
from creditors. It can be useful in 
some unique estate- and business-
planning transactions. You can 
also borrow money tax-free, but 

not interest-free, from the policy 
to purchase expensive stuff or 

to spend in retirement. Upon 
death of the insured, any 

loans not paid off are as-
sessed against the 

death benefit and 
the remainder is 

paid out to heirs. 
These unique 
aspects cause 
commission-
hungry insur-
ance agents 

to recommend 
WL as an addition-

al retirement ac-
count or even 

as a unique 
asset class 
for your 
portfolio.
   The com-

Answer: WL is difficult to sell. 
It is expensive and complicated 
and possesses a terrible reputa-
tion. It is rarely recommended ex-
cept by those who benefit from its 
sale. Recognizing this, insurance 
companies offer substantial com-
missions to those who are able to 
successfully sell it. The typical com-
mission for WL ranges from 50–110 
percent of the first year’s premium. 
That means if you buy a WL policy 
with a premium of $30,000 per year, 
your “adviser” will receive a com-
mission in the neighborhood of 
$15,000–$33,000. Given that insur-
ance agents have a median income 
of $47,000 per year, that monstrous 
commission becomes an incredible 
conflict of interest. 

Commissioned salespeople gen-
erally make for poor financial advis-
ers. The worse the financial product, 
the higher the commission a compa-
ny must offer in order to get it sold. 
The higher the commission, the 
more likely the salesperson is to 
recommend it to you. Even highly 
ethical people will 
struggle with 
this insanely 
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medicine resident at Mount Sinai Hospital in New York and 
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Cool eTools, Ketamine, Evaluating Brain Death, and 
Tweeters Beware: Credibility of Online Sources

by Jeremy Samuel Faust, MD, MS, MA

1. Graham Walker, MD 
(@grahamwalker), an 
emergency physician 

in San Francisco, asked: “Any 
pearls/tricks/tips on how people are 
using their smartphones in the ER?” 
Dr. Walker is the perfect person to 
initiate this conversation; his MD-
Calc website, soon to be an app, is a 
hugely popular smartphone tool for 
a variety of clinical uses, providing 
checklists for clinical decision tools 
and calculations you can’t quite re-
member. (Corrected calcium, any-
one?) Replies covered a range of 
tricks that would have made Mac-
Gyver proud. Teresa Chan, MD (@
TChanMD), an emergency physi-
cian with Hamilton Health Scienc-
es in Ontario, replied that she has 
seen videos of pediatric seizures 
provided by parents. Seth Trueger, 
MD (@MDaware), an emergency 
physician and health-policy fellow 
at George Washington University in 
Washington, DC, apparently gets 
a lot of use out of his smartphone 
for “Derm tele-consults; [Snellen] 
eye chart; Patients take pics of their 
own lesions, ECGs; [I] show parents 
PECARN algorithm; a metronome for 
CPR.” Others chimed in, saying they 
use their phones for keeping impor-
tant papers handy. Personally, I use 
checklists and Siri reminders for fol-
lowing up on labs and the camera 
for taking photographs of medica-
tion lists (always with patient per-
mission). And, of course, there is 
the indispensable flashlight: the 
ultimate smartphone “PERRL.” 

2. From Reuben Stray­
er, MD (@emupdates), 
assistant clinical pro­

fessor of emergency medicine 
at the Icahn School of Medicine 
at Mount Sinai in New York City: 
“Use ketamine fearlessly, even reck-
lessly, by understanding the ketamine 
brain continuum. goo.gl/XGQxTj  
#emupdates.” This tweet went viral, 
garnering more than 40 retweets to 
thousands of people. Dr. Strayer’s 
postings on his website, EMup-
dates.com, are always full of sup-
porting resources, including links to 
high-quality research papers, flow 
charts, checklists, and screencasts 

that walk you through everything 
you need to know. Any fears you may 
have about ketamine’s safety profile 
and managing potential emergency 
reactions from ketamine for proce-
dural sedation are soundly put to 
rest here, with ample evidence and 
crystal-clear rationale covering eve-
rything from physiology to practice-
based guidance. Dr. Strayer’s website 
may be one of the best-kept secrets in 
the FOAM (Free Open Access Medu-
cation) world. He doesn’t do a lot of 
self-promotion, but insiders know 
he’s a FOAMer’s FOAMite. 

3. From St. Emlyn’s co-
founder and Emergency 
Medicine Journal Editor 

Simon Carley, MD (@EMMan­
chester), comes a great journal 
club entry: “Family presence for 
Brain Death Evaluation. Should 
families be present for brain stem 
testing? http://stemlynsblog.org/ 
jc-family-presence-brain-death-eval-
uation-st-emlyns.” The St. Emlyn’s 
blog is another terrific resource. All 
cases take place at the fictional and 
eponymously named hospital in the 
equally fictitious town of Virchester 
in the United Kingdom. This tweet 
links to a post that discusses a new, 
randomized, controlled trial pub-
lished in the December 2013 issue of 
Critical Care Medicine. In this study, 

families were randomized to either 
be present or not during brain-death 
evaluations. The take home: families 
who were present for brain-death 
evaluations better understood their 
loved one’s prognosis without any 
adverse effect on their psychologi-
cal well-being. 

4. Australian emergency 
physician Andrew Tagg, 
BSC, MBBS, MRCSEd 

(@AndrewJTagg), tweeted: “Cheers 
to @RAGEpodcast for making my 
drive into work much more enter-
taining and educational and for in-
spiring me to be even better in 2014.” 
Others hopping on the bandwagon is 

New York University/Bellevue emer-
gency medicine residency Assistant 
Program Director Anand Swamina-
than, MD, MPH (@EMSwami). Dr. 
Swami is “loving the @RAGEpodcast 
- great format w/ expert opinions.” 
The RAGE Podcast (that’s “The Re-
suscitationist’s Awesome Guide to 
Everything”) published its inaugu-
ral episode after months of hype. I 
know: FOAM does not need yet an-
other podcast, except for this one. 
From the Aussies who brought you 
the “Life in the Fast Lane” blog (the 
leading emergency medicine site in 
the world) comes a first-rate podcast 
to go with it. As the sole American on 
the podcast to date, critical care guru 
Haney Mallemat, MD (@CriticalCar-
eNow), assistant professor of emer-

Do you have any favorite tweets that ACEP Now 
readers should know about via The Feed?

Tweet at me @JeremyFaust or e-mail to jsfaust@gmail.com.

Not addicted to Twitter yet? Not a problem. Here are five recent tweets that'll 
give you a sense of what is going on in the emergency medicine Twitterverse.

gency medicine at the University of 
Maryland in Baltimore, represents 
us with excellence. Grab it for free 
on iTunes. 

 (@M_Lin), editor in 
chief of Academic Life 
in Emergency Medicine 

(ALiEM): “Thank you ALiEM expert 
peer reviewers for 2013 - an all-star 
list. http://academiclifeinem.com/
thank-you-expert-peer-reviewers/.” 
One perceived problem with FOAM 
is quality control: Google can’t dis-
tinguish between a reliable source 
and a shady one, so a search can 
lead the curious learner astray. The 
staff at ALiEM is attempting to tack-
le this head on. Dr. Lin’s tweet links 
to a post by Natalie DeSouza, MD 
(@n_desouza), a senior emergency-
medicine resident at the University 
of California at San Francisco and 
resident editor of ALiEM. It details 
how ALiEM is adopting an ad hoc 
and ad-libbed “expert peer-review” 
process. In the new system, a piece 
can be published on the website 
without expert peer review; how-
ever, if a number of experts volun-
tarily support it, a post hoc stamp of 
approval can be appended to the ar-
ticle. The link lists the experts who 
have participated in this process so 
far. The names should impress the 
editors of any  of our top journals 
because there is substantial over-
lap! In addition, Brent Thoma, MD 
(@Brent_Thoma), an emergency 
medicine resident at the Univer-
sity of Saskatchewan, recently 
proposed another partial solution 
to the problem of gauging FOAM 
quality: a social media index. (See 
his post at http://academiclifeinem.
com/social-media-index/.) Both a 
strength and a flaw of Dr. Thoma’s 
index is that it hinges on popular-
ity. Real-time feedback and popu-
larity may seem to indicate quality 
on one hand; people vote over time 
with their repeat visits. On the oth-
er hand, a posting on an already-
popular website can be both wrong 
and frequently viewed, a dangerous 
combination for the index.

http://goo.gl/XGQxTj
EMupdates.com
EMupdates.com
http://stemlynsblog.org
mailto:jsfaust@gmail.com
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Sound 
ADVice

One more reason 
not to order 

an x-ray

Christine Riguzzi, MD, is ultrasound fellow, Department of Emergency Medicine, 
Alameda Health System, Highland General Hospital; Daniel Mantuani, MD, is 
attending physician, Department of Emergency Medicine, Alameda Health System, 
Highland General Hospital; Arun Nagdev, MD, is director, emergency ultrasound, 
Department of Emergency Medicine, Alameda Health System, Highland General Hospital.

