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Something all  
EM physicians 
should have in  
their game plan
by ANNALISE SORRENTINO, 
MD, FAAP, FACEP

W hat is fear? These are the 
opening words of the 
podcast “The Undiffer-

entiated Sick Infant,” which can be 
found in the Pediatric Emergency 
Playbook developed by Tim Horec-
zko, MD, MSCR, FACEP, the master-
mind behind a fantastic new pediatric 
emergency medicine (PEM) resource.

No stranger to emergency medi-
cine, even prior to medical school, 
Dr. Horeczko worked his way 
through school as a clerk and EMT 
in a local emergency department. 
This is where his interest in medi-
cine was born, and after achieving 
his bachelor’s degree at the Univer-
sity of California (UC) at Berkeley, 
he attended UC Davis for medi-
cal school. He did his residency in 
emergency medicine, fellowship in 
PEM, and graduate studies at Har-
bor–UCLA, where he is now faculty.

KIDS’ KORNER

A SAVE
ABOVE THE ICE

Y ou never know when the person sitting a few rows from 
you might save your life. 

Bill Streb, a 71-year-old retired Xerox Corporation exec-
utive, certainly didn’t expect to encounter a life-or-death 
situation when he decided to accompany his son to watch 

the Los Angeles Kings play the Anaheim Ducks in a preseason hockey 
game at the Staples Center. Mr. Streb, who describes himself as “the 
most healthy person in my family,” experienced a cardiopulmonary 
arrest during the third period of the game.

Quick-thinking emergency physician becomes a 
fan’s health care safety net during a cardiac emergency 

at a hockey game
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I cringed when I saw the title “Pros and 
Cons: Does Size Matter?” and I kept the 
November 2015 ACEP Now issue hid-

den under the cover of other journals until I 
could force myself to read about democracy 
in emergency medicine. It was not as painful 
as I expected. Unfortunately, but not surpris-
ingly, it did not answer the primary questions 
of the article: “What is the definition of “de-
mocracy?” and “How do you measure democ-
racy?” I still don’t know from the article if size 
matters (for ED groups). 

I finished residency in 1985, before we 
knew what democracy was. But we learned 
that some of us did not have it. I worked with 
a few groups and learned that each would 
portray the air of democracy. It did not take 
me long to decide what democracy meant to 
me. I wanted to be given respect for my med-
ical decision making (when deserved) and 
treated as a financial partner. For most ED 
providers, the financial part of the equation 
dwarfs the clinical stuff. If the ED group had 
financial risk, I was OK being at risk. But the 
clinical aspect is really the most important. 
Find a job where you can work with docs who 
care about what they are doing, care about 
their patients, and care about their partners 
and you. Everything will follow after that. To 
be successful in this endeavor takes asking 
questions, being lucky, and taking time to see 
how your partners operate. 

But that was not really the focus of the arti-
cle. Here are my answers to the other questions 

about democracy. Does size matter? Probably 
not a lot, but it can. With both big and small 
groups, fairness is a trait that comes from top 
down, but it can be permutated into a mirage 
anywhere along the path without too much 
difficulty. Big groups have more paths from 
the top to you. Beware of smoke and mirrors 
from the top or along the way. 

What is the definition of “democracy”? I 
have to say beauty is in the eye of the behold-
er. “We are a democratic group” sounds like 
the battle cry for the emergency physician 
employers of the past and future. The com-
mon nonmedical definition of democracy 
portends that it is a system of government 
controlled by its members, usually by vot-
ing. If there is equitable pay, scheduling, and 
open communication to and from members 
of the group, I don’t really need to have a 
vote. To me, a democratic ED group is a group 
of emergency providers united to care for a 
common group of patients in an organiza-
tion that allows open communication, open 
books, equitable pay, fair scheduling, and 
equity if equity is earned. 

How do you measure democracy? If you 
cannot measure it, you’re probably not in a 
democratic group! There is no need to quan-
tify the measurement; we have too much of 
that already. You just have to feel it for your-
self. You can decide if size matters. 

DR. BAKER is in the department of emer-
gency medicine at Pali Momi Medical Center 
in Aiea, Hawaii. 

Mixed Feelings on 
Code Black TV Series

I have a lot of admiration for Dr. Ryan Mc-
Garry and believe his film, Code Black, 
was the best documentary of 2014. But 

his suggestion in your recent article “Code 
Black Moves to the Small Screen” that the 
subsequent TV series of the same name is 
“unusually committed to authenticity” is a 
highly dubious stretch of the truth.

I work at a community hospital but am 
pretty sure even my cutting-edge academic 
colleagues have not recently “killed their pa-
tient to save them” by replacing their entire 
blood volume with ice-cold saline to induce 
metabolic hibernation. This lifesaving inter-
vention was featured prominently early on in 
the show’s pilot along with an equally eye-
brow-raising interaction:

When an elderly patient (Mr. 
Cleery) with CVA [cerebrovascu-
lar accident] symptoms and total 
expressive aphasia presents to 
the ED, the attending physician, 
with his junior resident, and the 
patient, with his family, have this 
exchange:

Attending: “Young squire, I 
heard you mention tPA. Is that 
what you're thinking?”

Resident: “Yes. The symptom profile sug-
gests MCA distribution.”

Attending: “I think so, too. Mr. and Mrs. 
Cleery, tPA is a kind of miracle drug that has 
the potential to bust the clot up and reverse 
the stroke…”

After a CT shows no intracranial bleed, 
the team moves forward with tPA…

Attending: “Come on, baby. Show us the 
magic. Mr. Cleery, I want you to try and speak.”

Mr. Cleery: (to wife) “I love you.”
Attending: “Yes! Abracadabra. That’s why 

we are here, young squire. Never forget that.”
I would love to think of myself and my 

colleagues as miracle workers and magi-
cians. Obviously, the reality is not what 
will be portrayed in a TV prime-time series. 
As much as I admire that shows like Code 

Black feature the hard work of emergency 
physicians and nurses, we must remain 
mindful that, similar to direct-to-consumer 
pharmaceutical ads, these shows may lead 
to significant false expectations. 

–Andrew Fenton, MD, FACEP 
Napa, California

Dr. McGarry Responds
When Maureen Dowd’s New York Times edi-
torial “A Stroke of Fate” irresponsibly ques-
tioned the role of the emergency physician 
in acute stroke management, I felt it was 
timely to showcase an overt clinical success 
in our pilot episode’s stroke case. The script 
is clear about tPA’s rate of efficacy versus its 
complication rate versus its more likely out-
come of no benefit. I agree the therapy on-

set is ramped up for television. I 
agree that tPA remains a contro-
versial treatment. More than any-
thing, I agree that the American 
public should have the ultimate 
trust in its emergency physicians 
for neurologic emergencies. 

 The reviewer is correct in that 
the cold infusion technique fea-
tured is certainly not in use in 
community EM, but it is, in fact, 

real and under IRB-approved study in hu-
mans at the University of Pittsburgh School 
of Medicine and the Shock Trauma Center of 
the University of Maryland. In the show, the 
patient is only brought to the OR; we don’t 
suggest he’s had a meaningful survival. 

I am frequently disappointed by physi-
cians' and physician organizations' leverage 
of the media. It is commonly anemic and, at 
worst, self-serving. The real achievement of 
Code Black is that we constantly show our 
specialty as always open, always willing, 
and never discriminating with regard to pa-
tient financial status. What’s more, we do it at 
10 p.m. on national television without a dark 
antihero, gratuitous sex, or violence. Not an 
easy sell in these times. 

–Ryan McGarry, MD 
New York City  
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THE BREAK ROOM A NEW SPIN
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THOUGHTS 
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COMMENTS 

TO 
ACEPNOW@
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Democracy, Yeah, Yeah, Yeah...
by MARK BAKER, MD, FACEP

NEW COLUMN

P articularly in our current climate of health care reform and ICD-10 transition, 
cutting through the red tape to make certain that you get paid for every dollar 
you earn has become more difficult than ever. Starting this issue, the ACEP 

Coding and Nomenclature Committee has partnered with ACEP Now to provide you 
with practical, impactful tips to help you navigate through this coding and reimburse-
ment maze. Look for a new coding and reimbursement tip next month!

Fact #1: The History Component
by CARAL EDELBERG, CPC, CPMA, CAC, CCS-P, CHC, AND 
HAMILTON LEMPERT, MD, FACEP, CEDC

Q: If I miss a few review of systems (ROS) elements, what’s 
the big deal? Can’t I leave this to the coders?
A: Remember, you must both perform and satisfactorily document a ser-
vice to get paid for it. Many practices would agree that the most common documentation 
omissions are in the history. Elements of the HPI, ROS, and PFSH must be documented 
consistent with the level of medical decision making/medical necessity. Although physicians 
often ask the questions and perform the service, they commonly forget to document the 
required history elements consistent with the services they provide. For example, just forget-
ting to document required history elements on 10 percent of your highest level patients 
(99285) could result in a $10,000 loss in charges/RVU’s. Thus, the “$10,000 mistake” 

can cost you and your practice significant revenue.
 A common reason charts get downcoded from a Level 5 (99285) to a Level 4 (99284) 
is inadequate ROS. Medicare guidelines require that for Level 4 (99284), you record a 
review of two to nine systems, while Level 5 (99285) requires the recording of 10 or more 
systems. Listing of pertinent positives and/or negatives with the statement “all other sys-

tems reviewed and negative” meets Level 5 (99285) requirements for most 
payers. Also, remember under-documenting your history of present illness 
(HPI) and past, family, and social history (PFSH) can also result in signifi-
cant downcoding of your medically necessary services. For the HPI, Level 4 
(99284) and Level 5 (99285) require documentation of at least four 
HPI elements. For the PFSH, Level 4 (99284) requires recording of one of 
three PFSH elements, whereas Level 5 (99285) requires recording of two 
of three PFSH elements. 
     For more information about this or other reimbursement issues, visit 

www.acep.org/Physician-Resources/Practice-Resources/Administration/
Financial-Issues-/-Reimbursement/HPI-ROS-FAQ. 

