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THE PROS AND CONS OF SO-CALLED “FOUNTAIN OF YOUTH"
PRODUCTS AND TREATMENTS

> by RICHARD QUINN [ ‘ﬁELLNESS
S normone
EDACDR‘{'Ir\I’::‘I:j.sCI:RE n a boxing match, the divergent o nia that offers “age-management services” Re lacement
camps set themselves up in op- ¢ including hormone replacement. In the op- p
PERrﬁ‘lET‘(IEBrx!I'I ON posite corners. When it comes th posite corner we find people like Adriane Therapy TOO
- to the topic of anti-aging or so- § q
DEATHS WITH i “fp B g }i 3 7 Fugh-Berman, MD,‘dlrec‘tor of PlTarmedOut, GOOd tO Be True?
CAREFUL el piiitain ofyouth” prod- o | a Georgetown University Medical Center
MEDICATION CHOICE ucts and how they canimpact emergency | (GUMC) project whose mission includes edu- by MADELINE ANDREW, MD
SRR physicians, the camps could easily be ~° cating healthcare professionals about phar-

described as combatants across the ring.
In one corner we find advocates like Paul
Kivela, MD, MBA, FACEP, who co-owns a

COST-EFFECTIVE
CARE SERIES

STOP THE
COAGULATION
TESTING CASCADE

SEE PAGE 24

FIND IT ONLINE

For more clinical stories and
practice trends, plus commentary
and opinion pieces, go to:
www.acepnow.com
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boutique medical spa in Northern Califor- -

maceutical marketing practices, including
those that push anti-aging services, such as
hormone treatments.

CONTINUED on page 17
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The Case

Eric G. was a 39-year-old married
man and father of two who worked
rotating shifts. He found himself
gaining weight; losing muscle;
and struggling with decreased
drive, stamina, and energy. When
he entered a hormone replacement
therapy (HRT) program, his body
fat was 32 percent, his lean muscle
mass was 61,339 grams, and he was
in the 99™ percentile for his age.
Within six months, his body fat was
15 percent, his lean muscle mass
increased to 72,679 grams, and he
was in the 10" percentile for his age.
He said, “Now that my transforma-
tion is complete, I'm able to work
without limitations, have bound-
less energy and stamina, and ap-
proach all aspects of my life with
newfound confidence.”

CONTINUED on page 19
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NEWS FROM
THE COLLEGE

Council Committees Application
and Selection Begins

olunteer to serve on an ACEP Council committee and lend your experience and

expertise.

Members will be appointed to the following committees: 2015 Steering

Committee; 2014 Tellers, Credentials, and Elections Committee; 2015 Council

Award Committee; and 2014 Reference Committees for the 2014 Council meeting in Chicago.

A brief description of each committee and access to the needed forms are available at
www.acep.org/council. The application deadline is July 30th, 2014.

An application form is needed for
the Steering Committee and a separate
form for the other Council committees.
Once the link is clicked, it will direct
you to the log-in page where your ACEP
log-in and password are required. Note
that you must be a councillor or alter-
nate councillor to serve on a Council
committee.

Once you submit the form, you
should see a message that confirms

your submission.

Please contact Mary Ellen Fletcher (mfletcher@acep.org) if you have any questions.
Reference Committee appointments will be finalized in August 2014, and all other Council
committee appointments will be finalized in October 2014.

BRIEFLY

Comment Period Open for
Draft Thoracic Aortic Dissection
Clinical Policy

Clinical Policies Subcommittee of

ACEP has completed a draft clinical

guideline: “Clinical Policy: Critical
Issues in the Evaluation and Management
of Adult Patients with Suspected Acute
Nontraumatic Thoracic Aortic Dissection.”
The draft is now open for comments un-
til May 28, 2014. To view the draft policy
and comment form, go to www.acep.org/
content.aspx?ekfrm=96266.

For questions, please contact Rhonda

Whitson at rwhitson@acep.org.

ACEP’s Partner Offers
Medical Translator App

anopy, ACEP’s newest affinity part-
ner, is offering its popular Medical
Translator app to help health care
providers instantly work with patients in
any language—Spanish, Chinese, Arabic,
Korean, and more. The iPhone/iPad app is

The iPhone/iPad app is
being made FREE to ACEP
members. Search for “Canopy
Medical Translator” at the
App Store to download.

being made free to ACEP members. Search
for “Canopy Medical Translator” at the App
Store to download. Do this quickly, as there
are a limited number of free licenses for
ACEP members. Note: Switch to the “iPhone
Only” option at the top left of the App Store
if you're searching from your iPad.

For more information and for the access
code, go to www.canopyapps.com/partners/
acep. ©

WHAT ARE YOU

THINKING?

SEND EMAIL TO

ACEPNOW@ACEP.ORG;
LETTERS TO ACEP NOW, P.O.
BOX 619911, DALLAS, TX
75261-9911; AND FAXES TO
972-580-2816, ATTENTION
ACEP NOW.
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Truly Dangerous Drugs

aving practiced EM for over 35

years, I respectfully take issue with

Professor Ducharme’s reference to
marijuana as a “gateway” drug [“A Rational
Approach to the Opioid-Seeking Patient,”
March ACEP Now, p. 22]. In my experience,
that reference is used as a substitute for
more scholarly arguments as to why can-
nabis should remain illegal. The substitu-
tion of safer drugs for more harmful ones
(heroin, alcohol, tobacco) is a well-estab-
lished principle in medicine. Why not offer
the population a safer alternative? We don’t
know how many people use less of these
drugs, finding cannabis more safe (except
for the legal issues), but I suspect many. It
might be found that teens (who shouldn’t
be using any mind-altering substances) are
using less alcohol and tobacco having can-
nabis available. The Colorado and Washing-
ton experience may answer many of these
questions. If any substances should be il-
legal, they’re alcohol and tobacco (450,000
deaths/year), the true “gateway” drugs. In
my many years in the ER, I’ve seen maybe
one or two patients with cannabis problems,
but many days I’ve seen that many (or more)
alcohol/tobacco-related problems. Why not
have the “default” position on cannabis be
legal and render the really dangerous drugs
illegal if throwing people in jail is the best
way to drug-educate the population?

David Spilker, MD
Monterey, Calif.

Council to Hold Elections
for the President-elect
and ACEP Board

Ongoing coverage from the ACEP
Council: From LAC until the last
vote s cast

ay is always an exciting time,

as the slate of ACEP election

candidates has been released.
The Legislative and Advocacy Conference
(LAC) marks the beginning of the campaign
season, which will culminate in the election
of a new President-elect and members of
the Board of Directors at ACEP14 in Chi-
cago.The ACEP Council officers, Steering
Committee and the Candidate Forum Sub-
committee are responsible for making cer-
tain the campaign and elections process is
fair and balanced, transparent and informa-
tive. This process is designed to ensure that
all candidates have fair and equal opportu-
nities for exposure, debate of the current
issues impacting emergency medicine, and
earning Councillor's votes.

As with other Council processes, our
elections have evolved to include addition-
al opportunities to “meet” the candidates
and get updates on their progress as they
run for office. This year, the Council goes
bare, as ACEP Now takes the mystery out
of this madness.

Stay tuned to ACEP Now, your official
source of accurate ACEP elections up-
dates!
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Post Physical Exam World

t seems easier being retired from clinical

practice and living outside the United

States to see big-picture changes in our
specialty. I recently read Dr. Shari Welch’s
“Death of the Physical Exam” article [Febru-
ary ACEP Now, p. 30]. She is on target about
the value of the ED exam in everything from
chest pain to UTIs, especially her observa-
tion that a focused history “gets you 99
percent of the way” to a diagnosis. She con-

cludes that a faux physical exam will make
the patient feel better (better patient satis-
faction score?).

My thoughts go in a different direction.
I am reminded of a scene in the Mel Gibson
movie Payback, where he extracts informa-
tion from his double-crossing partner and
then asks him for a match to light his cigarette.
When the scumbag responds that he doesn’t
have one, Mel asks, “Then what are you good
for?” right before he blows him away.

I think EMDs should ask what exactly is
their unique role in the brave new world of
emergency medicine populated by MLPs, ev-
er-improving diagnostic technology, proto-
cols and pathways, clinical computer apps,
etc., etc. Such introspection might help in
pursuing skill sets needed going forward in
their careers since clearly “the laying on of
the hands” won’t be one of them. @

Robert T. Fitzgerald, MD, FACEP
Nueva Gorgona, Panama

NOW APPROVED FOR
MULTIPLE INDICATIONS

Now can be used for:
* Reduction of the risk of stroke and

systemic embolism in patients
with NVAF

* Treatment of DVT and PE

* Reduction in the risk
of recurrence of
DVT and PE

Indications and Usage

Pradaxa® (dabigatran efexilate mesylate) capsules is indicated:
- 1o reduce the risk of stroke and systemic embolism in patients with non-valvular atrial fibrillation;

- for the treatment of deep venous thrombosis and pulmonary embolism in patients who have been treated with a
parenteral anticoagulant for 5-10 days;

- to reduce the risk of recurrence of deep venous thrombosis and pulmonary embolism in patients who have been

previously treated

IMPORTANT SAFETY INFORMATION ABOUT PRADAXA

discontir

(B) SPINAL/EPIDURAL HEMATOMA

anticoagulants

|s discontinued for a reason other than path ding or

WARNING: (A) PREMATURE DISCONTINUATION OF PRADAXA INCREASES THE RISK OF THROMBOTIC EVENTS, (B) SPINAL/EPIDURAL HEMATOMA
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ts. If anti gulation with PRADAXA

tion of a course of th
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Epidural or spinal hematomas may occur in patients treated with PRADAXA who are receiving neuraxial anesthesia or undergoing spinal puncture.
These hematomas may result in long-term or permanent paralysis. Consider these risks when scheduling patients for spinal procedures. Factors that
can increase the risk of developing epidural or spinal hematomas in these patients include:
« use of indwelling epidural catheters

« concomitant use of other drugs that affect h

is, such as

« a history of trav tic or repeated ep
« a history of spinal deformity or spinal surgery
 optimal timing between the administration of PRADAXA and neuraxial procedures is not known

| or spinal punctures

Monitor patients frequently for signs and sy
Consider the benefits and risks before neuraxial intervention in patients who are or will be anilcoagulaied

ptoms of net 1l impairment. If net

dal anti-inflammatory drugs (NSAIDs), platelet inhibitors, other

is noted, urgent treatment is necessary.

Please see boxed WARNING and accompanying brief summary of full Prescribing Information.

NVAF=non-valvular atrial fibrillation; DVT=deep venous thromibosis; PE=pulmonary embolism.

Pradax

(abigatran f exna

CAPSULES 150mg
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Proof of Eq

When it comes to
post-graduate
education, MDs and
DOs finally find
even ground

BY J.D. POLK, DO, MS,
MMM, CPE, FACOEP

AOA-ACGME MERGER

landmark announcement came in

March 2014, with the American Os-

teopathic Association (AOA), the
American Association of Colleges of Osteo-
pathic Medicine (AACOM), and the Accredita-
tion Council for Graduate Medical Education
(ACGME) jointly announcing their memo-
randum of understanding (MOU) aimed at
a consolidated graduate medical education
(GME) system. I am going to give a synop-
sis that merges frequently asked questions,

press announcements, and discussions from
both houses.

What Does This Mean for GME?

There are a great number of questions regard-
ing what this actually means. Essentially,
participation in a single accreditation system
ensures quality, promotes consistency and
efficiency, and strengthens the medical pro-
fession as a whole. It does not mean that DOs
are no longer learning osteopathic principles

uality or a Loss of Identity?

or that the MD and DO professions are unit-
ing. The rumor mill has been fraught with
“the end is nigh” for osteopathic medicine,

which quite frankly is very wrong and short-

sighted. What this MOU really means is that
the two groups agree that a single standard
for quality and consistency is in the best in-
terest of both entities as they look forward to
future changes in health care. A unified voice
on GME access and funding issues strength-
CONTINUED on page 6

IMPORTANT SAFETY INFORMATION ABOUT PRADAXA (cont'd)
CONTRAINDICATIONS

PRADAXA is contraindicated in patients with:
- active pathological bleeding;

- known serious hypersensitivity reaction (e.g.. anaphylactic reaction or anaphylactic shock) fo PRADAXA;
- mechanical prosthetic heart valve

WARNINGS & PRECAUTIONS

Increased Risk of Stroke with Discontinuation of PRADAXA

Premature discontinuation of any oral anficoagulant, including PRADAXA, in the absence of adequate alfernative anticoagulation increases the risk of thrombotic
events. If PRADAXA is discontinued for a reason other than pathological bleeding or completion of a course of therapy, consider coverage with another anticoagulant.

Risk of Bleeding

PRADAXA increases the risk of bleeding and can cause significant and, sometimes, fatal bleeding. Promptly evaluate any signs or symptoms of blood loss
(e.g..adrop in hemoglobin and/or hematocrit or hypotension). Discontinue PRADAXA in patients with active pathological bleeding.

+ Risk factors for bleeding include concomitant use of medications that increase the risk of bleeding (e.g., anti-platelet agents, heparin, fibrinolytic therapy,
and chronic use of NSAIDs). PRADAXA's anticoagulant activity and hailf-life are increased in patients with renal impairment.

* Reversal of Anticoagulant Effect: A specific reversal agent for dabigatran is not available. Hemodialysis can remove dabigatran; however clinical experience
for hemodialysis as a treatment for bleeding is limited. Activated prothrombin complex concentrates, recombinant Factor Vlla, or concentrates of factors I, X
or X may be considered but their use has not been evaluated. Protamine sulfate and vitamin K are not expected to affect dabigatran anticoagulant activity.
Consider administration of platelet concentrates where thrombocytopenia is present or long-acting antiplatelet drugs have been used.

Spinal/Epidural Anesthesia or Puncture

When neuraxial anesthesia (spinal/epidural anesthesia) or spinal puncture is employed, patients treated with anticoagulants are af risk of developing an
epidural or spinal hematoma which can result in long-ferm or permanent paralysis.To reduce potential risk of bleeding with concurrent use of dabigatran and
epidural or spinal anesthesia/analgesia or spinal puncture, consider the pharmacokinetic profile of dabigatran. Placement/removal of an epidural catheter or
lumbar puncture is best performed when the anticoagulant effect of dabigatran is low but exact timing fo reach a sufficiently low anticoagulant effect in each
patient is unknown. If anticoagulation is administered with epidural or spinal anesthesia/analgesia or lumbar puncture, monitor frequently for signs/symptoms of
neurological impairment, i.e., midline back pain, sensory and motor deficits (numbness, tingling, or weakness in lower limbs), bowel and/or bladder dysfunction.
Instruct patients to immediately report if they experience any of the above signs/symptoms. If spinal hematoma is suspected, initiate urgent diagnosis and
tfreatment; consider spinal cord decompression even though it may not prevent or reverse neurological sequelae.

Thromboembolic and Bleeding Events in Patients with Prosthetic Heart Valves
The safety and efficacy of PRADAXA in patients with bileafiet mechanical prosthetic heart valves (recently implanted or implanted more than 3 months prior to
enrollment) was evaluated in the phase 2 RE-ALIGN® frial. RE-ALIGN was ferminated early because of significantly more thromboembolic events (valve thrombosis,
stroke, transient ischemic attack, and myocardial infarction) and an excess of major bleeding (predominantly post-operative pericardial effusions requiring
intervention for hemodynamic compromise) for PRADAXA vs warfarin. Therefore, the use of PRADAXA is contraindicated in patients with mechanical prosthetic
valves. Use of PRADAXA for the prophylaxis of thromboembolic events in patients with AFib in the setting of other forms of valvular heart disease, including
bioprosthetic heart valve, has not been studied and is not recommended.

Effect of P-gp Inducers & Inhibitors on Dabigatran Exposure
Concomitant use of PRADAXA with P-gp inducers (e.g., rifampin) reduces exposure fo dabigatran and should generally be avoided. P-gp inhibition and
impaired renal function are major independent factors in increased exposure to dabigatran. Concomitant use of P-gp inhibitors in patients with renal
impairment is expected to increase exposure of dabigatran compared fo either factor alone.
Reduction of Risk of Stroke/Systemic Embolism in NVAF

For patients with moderate renal impairment (CrCl 30-50 mL/min), consider reducing the dose of PRADAXA fo 75 mg twice daily when dronedarone or
systemic kefoconazole is coadministered with PRADAXA.

For patients with severe renal impairment (CrCl 15-30 mL/min), avoid concomitant use of PRADAXA and P-gp inhibitors.

Treatment and Reduction in the Risk of Recurrence of DVT/PE
For patients with CrCl <50 mL/min, avoid use of PRADAXA and concomitant P-gp inhibitors

ADVERSE REACTIONS

The most serious adverse reactions reported with PRADAXA were related to bleeding.

NVAF

Most frequent adverse reactions leading to discontinuation of PRADAXA were bleeding & gastrointestinal (Gl) events
PRADAXA 150 mg resulted in higher rates of major and any Gl bleeds compared to warfarin.
In patients >75 years of age, the risk of major bleeding may be greater with PRADAXA vs warfarin.

Patients on PRADAXA 150 mg had an increased incidence of Gl adverse reactions. These were commonly dyspepsia (including abdominal pain upper,
abdominal pain, abdominal discomfort, and epigastric discomfort) and gastritis-ike symptoms (including GERD, esophagitis, erosive gastritis, gastric
hemorrhage, hemorrhagic gastritis, hemorrhagic erosive gastritis, and Gl ulcer).

DVT/PE

Rates of any Gl bleeds were higher in patients receiving PRADAXA 150 mg vs warfarin and placebo

- In the active-controlled studies, there was a higher rate of clinical myocardial infarction (MI) in PRADAXA patients [20 (0.66/100) patient-years)] vs warfarin
[5 (0.17/100 patientyears)]. In the placebo-controlled study, there was similar rate of non-fatal and fatal clinical MI PRADAXA patients [1 (0.32/100 patient-

years)] vs warfarin [1 (0.34/100 patient-years)].

Gl adverse reactions were similar in patients receiving PRADAXA 150 mg vs warfarin. They were commonly dyspepsia (including albbdominal pain upper,
abdominal pain, abdominal discomfort, and epigastric discomfort) and gastritis-ike symptoms (including gastritis, GERD, esophagitis, erosive gastritis and

gasstric hemorrhage).

Drug hypersensitivity reactions were reported in < 0.1% of patients receiving PRADAXA.

Other Measures Evaluated

In NVAF patients, a higher rate of clinical Ml was reported in patients who received PRADAXA (0.7/100 patient-years for 150 mg dose) than in those who

received warfarin (0.6).

PRADAXA® is a registered trademark of Boehringer Ingelheim Pharma GmbH and Co. KG and used under license.
RE-ALIGN®is a trademark of Boehringer Ingelheim International GmbH (BIl) and is used in the US by Boehringer Ingelheim Pharmaceuticals, Inc. under license from BIl.
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PROOF OF EQUALITY OR A LOSS OF IDENTITY? | cONTINUED FROM PAGE 5

ens the influence of all physicians for advo-
cacy on GME issues in Washington, DC, as
well as on state and local levels. Everyone
agrees that the Affordable Care Act will in-
crease the need for primary care physicians,
and yet GME slots and Medicare dollars re-
main frozen. As partners in GME, we become
amuch more powerful advocacy group with
anonconflicted voice.

Furthermore, a single accreditation system
preserves access to training programs for DOs
wanting to transition into an ACGME program
after their first year of accredited training, plus
strengthens the ability of the ACGME to have
more primary care and rural residency train-
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i ing programs. The ACGME has been better at
creating specialty programs, whereas the AOA
¢ hasbeen better at meeting primary care needs
and those of rural America. Uniting the two
GME systems brings the best of both worlds
together. This provides access to numerous
fellowship programs for DOs and numerous
i primary care programs for MDs. There are
MDs who will want to do a residency that was
historically osteopathic for myriad reasons,
such as to acquire extra training in physical
medicine, but  imagine another will be loca-
tion. If you are an MD and your family is from
i Metropolis, your parents live in Metropolis,
your spouse wants to live in Metropolis, and

i the only radiology residency in Metropolis is
¢ the former osteopathic residency at Metropo-
lis General, then it may quickly find its way to
! the number-one spot on your match list. :

Implications for Educators and

i Students i
How will this impact educators? A conten-
! tious issue exists for most DO-trained resi-
dency directors in that residency directors
i in the new combined system will have to be
¢ ACGME-trained or paired with an ACGME di-
rector for an undetermined time. Many DO
i directors see this as a slight to their training
¢ and acumen, but it is really just to ensure a

smooth transition to a unified system. Nor-
man Vinn, DO, president of the AOA, provided
an excellent analogy: “If you were a manager
at Microsoft and the director of Windows 7
and went to work for Apple, chances are that

you would be paired up with someone who

knew the Apple system for a while until you
knew their system well. It isn’t about whether
Windows 7 was inferior to Apple or whether

your training at Microsoft was equivalent but

rather about knowledge of how the system
operates.” There will be many bumps in the
road that will be worked out by a plethora of
task forces or committees. In my tenure in the
government, politics, and medicine (principal

Pradaxa® (dabigatran etexilate mesylate)
capsules for oral use

BRIEF SUMMARY OF PRESCRIBING INFORMATION
Please see package insert for full Prescribing Information.

WARNING: (A) PREMATURE DISCONTINUATION
OF PRADAXA INCREASES THE RISK OF
THROMBOTIC EVENTS,

(B) SPINAL/EPIDURAL HEMATOMA

(A) PREMATURE DISCONTINUATION OF PRADAXA
INCREASES THE RISK OF THROMBOTIC EVENTS
Premature discontinuation of any oral anticoagulant,
including PRADAXA, increases the risk of thrombotic
events. If anticoagulation with PRADAXA is discon-
tinued for a reason other than pathological bleeding
or completion of a course of therapy, consider
coverage with another anticoagulant [see Dosage
and Administration (2.4, 2.5, 2.6) and Warnings and
Precautions (5.1)].