Point-of-care Ultrasound Identification 
of Shoulder Dislocation

by Christine Riguzzi, MD; Daniel Mantuani, MD; and Arun Nagdev, MD

Clinical Case
A 28-year-old male presents to the ED 
with moderate to severe right shoul-
der pain. The patient states that he 
fell while playing football with his 
friends and has 10/10 pain in his 
right shoulder. He has no other in-
juries, and the neurovascular exam 
of the affected extremity is normal. 

You perform a point-of-care ultra-
sound examination of the affected 
shoulder and clearly see an anterior 
glenohumeral dislocation. Intrave-
nous analgesia is administered, and 
the patient is moved to an appropri-
ate bed for closed reduction.

Introduction
Shoulder (glenohumeral) disloca-
tion is a common clinical presenta-
tion in the emergency department, 
comprising about 50 percent of all 
major joint dislocations.1 The large 
range of motion of the shoulder with 
minimal inferior tendinous support 
makes it prone to dislocation. Plain 
film radiography has been the im-
aging modality of choice for most 
clinicians when evaluating the ED 
patient with a suspected shoulder 
dislocation. Recent literature has 
demonstrated the superiority of 
point-of-care ultrasound (POCUS) 
in detecting both anterior and pos-
terior shoulder dislocations, mak-
ing it another rapidly evolving tool 
to improve accuracy, decrease error, 
and improve efficiency.2-4 

Also, real-time ultrasonograph-
ic assessment of the articulation 
between the glenoid fossa and the 
humeral head is the ideal test when 
patients undergo procedural seda-
tion for reduction. After shoulder 
manipulation, confirmation of the 
reduction attempt by plain film ra-
diography incurs a delay that can 
prolong the length of stay. POCUS 
allows for a dynamic evaluation of 
the glenohumeral joint, immediate-
ly informing the clinician of a suc-
cessful reduction or the need for 
additional shoulder manipulation 
without having to rely on plain film 
radiography. 

Anatomy
The shoulder is composed of the 
bony articulation between the hu-
meral head and the flat glenoid 
fossa that arises from the scapula. 
Anterior shoulder dislocations 

commonly occur when a large ex-
ternal force pushes the humeral 
head inferiorly below the glenoid 
fossa. Secondary contractions of 
the more powerful pectoralis and 
biceps muscles then pull the hu-
meral head anteriorly, placing the 
humeral head just below the gle-
noid fossa or coracoid. Posterior 
shoulder dislocations are less com-
mon, representing only 2–5 percent 
of all dislocations, and are often 
missed during the initial patient 
presentation.5 Posterior shoulder 
dislocations are caused by forceful 
internal rotation and adduction of 
the shoulder, and classic mecha-
nisms include seizures, trauma, 
and electrical shock. The posterior 
aspect of the shoulder is more sta-
ble than the anterior, making it less 
prone to dislocation. POCUS is an 
appealing and superior imaging al-
ternative for the detection of both 
anterior and posterior dislocations. 

Ultrasound Evaluation of the 
Shoulder for Dislocation
We recommend the low-frequency 
(5-2 MHz) curvilinear transducer for 
this examination. While standing 
behind the affected shoulder, place 

the ultrasound system in front of 
the patient so that a clear view of 
the screen can be obtained (see Fig-
ure 1). If possible, ask the patient to 
adduct the humerus while support-
ing the elbow inferiorly for comfort. 
Palpate the scapular spine and fol-
low it laterally toward the humerus 
(see also Figure 1). Place the probe 
parallel and just below the scapu-
lar spine with the probe indicator 
to the patient’s left, at the level of 
the glenoid. Adjust the depth until 
both the glenoid and humeral head 
are clearly seen (see Figure 2). The 
humeral head appears as a circular 
object located just lateral to the gle-
noid fossa. With the more common 
anterior dislocation, the humeral 
head will be deep on the screen (see 
Figure 3), while with a posterior dis-
location, the humeral head will be 
closer to the probe and, therefore, 
more superficial on the screen (see 
Figure 4). If the shoulder is not dis-
located, the patient should be able 
to internally and externally rotate 
the shoulder while adducted, and 
the rotational articulation between 
the humeral head and glenoid fos-
sa will be seen clearly on the ultra-
sound screen. 

Conclusion
POCUS can be a useful tool for confir-
mation of a suspected shoulder dis-
location, as well as determining the 
efficacy of reduction. Anterior and 
posterior dislocations can be easily 
distinguished by the relationship 
of the humeral head to the glenoid 
fossa on ultrasound. Recognition of 
these simple ultrasonographic ana-
tomic relationships can facilitate 
acquisition of more advanced skills 
such as fracture identification and 
guided intra-articular injection.
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Figure 1.

The ultrasound 
screen is in front 

of the patient, 
allowing the 

sonographer 
a clear view 
of both the 

screen and the 
glenohumeral 
joint. Note the 
glenohumeral 

articulation 
just below the 

scapular spine.

Figure 2. 
The ultrasound 
probe marker 
is pointing to the 
patient’s left 
(yellow arrow). 
The probe is 
placed just 
inferior and 
parallel to the 
scapular spine, 
allowing for 
ultrasonographic 
visualization of 
the glenohumer-
al joint.

Figure 3.
In an anterior dislocation, the humeral 
head is located in the far field (distal 
to the probe) and not articulating with 

the glenoid fossa.

Figure 4.
In a posterior dislocation, the 

humeral head is located in the near 
field (closer to the probe) and not 
articulating with the glenoid fossa.
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Death of the Physical Exam
by Shari Welch, MD, FACEP

A s every emergency physi-
cian knows, the practical 
exam required to provide 

perfect care to patients is very differ-
ent than that required to effectively 
bill a chart. The money depends on 
a well-rehearsed and complex laby-
rinthine system of paperwork and 
documentation. Following national 
guidelines and individual expertise, 
evidence-based care can be ren-
dered to complex patients; the rate-
limiting factor for reimbursement 
resides in the documentation of an 
exhaustive history and physical ex-

amination. For complex patients, a 
10-item physical exam is required 
for full reimbursement. But does 
this really add value to the care of 
the individual patient? In the con-
text of increasingly quality-minded 
health care reform, is this practice 
outdated and misaligned with con-
temporary goals?

There is currently an evolving and 
growing body of research to suggest 
that the death of the general physi-
cal exam might be afoot. If you forgot 
your stethoscope, could you make 
it through your shift? Many could. 

How often do the physical exami-
nation findings we document actu-
ally change management? Doesn’t 
a problem-focused history get us 99 
percent of the way in 99 percent of 
the patients?

A recent meta-analysis by 
Cochrane Reviews looked at research 
correlating the comprehensive gen-
eral physical exam with outcomes.1 
General health checks were defined 
as screening examinations for multi-
ple conditions, not just one particu-
lar disease state. (This is effectively 
what our existing documentation 

and coding guidelines require of the 
emergency physician for reimburse-
ment.) A number of general findings 
are worth noting:

• �The general health examination 
for adults (between 18 and 65 
years of age) was not associated 
with improved overall mortality 
rates nor improved disease-spe-
cific mortality rates.