Brought to you by the ACEP Coding and Nomenclature Committee.

MS. EDELBERG is chief executive officer of Edelberg & Associates in Dacula, Georgia. 
DR. LEMPERT is vice president and medical director, health care financial services, at 
TeamHealth, based in Knoxville, Tennessee.

NAVIGATE THE 
CPT MAZE,

OPTIMIZING 
YOUR 

REIMBURSEMENT

CODING WIZARD

OPINIONS FROM 
EMERGENCY 

MEDICINE

www.acep.org/Physician-Resources/Practice-Resources/Administration/Financial-Issues-/-Reimbursement/HPI
www.acep.org/Physician-Resources/Practice-Resources/Administration/Financial-Issues-/-Reimbursement/HPI
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NEWS FROM THE COLLEGEUPDATES 
AND ALERTS 
FROM ACEP

T
he winner of the 2016 ACEP and PEMSoft/EBSCO 
Achievement Award is Marianne Gausche-Hill, 
MD, FACEP.

Dr. Gausche-Hill is medical director of the 
Los Angeles County Emergency Medical Ser-

vices (EMS) Agency and professor of clinical medicine and 
pediatrics at the David Geffen School of Medicine at UCLA.

“I am honored to receive the ACEP and PEMSoft/EBSCO 
Achievement Award for evidence-based pediatric emergency 
medicine,” Dr. Gausche-Hill said. “I feel fortunate to have 
worked with so many bright minds to build the evidence that 
assists us in providing the best care possible.”

The award is annually conferred upon an emergency phy-
sician or pediatric emergency physician who has contributed 
significantly to evidence-based pediatric emergency medi-
cine. Nominees for the award need to have contributed first-
author publications and/or contributed to practice-changing 
innovations in electronic publication or technology that have 
meaningfully enhanced emergency care of children. PEM-
Soft/EBSCO has sponsored the award since its inception.  

“PEMSoft is used internationally as a comprehensive 
archive of evidence-based pediatric practice, and EBSCO 
funded the award to both recognize an exceptional academic 
leader and also to encourage other investigators to engage in 
scientific work,” said Ron Dieckmann, MD, FACEP, longtime 
ACEP member and chief medical officer for PEMSoft. “Mari-
anne is a perfect recipient of the award and has distinguished 
herself in every category of academic leadership in pediatric 
emergency medicine and evidence-based practice.” 

The award will be presented at the Advanced Pediatric 
Emergency Medicine Assembly in Orlando, Florida, March 
8–10, 2016. The Advanced Pediatric Emergency Medicine As-
sembly, cosponsored by ACEP and the American Academy of 
Pediatrics, serves as the premier annual educational meeting 
for pediatric emergency medicine. 

It is the only national award that specifically honors sci-
entific endeavors in pediatric emergency medicine. “I am 
thrilled that Dr. Gausche-Hill has won this award,” said Sean 

Fox, MD, FACEP, Advanced Pediatric Emergency Medicine As-
sembly program chairman. “Without question, Dr. Gausche-
Hill epitomizes what it means to be an academic pediatric 
emergency physician who strives to ensure that children re-
ceive the best possible care wherever they are managed. Not 
only is she a giant in our field, she is a wonderful humanitar-
ian, and I am honored to consider myself a colleague of hers.”

Dr. Gausche-Hill will join a prestigious group of winners 
who include David Jaffe, MD, Kathleen Brown, MD, FACEP, 

and Nathan Kuppermann, MD, FACEP, all of whom have con-
tributed substantially to a wide range of practice-changing 
articles in pediatric emergency medicine. 

“I went into pediatric emergency medicine because of a 
desire to learn as much as I could so that I could care for our 
most vulnerable patients,” Dr. Gausche-Hill said. “The pur-
suit of knowledge through scientific inquiry drives change in 
medicine, which ultimately impacts the care of the patient.” 

Dr. Gausche-Hill is nationally known for her work as an 

EMS researcher and educator as well as for her leadership 
in the field of EMS and pediatric emergency medicine. Dr. 
Gausche-Hill is perhaps best known for her remarkable study 
of prehospital airway management for children published 
in JAMA in 2000 and her work on the National Pediatric 
Readiness Project published in JAMA Pediatrics in 2015.

Attend the Advanced Pediatric Emergency Medicine As-
sembly to learn from Dr. Gausche-Hill and her colleagues 
in person.

PEMSoft/EBSCO Award for Pediatric Emergency 
Medicine Goes to Dr. Gausche-Hill 

I went into pediatric emergency medicine because of a desire 
to learn as much as I could so that I could care for our most 
vulnerable patients. The pursuit of knowledge through scientific 
inquiry drives change in medicine, which ultimately impacts 
the care of the patient.

—Marianne Gausche-Hill, MD, FACEP

ACEP Toxicology Section App Named Top of 2015

An ACEP mobile app that pro-
vides emergency physicians 
with quick toxicology informa-

tion has been named one of the top 
medical apps of 2015.
 The ACEP Toxicology Section’s 
Antidote app was named one of 
the best new apps for iPhone and 
Android by the physician editors at 
iMedicalApps. The app was deemed 
“fantastic,” providing easy access 
to important information.
 And it’s available for free at 
www.acep.org/toxicologysection. 
 It couldn’t have come soon 
enough for Jennifer Hannum, MD, 
FACEP, assistant professor of 
emergency medicine and director of 
toxicology at Wake Forest School 
of Medicine in Winston-Salem, 
North Carolina.
 Dr. Hannum was chair of ACEP’s 
Toxicology Section and helped steer 
the app through to completion in 
February 2015. More than 50 volun-
teers worked on the project, and a 
section grant from ACEP provided 
funding for a developer to help 
create the app.

 Each antidote summary was 
written and reviewed by section 
members, and the app does not 
require Internet access once it has 
been downloaded.

 Dr. Hannum said the app was 
designed to help emergency 
physicians make important bedside 
decisions. 
 “In a fast-paced emergency 
department, it is important to have 
information readily available for use,” 
she said. “It is not meant to be an all-
inclusive source, and it is not a sub-
stitute for consulting with the local 

poison center. However, I feel it is a 
nice resource built specifically for 
use in the emergency department.”
 Dr. Hannum said the app might 
be helpful, for example, when a 

patient arrives at an emer-
gency department acutely 
ill from calcium channel-
blocker poisoning and a 
physician needs to deter-
mine what dose of calcium 
would be appropriate.
      “You don’t see those 
cases very often,” she said. 
“You kind of need informa-
tion pretty quickly.”
       Instead of taking the 
time to go to a computer 
for research or to call 

a poison center, a physician can 
instead get the information quickly 
from the app.
 “My goal was to create a user-
friendly resource created by toxicolo-
gists that provides quick access to 
the indications and dosing of various 
antidotes that could be used in 
emergency medicine,” Dr. Hannum 
said. “The pitfall of many medical 

apps, and other resources for that 
matter, is that they are a bit cumber-
some to use when you are in need of 
information quickly.
 “The response has been positive 
from the thousands of people who 
have already used the app,” she said. 
“Folks seem to enjoy using the app. 
They like that it’s built for the emer-
gency physician and for quick use.”
 She is thrilled to see it getting 
outside recognition.
 “I really did not anticipate it would 
be this well-received,” she said. “I 
really just wanted to create some-
thing with the Toxicology Section that 
we could all work on together that 
could benefit other members.”
 To read iMedicineApps’ report on 
ACEP’s Toxicology Section Antidote 
app and other top medical apps 
for 2015, visit www.imedicalapps.
com/2015/12/best-medical-apps-
iphone-android. 
 Turn to page 16 to read about 
the Pediatric Emergency Playbook, 
another tech tool that can help you 
stay up-to-date on critical patient 
care issues.

http://www.acep.org/toxicologysection
http://www.imedicalapps.com/2015/12/best-medical-apps-iphone-android
http://www.imedicalapps.com/2015/12/best-medical-apps-iphone-android
http://www.imedicalapps.com/2015/12/best-medical-apps-iphone-android
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Nominations Sought for 
ACEP’s Board of Directors

T he ACEP Nominating Committee is 
accepting individual, chapter, and 
section recommendations for ACEP 

Board of Directors candidates.
Nominations must be submitted no later 

than March 1, 2016, and must be accompa-
nied by a current curriculum vitae.

To qualify for a Board position, a candi-
date must:

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

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

•  Be an ACEP member for at least five years.
•  Show evidence of ACEP involvement in 

both national and chapter activities (such 
as current or past chapter officer, current 
or past national committee leadership, 
current or past Council membership, or 
current or past section leadership).