(B) SPINAL/EPIDURAL HEMATOMA

Epidural or spinal hematomas may occur in patients

treated with PRADAXA who are receiving neuraxial

anesthesia or undergoing spinal puncture. These

hematomas may result in long-term or permanent

paralysis. Consider these risks when scheduling

patients for spinal procedures. Factors that can

increase the risk of developing epidural or spinal

hematomas in these patients include:

¢ use of indwelling epidural catheters

e concomitant use of other drugs that affect
hemostasis, such as non-steroidal anti-
inflammatory drugs (NSAIDs), platelet inhibitors,
other anticoagulants

¢ a history of traumatic or repeated epidural or
spinal punctures

¢ a history of spinal deformity or spinal surgery

o optimal timing between the administration of
PRADAXA and neuraxial procedures is not known

[see Warnings and Precautions (5.3)].

Monitor patients frequently for signs and symptoms

of neurological impairment. If neurological compro-

mise is noted, urgent treatment is necessary [see

Warnings and Precautions (5.3)].

Consider the benefits and risks before neuraxial

intervention in patients anticoagulated or to be anti-

coagulated [see Warnings and Precautions (5.3)].

INDICATIONS AND USAGE: Reduction of Risk of Stroke
and Systemic Embolism in Non-valvular Atrial Fibrilla-
tion: PRADAXA is indicated to reduce the risk of stroke and
systemic embolism in patients with non-valvular atrial fibrilla-
tion. Treatment of Deep Venous Thrombosis and Pulmonary
Embolism: PRADAXA is indicated for the treatment of deep
venous thrombosis and pulmonary embolism in patients
who have been treated with a parenteral anticoagulant for
5-10 days. Reduction in the Risk of Recurrence of Deep
Venous Thrombosis and Pulmonary Embolism: PRADAXA
is indicated to reduce the risk of recurrence of deep venous
thrombosis and pulmonary embolism in patients who have been
previously treated.

CONTRAINDICATIONS: PRADAXA is contraindicated in patients
with: Active pathological bleeding [see Warnings and Precautions
and Adverse Reactions]. History of a serious hypersensitivity
reaction to PRADAXA (e.g., anaphylactic reaction or anaphylac-
tic shock) [see Adverse Reactions]. Mechanical prosthetic heart
valve [see Warnings and Precautions].

WARNINGS AND PRECAUTIONS: Increased Risk of Throm-
botic Events after Premature Discontinuation: Premature
discontinuation of any oral anticoagulant, including PRADAXA, in
the absence of adequate alternative anticoagulation increases
the risk of thrombotic events. If PRADAXA is discontinued for
a reason other than pathological bleeding or completion of a
course of therapy, consider coverage with another anticoagu-
lant. Risk of Bleeding: PRADAXA increases the risk of bleeding
and can cause significant and, sometimes, fatal bleeding.
Promptly evaluate any signs or symptoms of blood loss (e.g.,
a drop in hemoglobin and/or hematocrit or hypotension). Dis-
continue PRADAXA in patients with active pathological bleeding.
Risk factors for bleeding include the concomitant use of other
drugs that increase the risk of bleeding (e.g., anti-platelet
agents, heparin, fibrinolytic therapy, and chronic use of NSAIDs).
PRADAXA's anticoagulant activity and half-life are increased in
patients with renal impairment. Reversal of Anticoagulant Effect:
A specific reversal agent for dabigatran is not available. Hemo-
dialysis can remove dabigatran; however the clinical experience
supporting the use of hemodialysis as a treatment for bleed-
ing is limited [see Overdosage]. Activated prothrombin complex
concentrates (aPCCs, e.g., FEIBA), or recombinant Factor Vlla,
or concentrates of coagulation factors Il, IX or X may be con-
sidered but their use has not been evaluated in clinical trials.
Protamine sulfate and vitamin K are not expected to affect
the anticoagulant activity of dabigatran. Consider administra-
tion of platelet concentrates in cases where thrombocytopenia

is present or long-acting antiplatelet drugs have been used.
Spinal/Epidural Anesthesia or Puncture: When neuraxial
anesthesia (spinal/epidural anesthesia) or spinal puncture is
employed, patients treated with anticoagulant agents are at
risk of developing an epidural or spinal hematoma which can
result in long-term or permanent paralysis [see Boxed Warn-
ing]. To reduce the potential risk of bleeding associated with the
concurrent use of dabigatran and epidural or spinal anesthesia/
analgesia or spinal puncture, consider the pharmacokinetic pro-
file of dabigatran. Placement or removal of an epidural catheter
or lumbar puncture is best performed when the anticoagulant
effect of dabigatran is low; however, the exact timing to reach
a sufficiently low anticoagulant effect in each patient is not
known. Should the physician decide to administer anticoagula-
tion in the context of epidural or spinal anesthesia/analgesia
or lumbar puncture, monitor frequently to detect any signs or
symptoms of neurological impairment, such as midline back
pain, sensory and motor deficits (numbness, tingling, or weak-
ness in lower limbs), bowel and/or bladder dysfunction. Instruct
patients to immediately report if they experience any of the
above signs or symptoms. If signs or symptoms of spinal hema-
toma are suspected, initiate urgent diagnosis and treatment
including consideration for spinal cord decompression even
though such treatment may not prevent or reverse neurological
sequelae. Thromboembolic and Bleeding Events in Patients
with Prosthetic Heart Valves: The safety and efficacy of
PRADAXA in patients with bileaflet mechanical prosthetic heart
valves was evaluated in the RE-ALIGN trial, in which patients
with bileaflet mechanical prosthetic heart valves (recently
implanted or implanted more than three months prior to enroll-
ment) were randomized to dose adjusted warfarin or 150, 220,
or 300 mg of PRADAXA twice a day. RE-ALIGN was terminated
early due to the occurrence of significantly more thromboem-
bolic events (valve thrombosis, stroke, transient ischemic attack,
and myocardial infarction) and an excess of major bleeding
(predominantly post-operative pericardial effusions requiring
intervention for hemodynamic compromise) in the PRADAXA
treatment arm as compared to the warfarin treatment arm.
These bleeding and thromboembolic events were seen both in
patients who were initiated on PRADAXA post-operatively within
three days of mechanical bileaflet valve implantation, as well as
in patients whose valves had been implanted more than three
months prior to enrollment. Therefore, the use of PRADAXA is
contraindicated in patients with mechanical prosthetic valves
[see Contraindications]. The use of PRADAXA for the prophylaxis
of thromboembolic events in patients with atrial fibrillation in
the setting of other forms of valvular heart disease, including
the presence of a bioprosthetic heart valve, has not been stud-
ied and is not recommended. Effect of P-gp Inducers and
Inhibitors on Dabigatran Exposure: The concomitant use of
PRADAXA with P-gp inducers (e.g., rifampin) reduces exposure
to dabigatran and should generally be avoided. P-gp inhibition
and impaired renal function are the major independent factors
that result in increased exposure to dabigatran. Concomitant
use of P-gp inhibitors in patients with renal impairment is
expected to produce increased exposure of dabigatran com-
pared to that seen with either factor alone. Reduction of Risk of
Stroke and Systemic Embolism in Non-valvular Atrial Fibrillation:
Consider reducing the dose of PRADAXA to 75 mg twice daily
when dronedarone or systemic ketoconazole is coadministered
with PRADAXA in patients with moderate renal impairment (CrCl
30-50 mL/min). Avoid use of PRADAXA and P-gp inhibitors in
patients with severe renal impairment (CrCl 15-30 mL/min) [see
Drug Interactions and Use in Specific Populations]. Treatment and
Reduction in the Risk of Recurrence of Deep Venous Thrombosis
and Pulmonary Embolism: Avoid use of PRADAXA and concomi-
tant P-gp inhibitors in patients with CrCl <50 mL/min [see Drug
Interactions].

ADVERSE REACTIONS: The most serious adverse reactions
reported with PRADAXA were related to bleeding [see Warnings
and Precautions]. Clinical Trials Experience: Because clinical
trials are conducted under widely varying conditions, adverse
reactions rates observed in the clinical trials of a drug cannot be
directly compared to rates in the clinical trials of another drug
and may not reflect the rates observed in practice. Reduction
of Risk of Stroke and Systemic Embolism in Non-valvular Atrial
Fibrillation: The RE-LY (Randomized Evaluation of Long-term
Anticoagulant Therapy) study provided safety information on the
use of two doses of PRADAXA and warfarin. The numbers of
patients and their exposures are described in Table 1. Limited
information is presented on the 110 mg dosing arm because
this dose is not approved.

Table 1 Summary of Treatment Exposure in RE-LY

PRADAXA | PRADAXA
110mg 150 mg | Warfarin
twice daily | twice daily
Total number treated 5983 6059 5998
Exposure
> 12 months 4936 4939 5193
> 24 months 2387 2405 2470
Mean exposure (months) 20.5 20.3 21.3
Total patient-years 10,242 10,261 10,659

Drug Discontinuation in RE-LY: The rates of adverse reactions
leading to treatment discontinuation were 21% for PRADAXA
150 mg and 16% for warfarin. The most frequent adverse
reactions leading to discontinuation of PRADAXA were bleed-
ing and gastrointestinal events (i.e., dyspepsia, nausea, upper
abdominal pain, gastrointestinal hemorrhage, and diarrhea).
Bleeding [see Warnings and Precautions]: Table 2 shows the
number of patients experiencing serious bleeding during the
treatment period in the RE-LY study, with the bleeding rate per
100 patient-years (%). Major bleeds fulfilled one or more of
the following criteria: bleeding associated with a reduction in
hemoglobin of at least 2 grams per deciliter or leading to a
transfusion of at least 2 units of blood, or symptomatic bleeding
in a critical area or organ (intraocular, intracranial, intraspinal
or intramuscular with compartment syndrome, retroperitoneal
bleeding, intra-articular bleeding, or pericardial bleeding). A life-
threatening bleed met one or more of the following criteria: fatal,
symptomatic intracranial bleed, reduction in hemoglobin of at
least 5 grams per deciliter, transfusion of at least 4 units of
blood, associated with hypotension requiring the use of intra-
venous inotropic agents, or necessitating surgical intervention.
Intracranial hemorrhage included intracerebral (hemorrhagic
stroke), subarachnoid, and subdural bleeds.

Table 2 Bleeding Events* (per 100 Patient-Years)

PRADAXA
150 mg twice | Warfarin Hszgtr)d
H 0
e | MO | esvci
Randomized 6076 6022
| patients
Patient-years 12,033 11,794
Intracranial 38(0.3) 90(0.8) [0.41(0.28,0.60)
hemorrhage
Life-threatening|  179(1.5) 218(1.9 |0.80(0.66,0.98)
bleed
Major bleed 39933 42136) |093(0.81,1.07)
Any bleed 1993 (16.6) | 2166 (18.4)|0.91 (0.85,0.96)

*Patients contributed multiple events and events were counted in
multiple categories.

**Confidence interval

The risk of major bleeds was similar with PRADAXA 150 mg
and warfarin across major subgroups defined by baseline char-
acteristics, with the exception of age, where there was a trend
towards a higher incidence of major bleeding on PRADAXA
(hazard ratio 1.2, 95% Cl: 1.0 to 1.4) for patients =75 years of
age. There was a higher rate of major gastrointestinal bleeds in
patients receiving PRADAXA 150 mg than in patients receiving
warfarin (1.6% vs. 1.1%, respectively, with a hazard ratio vs.
warfarin of 1.5, 95% Cl, 1.2 to 1.9), and a higher rate of any
gastrointestinal bleeds (6.1% vs. 4.0%, respectively). Gastroin-
testinal Adverse Reactions: Patients on PRADAXA 150 mg had
an increased incidence of gastrointestinal adverse reactions
35% vs. 24% on warfarin). These were commonly dyspepsia
including abdominal pain upper, abdominal pain, abdominal
discomfort, and epigastric discomfort) and gastritis-like symp-
toms (including GERD, esophagitis, erosive gastritis, gastric
hemorrhage, hemorrhagic gastritis, hemorrhagic erosive gas-
tritis, and gastrointestinal ulcer). Hypersensitivity Reactions: In
the RE-LY study, drug hypersensitivity (including urticaria, rash,
and pruritus), allergic edema, anaphylactic reaction, and ana-
phylactic shock were reported in <0.1% of patients receiving
PRADAXA. Treatment and Reduction in the Risk of Recurrence
of Deep Venous Thrombosis and Pulmonary Embolism: PRADAXA
was studied in 4387 patients in 4 pivotal, parallel, randomized,
double-blind trials. Three of these trials were active-controlled
warfarin) (RE-COVER, RE-COVER II, and RE-MEDY), and one
study (RE-SONATE) was placebo-controlled. The demographic
characteristics were similar among the 4 pivotal studies and
between the treatment groups within these studies. Approxi-
mately 60% of the treated patients were male, with a mean
age of 55.1 years. The majority of the patients were white
87.7%), 10.3% were Asian, and 1.9% were black with a mean
CrCl of 105.6 mL/min. Bleeding events for the 4 pivotal stud-
ies were classified as major bleeding events if at least one
of the following criteria applied: fatal bleeding, symptomatic
bleeding in a critical area or organ (intraocular, intracranial,
intraspinal or intramuscular with compartment syndrome, ret-
roperitoneal bleeding, intra-articular bleeding, or pericardial
bleeding), bleeding causing a fall in hemoglobin level of 2.0 g/dL
(1.24 mmol/L or more, or leading to transfusion of 2 or more
units of whole blood or red cells). RE-COVER and RE-COVER
II'studies compared PRADAXA 150 mg twice daily and warfa-
rin for the treatment of deep vein thrombosis and pulmonary
embolism. Patients received 5-10 days of an approved paren-
teral anticoagulant therapy followed by 6 months, with mean
exposure of 164 days, of oral only treatment; warfarin was
overlapped with parenteral therapy. Table 3 shows the number
of patients experiencing bleeding events in the pooled analysis
of RE-COVER and RE-COVER Il studies during the full treat-
ment including parenteral and oral only treatment periods after
randomization.
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deputy assistant secretary for health affairs
and deputy chief medical officer and chief of :
space medicine for NASA, etc.), I have yet to :
see a perfect policy from the get-go. They all
get tweaked over time as you discover unin-
tended consequences or challenges.

After implementation, all training pro-
grams will be ACGME-accredited. Osteo-
pathic principles will not be thrown out
with the bathwater; in fact, just the oppo-
site will happen. Osteopathic principles will
be recognized and codified in the single ac-
creditation system, and there will be train-
ing programs with an osteopathic dimension
under ACGME accreditation. A Neuromuscu-

loskeletal Review Committee and an Osteo-

pathic Principles Review Committee will be

i developed. Osteopathic primary care pro-
grams have been routinely filled and serve
the rural communities well, with osteopath-
ic medical school graduating 50 percent or
i more of physicians headed to primary care.
The ACGME will not want that to disappear;
i nobody wants that secret sauce of minting
primary care physicians to disappear.

The questions I get from medical students

usually center around the match and board
examination. The match is administered
by the National Residency Match Program
! (NRMP) and not the ACGME. Consequent-

ly, this is an issue that can be resolved only
when NRMP claims a seat at the table. How-
i ever, if all programs are considered ACGME-

accredited, a system with one match seems

inevitable. Regarding the examination pro-
i cess,Iam sure students would prefer to have

! asingle exam.

:  Examinations are in multiple parts, and
! some cover distinct content. It is doubtful
that those exams (COMLEX and USMLE) will
MD graduates will have access to ACGME-ac-
i years down the road, a grandfather clause
will be necessary to catch those who are part
i way through either examination process, and
¢ there will need to be at least an additional :

merge anytime soon. Even if they do merge

Table 3 Bleeding Events in RE-COVER and RE-COVER Il
Treated Patients

warfarin). RE-SONATE was a placebo-controlled study in which
684 patients received PRADAXA 150 mg twice daily following
3 to 6 months of oral anticoagulant regimen. Patients in the

Note: MBE can belong to more than one criterion.

“Patients with at least one MBE.

"Bleeding site based on investigator assessment. Patients can
have more than one site of bleeding.

cConfidence interval

The rate of any gastrointestinal bleeds in patients receiving
PRADAXA 150 mg in the full treatment period was 3.1% (2.4%
on warfarin). The RE-MEDY and RE-SONATE studies provided
safety information on the use of PRADAXA for the reduction in
the risk of recurrence of deep vein thrombosis and pulmonary
embolism. RE-MEDY was an active-controlled study (warfarin)
in which 1430 patients received PRADAXA 150 mg twice daily
following 6 to 18 months of oral anticoagulant regimen. Patients
in the treatment studies who rolled over into the RE-MEDY study
had a combined treatment duration of up to more than 3 years,
with mean exposure of 473 days. Table 4 shows the number of
patients experiencing bleeding events in the study.

Table 4 Bleeding Events in RE-MEDY Treated Patients

PRADAXA Warfarin | Hazard Ratio
wicoday| NOO | @%0)°
N (%)
Patients N=1430 | N=1426
Major bleeding 1309 | 25(1.9 0.54 (0.25,
event® 1.16)
Fatal bleeding 0 10.)
Bleeding in a critical | 7 (0.5) 1108
area or organ
Fall in hemoglobin 7(0.5) 16 (1.1)
= 2g/dL or transfu-
sion =2 units of
whole blood or
packed red blood
cells
Blee(bjing sites for
Intracranial 2(0.1) 403
Intraocular 403 2(0.1)
Retroperitoneal 0 10.1)
Intraarticular 0 2(0.1)
Intramuscular 0 403
Gastrointestinal 403 8(0.6
Urogenital 1(0.1) 1(0.1)
Other 20.1) 403
Clinically relevant 71(6.0 | 12588 | 056(042
non-major bleeding 0.75)
Any bleeding 278(194) (373(262)| 0.71 (0.)61,
0.83)

Note: MBE can belong to more than one criterion.

“Patients with at least one MBE.

"Bleeding site based on investigator assessment. Patients can
have more than one site of bleeding.

cConfidence interval

In the RE-MEDY study, the rate of any gastrointestinal bleeds
in patients receiving PRADAXA 150 mg was 3.1% (2.2% on

The Official Voice of Emergency Medicine

Bleeding Events-Full Treatment | treatment studies who rolled over into the RE-SONATE study
Period Including Parenteral | had combined treatment duration up to 9 months, with mean
Treatment exposure of 165 days. Table 5 shows the number of patients
PRADAXA . | Hazard | experiencing bleeding events in the study.
150mg (Wb Ratio | raie s Bieeding Events in RE-SONATE Treated Patients
twice daily °) | (95% Cl)e 9
N (%) PRADAXA
Patients N=2553 | N=2554 150mg | Piteeho ] Fezed
Major bleeding event? 37(1.4) [51(2.0)[0.73(0.48, twm o;i?llv (85% Cl°
1.11) i A
Fatal bleeding 1(0.04 [2(0.1) Patients N=684 | N=659
Bleeding in a critical 7(03) |[15(0.6) | Major blesdlnq event* 2(0.3 0
area or organ Bleeding in a critical 2003 0
Fall in hemoglobin 32(1.3) |38(1.5) area or organ
>2g/dL or transfusion Gastrointestinal® 2(0.3) 0
=2 units of whole blood Clinically relevant non- 34(6.0 13(2.0) | 254 (1.34,
or packed red blood cells |major bleeding 4.82)
Bleeding sites for MBE? Any bleeding 72105 | 406.) | 1.77(1.20,
Intracranial 2(01) |5(0.2 2.61)
Retroperitoneal 2(0.1) 1(0.04) Note: MBE can belong to more than one criterion.
Intraarticular 2(0.1) 4(0.2) “Patients with at least one MBE.
Intramuscular 2(0.1) 6(02) ‘;]Bleeding sithe based on mfvglsti%ator assessment. Patients can
Gastrointestina 150.6) [14(0.5 aue mare Than on site of bieedng.
" - - *Confidence interval
Urogenital 7(0.3) 14 (0.5 . .
Other 8(0.3) 8(0.3) In therRE{SONAT.E. stug% /}Bmegoany gastrogt;z?n(?]l g{l’?eds
— in patients receiving mg was 0.7% (0.3% on
C"ﬂ'cat')‘ly re(;jl_evam non- | 101 (4.0 1679 0'58 ;%46* placebo). Clinical Myocardial Infarction Events: In the active-
\major beeding (6.7) 75) | controlled VTE studies, a higher rate of clinical myocardial infarc-
Any bleeding 411(16.1) | 967 |0.70 (0.61,| tion was reported in patients who received PRADAXA [20 (0.66
(22.7) 0.79) | per 100 patient-years)] than in those who received warfarin

[5(0.17 per 100 patient-years)]. In the placebo-controlled study,
a similar rate of non-fatal and fatal clinical myocardial infarction
was reported in patients who received PRADAXA [1 (0.32 per
100 patient-years)] and in those who received placebo [1 (0.34
per 100 patient-years)). Gastrointestinal Adverse Reactions: In
the four pivotal studies, patients on PRADAXA 150 mg had a
similar incidence of gastrointestinal adverse reactions (24.7%
vs. 22.7% on warfarin). Dyspepsia (including abdominal pain
upper, abdominal pain, abdominal discomfort, and epigastric
discomfort) occurred in patients on PRADAXA in 7.5% vs. 5.5%
on warfarin, and gastritis-like symptoms (including gastritis,
GERD, esophagitis, erosive gastritis and gastric hemorrhage
occurred at 3.0% vs. 1.7%, respectively. Hypersensitivity Reac-
tions: In the 4 pivotal studies, drug hypersensitivity (including
urticaria, rash, and pruritus), allergic edema, anaphylactic reac-
tion, and anaphylactic shock were reported in 0.1% of patients
receiving PRADAXA. Postmarketing Experience: The following
adverse reactions have been identified during post approval use
of PRADAXA. Because these reactions are reported voluntarily
from a population of uncertain size, it is not always possible
to reliably estimate their frequency or establish a causal rela-
tionship to drug exposure. The following adverse reactions
have been identified during post approval use of PRADAXA:
angioedema, thrombocytopenia, esophageal ulcer.