• �General physical examinations 
did not improve the risk for ma-
jor health events, such as myo-
cardial infarctions.

• �There were little data on wheth-
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er the general physical examina-
tion correlated with utilization 
of health resources.

The authors concluded that 
the general physical examination 
among adults should focus on spe-
cific evidence-based goals of preven-
tive medicine, not on broad system 
reviews and general physical exami-
nations looking for potential disease. 

Other studies have begun to cre-
ate a body of knowledge that suggests 
the physical examination is simply 
obsolete. Since 1975, the contribu-
tion of the physical examination has 
been called into question. An article 
in the British Medical Journal found 
that the physical exam contributed 
to the final diagnosis in fewer than 
10 percent of outpatient visits.2 In 
1992, a study in the Western Journal 
of Medicine using similar methodol-
ogy found that the general physical 
exam contributed to the diagnosis in 
only 12 percent of outpatients.3

A body of research on the emer-
gency-department evaluation of 
chest pain (accelerated diagnostic 

protocol, or the ADP and ADAPT 
studies) has resulted in a number of 
protocols that do not include physi-
cal findings as part of the decision 
tree.4,5 In 2013, a study in Emergency 
Medicine Australasia suggested that 
the vaginal exam added very little to 
aid in the diagnosis of first-trimester 
vaginal bleeding.6 In 2005, a paper 
in the Journal of Trauma found that 
the digital rectal exam (DRE) adds 
nothing to the evaluation of trauma 
patients, a deviation from more than 
20 years of ATLS-mandated fingers 
in rectums.7 It concluded that the 
DRE be omitted in virtually all trau-

ma patients. In July 2013, an article 
in Academic Emergency Medicine 
found that the history and physical 
examination could not accurately 
rule out UTI in symptomatic wom-
en.8 A simple U/A did, but the physi-
cal examination did not.

Experienced clinicians know 
sick when they see it. Physicians, 
in particular emergency physi-
cians, get very good at the “blink re-
sponse” regarding patients’ severity 
of illness.9,10

Patients have expectations. They 
are seeking an intimate relationship 
with their health care providers and 

crave the “magical hands” that will 
find health care problems and re-
store health, which is in direct con-
flict with the value of the exam they 
expect. Patients’ expectations often 
remain unmet.11,12 One of their more 
common complaints is, “The doctor 
barely examined me.” 

The following is a proposal for a 
five-step exam that may fulfill the 
expectations of patients while not 
wasting physician time on activi-
ties that add no value to the diag-
nostic picture. Remember that 85 
percent of communication is non-
verbal, and this is never truer than 
in the examination room. Assum-
ing a more detailed problem-fo-
cused physical exam based on the 
patient’s chief complaint, these 
five elements may be quickly per-
formed on all patients:

1) �Tactile temperature check. 
Place the back of the hand on 
the patient’s forehead. It is a 
very intimate and caring ges-
ture that actually has some 
clinical value. If the patient is 
diaphoretic, the physician is 
alerted, and this should change 
the expectation on the part of 
the physician in terms of acuity. 
There is a vital piece of informa-
tion to be obtained through this 
maneuver.

2) �Manual pulse check. Though 
vital signs are almost uniformly 
on the patient’s chart, feeling 
the pulse is another gesture fa-
miliar to patients for decades. 
The nonverbal communica-
tion can be married to holding 
the patient’s hand, conveying 
care. The quality of the pulse 
may also provide useful infor-
mation.

3) �The “No Listen” lung exam in 
a patient without pulmonary 
complaints. The stethoscope 
often adds little diagnostic val-
ue, but it meets an expectation 
of the patient.

4) �Belly mash. While the abdom-
inal exam may be much more 
detailed for a patient with a 
real abdominal diagnosis, this 
meets the patient’s expectation 
and need not slow down the 
encounter for the physician.

5) �Quick neuro. Pick any three fa-
vorite neurological maneuvers 
(“follow my finger,” “touch your 
finger to your nose,” “squeeze 

my hands” …). The patient at-
tributes all kinds of diagnostic 
cunning to these maneuvers 
and expects that you will per-
form them.

This abbreviated general physi-
cal exam ought not take more than 
two minutes. The take-home mes-
sage is this: there are increasing 
data that the traditional physical 
exam adds little value to the health-
care encounter and may need an 
ideological overhaul. Besides the 
value of the “blink response” and 
physicians’ unique gestalt to know 
sick when they see it, other general 
examination components are like-
ly irrelevant and obsolete. We must 
not forget that healing may require 
that patients’ expectations be met 
during their encounter with their 
physician. As a specialty, we must 
begin to educate patients and pay-
ers about what really matters in the 
emergency physician/patient en-
counter and work to uncouple the 
valuable lifesaving work we do from 
the unnecessary activities now 
embedded and demanded in our 
reimbursement model.
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Patients have expectations. They are seeking 
an intimate relationship with their health care 
providers and crave the “magical hands” that 
will find health care problems and restore 
health, which is in direct conflict.

IL
LU

S
TR

AT
IO

N
/P

A
U

L 
JU

E
S

TR
IC

H
; 

P
H

O
TO

s
 shutterstoc













k
.co


m

Metal and Wood Mallet
1800–1850

Wooden Mallet
1800s

www.ACEPNOW.COM
http://www.ncbi.nlm.nih.gov/pubmed/1148666
http://www.ncbi.nlm.nih.gov/pubmed/1148666
http://www.ncbi.nlm.nih.gov/pubmed/1148666
http://www.ncbi.nlm.nih.gov/pubmed/1148666
http://www.ncbi.nlm.nih.gov/pubmed/1536065
http://www.ncbi.nlm.nih.gov/pubmed/1536065
http://www.ncbi.nlm.nih.gov/pubmed/1536065
http://www.ncbi.nlm.nih.gov/pubmed?term=Aldous%20SJ%5BAuthor%5D&cauthor=true&cauthor_uid=22594354
http://www.ncbi.nlm.nih.gov/pubmed?term=Richards%20MA%5BAuthor%5D&cauthor=true&cauthor_uid=22594354
http://www.ncbi.nlm.nih.gov/pubmed/22594354
http://www.ncbi.nlm.nih.gov/pubmed?term=Cullen%20L%5BAuthor%5D&cauthor=true&cauthor_uid=23583250
http://www.ncbi.nlm.nih.gov/pubmed?term=Mueller%20C%5BAuthor%5D&cauthor=true&cauthor_uid=23583250
http://www.ncbi.nlm.nih.gov/pubmed?term=Parsonage%20WA%5BAuthor%5D&cauthor=true&cauthor_uid=23583250
http://www.ncbi.nlm.nih.gov/pubmed/23583250
shutterstock.com


32    ACEP Now    FEBRUARY 2014 The Official Voice of Emergency Medicine

Avoid the Foley to Improve 
Patient Comfort and Cost

by JEREMIAH SCHUUR, MD, MHS, and MICHELLE LIN, MD, MPH

Y ou’re about to evaluate a 
new patient when a veteran 
nurse says, “Hey Doc, I saw 

the orders for the delirious patient in 
room 8.  I’m going to place a Foley for 
a urine sample, since she’s already 
wet the bed twice.” Your mind is al-
ready on the next patient, so you ut-
ter, “Sure,” without further thought.

Indwelling urinary catheters, 
a.k.a. Foleys, can be critical in man-
aging urinary obstruction, fluid bal-
ance, and traumatic conditions. Yet 
potential harms and costs include 
the discomfort of insertion and the 
costs of the Foley equipment and 
placement, as well as the rare but 
serious complication of catheter-
associated urinary tract infections 
(CAUTIs). CAUTI is the most com-
mon hospital-acquired infection, 
accounting for between 95,000 to 
387,000 annual, preventable infec-
tions in the United States. Assum-
ing Foleys stay in for roughly two 
days and the average infection rate 
for medical/surgical wards is 1.5 
per 1,000 catheter days, one in 333 
Foleys will cause an infection.