•  Show chapter and/or section support for 
candidacy. 

Nominations may be submitted to jcusick@
acep.org, faxed to 972-580-2816, or mailed to 
James M. Cusick, MD, FACEP, Chair, Nomi-
nating Committee, P.O. Box 619911, Dallas, 
TX 75261-9911.

The Board of Directors will be elected 
on Saturday, Oct. 15, 2016, during the ACEP 
Council meeting in Las Vegas.

For more information about the nomina-
tion process, contact Sonja Montgomery, 
CAE, at 800-798-1822, ext. 3202, or by email 
at smontgomery@acep.org. 

ACEP Seeks Nominations for 
Awards Program

A CEP is accepting nominations 
through March 1, 2016, for the 2016 
ACEP Awards Program, which hon-

ors members who distinguish themselves 
through leadership and excellence in emer-
gency medicine. 

All members are eligible to submit nom-
inations in one or more award categories. A 
nomination form must be completed for each 
nomination submitted, and each must be ac-
companied by a current curriculum vitae.

Awards information and nomination 
forms are available at www.acep.org/abou-
tus.aspx?id=22550. Additional information 
and forms may also be obtained by contacting 
Mary Ellen Fletcher at 800-798-1822, ext. 3145.

The following is a list of awards that are 
available and their criteria: 

• John G. Wiegenstein Leadership Award: 
Must be an active, life, or honorary member 
of ACEP and a past or current member of the 
Board of Directors or officer of the Council; 
must possess personal leadership attributes 
and serve as a role model for ACEP mem-
bers; and must have made an outstanding 
contribution to ACEP by significantly help-
ing to achieve ACEP’s purposes and objec-
tives. Recipients of this award are ineligible 
to receive awards in other categories of the 
Awards Program.

• James D. Mills Outstanding Contribution 
to Emergency Medicine Award: Must be an 
active, life, or honorary member of ACEP and 

have made a significant contribution to emer-
gency medicine through a variety of avenues, 
including ACEP committee service. Recipients 
of this award are ineligible to receive awards 
in other categories of the Awards Program.

• Colin C. Rorrie, Jr., PhD Award for Excel-
lence in Health Policy: Must be a person of 
distinction who has made an outstanding 
contribution to medical health policy or the 
development or support of legislation and/or 
regulations that enhance access to emergency 
medicine, shown exemplary performance as 
an administrator in medicine and health care, 
or made outstanding contributions to organ-
ized medicine. 

• Award for Outstanding Contribution in 
Research: Must be a member of ACEP and 
have made an outstanding contribution to re-
search in emergency medicine as demonstrat-
ed in accomplishments such as outstanding 
research and publication of original research. 

• Award for Outstanding Contribution in 
EMS: Must be a physician who has been an 
ACEP member for at least five years, a non-
member physician with at least 10 years of 
EMS activity, or a nonphysician with at least 
10 years of EMS activity and have made an 
outstanding contribution in the area of EMS 
of national significance and/or an outstand-
ing contribution to the development, promo-
tion, maturation, or education of EMS on a 
state or national level. 

• Council Meritorious Award: Must be an 
active, life, or honorary member of ACEP and 
a past or current Councillor who has served 
for at least three years and has contributed 
to the Council through Steering Committee 
membership, Reference Committee partici-
pation, participation on other Council com-
mittees, resolution development and debate, 
longevity as a councillor, or service as a Coun-
cil officer. 

• Award for Outstanding Contribution in 
Education: Must be a member of ACEP and 
have made an outstanding contribution to 
academic emergency medicine through areas 
such as development of teaching tools and 
resident education. 

• Honorary Membership Award: Individu-
als who have made an outstanding contri-
bution to ACEP by significantly helping to 
achieve one or more of the College’s purposes 
and objectives or who have served as a role 
model for ACEP members, with personal at-
tributes such as inspiration, innovation, and 
consensus building. Candidates for honorary 
membership cannot be currently eligible for 
other categories of College membership.

• John A. Rupke Legacy Award: Must be a 
member of ACEP for more than 25 years with 
sustained contributions either in the local, 
state, or national emergency medicine com-
munities as a consensus builder, with hu-
manitarianism, and as an advocate for the 
profession. The member must have also dem-
onstrated exceptional commitment of time 
and dedication to emergency medicine and 
to improving the care of emergency patients. 
Previous recipients of the Wiegenstein or Mills 
awards are not eligible to receive this award.

ACN_0216_0027_0116
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Despite the success of raising awareness 
and gaining buy-in for this program, the early 
data suggest that little impact has been made 
in curbing utilization in the areas noted in 
the 70 lists containing approximately 400 
recommendations.2 Emergency medicine is 
no exception. ACEP was cautious yet agreed 
to participate and provided a total of 10 rec-
ommendations. However, it seems that this 
simply isn’t enough. Choosing Wisely and its 
participating specialty societies have been 
talking the talk, but now it’s time to walk 
the walk. 

Although garnering widespread support 
for this program must have had its challenges, 
it seems the real challenges lie ahead. Just like 
any practice update, simply knowing what is 
right is very different from incorporating that 
information into clinical practice. When you 
ask physicians to “choose wisely” and those 
choices include changing the way they prac-
tice and interact with their patients, you’ve 
reached the crossroads of knowing and do-
ing. In other words, knowledge translation 
is where the rubber hits the road and where 
Choosing Wisely may have blown a tire.

To him who devotes his life to 
science, nothing can give more 
happiness than increasing the 

number of discoveries, but his cup 
of joy is full when the results of 

his studies immediately find 
practical applications. 

—LOUIS PASTEUR
 
Pasteur’s quote, cited in a 2006 article 

about knowledge translation, defines exactly 
what Choosing Wisely aspires to be. The arti-
cle further defined translation as to “synthe-
size research findings and convert them into 
a form applicable to a target population or 
audience in the context of the conditions in 
which its members live and interact.” Brown-
son and colleagues reported an average of 17 
years for 14 percent of original “discovery” to 
actually reach practice.3 

Can we wait 17 years to implement these 
recommendations? I doubt it. This campaign 
provides an opportunity to remedy overuti-
lization, which is largely under our control. 
Failing to bring these recommendations to 

the bedside will only result in additional 
well-intentioned, but ill-informed, bureau-
cratic intervention to reduce spending on 
health care in the United States. 

Choosing Wisely in Action—or Not
In a study published in October 2015, 25 mil-
lion members of Anthem-affiliated BlueCross 
and BlueShield plans were assessed over a 
two- to three-year period through 2013. Medi-
cal and pharmacy claims were assessed for 
the following seven Choosing Wisely recom-
mendations2:

In 2012, the American Board of Internal Medicine (ABIM) Foundation and Consumer 
Reports formally launched the Choosing Wisely campaign in order to reduce the utilization 
of diagnostic tests and treatments that provide no meaningful benefit to patients.1 After 
widespread acceptance in the house of medicine and many consumer groups and with 
expansion of the program internationally, the question remains, is this just a “feel-good 
program,” or will this program have any true impact on utilization?

1. Imaging tests for uncomplicated headache
2. Cardiac imaging without history of 
cardiac conditions
3. Low back pain imaging without red-flag 
conditions
4. Preoperative chest X-rays with unremark-
able history and physical examination results
5. Human papillomavirus (HPV) testing for 
women younger than 30 years
6. Use of antibiotics for acute sinusitis
7. Use of prescription nonsteroidal 
anti-inflammatory drugs (NSAIDs) for 
members with hypertension, heart failure, 
or chronic kidney disease

Time to Walk the Walk 
Choosing Wisely and knowledge translation | BY KEVIN KLAUER, DO, EJD, FACEP
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The first two, imaging for headache and 
cardiac imaging, showed a small decline from 
14.9 percent to 13.4 percent and 10.8 percent 
to 9.7 percent, respectively. Two recommen-
dations, prescribing NSAIDs for certain con-
ditions and HPV testing for women younger 
than 30 years, showed increased utilization. 
Antibiotics for sinusitis remained stable, 
while preoperative chest X-rays and imaging 
for low back pain remained high without a 
statistically significant change.2 The data can-
not confirm a cause-and-effect relationship, 
and with such a large sample size, the small 
changes noted could simply be due to chance. 
However, it certainly suggests that more work 
is needed to ensure that providers are actively 
engaged with this campaign. Although two of 
these recommendations, antibiotics for sinus-
itis and imaging for low back pain, have also 
been submitted by ACEP, much of the data 
sample precedes ACEP’s involvement. Even 
if we evaluated utilization following ACEP’s 
submissions, should we expect different re-
sults? I don’t think so. It has been difficult for 
all involved to move the knowledge transla-
tion needle for Choosing Wisely. 

Brandon Maughan, MD, recently published 
data from a survey of emergency department 
chairs and division chiefs at institutions with 
allopathic emergency medicine training pro-
grams. Of the 134 programs invited, 78 percent 
participated in the survey. Of those, 84 percent 
had heard of the Choosing Wisely campaign, 
while only 45 percent of the academic chairs 

had discussed this directly with patients, and 
approximately 50 percent could recall any of 
the ACEP recommendations.4 

Put Choosing Wisely Into Practice
It’s time to make this campaign relevant by 
taking it to the bedside, benefiting both pa-
tients and providers. Avoiding unnecessary 
tests and treatments makes the emergency 
physician’s job easier while providing value-
added service for the patient. However, pa-
tients may not recognize that “less is more” 
without education. To that end, shared deci-
sion making is an excellent tool that empow-
ers the physician, through bedside education, 
to align patients’ desires for quality care with 
the payers’ interest in reducing cost and physi-
cians’ interest in efficiency, achieving every-
one’s goal for cost-effective care.