In RE-LY, a higher rate of clinical myocardial infarction
was reported in patients who received PRADAXA (0.7 per
100 patient-years for 150 mg dose) than in those who received
warfarin (0.6).

DRUG INTERACTIONS: Reduction of Risk of Stroke and
Systemic Embolism in Non-valvular Atrial Fibrillation:
The concomitant use of PRADAXA with P-gp inducers (e.g.,
rifampin) reduces exposure to dabigatran and should generally
be avoided. P-gp inhibition and impaired renal function are the
major independent factors that result in increased exposure to
dabigatran. Concomitant use of P-gp inhibitors in patients with
renal impairment is expected to produce increased exposure of
dabigatran compared to that seen with either factor alone. In
patients with moderate renal impairment (CrCl 30-50 mL/min),
consider reducing the dose of PRADAXA to 75 mg twice daily
when administered concomitantly with the P-gp inhibitor drone-
darone or systemic ketoconazole. The use of P-gp inhibitors
(verapamil, amiodarone, quinidine, and clarithromycin) does not
require a dose adjustment of PRADAXA. These results should
not be extrapolated to other P-gp inhibitors [see Warnings and
Precautions and Use in Specific Populations]. The concomitant
use of PRADAXA and P-gp inhibitors in patients with severe
renal impairment (CrCl 15-30 mL/min) should be avoided
[see Warnings and Precautions and Use in Specific Populations].
Treatment and Reduction in the Risk of Recurrence of Deep
Venous Thrombosis and Pulmonary Embolism: Avoid use of
PRADAXA and P-gp inhibitors in patients with CrCl <50 mL/min
[see Warnings and Precautions and Use in Specific Populations].

USE IN SPECIFIC POPULATIONS: Pregnancy: Pregnancy
Category C: There are no adequate and well-controlled studies
in pregnant women. Dabigatran has been shown to decrease
the number of implantations when male and female rats were
treated at a dosage of 70 mg/kg (about 2.6 to 3.0 times the
human exposure at maximum recommended human dose
[MRHD] of 300 mg/day based on area under the curve [AUC]
comparisons) prior to mating and up to implantation (gesta-
tion Day 6). Treatment of pregnant rats after implantation with

dabigatran at the same dose increased the number of dead
offspring and caused excess vaginal/uterine bleeding close
to parturition. Although dabigatran increased the incidence of
delayed or irregular ossification of fetal skull bones and ver-
tebrae in the rat, it did not induce major malformations in rats
or rabbits. Labor and Delivery: Safety and effectiveness of
PRADAXA during labor and delivery have not been studied in
clinical trials. Consider the risks of bleeding and of stroke in
using PRADAXA in this setting [see Warnings and Precautions].
Death of offspring and mother rats during labor in association
with uterine bleeding occurred during treatment of pregnant
rats from implantation (gestation Day 7) to weaning (lactation
Day 21) with dabigatran at a dose of 70 mg/kg (about 2.6
times the human exposure at MRHD of 300 mg/day based on
AUC comparisons). Nursing Mothers: It is not known whether
dabigatran is excreted in human milk. Because many drugs
are excreted in human milk and because of the potential for
serious adverse reactions in nursing infants from PRADAXA, a
decision should be made whether to discontinue nursing or to
discontinue the drug, taking into account the importance of the
drug to the mother. Pediatric Use: Safety and effectiveness of
PRADAXA in pediatric patients have not been established. Geri-
atric Use: Of the total number of patients in the RE-LY study,
82% were 65 and over, while 40% were 75 and over. The risk
of stroke and bleeding increases with age, but the risk-benefit
profile is favorable in all age groups [see Warnings and Precau-
tions and Adverse Reactions]. Renal Impairment: Reduction
of Risk of Stroke and Systemic Embolism in Non-valvular Atrial
Fibrillation: No dose adjustment of PRADAXA is recommended
in patients with mild or moderate renal impairment. Reduce
the dose of PRADAXA in patients with severe renal impairment
CrCl 15-30 mL/min). Dosing recommendations for patients
with CrCl <15 mL/min or on dialysis cannot be provided. Adjust
dose appropriately in patients with renal impairment receiv-
ing concomitant P-gp inhibitors [see Warnings and Precautions
and Drug Interactions]. Treatment and Reduction in_the Risk of
Recurrence of Deep Venous Thrombosis and Pulmonary Embo-
lism: Patients with severe renal impairment (CrCL <30 mL/min)
were excluded from RE-COVER. Dosing recommendations for
patients with CrCl <30 mL/min or on dialysis cannot be pro-
vided. Avoid use of PRADAXA with concomitant P-gp inhibitors
in patients with CrCl <50 mL/min [see Warnings and Precautions
and Drug Interactions].

OVERDOSAGE: Accidental overdose may lead to hemorrhagic
complications. There is no reversal agent for dabigatran. In the
event of hemorrhagic complications, initiate appropriate clinical
support, discontinue treatment with PRADAXA, and investigate
the source of bleeding. Dabigatran is primarily eliminated by
the kidneys with a low plasma protein binding of approximately
35%. Hemodialysis can remove dabigatran; however, data
supporting this approach are limited. Using a high-flux dia-
lyzer, blood flow rate of 200 mL/min, and dialysate flow rate
of 700 mL/min, approximately 49% of total dabigatran can
be cleared from plasma over 4 hours. At the same dialysate
flow rate, approximately 57% can be cleared using a dialyzer
blood flow rate of 300 mL/min, with no appreciable increase in
clearance observed at higher blood flow rates. Upon cessation
of hemodialysis, a redistribution effect of approximately 7% to
15% is seen. The effect of dialysis on dabigatran’s plasma con-
centration would be expected to vary based on patient specific
characteristics. Measurement of aPTT or ECT may help guide
therapy [see Warnings and Precautions].
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component for the DO students to test them
on distinct osteopathic principles and prac-
tice. Conversely, if MDs seek a DO residency,
an examination to test them on those distinc-
tive principles will be necessary as well.

DOs have had one unfair advantage over
their MD counterparts: they could do either
an AOA or ACGME residency, whereas the
MDs could only train in an ACGME residen-
cy program. That will also change. DO and

credited training programs, including those
with an osteopathic principles dimension.
Prerequisite competencies (recommended
by the new Osteopathic Principles Review
Committee) and a recommended program of
training for MD graduates may be required
for entry into programs that have an osteo-
pathic principles dimension, especially in
primary care and physical medicine and re-
habilitation. The same will apply to interna-
tional medical graduates.

Osteopathic principles are becoming less
foreign and are already being incorporated
into many allopathic institutions. Most folks
assume that manipulation is the hallmark
difference between the two professions. This
is a common misconception. Manipulation
is something that DOs learn for sure, but
the bulk of the differences are philosophi-
cal: that the body is a unit and the holistic
approach to the patient, nutrition, and pre-
ventive medicine in addition to the manual
medicine component. More and more of the
allopathic schools and residencies are incor-
porating nutrition, holistic approaches, em-
pathy training, and preventive medicine into
their curriculums. In some respects, the entire
approach to patient care, and the health care
system itself, has begun to embrace and adopt
many of the osteopathic principles.

Power in a United Front

The single system presents an opportunity
to advocate, especially with members of
Congress, for appropriate public support for
funding the best-trained future physician
workforce. As efforts are taken to cut GME
funding, the single accreditation processis a
clear reflection of the collaborative work be-
ing done by the AOA, AACOM, and ACGME to
remove any perceived inefficiencies of main-
taining two accreditation systems. Improving
GME, with a focus on achieving demonstrat-
ed quality improvement, will produce the
greatest benefit.

This epic endeavor also should break down
old walls that separated the two professions.
A DO who did an ACGME residency will no
longer be ostracized by the osteopathic com-
munity, and an MD who has extra training in
holistic patient care will no longer be seen as
“on the fringe.”

We may find we have more in common than
we thought, and our focus will then be on pa-
tient outcomes rather than initials and in-
consequential differences. The letters behind
your name or the organization that accredit-
ed your training program do not translate to
the bedside. Patients need competent, caring
physicians, and this new system is on track to
produce them. @

DR. POLK is dean of the
College of Osteopathic
Medicine at Des Moines
University in Des Moines, lowa.
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It Pays to Document Well

With physician compensation increasingly tied directly to relative value units
(RVUs), your chart needs to empower coders to recognize the high-intensity
work taking place at the bedside

BY KELLY APRIL TYRRELL
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An interview with reimbursement and
coding expert Michael Granovsky, MD,
CPC, FACEP

hen it comes to compensation,
good documentation is a physi-
cian’s best friend.

Increasingly, emergency physicians find
that anywhere from 30 to 50 percent of their
compensation is based on RVU production.
Some groups have even adopted 100 percent
RVU-based compensation models, said Mi-
chael Granovsky, MD, CPC, FACEP, president
of Logix Health, a national ED billing company.
Without adequate and thorough documenta-
tion of evaluation and management (E/M) ser-
vices, providers risk losing RVUs and having
payments reduced for the care they provide.

It pays for physicians to take notice.

Asmuch as 89 percent of the revenue in the
ED comes from the E/M codes level 1(92281) to
level 5(92285) and critical care.

An emergency physician would expect to
be compensated less for seeing a patient with
a simple bee sting than for seeing a patient
with severe chest pain. However, the physi-
cian who does not adequately document the
chest pain case may find it downcoded. A level
5downcoded to alevel 3 represents aloss of 64
percent of the RVUs and is roughly equivalent
to providing a level 4 service for free.

The insurance companies will not see the
patient’s chart, thus it is up to physicians to
empower coders with adequate documenta-
tion to report the appropriate code for services
provided. The number-one way to ensure this
is to provide the documentation required by
the Medicare 1995 documentation guidelines
appropriate for the care delivered (see Table 1).

It’s important to note that doesn’t mean
overdocumenting.

“You can’t take an ankle sprain and docu-
ment it excessively, and it magically becomes
alevel 5,” said Dr. Granovsky. “We are seeing a
significant increase in audit activity targeting
the overuse of macros.”

Three primary elements factor into deter-
mining the E/M level of a case: history, physi-
cal exam, and medical decision making.

History is composed of chief complaint; his-
tory of present illness (HPI); review of systems
(ROS); and past medical, family, and/or social
history.

The minimum number of HPI elements for
E/M levels 4 and 5 is four, and failure to meet
this is the single most costly documentation
error. Dr. Granovsky recommended that the
rich clinical detail in the HPI become one of

the tools physicians use to paint a clear clini-

i cal picture in what otherwise might be a bland

electronic medical record (EMR) history and
physical exam.

“So when a patient comes back to the ED

or is admitted upstairs or evaluated by a third
party, there are robust clinical details,” he said.

Case-specific detail is what really makes a
patient come to life, Dr. Granovsky said. It also
demonstrates the high quality of care and of-
fers stronger medical-legal protection.

Level 4 E/M cases must include at least two
of the possible 14 ROS elements. At least 10
must be documented for alevel 5. Many EMRs
have large macros; be sure to add in pertinent
positive and negative systems.

At least one past medical, family, or so-
cial history element must be documented for
a level 4, and two are required for a level 5.
Don’t forget the history caveat applies if a pa-
tient’s history cannot be obtained; however,
the circumstances that prevented it should be
documented.

There are 12 organ systems available
under the physical exam, and eight are re-
quired for a level 5. If a patient is too ill for a
full history and physical, the acuity caveat
may be invoked by documenting the condi-
tions that prevented obtaining a complete

i history and exam. The caveat is specific to
i the 99285 code and appears right in the CPT
i definition.

Too often, physicians miss the documenta-
tion mark. For instance, consider this chart:
P A 49-year-old male presents with left-sided
chest pain for two hours’ duration; he reports
nausea but no vomiting. He had a full physical
two years ago, and he was seen by his primary
physician last week, had a normal exam, had
lab work, and was told that his blood pres-
sure is high.

All of the appropriate clinical information is
there, but the case would be downcoded from
apotential level 5 because there are only three
HPI elements, causing the provider to loose a
majority of the RVUs.

Appropriate documentation shouldn’t
be an overwhelming task once physicians
learn the rules and work toward efficiency,
Dr. Granovsky said. The ACEP website, www.
ACEP.org, also contains a robust set of fre-
quently asked questions, and ACEP hosts a
five-day reimbursement course for interested
physicians. ©

KELLY APRIL TYRRELL is a freelance
journalist based in Wilmington, Del.

Table 1. Medicare 1995 Guidelines Typical Requirements

PAST/FAMILY/ PHYSICAL
SOCIAL HX EXAM
99281 1-3 0 0 1
99282 1-3 1 0 2
99283 1-3 1 0 92-4
99284 4 2-9 1 5-7
99285 4 10 2 8

Table 2.2014 ED RVUs

CPT CODE 2014 RVUs

99281 0.59
99282 1.16
99283 1.73
99284 3.30
99285 4.85
Critical Care 6.27
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Choosing Wisely with your patients,

BY CATHERINE A. MARCO, MD, AND CHADD KRAUS, DO, MPH

The Official Voice of Emergency Medicine

uring ACEP’s annual conference

in Seattle last fall, the College

released its five recommenda-

tions for inclusion in the Choos-

ing Wisely campaign. These
recommendations were the culmination of al-
most two years of dialogue with members and
a structured process undertaken by an expert
panel of practicing emergency physicians and
experts in cost-effectiveness, quality, patient
safety, and clinical processes.!

The mission of Choosing Wisely—a multi-
year effort of the ABIM Foundation with more
than 80 national, regional, and state medi-
cal specialty societies as well as consumer

groups—is to promote conversations among
physicians and patients about using appro-
priate tests and treatments and avoiding care
when harm may outweigh benefits.

Although the Choosing Wisely campaign
has brought renewed attention to critical deci-
sion making, our responsibility as emergency
physicians extends far beyond these five rec-
ommendations and must include patients’
perspectives on the care they receive.

Shared Decision Making

Shared decision making (SDM) is an important
practice in emergency medicine. Although the
ED environment poses challenges to commu-

not for your patients

Table 1. The following five Choosing
Wisely recommendations were
approved by ACEP’s Board of
Directors

1. Avoid computed tomography (CT)
scans of the head in emergency
department patients with minor head
injury who are at low risk based on
validated decision rules.

2. Avoid placing indwelling urinary
catheters in the emergency department
for either urine-output monitoring in
stable patients who can void or for
patient or staff convenience.

3. Avoid delays in engaging
available palliative and hospice care
setrvices in the emergency department
for patients likely to benefit.

4. Avoid antibiotics and wound
cultures in emergency department
patients with uncomplicated skin and
soft tissue abscesses after successful
incision and drainage and with adequate
medical follow-up.

5. Avoid instituting intravenous (IV)
fluids before doing a trial of oral
rehydration therapy in uncomplicated
emergency department cases of mild to
moderate dehydration in children.

nication and decision making, a recent study
demonstrated that SDM is feasible and offers
benefits to patients in the ED setting.? Profes-
sional training and decision aids for patients
can promote the adoption of SDMin the health
care setting.?
ACEP’s Code of Ethics for Emergency Phy-
sicians states:
To choose and act autonomously, patients
must receive accurate information about
their medical conditions and treatment
options. Emergency physicians should
relay sufficient information to patients for
them to make an informed choice among
various diagnostic and treatment options.
Emergency physicians, when speaking to
patients and families, must not overstate
their experience or abilities, or those of
their colleagues or institution.
Table 1 illustrates an approach to SDM
regarding diagnostic testing in the ED.
Each of the five issues raised by the
Choosing Wisely campaign is amenable to
SDM. A conversation between the emergency
physician and the patient should bring to-
gether the physician’s recommendation com-
bined with the patient’s individual goals and
preferences.
CONTINUED on page 10
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Stewardship of Resources

Stewardship of resources is an important
professional responsibility. Balancing the re-
sponsibility to be wise stewards of resources
with the responsibility to make the correct di-
agnosis in the ED can be challenging. Accord-
ing to ACEP’s Code of Ethics for Emergency
Physicians, emergency physicians shall act
as responsible stewards of the health care
resources entrusted to them.* The Code of
Ethics goes on to explain:

Both society and individual emergency
physicians confront questions of justice
in deciding how to distribute the benefits
of health care and the burdens of financ-
ing that care among the various members
of the society. Emergency physicians rou-
tinely address these issues when they
assign order of priority for treatment
and choose appropriate diagnostic and
treatment resources. In making these
judgments, emergency physicians must
attempt to reconcile the goals of equitable
access to health care and just allocation
of health care with the increasing scar-
city of resources and the need for cost
containment.

A recent article proposed six areas of inter-
ventions to reduce the cost of emergency care:
laboratory tests, high-cost imaging, medica-
tion administration, intravenous fluids and
medications, hospital admissions, and post-
discharge care.> Another recent article pro-

Balancing the responsibility to be wise stewards of resources with
the responsibility to make the correct diagnosis in the ED can be
challenging. According to ACEP's Code of Ethics for Emergency
Physicians, emergency physicians shall act as responsible stewards
of the health care resources entrusted to them.

posed the development of accountable health
communities (AHCos) to review local data on
health, quality of care, and costs of care, as
well as to create goals and actions to contribute
to a sustainable health system.®

Unique Challenges in

Emergency Medicine

Choosing Wisely poses particular ethical con-
siderations in the emergency department,
where the patient-physician relationship is
unique. Patients do not select the emergency
physician who sees them in the emergency
department; no prior relationship exists be-
tween them.

The ED is a venue of episodic interactions
between patients and physicians without the
expectation of an ongoing patient-physician
relationship such as patients have with prima-
ry care providers. In addition to the lack of a

i longitudinal relationship, patients and emer-

gency physicians interact in a time-limited
environment. Emergency physicians must
rapidly evaluate, intervene, and diagnose
potentially life- and limb-threatening con-
ditions while attempting, when possible,
to engage patients and families in a patient-
centered SDM process of care.

ACEP’s Choosing Wisely recommendations
were developed with a practical understand-
ing of these unique emergency department
challenges.©®

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

at Lehigh Valley Health Network and served
as a member of the Cost-Effective Care
Taskforce that helped develop ACEP's
recommendations for Choosing Wisely. They
both currently serve on the ACEP Ethics

¢ Committee.
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The EM-HVI
Transformation

Emergency
medicine a
natural fit for
hospitalist
medicine

BY THOMAS R. COLLINS

On a recent Friday, Pattie Malone, MD, worked the emergency room
at Ocean Beach Hospital, a 25-bed, critical-access facility in Ilwaco,
asmall cityin the extreme southwestern corner of Washington State.
She admitted a patient, but once the patient was admitted, that wasn’t
the end—their paths would cross again.

When her regular ED shift was done,
Dr. Malone, a doctor with EmCare, put on
a second hat: She became Ocean Beach’s
hospitalist, too, rounding on inpatients
over the remainder of the weekend.

“It actually can enhance patient qual-
ity and safety because I am taking care of
this person who I saw the day before, and
so I build momentum,” Dr. Malone said. “I
admitted the patient the day before, I knew
the goals of admission, I know the criteria
for discharge and what I'm looking for.”

Ranks of Hospitalists Growing
It’s becoming more and more common for

emergency physicians to work simultane-
ously as hospitalists in the nation’s small-
est hospitals—generally those with no more
than 10,000 to 12,000 ED visits per year. It’s
asubset of a trend toward a single company
providing a hospital with both emergency
physicians and hospitalists.

With so many hospitals already hir-
ing contract management groups to staff
their emergency departments and many
also hiring companies for their hospi-
talists, the single-source model is an
automatic progression for enterprising
contract management groups when hos-

i pitals are looking extra hard for ways to :

streamline their operations and cut costs.

Another major factor is the shortage of
hospitalists and the rising cost to a hospi-
tal of paying hospitalists, said Mark Hamm,
CEO of EmCare Hospital Medicine. EmCare
began as an emergency medicine company
and branched into hospital medicine about
five years ago.

“If you look at supply and demand,
there’s not enough hospitalists—there’s
about 50,000 hospital medicine opportuni-
ties for about 30,000 physicians,” he said.
“What that’s doing is driving up the cost of
hospital medicine.”

CONTINUED on page 12
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By handling both the hospitalist and

emergency medicine services, EmCare
said it could help hospitals save money by
providing improved efficiencies. EmCare
does work at 585 total facilities, provid-
ing emergency medicine at 477 of them.
Of those, 115 use EmCare for both ED and
hospitalist service. And 32 are “Complete
Care” clients, who use single doctors as
both emergency doctors and hospitalists.
In 2012, EmCare had 126 client “starts,”
with 34 using both EM and HM. In 2013,
there were 187 starts, with 45 using both
services.

A Team Approach

EmCare uses specially designed software in
its “Door to Discharge” program to integrate
emergency and hospital medicine services,
meant to improve physician collaboration,
increase “throughput” times from the ED
to an inpatient bed, and reduce incidents
when patients leave the ED without get-
ting treatment. Throughput times using
the model average about 45 minutes. “They
don’t sit in the ER for three to four hours,”
Hamm said. “We’re changing the efficien-
cies of the hospital.”

At TeamHealth, based in Knoxville,
which serves more than 860 facilities and
physician groups and began as an emer-
gency-medicine company, about 50 hos-
pitals have signed on for both emergency
medicine and hospital medicine services.

“We have seen an increase over the past
few years in interest from hospitals who
want a combined ED and HM program,”
said Tracy Young, TeamHealth’s market-
ing and communications vice president.

John Proctor, MD, MBA, president of
TeamHealth Central Group, said there’s a
big advantage in “having those two groups
of physicians function as colleagues who
are accountable to the same folks and are
striving for the same goals.”