How often do we place Foleys in 
the emergency department (ED)?
We place Foleys for medical rea-
sons, patient and staff convenience, 
and out of habit. Catheter insertion 
is one of the most frequent proce-
dures in US EDs. A national survey 
estimated that 2 percent of ED pa-
tients in 2010 had a Foley placed.1 
Single center studies show that up 
to 23 percent of ED patients who 
are admitted have a Foley placed in 
the ED, and the percentage is even 
higher (30–36 percent) among el-
derly patients.2-4  Yet, between a 
third and a half of Foleys placed 

Assuming 
Foleys stay 
in for roughly 
two days 
and the 
average 
infection 
rate for med-
ical/surgical 
wards is 1.5 
per 1,000 
catheter 
days, one in 
333 Foleys 
will cause 
an infection.  

in hospitalized ED patients lack 
documented physician orders, and 
one study found that up to half are 
avoidable.2,4

Who needs a Foley catheter?
In 2009, the Centers for Disease 
Control and Prevention (CDC) re-
leased a “Guideline for prevention 
of catheter-associated urinary tract 
infections,” including indications 
for Foley use (see Table 1).5 While 
not developed specifically for the 
ED and largely based on expert opin-
ion, they are a useful starting point.

In what patient scenarios can 
Foley placement be avoided?

• �Patients with congestive heart 
failure exacerbations: Histori-
cally, Foley placement helped 
measure “ins and outs.” How-
ever, non-critical patients who 
make urine can have their out-
put measured from a urinal or 
commode. 

• �Incontinence: A frequent reason 
for placing a Foley that should 
be avoided is solely for the con-
venience of the patient or staff. 

• �Difficulty obtaining a urine sam-
ple: Try a straight cath instead of 
an indwelling Foley. 

• �Measurement of post-void resid-
ual bladder volume: Bedside ul-
trasound or a bladder scanner is 
fast, accurate, and non-invasive. 

• �Trauma patients: While tradi-
tional trauma training dictated 
Foleys for all patients, we advo-
cate selective placement. 

• �Finally, certain patients (eg, bowel 
obstruction) may receive a Foley 
because of the admitting service’s 
preference. Discuss these cases 
with the admitting doc.

Avoiding catheters is a team 
sport. First, discuss every Foley in-
sertion with the patient’s nurse; ex-
plaining your reasoning will help 
everyone change his or her practice 
regarding Foley use.  Second, in EDs 
where a nurse “starts a patient up” 
by placing an IV, sending labs, and 
maybe placing a Foley, speak with 
your nursing director to ensure all 
Foleys are preceded by an order. 
Third, speak with your consultants. 
They are also trying to avoid CAU-
TIs, and may be open to changing 
traditional care patterns. Finally, 
speak with your patients. Some pa-
tients (eg, older men with congestive 
heart failure) request a Foley to as-
sist with frequent urination during 
diuresis, yet most are agreeable to a 
bedside urinal if you explain the risk 
of infection.

Should you ever remove 
a Foley in the ED?
There is no rule that Foley cath-
eters can’t come out in the ED. If 
you place a Foley to monitor urine 
output during a resuscitation, it 
can be removed once you’ve ad-
equately resuscitated the patient. 
While the use of Foleys in trauma 
has decreased dramatically, their 
use has increased in patients with 
systemic inflammatory response 
syndrome or early sepsis. Once a 
patient leaves the ED, it may be days 
until the Foley is removed.

What is the cost of a Foley?
The direct cost to Medicare of plac-
ing a urinary catheter in the ED is 
$24.28 for the catheter and inser-
tion supplies, $46.78 for the ED fa-
cility charge, and $31.03 if placed 
by an MD, physician assistant, or 

nurse practitioner. For commercially 
insured patients and the uninsured, 
the prices are higher. The small but 
real risk of a CAUTI is associated 
with much higher costs.

On your next shift, take a mo-
ment and think about each patient 
that gets a Foley. Can you avoid 
it? If it has served its purpose, can 
you take it out? The evidence to 
reduce Foley placement is strong 
enough that ACEP made it one 
of the five recommendations for 
emergency medicine in the Choos-
ing Wisely campaign. If you want 
to learn more about how to reduce 
Foley use in the ED or want your ED 
to join a national quality improve-
ment effort, check out the On the 
CUSP: STOP CAUTI  collabora-
tive (www.onthecuspstophai.org/
on-the-cuspstop-cauti/emergen-
cy-department-improvement-in-
tervention)  for great resources on 
best practices to avoid Foleys and 
minimize CAUTI.
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Table 1: Indications for Foley Catheter Use

Based on CDC Healthcare Infection Control Practices Advisory Committee guidelines.5

Appropriate indications for a Foley catheter

• �Acute urinary retention or bladder outlet obstruction
• �To accurately measure urinary output in critically ill patients
• �Perioperative use for selected procedures (eg, urologic surgery or surgery 

on contiguous structures, intraoperative monitoring of urinary output)
• �Open sacral or perineal wounds in incontinent patients
• �Patient requiring prolonged immobilization (eg, pelvic fractures)
• �Improved comfort for end-of-life care

Inappropriate indications 
for a Foley catheter

• �For incontinence, as a 
substitute for close patient care

• �To obtain urine for testing or 
culture in patients who 
voluntarily void 
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Forensics Facts
Be a Medical 

Detective—
Bone up on your 
forensic skills

Can You, With Forensic Certainty, Determine 
the Age of This Bruise Based on its Color?

by Ralph J. Riviello, MD, MS, FACEP

Emergency physicians and 
forensic examiners are often 
asked to date bruises/contu-

sions. This should not be done as it is 
too imprecise. The appearance of a 
bruise depends on three factors: the 
skin must be stretched/compressed 
enough to tear blood vessels without 
losing surface integrity, sufficient 
pressure must be present for blood 
to escape from the vessels into the 
tissues, and the escaped blood must 
be near the skin surface to be seen. 

Too many variables can affect the 
creation and resolution of a bruise. 
These include type of tissue injured 
(loose tissue bruises earlier), mech-
anism of injury, length, duration of 
force, depth of injury (superficial 
bruises appear earlier), skin color, 
health status of the patient, medica-
tions (anticoagulants, antiplatelet 
agents, steroids), and age. Bruises 
tend to show multiple colors as they 
age. Red and purple tend to be fresh. 
They then progress to blue, then to 
brown, yellow, or green. Color may 
help determine “early” or “late” 
bruising, but more precise timing on 

color alone is simply not accurate. 
Some studies do indicate that yellow 
will not appear in a bruise until at 
least 18–24 hours after an injury.
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Key Facts:
• �Many factors are involved 

in the appearance of a 
bruise.

• �Bruise appearances can 
vary among and within 
people; color progression 
is not absolute or accurate 
for timing.

• �Emergency physicians 
cannot and should not 
definitively age a bruise.

• �Red and purple indicate 
a fresher bruise.
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Excellent opportunity north of Cincinnati.  
BP/BC EM physician sought for newer 
hospital with 63,000 volume, state-of-
the-art ED. Solid coverage of 61 physi-
cian and 44 MLP hours daily. It also of-
fers physicians the exceptional benefits 
of working within a regional group with a 
very appealing model. Premier Physician 
Services is an equity-ownership where 
physicians share in both the profits and 
the decisions. Our mid-sized group of-
fers the flexibility and access of inde-
pendent groups without sacrificing the 
financial stability of larger groups. Ex-
cellent package with productivity based 
compensation plus family medical plan, 
employer-funded pension, expense ac-
count and shareholder status at one year 
with no buy-in. Convenient to Cincinnati, 
Dayton or suburban living. 