Many physicians struggle with how to in-
troduce these recommendations into clini-
cal practice. However, ACEP and the ABIM 
Foundation have developed resources to as-
sist. ACEP has committed to translating the 
ideas of Choosing Wisely into action on sev-
eral fronts. The recently launched ACEP Clini-
cal Emergency Department Registry includes 
the development of five quality measures that 
enable emergency clinicians to report on the 
quality of imaging decisions to the Centers for 
Medicare and Medicaid Services for the Physi-
cian Quality Reporting System program. ACEP 
was recently awarded a Transforming Clinical 
Practice Initiative grant from the Centers for 

Medicare and Medicaid Innovation to launch 
a national learning collaborative supporting 
emergency departments and individual clini-
cians in implementing these Choosing Wisely 
recommendations. Under this grant, ACEP 
will also be offering new eCME modules and 
partnering with the American Board of Emer-
gency Medicine to integrate more Choosing 
Wisely topics into the Lifelong Learning and 
Self-Assessment and Maintenance of Certifica-
tion practice improvement activities list

Below are several steps that may be useful 
to incorporate Choosing Wisely into your prac-
tice. Let’s take ACEP’s Choosing Wisely recom-
mendation #9 (below), prescribing antibiotics 
for uncomplicated sinusitis, for example. (It is 
available online at www.choosingwisely.org/
clinician-lists/acep-antibiotics-in-the-ed-for-
sinusitis.) Many patients expect to receive an-
tibiotics for “sinusitis.” We have to educate 
them about their lack of efficacy and give them 
a reason to not want antibiotics. 

Step 1: Plant the seed of your recommenda-
tion: “You know, you may not need antibiot-
ics, and they could be harmful to you.”

Step 2: Develop your 30-second monologue 
explaining Choosing Wisely. For example: 
“The campaign is designed to provide only 
valuable treatments for patients based on 
the current evidence from research. This also 
helps to avoid injury to patients from treat-
ments they don’t need.”

Step 3: Select one of the seven supporting 
citations accompanying #9 to support your 
treatment recommendation. For example: 
Ahovuo-Saloranta A, Rautakorpi UM, Bo-
risenko OV, et al. Antibiotics for acute max-
illary sinusitis in adults. Cochrane Database 
Syst Rev. 2014;2:CD000243.

Step 4: Take one or two quotes from the ar-
ticle that suggest a lack of efficacy. For ex-
ample, “There is moderate evidence that 
antibiotics provide a small benefit for clini-
cal outcomes in immunocompetent primary 
care patients with uncomplicated acute si-
nusitis. However, about 80 percent of partic-
ipants treated without antibiotics improved 
within two weeks.”

CONTINUED on page 21
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Brent Asplin, MD, MPH, 
FACEP, chief clinical officer 

for Mercy Health in Ohio

Ray Iannaccone, MD, FACEP, 
president of EmCare

Jay Kaplan, MD, FACEP, President of 
ACEP; director of the patient experience 

for CEP America in Emeryville, California; 
and a practicing clinician in the 

emergency department at Marin General 
Hospital in Greenbrae, California

PARTICIPANTS

Savoy Brummer, MD, FACEP, 
vice president of practice 

development at CEP America in 
Belleville, Illinois, and chair 

of the ACEP Democratic 
Group Section
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MODERATOR
Ricardo Martinez, MD, FACEP, 

chief medical officer for North 
Highland Worldwide Consult-
ing and assistant professor of 
emergency medicine at Emory 

University in Atlanta

Editor’s Note: The ACEP Council hosted a Town Hall meeting on mergers and acquisitions 
on Oct. 24, 2015, in Boston. Here is Part 2 of our edited transcript of the discussion. 

INTRODUCTION

T his is our Town Hall meeting and should represent a topic that is really important to 
the practice of emergency medicine, our specialty, and beyond: mergers and acqui-
sitions. Many of us may not know a lot about this process and how it could impact 

us, but I think it’s time we discussed it so that we are all more informed about mergers and 
acquisitions in medicine. That’s why I titled this “Mergers and Acquisitions: The Medical 
Shark Tank.” I tried to get Mark Cuban; he still hasn’t responded to the request. I’ve asked 
Ricardo Martinez, who has a wealth of broad health care knowledge, to moderate this session.

—Kevin M. Klauer, DO, EJD, FACEP, ACEP Council Speaker (2013–2015), 
chief medical officer–emergency medicine and chief risk officer for TeamHealth, and 

ACEP Now medical editor-in-chief

Highlights from the ACEP15 Council 
Town Hall Meeting: Part 2

Navigating the
CHOPPY WATERS  OF M&A

MEDICAL SHARK TANK
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CONTINUED on page 10

RM: How are [emergency group] mergers 
funded?

RI: If your group is acquired, they’ll give 
you, in return for the group and the revenue 
stream that comes off of that, cash—which 
I think is the most common—stock, or both. 
For the company that’s buying it, they have 
cash they’re ready to pay you, or they borrow 
money from an institution to pay you, or in the 
case of stock, they’ll give you stock. 

RM: They would have the money to in-
vest as part of that company and then 
take the revenues as they come down 
the road.

RI: Right. Some people will want to sell part 
of the group. The classic private equity deal 
would be that the private equity firm would 
give you some of what might be 40 percent or 
60 percent, and then in another three to five 
years, they decide whether they sell to some-
body else or do an [initial public offering]. Do-
ing that would be another opportunity for the 
owners of the group to get more money.

JK: I have a little bit of a bias here. I majored 
in social studies in college, and so I studied 
economics, history, and government. I per-
sonally would rather have health care dollars 
stay in the hands of those in health care. My 
personal preference, if I had a choice, would 
be to have an acquisition happen with organ-
izations that have funds available and don’t 
have to go to a venture capital partner to get 
the funds. I think when you do that, you run 
the risk of losing control. In my experience, 
it’s much better to merge than it is to be ac-
quired. Let me be clear that acquisitions can 
either be voluntary or involuntary. You can be 
told you must join that group, or you can do it 
on your own. I think if you can do it voluntarily, 
you’re in a much better position to negotiate 
and to get more than if you’re told you can’t 
continue the way you are and you have to be 
acquired by that group.

RI: I want to clarify for some folks that I think 
the situation Jay’s talking about is who’s tell-
ing you, “You have to be acquired.” It may be 
your hospital system, which will come to you 
and say, “Listen, we can’t do this with 23 dif-
ferent groups.” 

SB: To follow up on what Jay had said, I 
think that all groups are at risk of being ac-
quired. Whether your group is a single, in-
dependent practice or a large publicly held 
entity, you’re all at risk for being acquired 
by someone under some unforeseen cir-
cumstance. There are certain differences 
in how funding occurs. I know that most 
democratic groups are not looking at going 
to private equity markets to fund acquisi-
tions. In fact, for the majority of my constitu-
ents and especially for my organization, we 
look at acquisitions as a needless activity, to 
some extent. Why would we invest $100–
$200 million to acquire a group when we 
can do so organically and with same-store 
growth? Our philosophical approach has 
been that we don’t necessarily have to pur-
chase the market to obtain a piece of that 
market. That’s a very different view of our 
growth strategy.

BA: Two basic questions from the hospital 
side are, is there an equity holder of the asset 
that is being acquired? Yes or no. The sec-
ond is, is there a conversion of tax status? If 
the answer to either of those is yes, then you 
have to find a mechanism to purchase the 
equity from the entity that owns the asset. 
There is a community benefit typically that 
needs to be paid back going from a non-
profit to a for-profit tax status conversion. 
Nonprofit to nonprofit, which is the type of 
acquisition that we would be most engaged 
in at Mercy Health, is simply a member sub-
stitution with some commitment to that com-
munity for capital investment. 

RM: We’re not seeing just mergers and 
acquisitions; we saw a big wave of joint 
ventures. I’ve met with senior people at big 
for-profits who thought it was great, and 
now they seem to be falling apart. Is that a 
wave that’s coming and going? Is the joint 
venture idea of working with the hospital 
system on a downswing right now?

RI: We have a very large joint venture with 
HCA, and it’s healthy. We have a couple of 
other smaller ones. I don’t know if it’s going 
to take the country by storm, but I don’t think 
it’s going away. 

JK:  The issue comes back to physician con-
trol. It’s how much do we have to give up 
control over our own practice environment. I 
understand Brent’s perspective on decrease 
in variation. I think, with regard to joint ven-
tures, the real issue is, if you’re going to joint 
venture with someone, how much control do 
you retain over your practice environment?

BA: Joint ventures are alive and well largely 
because of the moratorium on physician-owned 
hospitals. Obviously, the hottest space is 
around ambulatory surgery centers, but I’m sure 
there are quite a few joint venture models with 
freestanding emergency departments as well. 