TeamHealth uses a proprietary “inte-
grated scorecard” that jointly assesses

It's becoming more
and more common
for emergency
physicians to work
simultaneously as
hospitalists in the
nation’s smallest
hospitals—gener-
ally those with no
more than 10,000
to 12,000 ED
visits per year. It's
a subset of a trend
toward a single
company provid-
ing a hospital with
both emergency
physicians and
hospital medicine
physicians.

cine. “I thinkit’s important to look at things
not in silos,” said Jasen Gundersen, MD,
MBA, president of TeamHealth Hospital
Medicine. The scorecard looks at things like
observation rate, throughput times, and pa-
tient experience.

“The single biggest thing we see from

board now is just a much cleaner and
stronger understanding between the two
service lines of what happens on the other
side and a much larger sense of owner-
ship of the entire continuum,” Dr. Gun-
dersen said. “The ED folks can see what’s
happening on the inpatient side, and the
inpatient docs can see what’s happening
on the ED side.”

Quality Improvements
There’s been a “significant improvement”

two sides are under TeamHealth, he said.
There’s also been an improvement in
throughput times. And as patients wait less
in the ED to go to a room, there’s a trend—
though not yet statistically validated—to-
ward improvement in Hospital Consumer
Assessment of Healthcare Providers and
Systems (HCAHP) scores.

The corporate emergency-medicine
landscape is seeing more entrants into hos-

pital medicine all the time. Atlanta-based
i THOMAS R. COLLINS is a freelance
i medical writer based in West Palm Beach, Fla.

ApolloMD began providing hospitalists to
hospitals in the middle of 2013.

“Many of our clients were actually ask-

! ing that we provide both services,” CEO

Mike Dolister, MD, said. “Hospitals are ask-
ing for this type of synergy much more than

¢ they were even a year ago.”

The key is the throughput time, and
having the two sides tied together im-
proves that, Dr. Dolister said: “Because the

throughput has such a significant impact
i on clinical quality in a variety of clinical

scenarios, when we improve the through-
put, we know it improves the quality and

i patient experience.”

The Hybrid Model

The ultimate integration, of course, is

i the emergency physician who also takes
i care of patients who’ve been admitted,
! the “hybrid” model. This is almost ex-

clusively done in thinly populated rural
areas. The work is usually performed by

i physicians with a family medicine back-
ground or internal medicine background,

and who also have emergency medicine

experience.

With just a single physician presentin a

hospital, the possibility of acute situations

arising in both an inpatient room and the

i ED does exist, but choosing the right facil-
ity for the model is crucial. “If you properly
i design the program based on the volume

and acuity of the patients in both the EM
and the HM programs, these situations

i should be rare,” he said. “Of course, you

can’t always predict volume and acuity.
And if you have the ability to flex up and
flex down, that would be great, but you

¢ can’talways do that.”
emergency medicine and hospital medi- :

At TeamHealth, the decision on whether
to use a single doctor as emergency pro-
vider and hospitalist is calculated careful-

i ly. “We use a very algorithmic approach to
¢ how we staff and manage these programs,”

Dr. Gundersen said. “We have not had an
issue arise, but that’s because we’ve really

i looked at it mathematically.”
the balanced scorecard from our dash-
i physicians from having to maintain a

“Agreements with hospitals protect

presence in the inpatient ward, and out-

i lines how an acute situation in the in-
i patient arena might be handled in that

scenario,” Dr. Proctor said.
The hybrid model is an advantage to
the emergency physician who makes extra

money for seeing the inpatients. “It can be

advantageous and attractive to the emer-
gency physicians and it’s something that

i they volunteer to do when they’re interest-
ed,” said Dr. Proctor of TeamHealth.
in readmission rates in places where the

At Ocean Beach Hospital, Dr. Malone
emphasizes that the hybrid model makes
sense: the volume is low, with a half-dozen

i orsoinpatientsaday, and the ED visits only
i total about 7,000 a year.

“This is not for high-volume places, this
is not for anything other these community

i critical access hospitals that really don’t
¢ have the high volume,” she said. “It’s not

overwhelming. It is absolutely doable and
that’s why it’s being done.” ©
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Potential Pitfalls of
Living Wills, DNR, and

POLST

A simple checklist can overcome confusing terminology and poor
understanding of DNRs to help make sure patients’ wishes are followed

BY FERDINANDO L. MIRARCHLI,
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ntil recently, the risks posed to

patient safety by the various in-

carnations of advance directives

were unknown and thus undis-

closed, producing unintended

consequences. The TRIAD (The Realistic In-

terpretation of Advance Directives) series of

studies has disclosed this patient safety risk as

reality on a nationwide scale. Therisk is attrib-

utable to variable understanding and misin-

terpretation of advance directives, which then
translates into over- or under-resuscitation.

So what limits advance directives? With

90 million of them in existence in the United

States, these limitations can lead to deleterious

i effects on patient care and safety.! Thesearea
most compelling reason is lack of standardiza-
1. Their use has been mandated but not
i terms need to be defined and standardized:
2. There is no standardization or clarifica-

few of the more commonly cited limitations:
funded.

tion of terms.

3. There is variable understanding among

providers.

4. They are often not available at the time

of need.

5.Informed discussion takes place in the

primary care physician’s office.
Standardization is a powerful safety tool.

i InTRIADIIL, high percentages of participants
i reported receiving training about advance :

directives, but they received no benefit. The
tion. To facilitate understanding, the following

* Terminal illness defined by law
* Reversible and treatable condition
* An “effective” living will
* An “enacted” living will
* Do not resuscitate (DNR) order
* Physician Orders for Life-Sustaining Treat-
ment (POLST) document
For clarification, the living will’s presence
does not mean it should be followed. It simply
indicates that this document is “effective” (ie,
CONTINUED on page 14
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it’s valid and legal).An “enacted” or “activat-
ed” living will is one that has been activated
by the triggers in the document, a terminal or
end-stage medical condition, or a persistent
vegetative state.? This enacted living will now
requires adherence to its instructions. Legal-
ly defined, a terminal or end-stage medical
condition is when patients are expected to
die of their disease process despite medical
treatment. Therefore, the living will does not
dictate the care of critically ill patients who
present with a reversible and treatable condi-
tion such as congestive heart failure or chronic
obstructive pulmonary disease; rather, it ap-
plies when those same patients are perma-
nently unconscious and have exhausted all
treatment options.

A DNR order refers to an actual physician
order that directs providers not to intervene
with CPRif patients are found pulseless or ap-
neic.>* Unless patients have suffered a cardiac
or respiratory arrest, the DNR order is not en-
acted.>* A POLST is a medical order set that is
transferrable among various health care set-
tings and, in some states, the pre-hospital set-

For clarification, the living will's presence does not mean it
should be followed. It simply indicates that this document is
“‘effective” (ig, it's valid and legal).

ting. It requires a physician’s signature and is
¢ life care.®® This raises serious concerns with
i providers’ understanding of how to carry out

often completed by trained nonmedical per-
sonnel.’ This active order guides patients’ care

when they are found in cardiac arrest as well :

as in non—cardiac arrest scenarios.

Despite legal and societal definitions of
they do so at a time when the situation and
¢ providers understand DNR as synonymous : environment are too artificial for patients to

DNR, TRIAD research reveals that medical

with an order to provide comfort and end-of-

patients’ wishes.
Primary care physicians obtain initial DNR
orders and guide advance-care planning, but

fully consider the implications of their deci-
sions. After all, if you are asked, “If your heart
stops, do you want it restarted?” what would
your response be? That question is far from
a full, informed discussion about prognosis
and what resuscitation entails. As emergen-
cy physicians, we are not involved in the in-
formed-consent process of the DNR order or

Table 1: ABCDEs of the Living Will, DNR,
or POLST?

Ask patients or surrogates

to be clear as to their intentions

for their advance directive (living
will, DNR order, or POLST form).

Be clear as to if this is a
terminal condition despite sound
medical treatment or persistent
vegetative state versus a treatable
critical illness.

COmmunicate clearly if you

feel the condition is reversible
and treatable with a good or poor
prognostic outcome.

Design a plan and discuss next
steps. For example, say, “Your
mom is critically ill. We can give
her a trial of instituting life-sustain-
ing care for 48 to 72 hours, and if
there is no benefit, we can

*Over a 6-month period; P<0.0001 vs placebo.?
Over a 6-month period; P=0.0129 vs placebo.®

Request samples at Xifaxan550.com/samples

‘Hepatic Encephalopathy:

ARE YOUR PATIENTS
LIVING ON THIN ICE?

Overt hepatic encephalopathy (HE) should be considered
in any patient with cirrhosis.! Once a cirrhotic patient has
developed HE, experts in hepatology recommend maintenance
drug therapy to reduce the risk of unpredictable recurrences.?

Treat continuously with a Xifaxan 550 mg pill twice daily

58% proven reduction in the risk of overt HE breakthrough3*

0 By . S
B 50 A) proven reduction in the risk of HE-related hospitalizations®1*

‘kﬂ? ‘The most common adverse reactions occurring (=12% incidence) in the clinical

*HE-related hospitalization defined as hospitalization directly caused

by HE or a hospitalization during which an HE event occurred.

Indication for XIFAXAN 550 mg

XIFAXAN® (rifaximin) 550 mg is indicated for reduction in risk of overt hepatic
encephalopathy (HE) recurrence in patients >18 years of age.

Important Safety Information About XIFAXAN 550 mg

XIFAXAN® (rifaximin) 550 mg tablets are contraindicated in patients with a
hypersensitivity to rifaximin, any of the rifamycin antimicrobial agents, or any of
the components in XIFAXAN. Hypersensitivity reactions have included exfoliative
dermatitis, angioneurotic edema, and anaphylaxis.

trial with Xifaxan 550 mg were peripheral edema, nausea, dizziness, and fatigue.3

e NONSYSTEMIC®

D

ffaximin §5() my tablets

Prescribe. Protect. Repeat.

Therefore, caution should be exercised when administering XIFAXAN to
patients with severe hepatic impairment (Child-Pugh C).

Based on animal data, XIFAXAN may cause fetal harm. Discontinue in nursing
mothers after taking into account the importance of the drug to the mother.

The most common adverse reactions occurring in >10% of patients and at a
higher incidence than placebo in the clinical study were peripheral edema
(15%), nausea (14%), dizziness (13%), fatigue (12%), and ascites (11%).

Clostridium difficile-associated diarrhea (CDAD) has been reported with use of
nearly all antibacterial agents, including XIFAXAN, and may range in severity
from mild diarrhea to fatal colitis. Treatment with antibacterial agents alters the
normal flora of the colon which may lead to overgrowth of C. difficile. If CDAD is
suspected or confirmed, ongoing antibiotic use not directed against C. difficile
may need to be discontinued.

There is increased systemic exposure in patients with more severe hepatic
dysfunction. The clinical trials were limited to patients with MELD scores <25.

Xifaxan 550 mg is not available for sale outside the U.S.

Xifaxan 550 mg is licensed by Alfa Wassermann S.p.A. to
Salix Pharmaceuticals, Inc.

withdraw care and treatment”

Please see brief summary on reverse.

Explain that it's OK to withhold
care and treatment or withdraw
care so long as it's in keeping
with the patients’ perceived
wishes. Also, take a moment to
explain the benefits of palliative
care and hospice.

References: 1. Starr SP, Raines D. Cirrhosis: diagnosis, management, and prevention. Am Fam Physician.
2011;84(12):1353-1359. 2. Khungar V, Poordad F. Management of overt hepatic encephalopathy. Clin Liver Dis.
2012;16(1):73-89. 3. Xifaxan [prescribing information]. Raleigh, NC: Salix Pharmaceuticals, Inc; 2011.

Web site: www.salix.com
8510 Colonnade Center Drive, Raleigh, NC 27615  Tel. 866-669-SLXP (7597)
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advance-directive completion. However, we
are expected to honor them, even in critical
situations, with seconds to minutes to save
a life. This creates a situation compromising
the safety of patients. Often, we are unaware
of whether or not patients are terminally ill and
are forced to choose instituting or withholding
lifesaving care. If we are correct, then patients’
end-of-life wishes are honored, but if wrong,
we may inappropriately resuscitate patients or,
conversely, allow patients to die!

The American Bar Association hasa POLST
legislative guide created and approved by both
the association and the National POLST Para-
digm Task Force. It specifically recommends

fifaximin 55 mg tablets

The following is a brief summary; see complete Prescribing
Information at www.Xifaxan550.com.

INDICATIONS AND USAGE

To reduce the development of drug-resistant bacteria and
maintain the effectiveness of XIFAXAN and other antibacterial
drugs, XIFAXAN when used to treat infection should be used
only to treat or prevent infections that are proven or strongly
suspected to be caused by susceptible bacteria. When culture
and susceptibility information are available, they should be
considered in selecting or modifying antibacterial therapy. In
the absence of such data, local epidemiology and susceptibility
patterns may contribute to the empiric selection of therapy.

Hepatic Encephalopathy

XIFAXAN 550 mg is indicated for reduction in risk of overt
hepatic encephalopathy (HE) recurrence in patients > 18 years
of age.

In the trials of XIFAXAN for HE, 91% of the patients were
using lactulose concomitantly. Differences in the treatment
effect of those patients not using lactulose concomitantly
could not be assessed.

XIFAXAN has not been studied in patients with MELD (Model
for End-Stage Liver Disease) scores > 25, and only 8.6% of
patients in the controlled trial had MELD scores over 19. There
is increased systemic exposure in patients with more severe
hepatic dysfunction [see Warnings and Precautions (5.4), Use
in Specific Populations (8.7), Clinical Pharmacology (12.3)].

CONTRAINDICATIONS

Hypersensitivity

XIFAXAN is contraindicated in patients with a hypersensitivity
to rifaximin, any of the rifamycin antimicrobial agents, or any of
the components in XIFAXAN. Hypersensitivity reactions have
included exfoliative dermatitis, angioneurotic edema, and
anaphylaxis [see Adverse Reactions (6.2)].

WARNINGS AND PRECAUTIONS

Travelers’ Diarrhea Not Caused by Escherichia coli

XIFAXAN was not found to be effective in patients with
diarrhea complicated by fever and/or blood in the stool or
diarrhea due to pathogens other than Escherichia coli.
Discontinue XIFAXAN if diarrhea symptoms get worse or
persist more than 24-48 hours and alternative antibiotic
therapy should be considered.

XIFAXAN is not effective in cases of travelers’ diarrhea due to
Campylobacter jejuni. The effectiveness of XIFAXAN in
travelers’ diarrhea caused by Shigella spp. and Salmonella
spp. has not been proven. XIFAXAN should not be used in
patients where Campylobacter jejuni, Shigella spp., or
Salmonella spp. may be suspected as causative pathogens.

Clostridium difficile-Associated Diarrhea

Clostridium difficile-associated diarrhea (CDAD) has been
reported with use of nearly all antibacterial agents, including
XIFAXAN, and may range in severity from mild diarrhea to fatal
colitis. Treatment with antibacterial agents alters the normal
flora of the colon which may lead to overgrowth of C. difficile.

C. difficile produces toxins A and B which contribute to the
development of CDAD. Hypertoxin producing strains of C.
difficile cause increased morbidity and mortality, as these
infections can be refractory to antimicrobial therapy and may
require colectomy. CDAD must be considered in all patients
who present with diarrhea following antibiotic use. Careful
medical history is necessary since CDAD has been reported to
occur over two months after the administration of antibacterial
agents.

If CDAD is suspected or confirmed, ongoing antibiotic use
not directed against C. difficile may need to be discontinued.
Appropriate fluid and electrolyte management, protein
supplementation, antibiotic treatment of C. difficile, and
surgical evaluation should be instituted as clinically indicated.

Development of Drug Resistant Bacteria
Prescribing XIFAXAN for travelers’ diarrhea in the absence of a
proven or strongly suspected bacterial infection or a
prophylactic indication is unlikely to provide benefit to the
patient and increases the risk of the development of drug-
resistant bacteria.

Severe (Child-Pugh C) Hepatic Impairment

There is increased systemic exposure in patients with severe
hepatic impairment. Animal toxicity studies did not achieve
systemic exposures that were seen in patients with severe
hepatic impairment. The clinical trials were limited to patients
with MELD scores <25. Therefore, caution should be exercised
when administering XIFAXAN to patients with severe hepatic
impairment (Child-Pugh C) [see Use in Specific Populations
(8.7), Nonclinical Toxicology (13.2) and Clinical Studies (14.2)].

ADVERSE REACTIONS

Clinical Studies Experience

Because clinical trials are conducted under widely varying
conditions, adverse reaction rates observed in the clinical trials
of a drug cannot be directly compared to rates in the clinical
trials of another drug and may not reflect the rates observed in
practice.

Hepatic Encephalopathy

The data described below reflect exposure to XIFAXAN 550
mg in 348 patients, including 265 exposed for 6 months and
202 exposed for more than a year (mean exposure was 364
days). The safety of XIFAXAN 550 mg taken two times a day for
reducing the risk of overt hepatic encephalopathy recurrence
in adult patients was evaluated in a 6-month placebo-
controlled clinical trial (n = 140) and in a long term follow-up
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by Ferdinando L. Mirarchi, DO (Addicus Books, 2006)

that POLST documents be reviewed periodi-
cally and specifically when: 1) patients are
transferred from one care setting or care level
to another; 2) there is a substantial change in

study (n = 280). The population studied had a mean age of
56.26 (range: 21-82) years; approximately 20% of the patients
were > 65 years old, 61% were male, 86% were White, and 4%
were Black. Ninety-one percent of patients in the trial were
taking lactulose concomitantly. All adverse reactions that
occurred at an incidence > 5% and at a higher incidence in
XIFAXAN 550 mg-treated subjects than in the placebo group in
the 6-month trial are provided in Table 2. (These include adverse
events that may be attributable to the underlying disease).

Table 1: Adverse Reactions Occurring in > 5% of
Patients Receiving XIFAXAN and at a Higher
Incidence Than Placebo

Number (%) of Patients
XIFAXAN Tablets
550 mg TWICE
DAILY Placebo
MedDRA Preferred Term N =140 N =159
Edema peripheral 21 (15%) 13 (8%)
Nausea 20 (14%) 21 (13%)
Dizziness 18 (13%) 13 (8%)
Fatigue 17 (12%) 18 (11%)
Ascites 16 (11%) 15 (9%)
Muscle spasms 13 (9%) 11 (7%)
Pruritus 13 (9%) 10 (6%)
Abdominal pain 12 (9%) 13 (8%)
Abdominal distension 11 (8%) 12 (8%)
Anemia 11 (8%) 6 (4%)
Cough 10 (7%) 11 (7%)
Depression 10 (7%) 8 (5%)
Insomnia 10 (7%) 11 (7%)
Nasopharyngitis 10 (7%) 10 (6%)
Abdominal pain upper 9 (6%) 8 (5%)
Arthralgia 9 (6%) 4 (3%)
Back pain 9 (6%) 10 (6%)
Constipation 9 (6%) 10 (6%)
Dyspnea 9 (6%) 7 (4%)
Pyrexia 9 (6%) 5 (3%)
Rash 7 (5%) 6 (4%)

The following adverse reactions, presented by body system,
have also been reported in the placebo-controlled clinical trial
in greater than 2% but less than 5% of patients taking
XIFAXAN 550 mg taken orally two times a day for hepatic
encephalopathy. The following includes adverse events
occurring at a greater incidence than placebo, regardless of
causal relationship to drug exposure.
Ear and Labyrinth Disorders: Vertigo
Gastrointestinal Disorders: Abdominal pain lower, abdominal
tenderness, dry mouth, esophageal variceal bleed, stomach
discomfort
General Disorders and Administration Site Conditions:
Chest pain, generalized edema, influenza like illness, pain
NOS
Infections and Infestations: Cellulitis, pneumonia, rhinitis,
upper respiratory tract infection NOS
Injury, Poisoning and Procedural Complications: Contusion,
fall, procedural pain
Investigations: Weight increased
Metabolic and Nutritional Disorders: Anorexia, dehydration,
hyperglycemia, hyperkalemia, hypoglycemia, hyponatremia
Musculoskeletal, Connective Tissue, and Bone Disorders:
Myalgia, pain in extremity
Nervous System Disorders: Amnesia, disturbance in
attention, hypoesthesia, memory impairment, tremor
Psychiatric Disorders: Confusional state
Respiratory, Thoracic, and Mediastinal Disorders: Epistaxis
Vascular Disorders: Hypotension

Postmarketing Experience

The following adverse reactions have been identified during
post approval use of XIFAXAN. Because these reactions are
reported voluntarily from a population of unknown size,
estimates of frequency cannot be made. These reactions have
been chosen for inclusion due to either their seriousness,
frequency of reporting or causal connection to XIFAXAN.

Infections and Infestations
Cases of C. difficile-associated colitis have been reported
[see Warnings and Precautions (5.2)].

General

Hypersensitivity reactions, including exfoliative dermatitis,
rash, angioneurotic edema (swelling of face and tongue and
difficulty swallowing), urticaria, flushing, pruritus and
anaphylaxis have been reported. These events occurred as
early as within 15 minutes of drug administration.

DRUG INTERACTIONS

In vitro studies have shown that rifaximin did not inhibit
cytochrome P450 isoenzymes 1A2, 2A6, 2B6, 2C9, 2C19,
2D6, 2E1 and CYP3A4 at concentrations ranging from 2 to 200
ng/mL [see Clinical Pharmacology (12.3)]. Rifaximin is not
expected to inhibit these enzymes in clinical use.

An in vitro study has suggested that rifaximin induces
CYP3A4 [see Clinical Pharmacology (12.3)]. However, in
patients with normal liver function, rifaximin at the
recommended dosing regimen is not expected to induce

! patients’ health; or 3) patients’ goals or treat-

ment preferences change.’ These requirements
could easily apply to all types of advance direc-
tives, ensuring that patients’ wishes are met.