Contact Greg Felder, Premier Physi-
cian Services, (800) 726-3627, ext3670         
e-mail gfelder@premierdocs.com

EM Physician  

Live Where You Choose 
Superior Compensation & Equity 

Ownership                                        

Premier Physician Services has a very 
appealing opportunity for an ABEM or 
AOBEM internal traveler.  Enjoy the 
flexibility of locums without sacrificing 
advantages of shareholder status and 
outstanding benefits.  Limited clinical 
hours and enhanced compensation ne-
gate travel time.  

Contact Amy Spegal, Premier Physician 
Services, (800)726-3627, ext. 3682 

E-mail aspegal@premierdocs.com 

Fax (937)312-3683

Nebraska – Omaha
BP/BC EM physician sought for a region-
al group with a very appealing model. 
Premier Physician Services is an equity-
ownership with an excellent package 
including family medical plan, employer-
funded pension, expense account, addi-
tional incentives  and shareholder oppor-
tunity. As Nebraska’s largest city Omaha 
provides both metropolitan amenities 
and Midwestern charm.  

For additional information contact 

Rachel Klockow, (800)406-8118

Email  rklockow@premierdocs.com

Ohio - Toledo
ED Physician opportunity in suburban 
Toledo college town. This 26,000 volume 
ED has excellent coverage including 
resident and MLP support. It also of-
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Premier’s excellent package includes 
guaranteed rate plus RVU & incentives; 
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aspegal@premierdocs.com 

Fax (937)312-3683

Ohio - Cincinnati
BP/BC EM physicians for 250-bed hospi-
tal that opened in November, 2013 with 
an anticipated ED volume of 50,000-
60,000. Located in the western suburbs, 
this will be a state-of-the-art facility. 
Excellent equity-ownership package in-
cludes guaranteed rate plus additional 
incentives, family medical plan, employ-
er-funded pension, CME/expense ac-
count and additional benefits.

Contact Amy Spegal, Premier Physician 
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Ee-mail aspegal@premierdocs.com

Fax (937)312-3683
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New hospital opening spring 2014 in the 
appealing suburb of Glendale. Premier 
Physician Services is an equity-own-
ership where physicians share in both 
the profits and the decisions.  Enjoy the 
advantages of a mid-sized group with 
excellent package including family medi-
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pense account, shareholder status with 
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rklockow@premierdocs.com

Ohio - Columbus
34,000 volume community ED is located  
within 30 minutes of downtown Colum-
bus. Excellent physician/MLP cover-
age. Guaranteed hourly plus additional 
incentive, malpractice, family medical 
plan, employer-funded pension, CME/
Expenses plus equity-ownership at one 
year with no buy-in – or elect alternate 
options and receive additional compen-
sation.  

Contact Amy Spegal - Premier Physician 
Services, (800)726-3627, ext. 3682  

Texas – San Antonio/Hill Country
 **$25,000 Sign-On Bonus!** 

Terrific ED near San Antonio features 
strong medical director leadership and 
mid-level support with a winning formula 
for patient satisfaction and LWBS <1%! 
Plus, enjoy beautiful Hill Country scen-
ery, charming music, wine, and food fes-
tivals, fine dining, and a true community 
atmosphere. Emergency Service Part-
ners, L.P. offers competitive productivity-
based compensation, generous 401(k) 
plan, and partnership opportunity. You 
belong here! 

Contact Tania Dilworth at (512) 610-
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more details, and mention job #1017-11,
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physician-owned and -operated free-
standing ED offering concierge-style 
care set to open late summer 2014. 
Known as the Live Music Capital of the 
World, Austin boasts the annual Austin 
City Limits Music Festival and SXSW 
Music, Film, and Interactive festivals. 
Enjoy Austin's unique laid-back lifestyle, 
scenic lakes, and vibrant downtown that 
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standing ED offering concierge-style 
care set to open late summer 2014. 
Known as the Live Music Capital of the 
World, Austin boasts the annual Austin 
City Limits Music Festival and SXSW 
Music, Film, and Interactive festivals. 
Enjoy Austin's unique laid-back lifestyle, 
scenic lakes, and vibrant downtown that 
make the capital city such a popular lo-
cation to live and work! 

Contact us at (888) 800-8237 or e-mail 
edjobs@eddocs.com for more details.

Ohio - Cincinnati 
Excellent opportunity north of Cincinnati.  
BP/BC EM physician sought for newer 
hospital with 63,000 volume, state-of-
the-art ED. Solid coverage of 61 physi-
cian and 44 MLP hours daily. It also of-
fers physicians the exceptional benefits 
of working within a regional group with a 
very appealing model. Premier Physician 
Services is an equity-ownership where 
physicians share in both the profits and 
the decisions. Our mid-sized group of-
fers the flexibility and access of inde-
pendent groups without sacrificing the 
financial stability of larger groups. Ex-
cellent package with productivity based 
compensation plus family medical plan, 
employer-funded pension, expense ac-
count and shareholder status at one year 
with no buy-in. Convenient to Cincinnati, 
Dayton or suburban living. 

Contact Greg Felder, Premier Physi-
cian Services, (800) 726-3627, ext3670         
e-mail gfelder@premierdocs.com

EM Physician  

Live Where You Choose 
Superior Compensation & Equity 

Ownership                                        

Premier Physician Services has a very 
appealing opportunity for an ABEM or 
AOBEM internal traveler.  Enjoy the 
flexibility of locums without sacrificing 
advantages of shareholder status and 
outstanding benefits.  Limited clinical 
hours and enhanced compensation ne-
gate travel time.  

Contact Amy Spegal, Premier Physician 
Services, (800)726-3627, ext. 3682 

E-mail aspegal@premierdocs.com 

Fax (937)312-3683

Nebraska – Omaha
BP/BC EM physician sought for a region-
al group with a very appealing model. 
Premier Physician Services is an equity-
ownership with an excellent package 
including family medical plan, employer-
funded pension, expense account, addi-
tional incentives  and shareholder oppor-
tunity. As Nebraska’s largest city Omaha 
provides both metropolitan amenities 
and Midwestern charm.  

For additional information contact 

Rachel Klockow, (800)406-8118

Email  rklockow@premierdocs.com

Ohio - Toledo
ED Physician opportunity in suburban 
Toledo college town. This 26,000 volume 
ED has excellent coverage including 
resident and MLP support. It also of-
fers physicians the exceptional benefits 
of working within a regional group with 
a very appealing model. Premier Physi-
cian Services is an equity-ownership 
where physicians share in both the 
profits and the decisions. Our mid-sized 
group offers the flexibility and access of 
independent groups without sacrificing 
the financial stability of larger groups. 
Premier’s excellent package includes 
guaranteed rate plus RVU & incentives; 
family medical plan, employer-funded 
pension, expense account and share-
holder status with no buy-in.  

Contact Amy Spegal

(800)726-3627, ext 3682

aspegal@premierdocs.com 

Fax (937)312-3683

Ohio - Cincinnati
BP/BC EM physicians for 250-bed hospi-
tal that opened in November, 2013 with 
an anticipated ED volume of 50,000-
60,000. Located in the western suburbs, 
this will be a state-of-the-art facility. 
Excellent equity-ownership package in-
cludes guaranteed rate plus additional 
incentives, family medical plan, employ-
er-funded pension, CME/expense ac-
count and additional benefits.

Contact Amy Spegal, Premier Physician 
Services, (800)726-3627, ext. 3682

Ee-mail aspegal@premierdocs.com

Fax (937)312-3683

Arizona - Phoenix 
New hospital opening spring 2014 in the 
appealing suburb of Glendale. Premier 
Physician Services is an equity-own-
ership where physicians share in both 
the profits and the decisions.  Enjoy the 
advantages of a mid-sized group with 
excellent package including family medi-
cal plan, employer-funded pension, ex-
pense account, shareholder status with 
no buy-in and more. 

Contact Rachel Klockow (800) 406-8118 

rklockow@premierdocs.com

Ohio - Columbus
34,000 volume community ED is located  
within 30 minutes of downtown Colum-
bus. Excellent physician/MLP cover-
age. Guaranteed hourly plus additional 
incentive, malpractice, family medical 
plan, employer-funded pension, CME/
Expenses plus equity-ownership at one 
year with no buy-in – or elect alternate 
options and receive additional compen-
sation.  