RM: One of the questions that comes up 
is, when these consolidations are done, 
do we see that, overall, physicians are 
harmed or benefited? I think there’s a lot 
of fear out there, which is why the ques-
tion was asked.

SB: If you’re getting a huge windfall, you’re 
a single owner of a practice, and the lifespan 
of your clinical practice doesn’t extend out-
side of this windfall, then it could be largely 
beneficial. We’ve all had conversations as to 
what is the perceived value of your practice 
after you engage in some of these transac-

tions. Many times, if you’re going to get a 
huge windfall up front, that means your clini-
cal hourly is going to go down. Those are the 
rules of doing business. 

RI: If you’re looking at consolidating or merg-
ing or being acquired, you should be very 
careful with the partner that you pick. The 
point that Savoy made is important to keep in 
mind; there are physician-owned groups of 
all different kinds. As the former chair of the 
Democratic Group Practice Section, which 
Savoy is now the chair of, we struggled a lot, 
even internally, trying to define what a demo-
cratic physician group was. There is a large 
variety. Emergency Medical Associates, like 
CEP, is a very broadly owned group. There 
are other groups that are owned by one per-
son. The impact of the sale of each of those 
groups is very different from the others. In 
EMA, we always had to take whatever num-
ber that somebody would be willing to offer 
and divide it by our number of partners. Years 
ago, when Jay was in the group, I think it was 
split by 60. A few years ago, when we talked 
about it, it was 200. This year, when we finally 
did it, I think it was 250. The payment looks 
big, but when you divide it by 250, nobody’s 
retiring. It’s not that kind of money. The rea-
sons we did it has something more to do with 
that change. There was this equation that was 
always done, and it was never enough money 
to make it worthwhile for us to do it just for the 
money. This time, we decided to join EmCare, 
and there were other things that we talked 
about strategically that we felt were more 
important. If you’re one or two people and 
you own a contract with four or five hospitals, 
you’ll be offered a lot of money.

JK: Can I make two comments, Ricardo? 
Number one, it can benefit you if you have 
had a cantankerous relationship with your 
hospitalists and, all of a sudden, you and 
your hospitalists are part of the same group. 
We found that it really helps to facilitate com-
munication and patient flow when you have 
the same ethos and culture among the emer-
gency physicians and the hospitalists. The 
second is a little bit more conceptual. Do 
you want the doctors that you work with to 
feel like owners, or do you want them to feel 
like renters? There is a difference between 
an owner and a renter and between being a 
winner and a whiner. Whiners only complain 
about things; they come in, they do their 
hours, and then they leave. Winners take re-
sponsibility for issues. If a problem comes 
up, they’re going to fix it; they’re not going to 
run off and let somebody else fix it. However 
you accomplish this, whether you’re part of a 
large group or whether you’re part of a small 
group, we want our doctors to feel like own-
ers. When many of us first went into practice, 
the model was that emergency physicians 
felt like cowboys. As cowboys, we come in, 
do our hours, and the rest of the time you 
spend on the beach, spend in the mountains 
trekking, or whatever else you’d like to do. 
That’s changed. Now, if we’re going to be 
successful as emergency physicians, we 
really have to become integral parts of the 
social fabric of our hospitals. The only way 
to do that is to make people feel like we’re 
owners in whatever model. If becoming a 

I think when you talk about a merger, it’s 
much more about a partner. It’s more about 

who fits your philosophical approach to your 
organization, whether they’re going to bring 

value to you, and whether you’re going to 
bring value to them.  

—SAVOY BRUMMER, MD, FACEP

I don’t think it matters whether you’re the acquired or the acquirer. It’s about going into it with the willingness to have your culture change. Because no matter how similar you are, there are differences.   
—RAY IANNACCONE, MD, FACEP

It’s just grow, grow, grow, and we can get another ounce of cost reduction out of our fixed infrastructure by adding the revenue of additional organizations. It is just about balance sheet finances and operating infrastructure scale and leverage.  
—BRENT ASPLIN, MD, MPH, FACEP

I think if you can do it voluntarily, you’re in a 
much better position to negotiate and to get 

more than if you’re told you can’t continue 
the way you are and you have to be acquired 

by that group.
 —JAY KAPLAN, MD, FACEP

www.ACEPNOW.COM
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part of a large group through a merger or 
acquisition can help you feel more like you 
have a piece of the rock, fine. If it doesn’t and 
if it moves away from that, then ultimately it’s 
going to be harmful.

BA: I think these are great comments. I love 
the theme of ownership. There are large 
systems that are clearly just on a scale-and-
leverage play. It’s just grow, grow, grow, and 
we can get another ounce of cost reduction 
out of our fixed infrastructure by adding the 
revenue of additional organizations. It is just 
about balance sheet finances and operat-
ing infrastructure scale and leverage. I don’t 
think they’re ultimately going to win because 
if you stretch that out between states and 
become these giant organizations on the 
hospital side, it’s really going to be difficult 
without engaging physicians as operators in 

clinical redesign. That is where the next huge 
treasure trove of cost reduction is in hospital 
operations in this country, and it’s going to 
result in much better outcomes. You can’t 
get that without engagement and ownership 
of physicians and their leadership, whether 
they’re part of your system from an employ-
ment standpoint or contractual relationship. 
That’s what we’re striving for. It’s a journey; 
we’re not there yet, but that is the model that 
will beat consolidation and growth for scale 
and leverage at all cost.

RM: I like that a lot. Culture eats strategy 
for lunch, so I’m really interested in this 
theme. You talked about engagement. 
What are some of the big ways to address 
making it work, and what are some of the 
big pitfalls in implementing mergers and 
acquisitions?

SB: I would tend to agree with Jay. I think 
mergers and acquisitions are actually two 
separate types of categories. Philosophically, 
an acquisition is much more of a transactional 
arrangement. I think when you talk about a 
merger, it’s much more about a partner. It’s 
more about who fits your philosophical ap-
proach to your organization, whether they’re 
going to bring value to you, and whether 
you’re going to bring value to them. Espe-
cially with democratic groups, they come fre-
quently to CEP America, and they ask about 
our structure and our approach. Sometimes 
it works out, and sometimes it doesn’t, but 
the time and energy it takes is much more 
than a profit-loss margin type of discussion 
and, instead, more of a cultural empowerment 
professionalism type of discussion.

RM: I do want to make a comment on that. 

Do you remember Daimler and Chrysler 
merging years ago? The joke was, “How 
to do you pronounce Daimler-Chrysler? 
The Chrysler’s silent.” That thing fell apart 
because of culture.

RI: That’s the conventional wisdom, and it’s 
my experience also that mergers or acquisi-
tions fail because of different cultures. I don’t 
think it matters whether it’s a merger or an 
acquisition. I don’t think it matters whether 
you’re the acquired or the acquirer. It’s about 
going into it with the willingness to have your 
culture change. Because no matter how sim-
ilar you are, there are differences. There can’t 
be a need or an expectation that everything’s 
going to stay the same after the transaction. 

Council Town Hall highlights will continue 
in the March issue.

The Next President
What will this year’s election mean for the future of health care in the United States?
BY L. ANTHONY CIRILLO, MD, FACEP

As of Feb. 1, we were officially 292 days away from the 
next presidential election on Nov. 8. Also on Feb. 1, 
we heralded the beginning of “primary season,” 
with the first caucus being held in Iowa. Over the 
past few months, we have watched the Democratic 

and a historically unprecedented crowded Republican fields be-
gin to dwindle, with more “thinning of the herd” likely by March 
1. (Let’s hope so.) Although only two or maybe three candidates 
(maybe an Independent) will make it to Election Day, it’s worth 
getting a preliminary understanding of 
the current major candidates and their 
health care policy platforms.

Let’s start with the Republicans. The 
one common theme here is pretty con-
sistent: according to the Republican 
candidates, Obamacare is a “disaster” 
and must be “repealed and replaced” 
(R&R). The big question, of course, is 
replaced with what? Starting at the top 
of current polling lists and working our 
way down, we begin with “The Don-
ald.” On his website, Donald Trump 
doesn’t even have health care listed 
under his “Issues” tab, and he has not 
issued any type of comprehensive plan. 
In debates, Trump has called for repeal-
ing Obamacare and cited rising insur-
ance premiums and high deductibles as 
problems with the program. In a “free 
market” vein, Trump has been sup-
portive of allowing insurance plans to 
be offered across state lines and is sup-
portive of health savings accounts. 

Next up is U.S. Sen. Ted Cruz, who, although he also doesn’t 
have health care listed on his “Issues” tab, did sponsor the 
“Health Care Choice Act” in March 2015 (with co-sponsor U.S. 
Sen. Marco Rubio), which would allow for insurance plans to be 
sold across state lines and, of course, repeal key sections of Oba-
macare. Cruz, as a federal employee, insured his family through a 
private plan rather than going through the federal health care ex-
change after his wife took a leave of absence from her private-sec-
tor job, and her employer-based insurance, to join his campaign. 

Through a measure added to the Affordable Care Act, members 
of Congress are no longer eligible for federal (employer-based) 
health insurance but can receive subsidies to offset the costs of 
obtaining private insurance (which are not available to all other 
Americans); Cruz has said he will not accept the subsidies. 