CYP3A4. It is unknown whether rifaximin can have a significant
effect on the pharmacokinetics of concomitant CYP3A4
substrates in patients with reduced liver function who have
elevated rifaximin concentrations.

An in vitro study suggested that rifaximin is a substrate of
P-glycoprotein. It is unknown whether concomitant drugs that
inhibit P-glycoprotein can increase the systemic exposure of
rifaximin [see Clinical Pharmacology (12.3)].

USE IN SPECIFIC POPULATIONS

Pregnancy

Pregnancy Category C

There are no adequate and well controlled studies in pregnant
women. Rifaximin has been shown to be teratogenic in rats and
rabbits at doses that caused maternal toxicity. XIFAXAN tablets
should be used during pregnancy only if the potential benefit
justifies the potential risk to the fetus.

Administration of rifaximin to pregnant rats and rabbits at dose
levels that caused reduced body weight gain resulted in eye
malformations in both rat and rabbit fetuses. Additional
malformations were observed in fetal rabbits that included cleft
palate, lumbar scoliosis, brachygnathia, interventricular septal
defect, and large atrium.

The fetal rat malformations were observed in a study of
pregnant rats administered a high dose that resulted in 16 times
the therapeutic dose to diarrheic patients or 1 times the
therapeutic dose to patients with hepatic encephalopathy
(based upon plasma AUC comparisons). Fetal rabbit
malformations were observed from pregnant rabbits
administered mid and high doses that resulted in 1 or 2 times
the therapeutic dose to diarrheic patients, based upon plasma
AUC comparisons.

Post-natal developmental effects were not observed in rat
pups from pregnant/lactating female rats dosed during the
period from gestation to Day 20 post-partum at the highest
dose which resulted in approximately 16 times the human
therapeutic dose for travelers’ diarrhea (based upon AUCs) or
approximately 1 times the AUCs derived from therapeutic doses
to patients with hepatic encephalopathy.

Nursing Mothers

It is not known whether rifaximin is excreted in human milk.
Because many drugs are excreted in human milk and because
of the potential for adverse reactions in nursing infants from
XIFAXAN, a decision should be made whether to discontinue
nursing or to discontinue the drug, taking into account the
importance of the drug to the mother.

Pediatric Use

The safety and effectiveness of XIFAXAN 200 mg in pediatric
patients with travelers’ diarrhea less than 12 years of age have
not been established. The safety and effectiveness of
XIFAXAN 550 mg for HE have not been established in patients <
18 years of age.

Geriatric Use

Clinical studies with rifaximin 200 mg for travelers’ diarrhea did
not include sufficient numbers of patients aged 65 and over to
determine whether they respond differently than younger
subjects. In the controlled trial with XIFAXAN 550 mg for
hepatic encephalopathy, 19.4% were 65 and over, while 2.3%
were 75 and over. No overall differences in safety or
effectiveness were observed between these subjects and
younger subjects, and other reported clinical experience has
not identified differences in responses between the elderly and
younger patients, but greater sensitivity of some older
individuals cannot be ruled out.

Renal Impairment
The pharmacokinetics of rifaximin in patients with impaired
renal function has not been studied.

Hepatic Impairment

Following administration of XIFAXAN 550 mg twice daily to
patients with a history of hepatic encephalopathy, the systemic
exposure (i.e., AUCT) of rifaximin was about 10-, 13-, and 20-
fold higher in those patients with mild (Child-Pugh A),
moderate (Child-Pugh B) and severe (Child-Pugh C) hepatic
impairment, respectively, compared to that in healthy
volunteers. No dosage adjustment is recommended because
rifaximin is presumably acting locally. Nonetheless, caution
should be exercised when XIFAXAN is administered to patients
with severe hepatic impairment [see Warnings and Precautions
(5.4), Clinical Pharmacology (12.3), Nonclinical Toxicology
(13.2), and Clinical Studies (14.2)].
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If we are correct,
then patients’ end-
of-life wishes are
honored, but if
wrong, we may
inappropriately
resuscitate patients
or, conversely, allow
patients to diel

How can we operationalize such a require-
ment? Our institution uses the Resuscitation
Pause, which combines the ABCs (Airway,
Breathing, and Circulation) of resuscitation
and a hospital process called the Time Out,
or surgical pause. At the same time we are
performing our initial ABCs, we run through
our Resuscitation Pause checklist described
in Table 1. This provides us with the opportu-
nity to have an individualized discussion for
patients and design an individualized plan
of care. We recommend that this process and
checklist be incorporated into resuscitations
when confronted with all types of advance
directives. Remember, resuscitation does not
just apply to cardiac arrest patients! Resus-
citation applies when patients present criti-
cally ill with respiratory distress, myocardial
infarction, stroke, sepsis, trauma, gastroin-
testinal bleeding, etc. A safeguard such as
the Resuscitation Pause allows the physician
to clarify the intent of the advance directive
or POLST and design that individualized plan
of care to make sure we get it right for each
patient and every time. @
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What’s an Emergency
Physician to Do?

BY CATHERINE A. MARCO, MD, FACEP, EILEEN BAKER, MD, FACEP, JOHN JESUS, MD, AND JOEL GEIDERMAN, MD, FACEP

Case: A 79-year-old woman with metastatic lung cancer presents to :
g . O i i tual medical care provided to critically ill :
the ED with severe dyspnea. Assisted ventilation appears necessary. ot O o il s

i such as social services and pastoral care

The family is in attendance and under the impression that she will

the patient or them. Should this patient be immediately intubated?
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There is strong evidence to suggest that
physicians have poor training in end-of-

life (EOL) care discussions and that, even
nosis and understand the patient’s EOL
i care preferences, ideally in conjunction

when they do occur, the quality of the dis-
cussions is generally poor.! Complicating

the situation further is that patients and
i tant to emergency decision making. The ED
i presents significant challenges to effective

their families do not always absorb medi-
cal information communicated to them

when patients are acutely ill. Family mem-
i cluding time constraints, aloud and unfa-
miliar environment not always conducive to
i patient privacy, and the necessity for rapid
decision making.

bers frequently do not know and cannot
accurately predict patients’ EOL care pref-
erences, and patients have preferences that
change over time and across differing clini-
cal scenarios.”*

Individual goals of treatment should be i
sion with the patient and family regarding
i current condition, prognosis, recommend-

i ed interventions, and alternatives. In the
! event that information concerning the pa-
tient’s EOL care preferences is unavailable
and surrogate decision makers need more
i time to make decisions regarding goals of
therapy, the medical condition should be

established. Preferences should be gath-
ered in regard to specific interventions and

procedures rather than asking if patients or

surrogates want “everything done.” Many
patients may choose to limit critical and
resuscitative interventions at the EOL but
may be concerned about symptoms, such
as pain, anxiety, nausea, or dyspnea.>*Es-

tablishing goals of treatment that are con-
tunity to determine the best treatment plan
to achieve patient-centered goals. For the
case at hand, stabilization for the purpos- :
i es of temporizing may include noninvasive
positive-pressure ventilation and medical
therapy. If intubation is indicated, the deci-

sistent with patients’ values is an important
task when caring for patients at the EOL.
Anticipating the support needs of fami-
lies of patients near or at death in the ED is
important in facilitating the natural griev-
ing process that will occur if patients die.

This may have more impact than the ac- :

. The emergency

benefit from chemotherapy and/or radiation. According to the family, may be helpful.

no one has discussed her prognosis or an advance directive with either
i 79-Year-Old Woman
Rapid acquisition of information is essen- :
i tial. Areview of the medical history, includ- i
ing any information that would allow the

How to Approach the Case of the

emergency physician to formulate a prog-

with the primary care provider, is impor-

communication about critical decisions, in-

If possible, the emergency physician
should have a candid and accurate discus-

stabilized to provide them with the oppor-

physician should
have a candid and
accurate discussion
with the patient and

. family regarding

current condition,
prognosis, recom-
mended interventions,

: and alternatives.

sion to extubate can always be undertaken
when further information is available about
patient-centered values and goals of medi-
cal therapy. ©
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In the middle is the question, do the ben-
efits of hormone treatments (such as Botox
injections, human growth hormone [HGH],
and testosterone), skin treatments (Juve-
derm, laser therapy, non-surgical facelifts),
and other “fountain-of-youth” products
outweigh potential risks? Is the boon
that can be increased vitality, faster
recovery times from workouts and in-
juries, or potential weight loss worth
the downsides reported in new stud-
ies that show increased risks for diabe-
tes, joint issues, and heart conditions
from using these products?

The muddled answer is: it depends on
whom you ask. Proponents of said services
say that, used correctly and under a physi- :
cian’s care, they can be beneficial. Critics say
the treatments—hormone treatments in par-
ticular—may have unintended long-term con-
sequences that have not yet been fully studied,
and that fighting aging is a losing battle that
could have health risks.

Dr. Kivela, managing partner of Napa Val- :
ley Emergency Medical Group in Napa, Calif.,
and co-owner of the Elan Medical spa in near-
by Fairfield, said emergency physicians have
to decide for themselves if the services or prod-
ucts are right for them.

“I think everybody probably deserves a
workup, particularly if you have any symp-
toms—fatigue, you're not thinking as well, :
you’re not feeling as well as you think you
should,” Dr. Kivela said. “It’s up to the individ- :

“The risk factors for me
in the long term, in 20
years? ['ll be 80. If | can
get a good five, 10 years
of quality life, enjoying
my children, enjoying my
grandchildren, enjoying
those around me that |
care for—why not?”

—Juan Fitz, MD

ual to perform at their best, and I think some
of these products and services can help peo-
ple feel better. We blame a lot of cholesterol,
high blood pressure, and depression on just
getting old, and I think if you optimally man-
age those hormones, you can help mitigate :
those conditions.”

Dr. Fugh-Berman, an associate professorin
the Department of Pharmacology and Physi-
ology and in the Department of Family Medi-
cine at GUMC, said hormone treatments are
not panaceas for aging and, like with all medi-
cal procedures or treatments, have potential
downsides.

The Official Voice of Emergency Medicine
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“All of these hormones have risks,” she
said. “The concept that one can regain youth
by mimicking the hormone levels of a young
person is a very dangerous proposition.”

The issue of weighing risks and benefits
of anti-aging products has become more im-

i portant in recent years as the market has bal-
i looned, reaching nearly $250 billion in 2012,

according to a recent report from BCC Re-
search, a publisher of technology-market re-
search reports based in Wellesley, Mass. The
report, “Antiaging Products and Services: The
Global Market,” found that the services por-
tion of the market was $38 billion, or 15 per-
cent of the overall market. But that figure is

CONTINUED FROM PAGE 1
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The Example
of Low T

r. Fugh-Berman said it is
D ironic that some people are

extolling the benefits of anti-
aging therapies whose long-term
ramifications are unclear, even as
she questions how the business of
anti-aging has gone from “quack
therapies” to mainstream medicine
in a rather short time.

“It used to be that anti-aging
therapies were in the complementary
and alternative medicine sphere;’ she
said. “It's crossed over. It's becom-
ing more acceptable in conventional
medicine to ‘treat aging! It's a bad
precedent. Hormones have risks?”

Dr. Fugh-Berman uses the condi-
tion of hypogonadism—“low testoster-

one; or “low t;
“THE ONLY for short—as
ALTERNATIVE :xparr!:;?e Seif-
TU AGING IS administ.ered
DEATH. AGING  tests for the
|s A N[]RMAL cozdltlon often
PART OF LIFE ‘:‘:et,vi:g”:uch
AND THAT’S as questions
WHAT WE about \fvhether
SHUULD BE a man Is more
COUNSELING
PATIENTS
ABOUT.”

tired after din-
ner or gaining
weight as he
get older. Being

tired after
—ADRIANE  dinner and
FUGH-BERMAN, MD  gaining weight
with age are

not necessarily signs of problems,
Dr. Fugh-Berman said.

Yet clinics, boutique spas,
and other venues have seen the use
of testosterone grow as patients
clamor for treatment for “low t” and
physicians can make money by
treating the condition, she said.

“The establishment of ‘low-T
syndrome’ did not come from an
upswelling of support from uncon-
flicted physicians,” Dr. Fugh-Berman
said. “This is marketing ... we should
not be giving patients potent phar-
macological therapies in an effort to
combat aging. The only alternative
to aging is death. Aging is a normal
part of life and that’s what we should
be counseling patients about” -rRQ

compounded annual growth rate of 8.6 per-
cent that outpaces the overall market.

Juan Fitz, MD, assistant medical director
of the Emergency Department at Covenant
Medical Center in Lubbock, Texas, said that
one reason anti-aging therapies, services, and

i products appeal to his fellow emergency physi-
projected to grow to $61.2 billion by 2018, a |

CONTINUED on page 18
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ciansis that they have high-stress jobs that can

physically and mentally take a toll on them.

Dr. Fitz operates Fitz Anti Aging & Wellness
@ Bella Derme, also in Lubbock, which offers :
Botox injections, laser therapies for skin con-
ditions, and other anti-aging treatments. Ac-
tions that reduce stress and give his patients,
including other emergency physicians, a more
youthful feeling or complexion are more than

worthwhile, he said.

“The risk factors for me in the long term,
in 20 years?” he said. “I'll be 80. If I can get a
good five, 10 years of quality life, enjoying my
children, enjoying my grandchildren, enjoy-
ing those around me that I care for—why not?”

Dr. Kivela said the key to providing anti-ag-
ing services is to specialize in them. Too many
physicians, he said, may self-treat without un-
derstanding the risks. By way of contrast, he
said his wife, Madeline Andrew, MD, took a
year off from her psychiatric practice to be-
Sources: FDA.gov; Elan Medical; ACEP News Research

“I think there is plenty of evidence-based :
medicine there to say this is another way of im-
proving your health,” Dr. Kivela said. “I’'m not
through professional athletes, who seem-
ingly monthly make news with issues sur-
that someone would not even consider that, :
steroids. The complications and problems
occur in patients who are not maintained

come a specialist.

telling anyone this is something they should
or shouldn’t do, butI think it seems to be crazy

given the amount of evidence-based medicine
that’s out there supporting it.”

Is the ‘Fountain of Youth” Worth It? » «« s xxsksk sk sk sorkxkx

Treatment/service/product

Benefits

An injectable form of the toxin that causes
botulism, anti-aging uses include wrinkle

Risks

Overdoses can result in muscle weak-
ness, difficult swallowing, and weak or

Botox reduction and younger looking skin. It is shallow breathing. Overuses in cosmetic
also used to treat muscle spasms, some situations can change one's physical ap-
eye conditions, and bladder issues. pearance, as well.

Can be used topically or via injection. Some ~ One recent study of men in the Veteran's
argue benefits in older men include im- Affairs system associated the non-strictly

Testosterone therapy proved strength, libido and sexual function, monitored therapy with increased risk of

cognitive function, and general well-being.

adverse outcomes related to mortality,
myocardial infarction, and stroke.

Human growth hormone (HGH)

Can be helpful to treat growth hormone
deficiency in adults. Injections can increase
bone density, muscle mass, and exercise
capacity; and decrease body fat. HGH is
also approved to treat AIDS- or HIV-related
muscle wasting.

Risks include carpal tunnel syndrome,
swelling in the arms and legs, joint and
muscle pain and, in men, enlargement of
breast tissue. An increased risk of diabe-
tes is also a risk factor.

Dr. Kivela believes many of the critics of :
anti-aging services and products view them

rounding unauthorized use of hormones or

within physiologic levels.

“But we’re not treating professional ath-
i letes,” he said. “We’re treating people that
have deficiency conditions, and these are med-
ical conditions that can be treated today. These
are not magic bullets but need to be done in
i conjunction with diet and exercise.”

Dr. Fitz adds that emergency physicians
are “really informed consumers” who under-
stand the risks of treatments and choose to
accept them. ©

RICHARD QUINN is a freelance writer in
¢ New Jersey.
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WELLNESS

DR. ANDREW has practiced medicine for

more than 20 years and is the cofounder of

' the age management and aesthetic practice
Elan Medical in Fairfield, Calif.

Is Hormone Replacement Therapy
Too Good to Be True?

A successful
HRT program
must be in

the hands of

a skilled
physician who
acknowledg-
es patients’
symptoms
and utilizes
evidence-
based objective
meadsurements
to develop

a treatment
plan that will
minimize risk
while providing
benefit.

CONTINUED FROM PAGE 1

Is HRT a Danger or a
Miracle Cure?

HRT, like all medical treatments, has
benefits and risks. The endocrine
system is complex, and hormones
are powerful. In the hands of an
unskilled practitioner, HRT can be
disastrous and should absolutely be
avoided. However, under the careful
supervision of an experienced phy-
sician, HRT is extremely safe and
effective, with benefits far outweigh-
ing any risks.

Scientific studies have shown
that by age 40, most adults have
significantly altered levels of sev-
eral essential hormones. Patients
complain of fatigue, decreased
motivation, decreased sex drive,
decreased energy, and changes in
body composition with decreased
muscle mass and increased body
fat. These symptoms often lead to
high cholesterol and high blood
pressure and become more notice-
able as time marches on. Patients of-
ten chalk them up to simple aging or
depression or, worse, attribute them
to career burnout or even a failing
relationship.

Unfortunately, the medical com-
munity reinforces these interpre-
tations and, in fact, erroneously
publishes information warning
against HRT entirely. Most physi-
cians are familiar with the prob-
lems associated with the National
Institutes of Health study warning
women against HRT and know that
the pendulum has already begun to
swing back in favor of prudent HRT
for menopause.

A study recently published in
JAMA warned that testosterone re-
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Eric G!s DXA scan, demonstrating a dramatic decrease in body fat and in-
crease in muscle mass with a short course of HRT.
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Eric G. before
and after his HRT
program.

placement was associated with
increased risk of stroke and heart
attack. However, the men in this
study were not prescribed an aro-
matase inhibitor along with their
testosterone. When testosterone
therapy does not include an aro-
matase inhibitor, estrogen will also
rise, often to harmful levels. High es-
trogen is definitely associated with
increased risk of blood clotting. Fur-
thermore, testosterone can increase
Hg and should be monitored. How-
ever, high testosterone aloneisnota
risk factor for stroke or heart attack.
If it were, then these conditions
would be more common in men be-
tween the ages of 18 and 25 rather
than older men. Furthermore, the
Kaplan-Meier methodology utilized in
this study was less than ideal, skew-
ing the data even more.

Another study recently con-
cluded that low IGF-1 (the active
metabolite of human growth hor-
mone) was better than high IGF-1
and projected that death rates were
more favorable for those with low
IGF-1. However, this study was con-
ducted with a small “N” of women
in their 90s, a group in whom death
projections are questionable, and
again, the statistical methodology
was not ideal. Another study evalu-
ated a group of veterans and warned
against human growth hormone
therapy. However, the authors’ con-
clusions were directly contradictory
to what the statistics demonstrated.
Informed individuals understand
that studies can be crafted and sta-
tistics manipulated to prove either
side of an argument and that cau-

tion should be used prior to accept-
ing anyone’s conclusions.

How to Approach

HRT Discussions

Inaccurate information can lead
doctors to minimize patients’ com-
plaints of age-related symptoms and
discourage them from considering
HRT. Patients often present with
the following complaints: “Doc, I
just don’t feel as good as I used to.
It’s becoming harder and harder to
maintain my weight, and I'm losing
fitness no matter how hard I work
out. I just don’t have the energy or
drive that I used to.” They are usual-
ly met with: “Why don’t you eat less
and exercise more? If that doesn’t
work, we can try an antidepressant,”
or “You can’t expect to feel like you
did when you were 25! Accept the
fact you’re getting older; it’s better
than the alternative.”

Physicians who respond in this
manner are actually harming their
patients by withholding an appro-
priate referral to an HRT specialist.
Most physicians are familiar with
menopause. They are less familiar
with male-associated andropause
and adult-onset human growth hor-
mone deficiency, or somatopause.
However, all three are recognized
syndromes associated with hormo-
nal shifts. These shifts contribute to
a slow but steady decline in energy,
loss of muscle mass, increased body
fat, weaker bones, loss of skin tone,
lapses in memory, and diminished
sex drive and activity.

Like diabetes, these syndromes
can be successfully treated using

appropriate nutrition, exercise,
and HRT. Insulin is a hormone that
can be lethal when dosed improp-
erly, but no physician would deny
a hyperglycemic diabetic insulin
because giving insulin is “risky.”
Physicians are experts at managing
the risk-benefit ratio and administer-
ing beneficial treatments to patients
in need while managing their asso-
ciated risks.

Careful Planning Is Key

As with any successful medical
treatment, a successful HRT pro-
gram must be in the hands of a
skilled physician who acknowledg-
es patients’ symptoms and utilizes
evidence-based objective measure-
ments to develop a treatment plan
that will minimize risk while pro-
viding benefit. Objective baseline
measurements should include body
composition, bone density, digital
strength, cardiac fitness testing,
and comprehensive metabolic and
hormone laboratory testing. These
results must be interpreted based on
optimal levels rather than disease-
based reference ranges published by
the lab. It is common for patients to
have labs interpreted by their doc-
tor and be told everything is fine.
When interpreting the same exact
data from a health perspective, key
tests may be missing or deficiencies
overlooked. These measures are the
basis for a personalized, safe, and ef-
fective treatment plan.

Like most endeavors in life, the
key to executing a successful plan is
in the follow-through. Patients must
be monitored closely, especially in
the first few months. Follow-up labo-
ratory testing is essential within the
first eight to 12 weeks. Doses must
be adjusted to ensure that replace-
ment is in the appropriate range
and not creeping into supraphysi-
ological levels where risks increase.
Once dosing has been established,
periodic monitoring must be con-
tinued. Due to a variety of variables,
patients’ needs fluctuate over time.
Therefore, doses that are appropri-
ate today may not be appropriate in
the future.