Contact Amy Spegal - Premier Physician 
Services, (800)726-3627, ext. 3682  

Texas – San Antonio/Hill Country
 **$25,000 Sign-On Bonus!** 

Terrific ED near San Antonio features 
strong medical director leadership and 
mid-level support with a winning formula 
for patient satisfaction and LWBS <1%! 
Plus, enjoy beautiful Hill Country scen-
ery, charming music, wine, and food fes-
tivals, fine dining, and a true community 
atmosphere. Emergency Service Part-
ners, L.P. offers competitive productivity-
based compensation, generous 401(k) 
plan, and partnership opportunity. You 
belong here! 

Contact Tania Dilworth at (512) 610-
0376 or e-mail tania@eddocs.com for 
more details, and mention job #1017-11,

Texas – North Austin
This is your chance to break into the 
highly competitive Austin market! New 
physician-owned and -operated free-
standing ED offering concierge-style 
care set to open late summer 2014. 
Known as the Live Music Capital of the 
World, Austin boasts the annual Austin 
City Limits Music Festival and SXSW 
Music, Film, and Interactive festivals. 
Enjoy Austin's unique laid-back lifestyle, 
scenic lakes, and vibrant downtown that 
make the capital city such a popular lo-
cation to live and work! 

Contact us at (888) 800-8237 or e-mail 
edjobs@eddocs.com for more details.

North Carolina - Matthews (Suburban Charlotte)
Mid-Atlantic Emergency Medical Associates, (MEMA), an independent, physician owned, 
democratic group offers opportunity for equal ownership. 
Community practice, no academic affiliations provides comprehensive benefits, flexible 
scheduling. Our Matthews site, 32 bed ED, with 50,000 visits annually, is one of 3 hospitals 
we staff in the Charlotte area. 
Moderate climate with easy access to international airport, mountains, beaches, great neigh-
borhoods, good schools, unlimited recreational opportunities. 
Contact Mary Lu Leatherman, Physician Recruiter, Mid-Atlantic Emergency Medical Associ-
ates (MEMA), 704-377-2424
mleatherman@mema.net, www.mema.net  

www.ACEPNOW.COM
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Take your first step to a more fulfilling career at  
schumachergroup.com/careers or 800-893-9698.

More fulfilling careers in EM.

As one of the largest and fastest-growing Emergency Medicine 
groups in the nation, Schumacher Group is physician-owned and 
physician-led, providing great opportunities and benefits. We’re 
seeking qualified physicians to join us in these states:

Kentucky
Offering competitive salary for full-time and part-time physicians 
at these newly renovated Kentucky EDs: Muhlenberg Community 
Hospital in Greenville and Twin Lakes Regional Medical Center in 
Leitchfield.

Pennsylvania
Full-time and part-time openings for physicians who want to  
advance their career. Current openings at: Brookville Hospital, 
Clearfield Hospital, Mid-Valley Hospital, Elk Regional Health Center, 
Moses Taylor Hospital, Regional Hospital of Scranton and Sunbury 
Community Hospital.

Missouri
SSM Health Care System. Rewarding careers for full-time  
and part-time physicians throughout these campuses: SSM 
St. Joseph Health Center, SSM St. Joseph Health Center - 
Wentzville, SSM St. Joseph Hospital West, SSM St. Mary’s 
Health Center, SSM St. Clare Health Center and SSM  
DePaul Health Center.
 
 

Sometimes
careers
need a new
prescription.

IT’S ABOUT 
WHAT MOVES 
YOU.

As a Questcare Emergency Medicine Physician, you will have the ultimate double 
play - the balance between a great medical career and time with your home team.

Mini DeLashaw, MD
Questcare Emergency Physician 
Baseball Mom

What moves you? Is it the opportunity to grow with a 
group of medical professionals who are serious about 
their work AND play? As an integral part of Questcare, 
you will find a platform and philosophy that are 
conducive to creating the work/play balance that you 
have the power to choose.

JOIN US AS WE GROW!

Let’s talk about what moves YOU.
jobs@questcare.com or (214) 989-6454

EXCITING EMERGENCY MEDICINE OPPORTUNITIES AVAILABLE IN TEXAS AND OKLAHOMA

DALLAS/
FORT WORTH

OKLAHOMA
CITY

EL PASO

AS A 
QUESTCARE 
PARTNER:
• You become an 

owner of your EM 
group

• Group decisions 
are made by you 
and doctors like 
you

• You will have  
scheduling 
flexibilty to enjoy 
what moves YOU

EMERGENCY MEDICINE

www. .comquestcarecareers
        facebook.com/questcare        

twitter:@questcare        

We stand for 
total health.  

EOEMid-Atlantic Permanente Medical Group, P.C.

EMERGENCY PHYSICIANS
Gaithersburg and Largo, MD (Metropolitan Washington, D.C.)

When you join the Mid-Atlantic Permanente Medical Group (MAPMG), you’ll be 
able to get more out of your life and your career. As a physician-owned and 
managed multi-specialty group with over 1,000 physicians serving 500,000 
patients at 30 medical centers, we know firsthand what it takes to advance 
professionally and thrive personally. That’s why we provide a comprehensive 
network of support services and a work and call schedule that’s designed to help 
you make the most of your time…both at work and at home.

Seeking BC Emergency Physicians:
• Integrated medical information system

• Excellent team approach to providing care

• Reasonable, predictable schedules

• Clinical autonomy with excellent subspecialist support

• Energetic focus on excellence and patient centered service, 

   quality, safety and patient flow

• Comprehensive benefits

• 100% paid occurrence based malpractice

• Pension Plan

• Shareholder track and hourly opportunities are available

To apply, please contact Cooper Drangmeister at: (301) 816-6532 
or apply online at: http://physiciancareers.kp.org/midatl/
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Will you go 
where you’re 
needed the most?
At MEP, our CEO and managing 

partners practice emergency medicine 

at multiple campuses.  When was the 

last time you pulled a shift with 

your leadership?  

We are recruiting experienced 

Emergency Physicians for our travel team.  

    $40k sign-on bonus

    120 hours/month

    Retirement contribution

    Malpractice with paid tail

    Ownership/Partnership opportunities

Make MEP your home.

Mephealth.com

Michael 
Cetta, MD, 
Managing 
Partner

Contact: Sandra Lee || 301.401.9105 || 
                slee@mephealth.com 

Ohio - Cincinnati 
Excellent opportunity north of Cincinnati.  
BP/BC EM physician sought for newer 
hospital with 63,000 volume, state-of-
the-art ED. Solid coverage of 61 physi-
cian and 44 MLP hours daily. It also of-
fers physicians the exceptional benefits 
of working within a regional group with a 
very appealing model. Premier Physician 
Services is an equity-ownership where 
physicians share in both the profits and 
the decisions. Our mid-sized group of-
fers the flexibility and access of inde-
pendent groups without sacrificing the 
financial stability of larger groups. Ex-
cellent package with productivity based 
compensation plus family medical plan, 
employer-funded pension, expense ac-
count and shareholder status at one year 
with no buy-in. Convenient to Cincinnati, 
Dayton or suburban living. 

Contact Greg Felder, Premier Physi-
cian Services, (800) 726-3627, ext3670         
e-mail gfelder@premierdocs.com

EM Physician  

Live Where You Choose 
Superior Compensation & Equity 

Ownership                                        

Premier Physician Services has a very 
appealing opportunity for an ABEM or 
AOBEM internal traveler.  Enjoy the 
flexibility of locums without sacrificing 
advantages of shareholder status and 
outstanding benefits.  Limited clinical 
hours and enhanced compensation ne-
gate travel time.  

Contact Amy Spegal, Premier Physician 
Services, (800)726-3627, ext. 3682 

E-mail aspegal@premierdocs.com 

Fax (937)312-3683

Nebraska – Omaha
BP/BC EM physician sought for a region-
al group with a very appealing model. 
Premier Physician Services is an equity-
ownership with an excellent package 
including family medical plan, employer-
funded pension, expense account, addi-
tional incentives  and shareholder oppor-
tunity. As Nebraska’s largest city Omaha 
provides both metropolitan amenities 
and Midwestern charm.  