Hooray! Finally a Republican candidate with health care 
as an issue on his website. Rubio, in addition to being part of 
the R&R gang, lays out the following three building blocks for 
health care reform: provide a refundable tax credit that can be 

used to purchase insurance, ensure ac-
cess by expanding access to consumer-
centered health plans with insurance 
regulation reform, and create a Med-
icaid block-grant program for states to 
manage. Rubio also has been critical 
of “profiteering” by pharmaceutical 
companies, which has become anoth-
er rallying cry for both Republican and 
Democratic candidates. 

Last on my major Republican candi-
date list is Dr. Ben Carson. Dr. Carson is 
the renowned pediatric neurosurgeon 
and one of two Republican physician 
candidates. (Did you know that Rand 
Paul was a practicing ophthalmologist 
for 18 years?) Carson is on the R&R bus 
and has his own unique plan for health 
care reform. Touting the failures of Med-
icaid and Medicare to deliver equitable 
health care, Carson has proposed the 
creation of health empowerment ac-
counts (HEAs). These accounts would 
provide Medicaid and Medicare benefi-

ciaries the freedom to purchase health insurance in the private 
market. Carson would also gradually raise the Medicare eligi-
bility age to 70 and provide block grants to states for Medicaid, 
which would then fund the HEAs for individual beneficiaries. 

For the remaining GOP candidates—Chris Christie, Jeb Bush, 
John Kasich, Carly Fiorina, Mike Huckabee, Rick Santorum, 
and Paul—anything is possible, but none of them has really dis-
tinguished themselves on health care. [Editor's Note: Shortly 

CONTINUED on page 12

Sen. Bernie Sanders 
has created the most 

comprehensive, 
dramatic, and detailed 

plan for health care 
reform of all the 

candidates, touting his 
“Medicare-for-All” plan. 

Sanders would create 
a universal coverage, 
single-payer system 
administered by the 
federal government.
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PART 2 OF OUR 
ONGOING SERIES 
ABOUT THE 
CHALLENGES 
OF PROVIDING 
MEDICAL CARE IN 
ANTARCTICA
BY KENNETH V. ISERSON, MD, 
MBA, FACEP, FAAEM

A
ntarctica is the Earth’s coldest, highest, and driest 
continent. You don’t believe that’s true? Antarcti-
ca’s average elevation is 8,200 feet (2500 m); its pre-
cipitation is as low as 0.8 inches (20 mm) per year; 
and the lowest temperature ever recorded on Earth, 

-128.6°F (-89.2°C), was at Russia’s Vostok Station in 1983.
So how should I prepare to spend the next seven months on “The 

Ice,” as it is known? For simplicity, I divided it into clothing, personal 
necessities, work, and entertainment and electronics. 

•  Clothing: The program I’m traveling with provides the extreme 
cold weather (ECW) gear you need, including the massive hood-
ed coat, “Big Red,” that you may have seen in any movie depict-
ing the continent. It also issues a heavy black pair of 
wind-protective coveralls, gloves, heavy boots, and 
a neck gaiter. The last is possibly the most 
important piece of clothing since it 
protects the area between your bal-
aclava (ski mask) and chest from 
any stray wind and blowing ice. 
Aside from normal indoor wear, 
I bring several pairs of medium- 
and heavyweight long under-
wear, my own heavy socks and 
gloves, jackets, sweatshirts, 
and various shirts for layer-
ing. For the cold, I also bring a 
ColdAvenger balaclava and face 
mask that I found to be lifesaving 
on my last sojourn on The Ice. 

•  Personal Necessities: Personal hygiene products and indoor 
shoes are a must. Also, so I found out, is a humidifier. Experi-
ence proves that, while I may not need a lot of cash, I’ll need a 
debit card that functions in the southernmost ATM machine in 
the world, located in McMurdo Station’s main building. Finally, 

since I’m in the Medicare age range, I have daily 
prescription medications, and that leads to the 

problem of New Zealand’s unusual customs 
regulations. They only permit travelers to 

carry three months’ worth of medications, 
so I had to get prescriptions for four ad-
ditional months’ worth of medications 
and send them to myself at McMurdo. 
I also sent the humidifier and some 
other personal items ahead via US Mail 
(the only acceptable method) so that my 
luggage would meet the stringent weight 
restrictions for U.S. Air Force C-17 travel 
from Christchurch, New Zealand, to Mc-
Murdo. I hope they arrive!

•  Work: Since the medical clinic 
is well-equipped, I only need my 
stethoscope, some penlights, and 
some electronic medical resourc-
es, including my book, Improvised 
Medicine: Providing Care in Extreme 
Environments, which proved to be 
very useful last time I was there. 

CONTINUED on page 12

DISPATCHES FROM 
‘THE ICE’
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The team arriving 
in Antarctica, 
dressed in their 
“Big Red” coats.

Dr. Iserson 
and his 
luggage, 
ready to 
travel.

One Carry-On and 
One Personal Item
Just Won’t Cut It
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•  Entertainment and Electronics: 
Months of long nights mean that, in 
addition to community activities and 
other social gatherings, personal en-
tertainment will be necessary, so I have 
gathered sufficient audiovisual media 
and electronic books to keep me hap-
py. The one hitch is that, being a U.S. 
government facility run by the National 
Science Foundation and extremely con-
cerned about both bandwidth limita-
tions and security, there is no streaming, 
no Skype, and no WiFi using Android or 
Apple operating systems. My cellphone 
will be only for medical apps, and my 
Internet will be through my Windows 7 
laptop. I will communicate to the world 
the “old-fashioned way,” via email and 
hardwired telephone.

Now that I’ve prepared to go, I will spend 
a couple of weeks at the University of Texas 
Medical Branch in Galveston, getting oriented 
to various aspects of the medical operation. 
Then it’s off to Christchurch to get on the C-17. 

Why New Zealand? While the tip of Ant-
arctica’s peninsula (which we call “the Trop-
ics” for its relatively balmy weather) is closest 
to South America’s tip at Cape Horn, the Unit-
ed States has only the small Palmer Station 
there. Those working there travel by ship 
through the Southern Ocean’s often brutal 

Drake Passage. Those of us working at the 
McMurdo (77°50’ S, 166°36’ E) and Amund-
sen-Scott South Pole (90° S, 0° W) stations 
don’t take that route. McMurdo Station, by 
far the largest of the three stations, is located 
directly south of New Zealand. 

Christchurch is where the US Antarctic 
Program has its base of operations and, most 
important, distributes the ECW gear. A lesson 
learned last time: make very certain that every 
piece fits properly; you won’t have an opportu-
nity to swap it out when you get there.

Once in Christchurch, you arise every 
morning at about 4 a.m. to see if the weath-
er has cleared sufficiently for the C-17 to at-
tempt the five-hour trip. Often, you get up, 
get dressed, go into the lobby, and eventually 
discover that you should just go back to bed 
and wait another day. That, however, is far 
better than the experience that many folks 
have of almost getting to McMurdo or actual-
ly flying overhead and then having the plane 
return to Christchurch because the weather is 
too bad to land. This time we made it, and the 
winter adventure in Antarctica begins.

DR. ISERSON is professor emeritus of 
emergency medicine at The University of 
Arizona in Tucson.

A lesson learned 
last time: make very 
certain that every 
piece fits properly; 
you won’t have an 
opportunity to swap 
it out when you 
get there.

A selection of extreme cold weather gear issued to U.S. Antarctic Program participants. 

after the Iowa caucuses, candidates 
Huckabee, Santorum, and Rand sus-
pended their campaigns. Santorum 
has endorsed Rubio.]

Now for the Democrats. Inter-
estingly, despite the size of the Re-
publican field, it has been on the 
Democrat side that we have seen 
more details about health care re-
form. Former First Lady, U.S. Sen., 
and Secretary of State Hillary Clin-
ton has been developing and refin-
ing her beliefs about health care 
since her 1993 role as the head of 
the Task Force on National Health 
Care Reform, established by Presi-
dent Bill Clinton. Although never 
adopted, for many political and 
policy reasons, the plan pushed 
for universal health care by man-
dating health insurance for all em-
ployed workers. Currently, Mrs. 
Clinton continues to support that 
health care coverage is a universal 
right and is generally supportive of 
Obamacare but has pushed for low-
ering the out-of-pocket deductibles 
and eliminating the “Cadillac tax” 
on health insurance plans that is 
scheduled to start in 2018. Another key component of Clin-
ton’s health care reform platform is requiring pharmaceutical 
companies to lower the cost of prescription medications and 
capping out-of-pocket drug costs at $250 per month. 

U.S. Sen. Bernie Sanders has created the most compre-
hensive, dramatic, and detailed plan for health care reform of 
all the candidates, touting his “Medicare for All” plan. Sand-
ers would create a universal coverage, single-payer system 
administered by the federal government. Costing $14 trillion 
over 10 years, it would be paid for partially by a combination 
of a payroll tax paid by employers, a tax increase on earn-

ings paid by workers, an increase in the marginal tax rate (to 
more than 50 percent for incomes greater than $10 million 
per year), and an elimination of the capital-gains tax break. 
Under Sanders’ proposal, there is still a projected shortfall 
of almost $600 billion, which he states would be made up 
by “trimming costs” based upon the improved negotiating 
power with providers that the government would have as a 
single payer. Sanders also hasn’t defined whether all services 
would be paid at the current Medicare levels, which are only 
“adequate” in the setting of most providers who are able to 
obtain higher reimbursements from commercial payers. 