HRT has moved from the fringe
into mainstream medical practice
for two primary reasons. First, it
works! But equally important is that
HRT focuses on maximizing quali-
ty of life rather than the number of
days of life. ©
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ADVANCES IN
ED CRITICAL CARE

A

DR. WEINGART is an ED
intensivist. This column is a
distillation of the best material
from the EMCirit Blog and
Podcast (http://emcritorg).

Prevent Peri-intubation Deaths with
Careful Medication Choice

by SCOTT D. WEINGART, MD, FCCM

You are
considering
your next
stepsin
management
when you hear
the BP cuff
cycle..64/34...
repeat...
61/30...Heart
rate now 40...
now O! You
start CPR and
resuscitation.
Did you cause
this? Was this
inevitable?
What
happened?
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The Case

A 65-year-old female presents to the
emergency department in respirato-
ry distress. As EMS wheels her into
the resuscitation area, it is quite ob-
vious that this patient is unlikely to
maintain this effort for an extended
period. Pulse ox shows an oxygen
saturation of 85 percent on a non-
rebreather. She is gasping for air as
you place her on a trial of noninva-
sive ventilation. She is febrile, and
aportable chest X-ray shows a large
pneumonia as the likely source of
infection. The patient’s 02 sat now
reads 100 percent, but she is clearly
tiring. As you are preparing to intu-
bate, the blood pressure recycles,
and a reading appears on the moni-
tor: 89/50. Not wanting to wait for
the nurse to hang fluids, you ask
the nurse to push the standard
doses of etomidate and succinyl-
choline and begin the intubation;
the patient is intubated success-
fully. You are considering your
next steps in management when
you hear the BP cuff cycle...64/34...
repeat...61/30...Heart rate now 40...
now 0! You start CPR and resuscita-
tion. Did you cause this? Was this
inevitable? What happened?

Inevitable or Preventable?

Peri-intubation deaths are pre-
ventable with proper foresight and
preparation. Three major sources of
mortality during intubation and the
peri-intubation period are related to
oxygenation, pH status, and hemo-
dynamic instability. With careful
consideration of these factors, mor-
tality can be reduced. In this case,
failure to address the patient’s
hemodynamic insufficiency likely
led to her arrest. Hypotension during
and after intubation has a multitude
of causes, but studies have shown
that the presence of hypotension is
an independent predictor of in-hos-
pital mortality and increased length
of stay in the ICU. Patients who ex-
perienced hypotension after intu-
bation had an in-hospital mortality
rate of 33 percent versus 21 percent
for patients who did not. In addition,
hypotensive patients had an average
stay in the ICU of 9.7 days versus 5.9
days for normotensive patients.

Set up to Fail
The very act of intubation causes a
change in breathing dynamics that
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Intubation

of a patient
for general
anesthesia for
endoscopy.

is deleterious to patients’ hemody-
namic status. Switching from the
negative-pressure ventilation of
spontaneous-breathing patients to
the positive-pressure ventilation
(PPV) of paralyzed, intubated pa-
tients causes an instant decrease of
venous return by increasing right
atrial pressures. Decreased venous
return leads to decreased preload,
which is integral to maintaining
hemodynamic stability in critically
ill patients.

GO! GO! GO! sTOPII!!

That is the signal critically ill or dis-
tressed patients’ bodies are receiv-
ing during the intubation period.
Most patients intubated in the emer-
gency department are under physi-
ologic stress. Whether for sepsis,
fluid overload, respiratory failure, or
a variety of other indications, most
patients are stressed and working
extremely hard to breathe prior to
the intubation attempt. Catechola-
mines are surging throughout the
cardiovascular system, augment-
ing arterial and venous vascular
tone, stroke volume, heart rate, and

Table 1.

Epinephrine 1:10,000
+10 mL syringe with 9 mL of NS

«1 mL from the cardiac “amp”

+10 meg/mL

+ Dose: 0.5-2 mL (5-20 meg)
q 2-5 min

« Onset of action: 1 min

« Duration: 5-10 min

ultimately cardiac output. When any
induction agent is given, that sym-
pathetic state is reversed, resulting
in a decrease of endogenous cat-
echolamines. This, in turn, removes
the cardiovascular support they
provide, reducing blood pressure.
When combined with the increased
right atrial pressure caused by PPV,
patients are set up for hypotension—
and possibly worse.

Too Hot, Too Cold...Just Right
While there is no perfect induction
agent, some certainly have distinct
advantages. Others have effects
that clearly make them less desir-
able in patients who have the possi-
bility of developing peri-intubation
hypotension.

Propofol

Most providers would not consider
propofol for inducing hypotensive
or potentially hypotensive patients
because of its justified reputation
for causing hypotension. However,
in some intensive care units, this
may be the only agent immediately
available. While not ideal, propo-
fol can be used if dosed correctly
in hemodynamically compromised
patients. In hypovolemic hemody-
namically unstable patients, the
amount of propofol available to act
on the brain is markedly increased.
By reducing the propofol dose to 10
percent of its usual value, propofol
can be used to induce hemodynami-
cally unstable patients relatively
safely while still maintaining the
desired lack of awareness.
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Etomidate

This is classically known as a cardiac stable
medication. However, studies have shown
that it can both drop blood pressure and heart
rate, most likely due to the effects on endog-
enous catecholamines mentioned above.
Conversely, a study of etomidate in hemody-
namically unstable animals due to hemor-
rhage actually required the dose of etomidate
to be increased to achieve adequate brain lev-
els for lack of awareness.

Fentanyl and Midazolam

In shocked patients, these medications won’t
take effect for three to five minutes. Even if
hemodynamically stable doses of these medi-
cations are chosen, it is likely that, at the time
of intubation, patients will have no induction
effect from this combination.

Ketamine

This is my preferred agent. The much-bandied
effect of ketamine to reduce cardiac output in
patients who have been catecholamine depend-
ent for long periods of time seems to be spuri-
ous and predicated on animal data with dose
orders of a magnitude higher than those used in
humans. I still recommend reducing the induc-
tion dose of ketamine in shocked patients. My
preferred dose is 0.5 mg/kg in critically ill hypo-
tensive patients. Ketamine can be used in trau-
matic brain injuries and patients with normo- or
hypotension, but it should not be used in hy-
pertensive brain or vascularly injured patients.

Give More to Get More

Time to paralysis is inversely proportional to
cardiac output. Therefore, as the cardiac out-
put decreases in hemodynamically unstable
patients, time to full muscle relaxation is in-
creased. To overcome this barrier, the dose of
paralytics should be increased. Succinylcho-
line doses can be increased to 2 mg/kg and
rocuronium to 1.6 mg/kg. In addition, medica-
tions that augment cardiac output can be ben-
eficial here as well. The medication of choice
is push-dose epinephrine. Given in 5-20 mcg
bolus doses, it can augment both the patients’
blood pressure and cardiac output (see Table
1). For this reason, epinephrine is superior to
phenylephrine for the purpose of intubating
hemodynamically unstable patients. In such
patients, phenylephrine may decrease cardiac
output because it only offers vasoconstrictive
effects, which may actually increase the length
of time to paralysis.

Do You Have a Minute to Talk About
Scopolamine?

If hemodynamically unstable patients need to
be intubated but you only have a few minutes
to prepare, consider pretreatment with sco-
polamine. By giving 0.4 mg of scopolamine a
few minutes prior to induction, multiple ad-
vantageous effects can be achieved. Primar-
ily, scopolamine acts as an amnestic agent,
rendering patients memory-free if induction
turns out to be inadequate. The side effect of
scopolamine, tachycardia, can augment car-
diac output as well.

Optimize Prime

There are other steps that can be taken be-
sides medication choices to maximize pa-
tients’ chance of survival. Resuscitation
fluids, whether blood products for trauma
or crystalloid for hypovolemia, should be
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started prior to the intubation. Don’t wait un-
til the induction agent has been given before
volume resuscitating patients. Blood pres-
sure goals for pre-intubated patients should
be slightly higher than usual. Systolic blood
pressure of 140 or mean arterial pressure of
80 for septic patients is ideal, knowing that
the intubation itself will cause some degree
of blood pressure reduction. To achieve this
effect, start an inopressor (eg, push-dose epi-
nephrine) prior to the intubation, along with
the fluids that should already be infusing.
For hemorrhaging trauma patients, while
permissive hypotension is the goal, allow-
ing the pressure to meander higher prior to

placement of the endotracheal tube is ideal.

Low and Slow

Once patients are successfully intubated on
the vent, what should the settings be to pre-
vent further hypotension from the initiation of
PPV? For most patients, a low peep and low
tidal volume strategy of 6 cc/kg IBW should
be enacted. This will minimize the degree to
which venous return and preload are nega-
tively affected. While these settings may place
patients at risk for some degree of hypercar-
bia, such a result is acceptable provided pa-
tients are not suffering increase intracranial
pressure or other cerebral insult.

Conclusion
Intubating hypotensive patients or patients
who have the potential to become hypotensive
is a procedure fraught with many pitfalls and
possible missteps. Careful preparation and
consideration of what harm the provider can
conceivably cause can diminish these risks.
As previously stated, hypotension during the
intubation period has been shown to be an in-
dependent risk factor for mortality, therefore it
is of utmost importance to take all imaginable
measures to reduce its occurrence.

For references and the related podcast,
please go to http://emcrit.org/podcasts/
intubation-patient-shock. ©

>
VOOl
4

|

«©

|

When vascular access presents a challenge

Go directly to the bone
with the EZ-10° Intraosseous

Vascular Access System

Trust the EZ-10 Intraosseous Vascular Access System
for immediate vascular access for your difficult vascular

access (DVA) patients

With the EZ-10 System, getting immediate vascular

access for DVA patients is:

> Safe: <1% serious complication rate'

> Fast: Vascular access with anesthesia and good flow in 90 seconds®

> Efficient: 97 % first-attempt access success rate®

> Versatile: Can be placed by any qualified healthcare provider

> Convenient: Requires no additional equipment or resources®

Intraosseous Vascular Access

Vidacare is now part of Teleflex
Visit Vidacare.com for more information.

Potential complications may include local or systemic infection, hematoma, extravasations
or other complications associated with percutaneous insertion of sterile devices.

References: 1. Rogers JJ, Fox M, Miller LJ, Philbeck TE. Safety of intraosseous vascular access in the 21st century
[WoCoVA abstract 0-079]. J Vasc Access. 2012;13(2): 1A-40A. 2. Paxton JH, Knuth TE, Klausner HA. Proximal humerus
intraosseous infusion: a preferred emergency venous access. J Trauma. 2009;67(3):1-7. 3. Cooper BR, Mahoney PF,
Hodgetts TJ, Mellor A. Intra-osseous access (Ez-10°) for resuscitation: UK military combat experience. J R Army Med
Corps. 2007; 153(4):314-316. 4. Dolister M, Miller S, Borron S, et al. Intraosseous vascular access is safe, effective
and costs less than central venous catheters for patients in the hospital setting [published online ahead of print

January 3, 2013]. J Vasc Access. doi:10.5301/jva.5000130.

*Research sponsored by the Vidacare Corporation.

Teleflex and EZ-10 are trademarks or registered trademarks of Teleflex Incorporated or its affiliates.

© 2014 Teleflex Incorporated. All rights reserved. 2014-2673

MMeleflex

MAY 2014 ACEPNOW 21


www.ACEPNOW.COM
http://emcrit.org/podcasts

BENCHMARKING
ALLIANCE

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

The ED as a Diagnostic Center

Trauma centers and the need for cohort data
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by JAMES J. AUGUSTINE, MD, FACEP

he utilization of diagnostic

testing in the ED has ex-

panded with the growing
number of tools available for elec-
trical testing, imaging, and labora-
tory analysis. This growth has been
questioned by many, especially
those who pay for the tests. The con-
flicts over testing have spilled over
into the general media, including
a recent opinion piece in The New
York Times, written by a cardiolo-
gist and a radiologist, that accuses
emergency physicians of “ordering
multiple CT scans even before meet-
ing a patient.”

Why is more diagnostic test-
ing used, and how does it relate
to the patient population served?
The ED has a critical role as the di-
agnostic center for the American
medical community. Overwhelm-
ing amounts of the diagnostics are
performed in the ED, particularly
related to patients being admitted
to the hospital. Because 68 percent
of inpatients are processed through
the ED, emergency physicians are re-
sponsible for a lot of testing and the
patient-flow issues related to those
decisions.

The use of diagnostic testing has
markedly changed over the past 20
years with the advent of technology
that allows imaging using a broad
range of modalities (ultrasound,
ionizing radiation, magnetic reso-
nance, positron emissions, and
more). These remarkable tools pro-
vide unprecedented ability to evalu-
ate patients as they present with a
wide range of clinical problems.

What the Data Say

The Emergency Department Bench-
marking Alliance (EDBA) data
survey is based on performance
reports of ED operations, with data
from 1,030 EDs that saw 40 million
patients in 2012.2 The utilization
of diagnostic imaging in the ED is
measured in the number of proce-
dures performed per 100 patients
seen. The data, reported in cohorts
based on type and volume seen in
the ED, are in Table 1.

There is little difference in use
of plain diagnostic X-rays based on
volume. There is about a 50 percent
difference in CT utilization based
on ED volume, with the range only
between 16 and 24 procedures per

100 patients. Pediatric EDs only use
the CT imaging about four times per
100 patients.

Trauma centers utilize diagnos-
tic imaging to evaluate patients with
critical injuries. Within the EDBA
data set, the data are analyzed in
separate cohorts of trauma centers.
Pediatric trauma centers have very
different profiles than general EDs,
so they are grouped separately. The
cohorts exist in hospitals that are
Level I and Level II trauma centers,
Level III centers, and all other EDs.

That analysis shows that the
higher-level centers see patient
populations with higher acuity,
admission rates, EMS arrival, and
longer processing times. There are
also differences in the use of diag-
nostics commensurate with the
trauma level.

CT scans are used more fre-
quently in Level I and II trauma

MRI utiliza-
tion across all
EDs has now
reached about
one procedure
per 100 pa-
tients, but this
increases to 1.8
in the Level |
trauma centers.

centers than in lower-level centers.
Emergency physicians in these EDs
should be aware of the differences
and, when called upon to study their

utilization, compare to cohorts at a
similar level of trauma designation
and pediatric mix.

MRI utilization across all EDs has
now reached about one procedure
per 100 patients, but this increases
to 1.8 in the Level I trauma centers.

Itis critical that emergency physi-
cians are able to understand and use
the data on diagnostic testing from
their departments and have compar-
ison data available from their peers.
The first step to a rational approach
to diagnostic-test utilization is to
know where you, and others like
you, stand. This will allow better de-
cision making by all parties involved
in utilization management. ©
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Table 1. EDBA Data Survey 2012: Single-Year Cohort
SIMPLE X-RAY

CT PROCEDURES MRI PROCEDURES
pERR ?&EgAl;-FEE,‘lSTS PER 100 PATIENTS PER 100 PATIENTS
More than
100K volume 42 18 1.1
80-100K 48 22 0.9
60-80K 50 24 1.8
40-60K 50 24 1.2
20-40K 48 19 0.8
Less than
20K volume 44 16 0.3
Pediatric 30 4 0.3

Table 2. EDBA Data Survey 2012: Comparison of Trauma and Non-Trauma Centers

TR:\IIEJ‘IIVTI!\- ::Ié:'ll?lsl:as, LEVEL INTRAUMA =y Tﬂ'ﬁﬁ}f COERNTER
NOT PEDIATRIC CENTERS DESIGNATION
Number of hospitals 162 127 726
Admit % 292 17 15
Transfers out % 1.0 1.7 2.4
EMS arrival % 292 16 15
Median LOS (mins) 221 173 214
ECGs per 100 31 26 24
X-rays per 100 49 48 48
CT per 100 26 20 19
MRI per 100 1.8 1.1 0.7
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FORENSIC FACTS

DR. RIVIELLO is professor of emergency medicine
at Drexel Emergency Medicine in Philadelphia. He is
board certified in emergency medicine and has a mas-
ter of science in forensic medicine from Philadelphia
College of Osteopathic Medicine.

Domestic Violence Homicide:
What Are the Risk Factors?

Typical injuries from a strangulation attempt.
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by RALPH J. RIVIELLO, MD, MS, FACEP

omen are killed by intimate part-

ners more often than by any other

type of perpetrator. One in three
female homicide victims is killed by her cur-
rent or former partner. The overwhelming
majority of these women are seen in EDs in
the year prior to their homicide, making the
ED an ideal location for interpersonal vio-
lence (IPV) screening and intervention.

Emergency physicians should maintain
a high index of suspicion for IPV and screen
all patients, male and female, who may be at
risk. Circumstances that should increase con-
cern for IPV include multiple visits for injuries,
multiple injuries in various stages of healing,
patterned injuries such as slap marks and
defensive injuries, injuries inconsistent with
the history provided, and an overbearing sig-
nificant other. When evaluating injuries, the
potential for IPV must be top of mind or it’s
guaranteed to be missed. Several validated
screening tools are available, and EDs should
have policies and procedures in place for I[PV
screening and referral to appropriate local re-
sources. Patients should not be screened in the
presence of friends or family members.

If the IPV screen is positive, patients should
be screened for risk factors for lethality. Risk
factors for domestic violence homicides in-
clude attempted strangulation, estrangement
from the abuser, and pregnancy. The risk of
becoming an attempted/completed femicide
(the Kkilling of women) victim is three times
higher for women abused during pregnancy

KEY FACTS:

* All ED patients at risk for
IPV should be screened.

* Victims of IPV are at risk
for homicide at the hands
of their abusers.

* Women are at greatest
risk during pregnancy and
when attempting to leave.

* Other red flags include
strangulation, access to/
use of firearms,
and drug/alcohol abuse.

* IPV screening and lethality
screening in the ED and
appropriate referral remain
effective tools.

and seven times higher for nonfatal strangula-
tion victims. Perpetrator red flags include al-
cohol/drug abuse, access to firearms, use of
firearms during previous domestic violence in-
cidents, and unemployment. Perpetrator prob-
lem drinking was associated with an eightfold
increase in partner abuse and a twofold in-
creased risk of femicide/attempted femicide.

The emergency physician should thor-
oughly document injuries, specifically paying
attention to location, size, color, and shape.
Photographs of injuries can be valuable and
should be placed in the medical record per
hospital policy. Documentation may be the
key to saving a life.

Police reporting requirements regarding
IPV vary from state to state, and emergency
physicians should know the laws in jurisdic-
tions where they practice. ©

Resources for More Information

+ Campbell JC, Webster D, Koziol-McLain J, et al. Risk
factors for femicide in abusive relationships: results
from a multisite case control study. Am J Public Health.
2003,93:1089-1097.

* Gazmararian JA, Petersen R, Spitz AM, et al. Violence
and reproductive health: current knowledge and future
research directions. Matern Child Health J. 2000;4:79-84.

* Glass N, Laughon K, Campbell J, et al. Non-fatal
strangulation is an important risk factor for homicide of
women. J Emerg Med. 2008;35:329-33b.

*» McFarlane J, Campbell JC, Sharps P, et al. Abuse during
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* Sharps PW, Campbell J, Campbell D, et al. The role of
alcohol use in intimate partner femicide. Am J Addict
2001;10:122-135.
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Stop the Coagulation Testing Cascade

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

© SHUTTERSTOCK.COM

Engage other
medical spe-
cialties and
admitting
physicians to
achieve
consensus on
tests that are
not necessary
for hospital
admission or
preoperative
clearance.
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ow many patients have

you seen for chest pain in

the last year? How many
times have you placed a chest pain
order set—complete blood count,
basic metabolic panel, troponin,
other cardiac markers, coags, and
aspirin 325 mg? Now consider how
many times the results of coagula-
tion testing (particularly in that
context) have altered your clinical
management. If you answered none,
we wouldn’t be surprised.

Prothrombin time (PT) was dis-
covered in 1935 and used to better
understand the reasons for pro-
longed bleeding in liver failure. The
activated partial thromboplastin
time (PTT) was discovered in 1953
and used to evaluate for congenital
hemophilia in high pretest probabil-
ity patients with symptoms of unex-
plained bleeding.! PT contributed to
the discovery of warfarin and sub-
sequently has been used to evaluate
its therapeutic effect.? By the 1960s,
these tests were widely available in
modern laboratories. In the 1980s,
the International Normalized Ra-
tio (INR) was developed to provide
a consistent way of expressing the
PT ratio, which varied between labs
based on the type and batch of pro-
thrombotic reagent used. Together,
“coags” have become one of the
most frequently performed labora-
tory tests in the world and in the ED.

But when do they add value? PT/
INR and PTT testing occurs frequent-
ly in the ED setting despite studies
showing that routine testing does
not affect clinical management.? In
2010, 8.4 percent of ED patients got
a PT or INR.* While statistics for PTT
are not available, in our experience
they usually are ordered together
with PT/INR.

Estimating the cost of medical
tests and treatments is difficult be-
cause charges, costs, and payments
all differ between institutions, as well
as by regions and payers. Medicare
reimburses around $5.56 for a PT/INR
and $8.50 for a PTT.° Commercial in-
surance companies pay from $10
to $60 per test.® Assuming that 8.4
percent of ED patients geta PTand 7
percent geta PTT, at a cost of $25 per
test, we could save $250 million by
ordering half as many coags in the
ED as we do now. This is real money
and seems possible to achieve.

What Are Some Common
Clinical Scenarios in Which
Coagulation Testing Is
Unnecessary?

* Chest pain: At many EDs, PT/
INR and PTT are a routine part
of chest pain orders. However,
among these patients, the rate
of abnormal coagulation stud-
ies is very low, and the results
do not alter clinical manage-
ment.” One retrospective study
of 741 patients presenting to the
ED with chest pain found that
81 percent underwent inappro-
priate coagulation testing (no
coagulopathy, liver disease,
warfarin use, active bleeding, or
STEMI). Of these patients, only
0.3 percent had a clinically sig-
nificant coagulopathy, and no
patients experienced changes
in their clinical management.®
Low-risk patients who are un-
likely to undergo emergent
cardiac cath and have no indi-
cation for coagulation testing
(see Table 1) should not rou-
tinely get coags.