For additional information contact 

Rachel Klockow, (800)406-8118

Email  rklockow@premierdocs.com

Ohio - Toledo
ED Physician opportunity in suburban 
Toledo college town. This 26,000 volume 
ED has excellent coverage including 
resident and MLP support. It also of-
fers physicians the exceptional benefits 
of working within a regional group with 
a very appealing model. Premier Physi-
cian Services is an equity-ownership 
where physicians share in both the 
profits and the decisions. Our mid-sized 
group offers the flexibility and access of 
independent groups without sacrificing 
the financial stability of larger groups. 
Premier’s excellent package includes 
guaranteed rate plus RVU & incentives; 
family medical plan, employer-funded 
pension, expense account and share-
holder status with no buy-in.  

Contact Amy Spegal

(800)726-3627, ext 3682

aspegal@premierdocs.com 

Fax (937)312-3683

Ohio - Cincinnati
BP/BC EM physicians for 250-bed hospi-
tal that opened in November, 2013 with 
an anticipated ED volume of 50,000-
60,000. Located in the western suburbs, 
this will be a state-of-the-art facility. 
Excellent equity-ownership package in-
cludes guaranteed rate plus additional 
incentives, family medical plan, employ-
er-funded pension, CME/expense ac-
count and additional benefits.

Contact Amy Spegal, Premier Physician 
Services, (800)726-3627, ext. 3682

Ee-mail aspegal@premierdocs.com

Fax (937)312-3683

Arizona - Phoenix 
New hospital opening spring 2014 in the 
appealing suburb of Glendale. Premier 
Physician Services is an equity-own-
ership where physicians share in both 
the profits and the decisions.  Enjoy the 
advantages of a mid-sized group with 
excellent package including family medi-
cal plan, employer-funded pension, ex-
pense account, shareholder status with 
no buy-in and more. 

Contact Rachel Klockow (800) 406-8118 

rklockow@premierdocs.com

Ohio - Columbus
34,000 volume community ED is located  
within 30 minutes of downtown Colum-
bus. Excellent physician/MLP cover-
age. Guaranteed hourly plus additional 
incentive, malpractice, family medical 
plan, employer-funded pension, CME/
Expenses plus equity-ownership at one 
year with no buy-in – or elect alternate 
options and receive additional compen-
sation.  

Contact Amy Spegal - Premier Physician 
Services, (800)726-3627, ext. 3682  

Texas – San Antonio/Hill Country
 **$25,000 Sign-On Bonus!** 

Terrific ED near San Antonio features 
strong medical director leadership and 
mid-level support with a winning formula 
for patient satisfaction and LWBS <1%! 
Plus, enjoy beautiful Hill Country scen-
ery, charming music, wine, and food fes-
tivals, fine dining, and a true community 
atmosphere. Emergency Service Part-
ners, L.P. offers competitive productivity-
based compensation, generous 401(k) 
plan, and partnership opportunity. You 
belong here! 

Contact Tania Dilworth at (512) 610-
0376 or e-mail tania@eddocs.com for 
more details, and mention job #1017-11,

Texas – North Austin
This is your chance to break into the 
highly competitive Austin market! New 
physician-owned and -operated free-
standing ED offering concierge-style 
care set to open late summer 2014. 
Known as the Live Music Capital of the 
World, Austin boasts the annual Austin 
City Limits Music Festival and SXSW 
Music, Film, and Interactive festivals. 
Enjoy Austin's unique laid-back lifestyle, 
scenic lakes, and vibrant downtown that 
make the capital city such a popular lo-
cation to live and work! 

Contact us at (888) 800-8237 or e-mail 
edjobs@eddocs.com for more details.

Texas – North Austin
This is your chance to break into the highly competitive Austin market! New physician-owned 
and -operated freestanding ED offering concierge-style care set to open late summer 2014. 
Known as the Live Music Capital of the World, Austin boasts the annual Austin City Limits 
Music Festival and SXSW Music, Film, and Interactive festivals. Enjoy Austin's unique laid-
back lifestyle, scenic lakes, and vibrant downtown that make the capital city such a popular 
location to live and work! 

Contact us at (888) 800-8237 or e-mail edjobs@eddocs.com for more details.

Ohio - Cincinnati 
Excellent opportunity north of Cincinnati.  
BP/BC EM physician sought for newer 
hospital with 63,000 volume, state-of-
the-art ED. Solid coverage of 61 physi-
cian and 44 MLP hours daily. It also of-
fers physicians the exceptional benefits 
of working within a regional group with a 
very appealing model. Premier Physician 
Services is an equity-ownership where 
physicians share in both the profits and 
the decisions. Our mid-sized group of-
fers the flexibility and access of inde-
pendent groups without sacrificing the 
financial stability of larger groups. Ex-
cellent package with productivity based 
compensation plus family medical plan, 
employer-funded pension, expense ac-
count and shareholder status at one year 
with no buy-in. Convenient to Cincinnati, 
Dayton or suburban living. 

Contact Greg Felder, Premier Physi-
cian Services, (800) 726-3627, ext3670         
e-mail gfelder@premierdocs.com

EM Physician  

Live Where You Choose 
Superior Compensation & Equity 

Ownership                                        

Premier Physician Services has a very 
appealing opportunity for an ABEM or 
AOBEM internal traveler.  Enjoy the 
flexibility of locums without sacrificing 
advantages of shareholder status and 
outstanding benefits.  Limited clinical 
hours and enhanced compensation ne-
gate travel time.  

Contact Amy Spegal, Premier Physician 
Services, (800)726-3627, ext. 3682 

E-mail aspegal@premierdocs.com 

Fax (937)312-3683

Nebraska – Omaha
BP/BC EM physician sought for a region-
al group with a very appealing model. 
Premier Physician Services is an equity-
ownership with an excellent package 
including family medical plan, employer-
funded pension, expense account, addi-
tional incentives  and shareholder oppor-
tunity. As Nebraska’s largest city Omaha 
provides both metropolitan amenities 
and Midwestern charm.  

For additional information contact 

Rachel Klockow, (800)406-8118

Email  rklockow@premierdocs.com

Ohio - Toledo
ED Physician opportunity in suburban 
Toledo college town. This 26,000 volume 
ED has excellent coverage including 
resident and MLP support. It also of-
fers physicians the exceptional benefits 
of working within a regional group with 
a very appealing model. Premier Physi-
cian Services is an equity-ownership 
where physicians share in both the 
profits and the decisions. Our mid-sized 
group offers the flexibility and access of 
independent groups without sacrificing 
the financial stability of larger groups. 
Premier’s excellent package includes 
guaranteed rate plus RVU & incentives; 
family medical plan, employer-funded 
pension, expense account and share-
holder status with no buy-in.  

Contact Amy Spegal

(800)726-3627, ext 3682

aspegal@premierdocs.com 

Fax (937)312-3683

Ohio - Cincinnati
BP/BC EM physicians for 250-bed hospi-
tal that opened in November, 2013 with 
an anticipated ED volume of 50,000-
60,000. Located in the western suburbs, 
this will be a state-of-the-art facility. 
Excellent equity-ownership package in-
cludes guaranteed rate plus additional 
incentives, family medical plan, employ-
er-funded pension, CME/expense ac-
count and additional benefits.

Contact Amy Spegal, Premier Physician 
Services, (800)726-3627, ext. 3682

Ee-mail aspegal@premierdocs.com

Fax (937)312-3683

Arizona - Phoenix 
New hospital opening spring 2014 in the 
appealing suburb of Glendale. Premier 
Physician Services is an equity-own-
ership where physicians share in both 
the profits and the decisions.  Enjoy the 
advantages of a mid-sized group with 
excellent package including family medi-
cal plan, employer-funded pension, ex-
pense account, shareholder status with 
no buy-in and more. 