[Editor's Note: Democratic candidate and former Maryland 
Gov. Martin O’Malley dropped out after the Iowa caucuses.]

Stay tuned as the political pressure builds during the up-
coming few months. Stay informed by watching the debates 
and checking out the details on each candidate’s website and 
press releases.

DR. CIRILLO is director of health policy and 
legislative advocacy for US Acute Care 
Solutions/EMP in Canton, Ohio, and chair of the 
ACEP Federal Government Affairs Committee.
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D.C. Office Perspective
BY GORDON B. WHEELER

Hats off to Tony for tackling a controversial and constantly changing subject. Less than three 
weeks ago, Ben Carson was the talk of the airwaves. And now, he’s all but gone. Ted Cruz was 
supposedly going to take care of Donald Trump in Iowa, and while Cruz won, Trump is still in 

the race. Have any of the well-read and learned political pundits gotten any of this right? As far as I 
can tell, not one. Chuck Todd, NBC News’ political director and moderator of Meet the Press, has been 
saying for months that it’s only a matter of time before Trump flops. I think that’s completely wrong.
 One of the most illusive challenges this cycle is determining who’s telling the truth. When candi-
dates ask one another if their position on an issue is X, you never get a straight answer. In fact, there 
may only be a simple denial and then they move on to another issue. If you’re like me, you’d like to 
know where to go to separate fact from fiction. You could go to each of the candidates’ websites and 
do your own research. I suggest you go to www.factcheck.org, a nonpartisan project of the Annenberg 
Public Policy Center. It monitors the “factual accuracy of what is said by major U.S. political players in 
the form of TV ads, debates, speeches, interviews, and news releases.”

MR. WHEELER is ACEP’s associate executive director for public affairs.

www.factcheck.org
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2016 Coding Changes

T
he Centers for Medicare & 
Medicaid Services (CMS) re-
leased the Medicare Physician 
Fee Schedule (PFS) Final Rule 
on Oct. 30, 2015. It addresses 
changes to the physician fee 

schedule as well as other important Medicare 
Part B payment policies. The rule became ef-
fective Jan. 1, 2016, and was published in the 
Nov. 16, 2014, Federal Register. Last month, 
we reviewed changes to Medicare payments 
and incentive programs. This month, we’ll 
look at some coding changes for 2016.

Proposal to Eliminate the Global 
Surgical Package for Procedures
CMS has previously proposed to eliminate 
the 10-day global and 90-day global pack-
ages for many procedures. The relative val-
ue units (RVUs) and payments for affected 
procedures would be lowered substantially 
because the procedures would not include 
any bundled follow-up care as part of the 
payment for the initial procedure. CMS orig-
inally proposed to make this transition for 
procedures that have a 10-day global period 
in 2017 and for procedures that have a 90-
day global period in 2018. The methodology 
for recalculating the RVUs associated with 
broad, sweeping changes to the global surgi-
cal packages has proven to be complicated, 
and CMS has softened the exact timeline. 
If the global surgical package were phased 
out, ED providers would continue to bill for 
procedures, such as incision and drainage, 
joint reductions, etc., but the RVUs would be 
significantly reduced. However, if a patient 
returns to the ED for additional care, the op-
portunity might exist to report a 9928x E/M 
level for associated follow-up visits.

The Fee Schedule included the following 
statement about next steps in evaluating 
global surgical packages:

“We appreciate the extensive comments 
we received from the public regarding the 
global surgical package. We have noted 
the positive feedback from commenters 
about holding potential open forums or 
town hall meetings to discuss this pro-
cess. We will consider these comments 
regarding the best means to develop and 

implement the process to gather informa-
tion needed to value surgical services as 
we develop proposals for inclusion in 
next year’s [2017] PFS proposed rule.”

—MPFS Final Rule 114/1358

2016 CPT Coding Changes 
The Current Procedural Terminology (CPT) 
book is published annually, and for 2016, 
there are 92 deletions, 134 revisions, and 140 
CPT code additions, totaling 366 changes. 
The code changes impacting emergency 
medicine are listed below.

The Following Code 
Has Been Added for 2016
69209 Removal impacted cerumen using ir-
rigation/lavage, unilateral

Significant specific direction is also pro-
vided:

•  For removal of impacted cerumen re-
quiring instrumentation, use 69210.

•  For cerumen removal that is not im-
pacted, use an E/M service code.

• Do not report 69209 in conjunction with 
69210 when performed on the same ear.

• For bilateral procedure, report 69209 
with modifier 50.

Significant Changes to 
Pelvic and Hip X-Ray Codes

Deleted: 73500 Radiological examina-
tion, hip, unilateral; 1 view

Deleted: 73510 Radiological examina-
tion, hip, unilateral; complete, minimum of 
2 views

New Codes
73501 Radiological examination, hip, uni-

lateral, with pelvis when performed; 1 view
73502 Radiological examination, hip, 

unilateral, with pelvis when performed; 2–3 
views

73503 Radiological examination, hip, uni-
lateral, with pelvis when performed; mini-
mum of 4 views

ICD-10 update
On Oct. 1, 2015, there was scheduled to be 
only limited code updates to the ICD-10 code 
set to capture new technologies and diagno-
ses as required by section 503(a) of Pub. L. 
108-173. There will be no updates to ICD-9-CM 
since it will no longer be used for reporting. 

On Oct. 1, 2016 (one year after implemen-
tation of ICD-10), regular updates to ICD-10 
will begin. The ICD Coordination and Main-
tenance Committee will continue to meet 
twice a year during this partial freeze. At 
these meetings, requests for new diagnosis 
or procedure codes will be driven by the cri-
teria of the need to capture a new technolo-
gy or disease. Any code requests that do not 
meet the criteria will be evaluated for imple-
mentation within ICD-10 on and after Oct. 
1, 2016, once the partial freeze has ended.

Other Resources
Resources for these and other topics can be 
found on the reimbursement section of the 
ACEP website. Mr. McKenzie is also available 
to field your questions at 800-708-1822, ext. 
3233. Finally, ACEP offers well-attended and 
highly recommended coding and reimburse-
ment educational conferences annually, with 
an offering each January.

DR. GRANOVSKY is president of 
LogixHealth, an ED coding and billing 
company, and currently serves as the course 
director of ACEP’s coding and reimburse-
ment courses as well as the Chairman of 
ACEP’s National Reimbursement Committee. 
MR. MCKENZIE is reimbursement 
director for ACEP.

CENTERS FOR 
MEDICARE 
& MEDICAID 
SERVICES 
RELEASES FEE 
SCHEDULE 
FOR 2016
BY MICHAEL A. 
GRANOVSKY, MD, 
FACEP, AND DAVID 
MCKENZIE, CAE

On Oct. 1, 2016
(one year after imple-
mentation of ICD-10), 
regular updates to 
ICD-10 will begin. 
The ICD Coordination 
and Maintenance 
Committee will con-
tinue to meet twice a 
year during this 
partial freeze.
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Fortunately for Mr. Streb, emergency physician Sujal 
Mandavia, MD, FACEP, group vice president at Team-
Health Emergency Medicine’s West Group in Glendale, 
California, and a faculty member at the University of 
Southern California in Los Angeles, was also attend-

ing the game. Dr. Mandavia no-
ticed Mr. Streb’s cardiac distress 
and leapt into action, providing 
immediate medical attention and 
ensuring that Mr. Streb made it to 
the emergency department to re-
ceive lifesaving care.

Dr. Mandavia and Mr. Streb re-
cently sat down with ACEP Now 

Medical Editor-in-Chief Kevin Klauer, DO, EJD, FACEP, 
to talk about the events of the game and how the expe-
rience has affected their lives.

KK: Where were you sitting, Bill?
BS: I was sitting in the lower section, about 15 rows up 
from the ice. My son and his wife have season tickets. 
His wife was a bit under the weather, and they gave me 
a call and asked if I’d like to go instead. 

KK: Sujal, where were you sitting in relation 
to Bill?
SM: I was behind Bill and over a few seats.

KK: Distance-wise? 
SM: Probably six or seven feet.

KK: Getting right to the point, Bill, you suf-
fered a cardiopulmonary arrest. You said you 
would be regarded as the healthiest sibling 
in your family. How did you feel prior to this 
event? Did you have any suspicion?
BS: We had gone to Ventura, which is about 50 miles 
north of us, had a seafood lunch in which I ate things 
I usually don’t eat—New England–style clam chowder 
and fish and chips—and then had a normal dinner be-
fore going to the game. During the day, I did not feel 
anything. Somewhere in the beginning of the first pe-
riod, I started getting what I thought was indigestion, 
though the indigestion was rather different than before 
because it was a lot stronger. In the break between the 
second and third period, I believe, I even went to the 
first-aid station and got some Tums for my stomach.

KK: Did you tell them that you had some in-
digestion and you needed Tums? 
BS: Yes, I told them that I needed Tums before I signed 
something that said I received the Tums. 

KK: So you’re receiving Tums, and in no way 
did you or anyone else feel like you had a 
heart condition that day?
BS: No way at all. I did speak with my oldest son, Mi-
chael, who was there with me, and I told him it was re-
ally stronger than I’ve ever experienced and a little bit 
higher. It was above the breast plate on the top part of 
the plate, and it went from one side all the way to the 
other. My normal heartburn would be mostly on the 
right side only. About nine years ago, I’d actually had 
enough of it that I went in and had a stress test. The 
stress test showed nothing at all. 