* Prior to starting anticoagula-
tion: PTT is used for monitoring
heparin, not for initial dosing,
which should be weight-based.
Patients receiving low molec-
ular-weight heparin and novel
anticoagulants do not require
routine PT/INR or PTT moni-
toring.

*In combination: Ordering
PTT and PT/INR together is a

longstanding tradition that is
entrenched by our order sets,
blood-drawing habits, and
even the language of ordering
“coags.” It belies the fact that
the tests evaluate different pro-
cesses and can be ordered sepa-
rately for most indications. See
Table 1 for specific indications
for each test.

Preoperative or pre-proce-
dure: Coagulation studies are
routinely ordered for patients
who require surgery or other
invasive procedures, but there
is no evidence to suggest that
abnormal coagulation stud-
ies are a predictor of bleeding
complications during invasive
procedures.’ In fact, the best
predictor is patients’ own re-
ported history of bleeding with
prior procedures. As of 2003,
Medicare does not reimburse
providers for PT and PTT test-
ing performed for routine pre-
operative screening purposes.
Changing this is difficult for
individual emergency physi-
cians because surgeons may
insist. Encourage your medical
director to discuss this with the
surgery services.

What Can You Do To Reduce
Unnecessary Coagulation
Testing?
* Remove coagulation tests from
electronic order panels, such
as those for the evaluation

Table 1. Indications to Order Coagulation Studies

PT/INR
* Monitoring of warfarin
* Evaluation for vitamin K deficiency or severe malnutrition
* Assessment of liver failure

PTT
* Monitoring (but not initiation) of heparin

* Assessment of clotting factor function in hemophilia and
von Willebrand disease

Both PT/INR and PTT"
* Active bleeding without obvious cause
* Evidence of abnormal bleeding on physical examination
* History of abnormal, excessive, or spontaneous bleeding

* Suspected or confirmed disseminated intravascular
coagulation

* High-risk patients in whom a clinical history is unavailable

of suspected acute coronary
syndrome, admission, or pre-
operative evaluation. Engage
other medical specialties and
admitting physicians to achieve
consensus on tests that are not
necessary for hospital admis-
sion or preoperative clearance.

* Require separate orders for PT/
INR and PTT.

* Separate or remove the sodium
citrate—containing (often light
blue—topped) tube from IV-
starting Kits.

The next time you evaluate a pa-
tient who is not bleeding, not on
warfarin, and does not have a his-
tory of liver disease, think twice be-
fore clicking PT/INR and PTT on the
order set. Skip the coags if they won’t
alter the patient’s clinical plan. Let’s
reduce unnecessary testing one light
blue—topped tube at a time. @
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CHRONIC PAIN:

THEIR PAIN OR YOURS?

DR. DUCHARME is editor in chief of the
Canadian Journal of Emergency Medicine,
clinical professor of medicine at McMaster
University, and chief medical officer of
McKesson Canada.

Standardizing Our Approach to
Patients Seeking Opioids: Part 2

by JIM DUCHARME, MD, CM, FRCP

A test positive
for cocaine is
a true posi-
tive for that
drug—and no
patients test-
ing positive
for cocaine
should receive
opioids. Pa-
tients stating
they have a
prescription
for an opioid
but who test
negative for
that opioid
should raise
concern about
diversion.

Last time, we explored the research
and statistics on pain management
and opioid addiction (ACEP Now
March, p. 22). In this column, we will
explore some standard strategies to
use when patients seek opioids in
the ED.

In the management of chronic
non-cancer pain (CNCP), the cur-
rent recommendation is to use “uni-
versal precautions” for all patients.
Just as we assume in the ED that any
patient might have a blood-borne
pathogen and so we take universal
precautions, the baseline assump-
tion in chronic pain is that anyone
can be at risk for diversion or addic-
tion. This does not mean that no pa-
tients receive an opioid for pain care;
rather, it means that a standardized
approach is used for all patients.
This type of approach can be used
in the ED.

A 37-year-old male presents at 2
am on a Saturday complaining of
dental pain and insisting on getting
some “Percs” for his pain. What
todo?

o Offer a valid alternative. Den-
tal pain can be severe, and it
cannot tell time. During work-
ing hours, such patients can get
to a dentist, but such service is
not available in the middle of
the night. Rates of addiction
are higher, and there is no way
to test objectively for pain. To
ensure pain is addressed while
also allaying any concerns over
diversion, the best option is to
offer a dental block with bupi-
vacaine. The anesthetic will
last six to eight hours and al-
low patients to see a dentist in
the morning; it is a valid anal-
gesic approach to opioids. You
should raise, in a nonconfronta-
tional manner, your suspicions
of nonmedical use of opioids
with any patients who refuse
such therapy and offer to pro-
vide support for substance
abuse if they admit to that
problem. Invalidated concerns
of misuse do not mean no man-
agement of pain; they mean
that the pain should be prop-
erly managed with alternatives
to opioids. Do not allow patients
to suffer because of our (unjusti-
fied) suspicions.
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¢ Establish the risk of abuse or
diversion. The Opioid Risk Tool
is an excellent screening tool for
establishing risk of abuse and
can be done in one to two min-
utes. Low-risk patients have less
than 0.2 percent risk of abuse.
Consider a urine drug screen.
While urine drug screening has
many limitations in assessing
patients with psychiatric disor-
ders or with altered mental sta-
tus, it can be of value in patients
seeking opioids. A test positive
for cocaine is a true positive for
that drug—and no patients test-
ing positive for cocaine should
receive opioids. Patients stating
they have a prescription for an
opioid but who test negative for
that opioid should raise con-
cern about diversion. Further
discussion is required before
any consideration of opioids
for such patients.

A 44-year-old woman with 10
years of low-back pain and who
states she takes a sustained-re-
lease morphine preparation (and
has done so for four years) comes
to the ED saying she has “run out”
and needs some pills for the next
three days until her doctor gets
back in town.

¢ Avoid giving a short-acting

opioid in the ED. Injections of
short-acting opioids can lead to
acceleration of tolerance and
create institutional dependen-
cy, worsening catastrophizing.
There is no upside to this prac-

tice. If patients who take opioids
for chronic pain have a new pa-
thology requiring additional
opioids, the best approach is a
PCA pump that islocked—inad-
equate pain relief in these situa-
tions increases risk of abuse in
previously stable patients.

Do not prescribe opioids at
discharge. Patients on long-
term opioids have an identified
primary prescriber and should
have their opioids prescribed
only by that provider. They
should not receive a prescrip-
tion to “hold them over” until
they see their caregiver; they
would receive the identical re-
sponse from their primary pre-
scriber if they presented before
their scheduled appointment
and asked for additional opi-
oids. Several guidelines suggest
that if you do choose to provide
opioids at discharge, it should
be a dose with which you are
comfortable in a quantity that
suffices until the next business
day. Even if this option is cho-
sen, it should never be repeated
asecond time.

Make use of any existing state
drug database. Thisis the only
practical way to identify double
doctoring and dates of prescrip-
tions. This has had a dramatic
effect on physicians’ ability to
identify patients seeking addi-
tional prescriptions and allows
for a “level playing field” in the
discussion with patients.
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Avoid Labelling Patients or
Turning Them Away
Patients with addiction disorders
have a medical condition requir-
ing care, just as do alcoholics and
smokers. It is part of our mandate
to identify this condition and offer
support. Patients who use drugs in-
travenously are at high risk for se-
rious infections; addicts are always
at risk for overdose or acute with-
drawal. Placing signs in the waiting
room advising patients that opioid
prescriptions are not renewed not
only breaches EMTALA regulations
but risks turning away very sick pa-
tients (with an addiction disorder)
who feel they will not be cared for.
It also encourages patients in severe
pain to leave without receiving care.
Patients with an addiction dis-
order are not immune to painful
conditions. They are not mutually
exclusive. Identifying patients as
addicts or “drug seeking” often pre-
cludes any further consideration
of comorbidity. Addiction is but
one medical condition, just as is
diabetes, and does not prevent the
presence of a second illness. To the
contrary, they are more at risk be-
cause of their primary condition.

A Final Suggestion

Most people with personality dis-
orders have less refined interper-
sonal social skills. They succeed
in getting what they want through
more obvious manipulation, such
as overpraising or creating feelings
of guilt or anger. Every physician
has to recognize that such feelings
are not normal during a patient en-
counter and should be recognized
for what they are: manipulation by
the patient. Rather than reacting
to those emotions, the physician
should recognize them as a sign of
a personality disorder and respond
accordingly with no emotional re-
sponses and the establishment of
limits for that encounter. A typical
response could be: “I understand
that you say you are in a lot of pain.
I am going to do everything I can to
help you get that pain under control
now and after discharge. What I am
not able to do, however, is provide
opioids for this particular situation.
Iam certain that we will still be able
to take steps to get your pain better
controlled.” ©
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BARB KATZ is the president of The Katz
Company EMC, a member of ACEP’s Workforce
and Career Sections, and a frequent speaker and
faculty at conferences and residency programs.
She can be reached at katzco@cox.net.

WHAT I WISH | KNEW...

Residency Coordinators: A Resident’s
Best Friend or Not?

Those
coordinators who
preferred to
remain anony-
mous were quite
specific about the
consequences of
not respecting or
cooperating with
your residency
coordinator.

by BARB KATZ

hen I entered the business world,

my savvy mom (a training and de-

velopment expert) gave me some
crucial advice: make friends with the support
people first—they can make you or break you!
Residency program coordinators fit quite nice-
ly into that equation. I caught up with several
of them to get some interesting insights into
how they affect the residents they guide, as-
sist, and support every year.

Two Different Approaches

to Coordination

Eve Dinh has been coordinating the emergency
medicine residents at University of California,
San Francisco for alittle less than seven years,
and while she says the job keeps her on her
toes, she enjoys the wide variety of hats she
wears on any given day. Cindy Rush is a vet-

STUDY AT HOME or ON-THE-GO!

New course options let you obtain CME credits wherever you are.
No Travel! No Hotels! No Crowds!

Keep yourself on the beach and out of the courtroom!

Nearly 10,000 of Your Colleagues
have attended this course!

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

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

Emergency Medicine Featuring our popular Mock-Deposition!

Featured Lecturer: Amal Mattu, MD

he Big Course About Little People

Focusing on the daily needs of all EM providers
aking care of pediatric patients in their EDs.

“One of the best CME courses | have attended
over the last 20+ years.”

Featured Lecturer: Richard Levitan, MD
New Topics: Top Ten Peds Topics

Y. A 3
V \'J

<00T,cRY>

Our On-the-Go options are available in several convenient
formats to fit your lifestyle and preferred method of studying:

® StreamingVideo eDVD eAudioCD e MP3

We have the CME resources to help you gain AMA PRA Category 1 Credits™.

To learn more, visit: ‘ EME
For more information on all CEME Courses, call toll-free: (800) 651- CEME (2363)

To register online, visit our website at: www.ceme.org Center for Emergency Medical Education
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eran, coordinating the residency program at
Texas A&M’s Scott & White Healthcare for the
past 22 years, and sees herself as the ultimate
gatekeeper. The other contributing residency
coordinators requested anonymity for reasons
that will be apparent.

Both women have a different approach to
the job based on their experience and lon-
gevity. Ms. Dinh keeps the relationship be-
tween herself and the residents friendly but
professional, while Ms. Rush’s residents don’t
hesitate to call her Mom. Ms. Dinh sees her
strongest value to the residents as a facilitator
and liaison, a general resource for everything
from schedules and procedures to coordinat-
ing resident paychecks. Now on her fourth
program director, Ms. Rush has retained a nur-
turing role with her residents, protecting them
at every turn, particularly after a very sad inci-
dent early in her tenure that took the life of one
of them. While Ms. Dinh leaves much of the
nurturing role to her program director, Susan
Promes, MD, she makes herself available pret-
ty much 24-7 should the need arise. Ms. Rush is
a steady supportive wall at the frontlines, even
advising residents on the potential dangers of
social media and guiding their steps through
the residency process.

When it comes to a resident’s job search,
their approaches also differ. Ms. Dinh will
disseminate information as it comes in from
various sources. As job information comes
in from recruiters and groups, it is put into
a binder that residents can access at will. If,
however, something comes in and she knows
aresident islooking in that specific area, she’ll
forward it directly to the resident. Ms. Rush’s
residents will come to her for advice and refer-
rals to those residents who have come before
them, many of whom are now hiring or in an
administrative capacity. She’s a one-woman
shopping stop for the Texas job market. Ms.
Rush functions as a real career guide, while
Ms. Dinh is more of a referral source for incom-
ing information.

Both women agree that a portion of what
they do for the residents happens after they
find a job. The incredible amount of paperwork
that has to be provided for credentialing pri-
marily comes from the coordinator’s files. It’s
a laundry list of documents, from diplomas
to vaccination certificates, that would choke
a mule. They also handle reference requests
and verifications.

The Dark Side of Residency
Coordination

By now, if you are a resident reading this, your
head must be spinning as you realize what
your residency coordinator does for you and
what impact that can have on your future.
Well, it’s not all about service. In many plac-
es, the golden rule applies. If you don’t treat

Sarah Hoper, MD, recently joined the staff

at Vanderbilt University. She is interested in
health policy and is the legislative advisor for
the Emergency Medicine Residents’ Association
(EMRA). EMRA President Jordan Celeste, MD,
is a fourth-year resident at Brown University in
Providence, RI, and will be heading to Florida
this summer to begin practice.

your residency coordinator with respect and
appreciation, best of luck to ya. Those coor-
dinators who preferred to remain anonymous
were quite specific about the consequences of
not respecting or cooperating with your resi-
dency coordinator. They reported having done
the following, and any of these could conceiv-
ably happen to you:

* Gave your phone number out to every re-

cruiter who calls in

* Kept job profiles from getting to you

* Held up your credentialing paperwork

* Held up your references—even engineer-

ing negative reference information

Neither Ms. Dinh nor Ms. Rush would dream
of resorting to the tactics mentioned above, but
both stated that they can understand the frus-
trations other coordinators might experience
with uncooperative residents.

Residency coordinators have the ability to
smooth the path and provide invaluable as-
sistance in a job search—or to make it a very
difficult task. But the truth is that residency
coordinators are your guides, your champions,
your first and best defense, and all the things
that make the residency experience a posi-
tive and fruitful one. So let me give you a little
piece of advice before you depart your program
for new jobs and untold riches: don’t forget to
say thank you to the person who helped you
achieve success! ©
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DR. FAUST is an emergency-medicine
resident at Mount Sinai Hospital in New
York and Elmhurst Hospital Center in
Queens. He tweets about #FOAMed and
classical music @jeremyfaust.

Conference Tweets Bring the
Latest Research to You

’4\

¥

by JEREMY SAMUEL FAUST, MD, MS, MA

ONE OF THE BEST REASONS TO BE AN EMERGENCY MEDICINE
provider on Twitter is to easily keep up with what’s happening at top
conferences all around the world in real time. March and April 2014
were incredibly active, with tons of live tweeting from several major
conferences. This month, I'll run through highlights from five of the top
EM-related conferences. Sure, reading the tweets tagged with these
hashtags on Twitter is not quite as good as attending the conferences
in person, but it’s amazing how much we can glean from these tweets,
and they just might inspire you to go in person in the future. So on
behalf of the tens of thousands of people who benefited from these
tweets, I'd like to thank my fellow live-tweeters! If you want to know
which conferences are coming up, check out Symplur’s health care
hashtags page (www.symplur.com/healthcare-hashtags). It lets you
know what conferences are coming down the pike and which hashtags
to search for on Twitter. In a future column, I’ll give tips and links to re-
sources that can help you become an effective conference live-tweeter.

Only in its second year, the

Social Media and Critical Care

(SMACC) conference (this

year held in Gold Coast Aus-
tralia, thus #smaccgold) attracted
1,300 attendees but created millions
of impressions on Twitter. (Disclaim-
er: I was an unpaid lecturer about
how EM providers can best use so-
cial media.) While its name makes
it sound like a conference about so-
cial media, it is actually a conference
of cutting-edge critical care junkies
who happen to use social media to
help spread new ideas like wild-
fire. Scott Weingart, MD, has called
SMACC “the best critical care con-
ference...ever.” Unsurprisingly, the
number of tweets tagged #smacc-
gold was in excess of 28,000 during
March alone. These were high-yield
clinical pearls, links, and often live
debates and conversations about the
hottest topics being discussed at the
conference, including resuscitation
team dynamics, palliative care, and
stress-inoculation training for resi-
dents. Here are some highlights.
From UK-based EM physician Rich-
ard Body, MBChB (@richardbody):
“Ilove this simple pearl from Victo-
ria Brazil (@SocraticEM): Door-to-
balloon times for STEMI halved by
building relationships with the Cath
Lab. #SmaccGOLD.” From REBEL-
EM blog creator Salim Rezaie, MD
(@srrezaie), “Palliation of dyspnea
in advanced COPD: revisiting a role
for opioids, http://t.co/zIlasrju7d
#FOAMed #smaccgold” links to a
BM]J article on this ever-changing
topic. For stress inoculation in resi-
dency training, to whom else can we
turn other than my own attending,
Dr. Weingart (@emcrit)? He tweeted,
“If my residents don’t feel like they
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are being shot at, I have failed.” Mis-
sion accomplished.

Resuscitation is an annual
conference focusing on
critical care and trauma.
Held in Las Vegas, the #re-
susl4 organizers recruited their
own official (unpaid) social media

From Texas-based ED attending
and trailblazing EM blogger Allen
Roberts, MD (@GruntDoc), comes:
“Inaba #resus14: REBOA trials are
ongoing, not even close to standard
of care. Potentially life saving for ru-
ral trauma transfers?” The idea of
REBOA is to buy time during a trans-
fer or before the OR is ready to save
an unstable hemorrhagic patient.
The procedure seems to have great
promise. It may not yet be ready for
prime time in the ED setting, but in
the meantime, here’s a nicelink to a
2011 Journal of Trauma article with
good information on this new proce-
dure that may go mainstream before
long: http://www.ncbi.nlm.nih.gov/
pubmed/22182896.

Need a reminder as to why
we need great medical
educators? Conemaugh
Memorial Medical Center
Associate Program Director Rob

team (yes, I was a member) for the
sole purpose of pumping out high-
yield tweets—and perhaps attracting
more attendees next year. One hot
topic presented by trauma surgeon
Kenji Inaba, MD, was—say it with
me—resuscitative endovascular bal-
loon occlusion of the aorta (REBOA).

Cooney, MD, MEd (@EMEducation),
relays this excellent quotation from
#CORD14 (the Council of Emergency
Medicine Residency Directors Aca-
demic Assembly): “A poor surgeon
hurts one patient at a time. A poor
educator hurts 250 each time—Er-
nest Boyer.” CORD increasingly fo-

© SHUTTERSTOCK.COM

cuses not just on what to teach but
on how to teach, especially in the
#FOAMed era in which an engaging
delivery trumps almost anything
else. Also from Dr. Cooneyis alink to
alist of emergency #MedEd graduate
degree programs: “Interested in an
advanced education degree? Check
out http://www.faimer.org/resourc-
es/mastersmeded.html #CORD14.”

Rounding out my tour-

de-conferences are two

non-EM conferences with

substantial EM participa-
tion. From the American Institute of
Ultrasound in Medicine (#ATUM14),
EM attending and ultrasound fel-
low Lydia Marie Sahlani, MD (@
LydMD), relays this from a talk deliv-
ered by ultrasound luminary Richard
Hoppmann, MD: “Pub med trends:
‘ultrasound education’ 227 articles
to 651 from 2002-2012. Go with the
current. Ultrasound hits all major
areas. -Hoppmann #AIUM14.” Dr.
Hoppmann’s point is a great one: ul-
trasound research has exploded in
the past decade, but the landscape
is still changing.

Lastly, from the American
College of Medical Toxicolo-
gists (#ACMT2014), the very
well-published Canadian
internal medicine toxicologist Da-
vid Juurlink, MD, PhD (@DavidJu-
urlink), tweeted about an interesting
abstract from this conference (also
published online) on anticholinergic
toxicity treatment patterns in a toxi-
cology registry: “Very surprised toxi-
cologists are using physostigmine so
rarely and benzodiazepines so often.
http://bit.ly/IdFQQ5X #ACMT2014.”
Indeed only 13 percent of patients
in the registry cited received phys-
ostigmine alone. Another 9 percent
received physostigmine and a benzo-
diazepine, while 32 percent received
benzos as monotherapy. The kicker
is that Dave (“only my mother calls
me Dr. Juurlink”) didn’t even attend
#ACMT2014 in person! He just fol-
lowed links from Twitter and tweeted
from home. How eco-friendly. ©

DO YOU HAVE ANY FAVORITE TWEETS THAT ACEP NOW
READERS SHOULD KNOW ABOUT VIA THE FEED?

TWEET AT ME @JEREMYFAUST OR EMAIL TO JSFAUST@GMAIL.COM.
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EmCare Emergency Medicine

Quality people. Quality care. Quality of LIFE.

EmCare® leads the way in Making Health Care Work Better™ especially for physicians.
We provide the resources and support you need so you can focus on what's truly

important - patient care.

EmCare understands Emergency
Medicine. For over 40 years it has
been our company’s core compe-
tency. We currently service over
750 client contracts at more than
500 hospitals nationwide, ranging
from some of the highest volume
emergency departments to the
smallest community facilities.