Contact Rachel Klockow (800) 406-8118 

rklockow@premierdocs.com

Ohio - Columbus
34,000 volume community ED is located  
within 30 minutes of downtown Colum-
bus. Excellent physician/MLP cover-
age. Guaranteed hourly plus additional 
incentive, malpractice, family medical 
plan, employer-funded pension, CME/
Expenses plus equity-ownership at one 
year with no buy-in – or elect alternate 
options and receive additional compen-
sation.  

Contact Amy Spegal - Premier Physician 
Services, (800)726-3627, ext. 3682  

Texas – San Antonio/Hill Country
 **$25,000 Sign-On Bonus!** 

Terrific ED near San Antonio features 
strong medical director leadership and 
mid-level support with a winning formula 
for patient satisfaction and LWBS <1%! 
Plus, enjoy beautiful Hill Country scen-
ery, charming music, wine, and food fes-
tivals, fine dining, and a true community 
atmosphere. Emergency Service Part-
ners, L.P. offers competitive productivity-
based compensation, generous 401(k) 
plan, and partnership opportunity. You 
belong here! 

Contact Tania Dilworth at (512) 610-
0376 or e-mail tania@eddocs.com for 
more details, and mention job #1017-11,

Texas – North Austin
This is your chance to break into the 
highly competitive Austin market! New 
physician-owned and -operated free-
standing ED offering concierge-style 
care set to open late summer 2014. 
Known as the Live Music Capital of the 
World, Austin boasts the annual Austin 
City Limits Music Festival and SXSW 
Music, Film, and Interactive festivals. 
Enjoy Austin's unique laid-back lifestyle, 
scenic lakes, and vibrant downtown that 
make the capital city such a popular lo-
cation to live and work! 

Contact us at (888) 800-8237 or e-mail 
edjobs@eddocs.com for more details.

Ohio - Cincinnati 
Excellent opportunity north of Cincinnati.  
BP/BC EM physician sought for newer 
hospital with 63,000 volume, state-of-
the-art ED. Solid coverage of 61 physi-
cian and 44 MLP hours daily. It also of-
fers physicians the exceptional benefits 
of working within a regional group with a 
very appealing model. Premier Physician 
Services is an equity-ownership where 
physicians share in both the profits and 
the decisions. Our mid-sized group of-
fers the flexibility and access of inde-
pendent groups without sacrificing the 
financial stability of larger groups. Ex-
cellent package with productivity based 
compensation plus family medical plan, 
employer-funded pension, expense ac-
count and shareholder status at one year 
with no buy-in. Convenient to Cincinnati, 
Dayton or suburban living. 

Contact Greg Felder, Premier Physi-
cian Services, (800) 726-3627, ext3670         
e-mail gfelder@premierdocs.com

EM Physician  

Live Where You Choose 
Superior Compensation & Equity 

Ownership                                        

Premier Physician Services has a very 
appealing opportunity for an ABEM or 
AOBEM internal traveler.  Enjoy the 
flexibility of locums without sacrificing 
advantages of shareholder status and 
outstanding benefits.  Limited clinical 
hours and enhanced compensation ne-
gate travel time.  

Contact Amy Spegal, Premier Physician 
Services, (800)726-3627, ext. 3682 

E-mail aspegal@premierdocs.com 

Fax (937)312-3683

Nebraska – Omaha
BP/BC EM physician sought for a region-
al group with a very appealing model. 
Premier Physician Services is an equity-
ownership with an excellent package 
including family medical plan, employer-
funded pension, expense account, addi-
tional incentives  and shareholder oppor-
tunity. As Nebraska’s largest city Omaha 
provides both metropolitan amenities 
and Midwestern charm.  

For additional information contact 

Rachel Klockow, (800)406-8118

Email  rklockow@premierdocs.com

Ohio - Toledo
ED Physician opportunity in suburban 
Toledo college town. This 26,000 volume 
ED has excellent coverage including 
resident and MLP support. It also of-
fers physicians the exceptional benefits 
of working within a regional group with 
a very appealing model. Premier Physi-
cian Services is an equity-ownership 
where physicians share in both the 
profits and the decisions. Our mid-sized 
group offers the flexibility and access of 
independent groups without sacrificing 
the financial stability of larger groups. 
Premier’s excellent package includes 
guaranteed rate plus RVU & incentives; 
family medical plan, employer-funded 
pension, expense account and share-
holder status with no buy-in.  

Contact Amy Spegal

(800)726-3627, ext 3682

aspegal@premierdocs.com 

Fax (937)312-3683

Ohio - Cincinnati
BP/BC EM physicians for 250-bed hospi-
tal that opened in November, 2013 with 
an anticipated ED volume of 50,000-
60,000. Located in the western suburbs, 
this will be a state-of-the-art facility. 
Excellent equity-ownership package in-
cludes guaranteed rate plus additional 
incentives, family medical plan, employ-
er-funded pension, CME/expense ac-
count and additional benefits.

Contact Amy Spegal, Premier Physician 
Services, (800)726-3627, ext. 3682

Ee-mail aspegal@premierdocs.com

Fax (937)312-3683

Arizona - Phoenix 
New hospital opening spring 2014 in the 
appealing suburb of Glendale. Premier 
Physician Services is an equity-own-
ership where physicians share in both 
the profits and the decisions.  Enjoy the 
advantages of a mid-sized group with 
excellent package including family medi-
cal plan, employer-funded pension, ex-
pense account, shareholder status with 
no buy-in and more. 

Contact Rachel Klockow (800) 406-8118 

rklockow@premierdocs.com

Ohio - Columbus
34,000 volume community ED is located  
within 30 minutes of downtown Colum-
bus. Excellent physician/MLP cover-
age. Guaranteed hourly plus additional 
incentive, malpractice, family medical 
plan, employer-funded pension, CME/
Expenses plus equity-ownership at one 
year with no buy-in – or elect alternate 
options and receive additional compen-
sation.  

Contact Amy Spegal - Premier Physician 
Services, (800)726-3627, ext. 3682  

Texas – San Antonio/Hill Country
 **$25,000 Sign-On Bonus!** 

Terrific ED near San Antonio features 
strong medical director leadership and 
mid-level support with a winning formula 
for patient satisfaction and LWBS <1%! 
Plus, enjoy beautiful Hill Country scen-
ery, charming music, wine, and food fes-
tivals, fine dining, and a true community 
atmosphere. Emergency Service Part-
ners, L.P. offers competitive productivity-
based compensation, generous 401(k) 
plan, and partnership opportunity. You 
belong here! 

Contact Tania Dilworth at (512) 610-
0376 or e-mail tania@eddocs.com for 
more details, and mention job #1017-11,

Texas – North Austin
This is your chance to break into the 
highly competitive Austin market! New 
physician-owned and -operated free-
standing ED offering concierge-style 
care set to open late summer 2014. 
Known as the Live Music Capital of the 
World, Austin boasts the annual Austin 
City Limits Music Festival and SXSW 
Music, Film, and Interactive festivals. 
Enjoy Austin's unique laid-back lifestyle, 
scenic lakes, and vibrant downtown that 
make the capital city such a popular lo-
cation to live and work! 

Contact us at (888) 800-8237 or e-mail 
edjobs@eddocs.com for more details.



After hours at the EMP Leadership Forum in Las Vegas, December 2013.

4/C Process     Lead ad    10.875˝ x 15˝

Visit emp.com/jobs or call Ann Benson at 800-828-0898.  abenson@emp.com
Opportunities from New York to Hawaii.

AZ, CA, CT, HI, IL, MI, NH, NV, NY, NC, OH, OK, PA,  RI, WV

together.
At EMP, we love being together ouside of work. 

By spending time in this space, we realize our fullest 

potential in the space that matters most– the ED. 

Join EMP and become an owner of a group that’s 

100% owned by EMP physicians. We’re free of short-

sighted, suit-generated directives. Free to call 

our own shots and lead emergency medicine 

into the future.

Leading the way