& Iy ocations:

Search hundreds of opportunities nationwide at www.EmCare.com

Summit Medical Center
Van Buren, AR

19K annual visits
Medical Director

Aventura Hospital and Med Cir
Aventurg, FL

60K annual visits

Residency Program Director

Lehigh Regional

FI. Myers, FL
36K annwal visits

Lawnwood Reglonal
FI. Prerce, AL
60K annueal visits, Level I Trauma

NEW! Memorial Emergency
Care-Atlantic; facksonvitie, AL
Brand new freestanding ED,
affillated with Memorial Hospital

Jacksonville, opening Summer 2014,

Lake City Medical Center
Loke (lty, FL

25K annual visits

Medical Director

Mercy Hospital
Marm, FL
40K annuwal visits

Raulerson Hospital
(heechobes, FL
27K annusal visits

Osceola Regienal
Orianda, Fi

84K annual visits

Affiliated Freestanding ED -
NEW! Hunter's Creek ER

Opening Spring 2014!

Poindana Hespital
Orfand, FL
35K annual visits

Gulf Coast Med Cir
Panama City, L
60K annual visits

West Florida Hospital
Pensacola, FL
51K annwal visits

Fawcett Memorial Hospital
Port Chariotte, KL
25K annual visits

Doctor’s Hospital
Sarasota, FL

23K annwal visits
Medical Director

FL Hospital Heartland System

Sebring, AL
3 Hospital System
11-25K annual visits

Northside Hospital
St Petersburg, FL
31K annual visits
Medical Director

Capital Reglonal

Talishassee, AL 65K annual visits
Affiliated Freestanding ED -
Gadsden Memorial Campus
Quicy, FL; 15K annual visits

Bayfront Health
Tampa Bay, FL

2 campus system
26K-30K annuwal visits

Bayonet Palnt
Tampa Bay, FL
36K annwal visits, Level Il Trauma

Brandon Regional

Tampa Bay, FL

106K annual visits; Second campus
in Plant Gty - 15K annual visits.

Medical Center of Trinity
Tampa Bay, FL
50K annwal visits

NEW! Town and Country Hosp
Tampa Bay, FL

18& annual visits

Medical Director

Cartersville Med Cir
Cartersville, GA
43K annual visits

Falrview Park
Dublin, GA
36K annueal visits

Mayo Clinic Health System
at Waycross

Wayeross, GA

508 annieal visits

Hutchinson Reglonal
Hurtehinson, K5

23K annual visits
Medical Director

Greenview Reglonal

Bowding Green, KY
32K anneal visits

Murray-Calloway
Murray, KY
18& annual visits

NEW! Christus St. Patrick

Lavke Chavles, LA
25K annieal visits

NEW! New Drieans East
New Orfeans, LA
Estimated 15K visits in year one

Galden Valley
Clinton, MO
13K annieal visits

Featured Opportunities:

Albemarle Hospital
Etizberh City, NC
47K annual visits

Mcleod Dillon/Loris’
Seacoast

Dilion and Myrtke Beach areg, 5
23-30K annuwal visits

Medical Directar (Loris)

Centennial Medical Center
Nashville, TN

32K annual visits

Second campus in Ashiand City -
10K annual visits

Southern Hills Med Ctr
Mashille, TN

41K annual visits
Medical Director

Tristar ER Portland

Mashville, TN

Brand new freestanding ED affiliated
with TriStar Hendersonville.

University Med Ctr
Mashille, TN
0% annual visits

Christus 5t. Elizabeth
Beaurnont, TX

SO annual visits
Medical Director

Valley Regional
Brownsyille, TX
13K annual visits
Medical Director

East Houston Reglonal
Hauston, TX
S1E annual visits

Christus Jasper
A
23K annual visits

Christus 5t. Mary
Port Arthur, TX
27K annual visits

Metro. Methodist

Sian Artomia, TX

47K annual visits

Second campus -

NEW! Methodist Texsan
7K annual visits

Medical Director

LewisGale Health System
Roanoke/Blocksburg areg, VA
13-47K annual visits

Medical Director (Mont. & Mleg.)

Henrico Doctors’ Hospital
Richmond, VA; 3 Hospital System
14-348 annusal visits

Affiliated Freestanding ED -
NEW! Hanover Emergency
Center - opening Spring 20141

For details, contact; Kimberly Rubinsak at 727-507-3631 or

Kimberly.Rubinsak@EmCare.com
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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:
e ntegrated medical information system
e Excellent team approach to providing care
e Reasonable, predictable schedules
e Clinical autonomy with excellent subspecialist support
e Energetic focus on excellence and patient centered service,

quality, safety and patient flow
e Comprehensive benefits
* 100% paid occurrence based malpractice
e Pension Plan
e 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/

&% KAISER PERMANENTE.

Mid-Atlantic Permanente Medical Group, P.C. EOE
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DEPARTMENT OF EMERGENCY MEDICINE
University of California, San Francisco

The Department of Emergency Medicine at the University of Califorma, San
Francisco (UCSF), School of Medicine, seeks an outstanding Emergency Medicine
health services researcher to serve as a ladder-rank (tenure track) faculty member.
This is a position with substantial protected time for research.

The UCSF Department of Emergency Medicine provides comprehensive
emergency services with approximately 93,000 visits a year at UCSF Medical
Center and San Francisco General Hospital. The Department of Emergency
Medicine has a fully-accredited Emergency Medicine Residency Program and
directs several fellowship programs. Research is a major priority, with over 50
ongoing studies and 100 peer-reviewed publications in the Department of
Emergency Medicine last year. UCSF is one of the nation’s top five medical
schools and demonstrates excellence in basic science and clinical research, global
health sciences, policy, advocacy, and medical education scholarship.

Applicants for this position must focus on Emergency Medicine Health Services
Research, be board certified in Emergency Medicine (American Board of
Emergency Medicine), hold an MD degree plus an additional advanced degree (i.e.
MPH, MPF, MSc or PhD), have previous and current extramural federal grant
support, and have published manuscripts in high-impact journals (i.e. JAMA,
NEIM or Lancet).

Send cover letter, statement of research, statement of teaching, 3 reference
letters, and curriculum vitae to:
Michael Callaham, MD, Search Commuittee Chair
c/o Natalya Khait
UCSF Department of Emergency Medicine
533 Parnassus Avenue, Suite U575
San Francisco, CA 94143-0749
https:/aprecruit.ucsf edu/apply/ TFFO0 104

UCSF secks candidates whose experience, teaching, research, or community service has prepared them to contribuie
to onr commitment to diversity and excellence. UCSF is an Equal Opportunity/Affimantive Action Employer. The
University undertakes affirmative action to assure equal employment opportunity for underutilized minorities and
women, for persons with disabilities, and for covered veterans. All qualified applicanis are encouraged to apply,
mcluding minorties and women. For additional information, please visit our website at hitp2/femergency. nesf.edu
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MEDICINE OPPORTUNITIES
YOU.

AVAILABLE IN
TEXAS AND OKLAHOMA
As a Questcare emergency physician, you will have
the freedom to fly towards what moves you both

professionally and personally.

PHYSICIAN-OWNED AND OPERATED
EMERGENCY MEDICINE GROUP

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

Q

questcare

EMERGENCY MEDICINE

Jonathan Clarke, MD, FACEP. JLemergency physieian/pilot
| L

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.

Let's talk about what moves YOU.
jobs@questcare.com or (972) 763-5293

Www.questcarecareers.com facebook.com/questcare E twitter:@questcare

Staff & Nocturnist Positions

Dartmouth-Hitchcock Keene, NH

Expanding emergency department at Dartmouth-Hitchcock
Keene seeks BC/BE emergency medicine physicians. Full-time
is considered 36 hours per week with 4 weeks of vacation (this
increases to 5 weeks with service time) and 1 week of CME.
A full-time provider would average 3-4 night shifts per month
and our recent partnership with Brattleboro Memorial Hospi-
tal in Vermont, which sees 13,000 visits each year, offers a
chance to mix in some 12-hour shifts in a lower volume setting.
We offer a pay differential which is cumulative and pyramids
for both nights and weekends. We also provide malpractice
insurance including tail coverage.

We teach Dartmouth-Hitchcock PGY2/3 EM residents at CMC
as well as participate in lectures and didactics at the main DH
campus.

Keene offers you a balanced lifestyle in a friendly family-ori-
ented community. Set amidst downhill skiing, pristine lakes,
rivers and mountains, Keene is only a 2 hour drive from Bos-
ton, Hartford or the coast and only 4 hours from NYC. Enjoy
excellent public and private schools, our “Currier and Ives”
landscape, and no state income or sales tax!

For more information, please contact:
Kim DeBlasi
800-678-7858 x64558 | kdeblasi@cejkasearch.com

ID#146175AC cejkasearch.com

Learn more about our Accountable Recruitment Solutions™ at
cejkasearch.com/services
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Sometimes

careers
need a new
prescription.

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:

Georgia

Colquitt Regional Medical Center - Moultrie, GA. Outstanding
compensation plan for full and part-time physicians. 17-bed ED
with approximate annual volume of 28,000. 24 hours of physician
coverage with 15 hours of PA/NP coverage.

Pennsylvania

Clearfield Hospital - Clearfield, PA. Competitive salary for full
and part-time physicians. 12-bed ED with approximate annual
volume of 26,000. 24 hours of physician coverage with 18 hours
of PA/NP coverage.

Texas

Big opportunities await in the Lone Star State. From the Texas
Panhandle to the Gulf of Mexico, Schumacher Group has full and
part-time openings for physicians seeking a rewarding career.

A

> Schumachergroup

Emergency Medicine

Take your first step to a more fulfilling career at
schumachergroup.com/careers or 800-893-9698.
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ACEP Now Classified Advertising

ACEP Now has the largest circulation among
emergency medicine specialty print publications with
nearly 40,000 BPA-Audited subscribers including about
32,000 ACEP members.

Your ad will also reach the entire 1,800 members
of the Society of Emergency Medicine Physician
Assistants (SEMPA).

To place an ad in ACEP Now’s Classified Advertising
section please contact:
Kevin Dunn: kdunn@cunnasso.com
or
Cynthia Kucera: ckucera@cunnasso.com
Phone: 201-767-4170

Ohio — Northeastern Ohio

Physicians Emergency Services, Inc. is a
progressive, single hospital, independent
democratic group seeking another BC/BE
physician to join its team.

The hospital is located in Ravenna and has
a 22 Bed ED with electronic medical record
system. Annual census is 37,000. Com-
petitive salary. Excellent benefit package.
Equal shareholder at 2 years. Eight-hour
shifts rotate amongst all physicians except
two existing physicians work exclusively
nights. ED Physician coverage is 40 hours
per day and PA/NP coverage 20 hours per
day.

A description of some our practice advan-
tages along with a more detailed summary
of our salary and benefit package is avail-
able.

For more information please contact

Brian Adams, MD, FACEP 440-864-4242
or by email at phys_app@pesmed.com.

North Carolina
Matthews, (Suburban Charlotte)

FT or PT BC/BE EM Physician opportunity
with Mid-Atlantic Emergency Medical As-
sociates, (MEMA), an independent, physi-
cian owned, democratic group.

Community practice, no academic af-
filiations 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 in-
ternational airport, mountains, beaches,
great neighborhoods, good schools, unlim-
ited recreational opportunities.

Contact Mary Lu Leatherman, Physician
Recruiter, Mid-Atlantic Emergency Medical
Associates (MEMA), 704-377-2424

mleatherman@mema.net, www.mema.net

you can’t have it all?

When Dr. Randy Katz joined TeamHealth, he wanted to be part of a group
with national resources, physician-focused management, a network of
respected peers, long-term stability and a leadership training program.
He also wanted to protect cherished time for his family and hobbies.

With TeamHealth, he got it all.

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

4 B M 855.615.0010 | physicianjobs@teamhealth.com

Featured Opportunities:

Baptist Medical Center - East
Montgomery, AL - Medical Director

TEAMHealth.

Bluegrass Community Hospital
Versailles, KY

Bellevue Hospital
Bellevue, OH

i
| =

- $40.000.00
Sign on Bonus
« Incentive plan

» Paid health plan

* 401K
- Malpractice

» Life & Long/Short-

Termn Disability
« HSA Contribution

4M Emergency Systems has an

excellent opportunity for a BC

Osteopathic Emergency Medicine

Practitioner to join the UH Regional
250 Hospital EM Residency Program,. as the

Residency Program Director.

Program

Director

Te learn more about joining aur practice,
pleose contact

Erin W aggener ot v
(BBE) 758.3999 af u

ewaggoner (@4 mdocs.com
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The Emergency Group, Inc

4:35 TEG

The Emergency Group, Inc.
Honolulu, Hawaii

The Emergency Group, Inc.

(TEG) is a growing,
independent, democratic
group that has been
providing emergency
services at The Queen's

Medical Center (QMC) since
1973. QMC is the largest and
only frauma hospital in the
state and cares for more
than 60,000 ED patients per
year.

QMC's newest medical
center opens in west Oahu in
May and is expected to see
more than 35,000 ED patients
annually.

TEG is actively recruiting for
EM Residency Trained, Board
Certified or Eligible
Physicians. Physicians will be
credentialed at both facilities
and will work the majority of
shifts at the west Oahu facility
in Ewa Beach, Hi.

We offer competitive
compensation, benefits and
partnership track.

QOur physicians enjoy working
in QMC's excellent facilities

and enjoy the wonderful
surroundings of living in
Hawdii.

For more information, please
visit  our web site  af
www.teghi.com or email your
CV to teghawdaii@gmail.com.
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Ohio - Lima
Meet your financial AND practice goals.

Named among Top 100 Hospitals, this
57,000 volume, level Il ED completed
an expansive, state-of-the art renovation
in 2012. Excellent coverage and terrific
package with productivity-based compen-
sation plus great benefits.

Contact Greg Felder
Premier Physician Services
(800) 726-3627, ext 3670

E-mail gfelder@premierdocs.com

Texas - Kerrville
(San Antonio Area)
**$25,000 Sign-On Bonus!**

Terrific modern ED features strong
medical director leadership and mid-level
support with a winning formula for patient

satisfaction! Enjoy beautiful Hill Country
scenery, charming music, wine, and food
festivals, fine dining, and a true com-
munity atmosphere. Nearby San Antonio
features professional sports, theme parks,
and a multicultural, historic atmosphere.

Emergency Service Partners, L.P. of-
fers productivity-based compensation,
generous 401(k) plan, and true physician
partnership opportunity.

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

Texas - Bellville (Houston Area)
New openings just 1 hour from Houston!

Rural, low-volume facility open to Family
Medicine physicians with Emergency
Medicine experience, as well as EM-

boarded physicians.

Full-timers enjoy terrific partnership oppor-
tunity in as little as one year with Emer-
gency Service Partners, LP, a respected
choice in Texas for more than 25 years.

We are 100% owned by emergency
physicians so we’re always looking out for
your best interest. Independent contractor

status with flexible scheduling plus paid
malpractice and tail.

Contact Dana Frers today at

dana@eddocs.com.

The Department of Emergency Medicine
at Eastern Virginia Medical School is seek-
ing candidates for a core faculty position.

We have a well-established three year EM
residency program (est 1981), a one year
ED US Fellowship and an International
Medicine Fellowship. Candidates should
be residency trained in EM and ABEM/AO-
BEM board-certified or board-prepared.

The ideal candidate will have experience in
graduate medical education and a strong
interest in research with a track record of
research success. Generous salary, ben-
efits and protected time provided.

Please submit your letter of interest and
CV to: Francis Counselman MD, Chairman
(counsefl@evms.edu)

Texas - Smithville (Austin Area)

Work within an hour of the popular Live
Music Capital of the World!

$20,000 sign-on bonus and full benefits,

PLUS true physician partnership opportu-
nity in as little as one year with Emer-
gency Service Partners, L.P. Open to

Primary Care/Family Medicine physicians
with Emergency Medicine experience.

Also ideal for new EM-boarded physicians

looking to hone their skills in a single-cov-

erage situation, or experienced physicians

looking to slow down.

Contact Lisa Morgan today
(512) 610-0315 or

e-mail lisa@eddocs.com for more details,
and mention job #1028-11.

Ohio - Columbus
MEDICAL DIRECTOR

Medical Director opportunity in desirable
suburban Columbus location. This 21,000
volume ED has 9-hour physician shifts
plus MLP support. Premier Physician Ser-
vices is seeking an ABEM/AOBEM physi-
cian with solid leadership abilities; sharing
our commitment first to quality patient care
and excellence. In return we offer superb
financial and professional opportunity.

Contact Amy Spegal
(800)726-3627, ext 3682

Ohio - Dayton

BP/BC EM physician opportunity within
40,000 volume ED. Located in a north
Dayton suburb, this opportunity offers a
collegial environment, appealing physical
plant and excellent coverage. Excellent
compensation package includes great
benefits.

For additional information contact

Greg Felder, Premier Physician Services
(800) 726-3627, ext 3670

e-mail gfelder@premierdocs.com.

WEST VIRGINIA - Charleston

UF|FLORIDA

UNIVERSITY OF FLORIDA

College of Medicine - JACKSONVILLE

The University of Florida Department of Emergency Medicine is
recruiting motivated & energetic emergency physicians to join our
new UF Health - Northside Emergency Department in

Jacksonville, Florida.

Live and play at the beach. Work and learn with academic colleagues on the
cutting edge of simulation, ultrasound, advanced airway management,
critical care and wellness. Be part of a growing and supportive academic
faculty that will work to help you establish your professional goals.

UF Health - Northside will begin as a 28 bed full-service, free-standing
emergency department with six observation beds. There will be
comprehensive radiology and laboratory services, and consultation will be
available from all UF Health specialty and sub-specialty services. Phase 2 of
this project will include the addition of 99 inpatient beds to this facility. This
is a rare opportunity to get in on the ground floor of an exciting project, and
take care of patients in a beautiful, state-of-the-art emergency department.

Join the University of Florida Faculty and earn an extremely competitive
community-based salary as a UF assistant or associate professor in a

private practice setting. Enjoy the full range of University of Florida State
benefits including sovereign immunity occurrence-type medical
malpractice, health, life and disability insurance, sick leave, and a
generous retirement package.

EM Physician/Ultrasound Educator

Excellent opportunity within EM Resi-
dency program for BP/BC EM physician
with ultrasound fellowship or significant
proficiency. Three-hospital system has
100,000 annual ED visits and includes a
Level 1 facility. Excellent compensation
includes great benefits. Charleston offers
both metropolitan amenities and outstand-
ing outdoor recreation.
Contact Rachel Klockow
Premier Physician Services
(800) 406-8118

All physicians are ABEM / ABOEM Board Certified / Board Eligible.

E-mail your letter of interest and CV to Dr. Kelly Gray-Eurom
Kelly.grayeurom@jax.ufl.edu

EOE/AA Employer
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THE NATIONAL EMERGENCY
MEDICINE BOARD REVIEW

July 14-17,2014 August 7 - 10, 2014 August 18 - 21, 2014

Cosmopolitan in Las Vegas, NV Marriott Crystal Gateway in Arlington, VA The Paris Hotel in Las Vegas, NV

Attended By Over 1,700 Of Your Colleagues Last Year!

Why Take the National Emergency Medicine Board Review Course? The fact is that taking certifying or recertifying board examinations is a stressful and time-consuming experience. The
sheer mass of information that needs to be reviewed, combined with the press of occupational and personal responsibilities makes finding the time to study very difficult. Even with adequate time
to study, the volume of material to be studied is staggering: Rosen’s 2006 edition is 3179 pages long and the latest edition of Tintinalli has 1917 pages. Bottom line - preparation for these exams can
be a daunting process. The National Emergency Medicine Board Review was created 18 years ago to specifically address the needs of busy emergency physicians required to take their certification or
recertification examinations and who wanted a highly focused, no-fluff course that delivers the information they need in a concentrated, high-yield manner.

Free Access to Ultrasound ( Free Access Until the ConCert

ﬁEmSOﬂO Tutorials by EMsono! Exam Week Included!

Participants of the NEMBR live or self-study course receive
unlimited access to 1,500+ peer-reviewed internet-based
questions from the Challenger Chrome EM Boards
Quick Prep question pool ($495 value).

Note: Access to the EM Quick Prep question pool takes 4-7 days.

“Excellent — best I've attended in 30+ years”
h y ; N ' ; “Learning should always be this easy and so much fun.”
m tAI’] nual “Excellent educational opportunity. | highly recommend this course.”
TH E N AT | O N AL “Some of the best lecturers out there. It's hard to keep everyone’s interest while reviewing the entire EM core curriculum,

EMERGENCY MEDICINE e &
BOARD REVIEW COURSE

“This course was a focused educational experience, and | could not think of a better way to prepare for the exam.”

“Great News! | got a 93% on my ConCert Exam. The NEMBR course was instrumental.
Ten years ago, after | took the course, | got a 94%.”

If you Don't Pass, You Don’t Pay! Period!* Plus Over $1000 in Free CME!

*That's right — 100% of your tuition refunded, plus the opportunity to attend selected future CME
programs at no charge. There is no fine print and no administrative fees are withheld.

34.75 AMA PRA Category 1 Credits™

The Center for Emergency Medical Education (CEME) is accredited by the Accreditation Council r
for Continuing Medical Education to provide continuing medical education for physicians. , . . .. .

_ _ ) R Can’t make our live National Emergency Medicine Board Review course?
The Center for Emergency Medical Education (CEME) designates this live activity for a

S e R T e Even if you can't get away to one of our live courses, we have fantastic emergency medicine board review

The Center for Emergency Medical Education (CEME) designates this Enduring material for study tools available. Our on-the-go options are available in several convenient formats to fit your lifestyle
i f34.75 AMA PRA C 1 Credits™. Physici hould clail ly th di q a 0
G fihoirparticpation e aciy, and preferred method of studying. We have the study tools to help you gain AMA PRA Category 1 Credits™.

commensurate with the extent of their participation in the activity.

= Streaming Video = Audio (D = DVD = MP3

w1eammore, isi: CEMIE.Org/board C EME

For more information on all CEME Courses, call toll-free: (800) 651- CEME (2363)
To register online, visit our website at: www.ceme.org Center for Emergency Medical Education