KK: Bill, it’s human nature to explain away 
important symptoms because we don’t want 
anything bad to be happening. What led you 
to the point of saying, “Despite the fact that 
this is entirely different than anything I’ve 
experienced before, I’m going to decide that 
this is indigestion”? 
BS: I actually never entertained that it was a heart 
issue at all. I’m sure if I had been home with my wife 
and told her what I had, she would have mentioned 

it. Every time I got indigestion, she said, “Are you sure 
it’s not your heart?” and I’d say, “Yeah, it’s the same 
as I always have. I’ll go take some medicine, and it’ll 
be done.” 

KK: Did you just wake up at the hospital, or 
did your condition get worse and did you 
have other symptoms? 
BS: I was watching the game. I was feeling my chest, 
and it was hurting. I was thinking that I was ready to go 
home, but let’s see how much time is left in the game. 
I looked up to the scoreboard, and I think it was 5:41. 
Almost immediately after noticing that, I began getting 
really lightheaded and dizzy. The next thing I knew, I 
woke up in the emergency room, and somebody was 
jamming something down my throat. 

KK: Tell me, Sujal, how you were aware of 
this? Did you have to move the hot dog and 
popcorn vendors out of the way? How did 
this play out?

SM: I was at the game with my wife, Kelly. I looked over, 
and Bill just didn’t look right. At the time, he wasn’t un-
conscious, but I noticed that Bill’s son was speaking 
with him, and he wasn’t really responding. I don’t know 
if Michael noticed right away because he was still watch-
ing the game. Then, about three to four seconds later, 
I looked back to Bill, and I saw him take an unusual 
agonal breath, and that’s when I knew what was going 
on there. I jumped over the seats, and Michael and I got 
Bill down into the row, which was not easy. I probably 
have never given somebody bystander CPR, or CPR in a 
clinical setting, as quickly. We were in the right place at 
the right time, and there was recognition pre-arrest. You 
probably had CPR started within literally five to seven 
seconds of having your cardiac arrest. 

KK: Did you do one rescue of CPR? 
SM: I did one rescue of CPR. I’ll be honest; I probably 
went past 30 cycles before mouth-to-mouth was initi-
ated because I knew that was not what was going to 
save Bill’s life at the time. There was a lot of attention, 

Bill Streb

A SAVE ABOVE THE ICE | CONTINUED FROM PAGE 1
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and there were other bystanders who were willing to 
help. What I needed to do was get them organized and 
into roles rather than let chaos occur. There was an-
other bystander who was kind enough to help and did 
mouth-to-mouth while I continued the CPR. I called for 
the defibrillator right away, saw that it was v-fib, and 
shocked Bill. He actually got an immediate pulse back 
but did not regain consciousness. 

KK: Let me ask you a personal question, 
Sujal. It sounds like you would prefer to do 
compressions over ventilations, and there 
was some reluctance to do mouth-to-mouth. 
Have you noticed this kind of hesitancy to 
commit in other relationships in your life?
SM: Now that Bill and I have gotten to know each other, 
I would do the mouth-to-mouth first and then start the 
compressions. 

KK: Wow, that’s just weird. Bill, you couldn’t 
have had CPR done by a nicer guy. 

BS: You are correct with that.

KK: How much care was delivered right there 
by the seats? 
SM: We were working in between the seats and in be-
tween the rows where the popcorn falls. 

KK: Was there an intubation attempt there, 
IV started, or medications? What else tran-
spired right there at the facility?
SM: Bill was not intubated because he was actually 
breathing spontaneously; he had supplemental oxy-
gen. An IV was started, but he didn’t actually require 
any medications because he did have a pulse at that 
time. I know that there is a paramedic unit within the 
stadium at every game, but that’s actually for the play-
ers. We had to wait for the emergency medical services 
[EMS] system to bring a paramedic unit that would 
transport and take care of Bill.

KK: Did the players stop?

SM: Play didn’t stop. Part of it was there wasn’t aware-
ness, and unless there is an event on the ice, they won’t 
stop play. 

KK: Sujal, did you go to the hospital with Bill?
SM: No, I didn’t. As you’ve been in these situations 
before, there were a lot of folks who got involved; there 
was a cardiologist and everyone else coming out of the 
woodwork. I knew that by that time, my work was done, 
and I felt comfortable with how Bill was going to be 
handed off to the EMS system. 

KK: Sujal, how has this changed your life, if 
it did in any way?
SM: It has given me a whole different level of apprecia-
tion for the simple things we can do in cardiac arrest. 
The other piece of it is it truly humanized that experi-
ence in a way that I do not think I’ve had the opportu-
nity to see before. Sometimes I’ve been able to follow 
up with patients, but I’ve never shared the connection 
with a patient in the way I have with Bill. 

KK: Bill, what are a couple of ways that this 
has changed your outlook on things? 
BS: There are a couple of things. One, my other sons are 
going to get some tests done with a little more urgency 
than they were before to make sure that they do not have 
similar problems. Prior to my event, the only person in 
the family who has had anything was my grandfather 
who, at 65, passed away from a heart attack. There is 
no other person with heart disease on either side of my 
family. I now look at every day as a gift because I had 
the v-fib once at the Staples Center and twice more in 
the emergency room, so I had it three times in total. My 
middle son says, “That makes you a zombie because you 
died three times.” My youngest son is actually a radiolo-
gist, and he says, “No, you didn’t die because death is 
brain death, and you didn’t come anywhere near that.” 
Now we look at every day with a little more appreciation. 

KK: Some people talk about seeing lights, 
some say it’s physiologic, and some say it’s 
more spiritual. Did you have any of that ex-
perience?
BS: No. My sister asked if I had seen the light, and no, 
I did not see anything.

KK: Did you just have one stent, or did you 
have multiple stents? 
BS: There were three places that were blocked. The 
stent was actually in the back side of the heart, and it 
was 100 percent occluded. I had one at 70 percent and 
another at 30 percent. We’ll see my cardiologist a week 
from Tuesday, and we are supposed to be scheduling a 
nuclear stress test to see if we need to do anything else 
with those other arteries. 

KK: Did they stent the 70 percent lesion or not? 
BS: No, just the 100 percent. Then they put me on high 
dosages of Lipitor, 80 mg, to see if we could drive it 
down and have the actual plaque dissolve. 

KK: Sujal, when did you follow up with Bill?
SM: I had known where Bill was going to be trans-
ported because of the STEMI [ST elevation myocardial 
infarction] network that we have here in Los Angeles. 
I provided my contact number to one of the hospital 
administrators, who was able to pass it on to probably 
the nurse manager in the ICU, who then got it to Bill. 
Bill called me two or three days later. 

KK: We [emergency medicine] are the safety 
net of the health care system. Sujal was your 
personal safety net. 
BS: I need to know where he sits from now on when I 
go to the games.

Bill just didn’t look 
right. At the time, he 
wasn’t unconscious, 

but I noticed that 
Bill’s son was speak-
ing with him, and he 

wasn’t really respond-
ing. ... Then, about 

three to four seconds 
later, I looked back 

to Bill, and I saw him 
take an unusual ago-
nal breath, and that’s 

when I knew what was 
going on there.

—Sujal Mandavia, MD, FACEP

www.ACEPNOW.COM
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DR. SORRENTINO is professor of 
pediatrics in the division of emergency 
medicine at the University of Alabama 
at Birmingham.KIDS’ KORNER 

Q&A 
ABOUT OUR 

LITTLEST 
PATIENTS

Launched in September 2015, Pediatric 
Emergency Playbook is a monthly podcast ad-
dressing some of the current controversies in 
PEM, including use of intranasal medications, 
the undifferentiated sick child, and status epi-
lepticus. When compared with some other edu-
cational tools, the podcast has the advantage 
of being available on the go. “The beauty of a 
podcast is that I can be with you in the car or 
at the gym or out for a run,” said Dr. Horeczko. 

Even though it is relatively new to the 
scene, Pediatric Emergency Playbook has 
enjoyed numerous successes already. There 
are listeners in more than 60 countries, 
and it was named to the Top 10 Podcasts 
for medicine in iTunes’ “New and Note-
worthy” section. Dr. Horeczko’s goal with 
this endeavor is to help provide physicians 
caring for sick children with not only the 
evidence and practice styles but also some 
experience. “My goal is to demystify pediat-
ric care and add value to our specialty,” he 
said. “I try to serve the audience by not just 
talking about the absolutes in medicine, the 
‘yesses’ and the ‘nos,’ including the ‘may-
bes’ and also the ‘whys.’ It’s about getting 
at the subtleties and the nuances of what we 
do. Using the three levels of knowledge—
the theoretical, the technical, and the prac-
tical—we are able to use our experiences to 
help teach others.”

Dr. Horeczko gets the inspiration for his 
podcasts from the problems those physicians 
caring for sick and injured children face and 
struggle with every day. He uses his format 
of presenting a vignette, discussing the evi-
dence behind the problem, putting his own 
experience to use with some treatment op-
tions, and fleshing out some of the controver-
sies involved to help listeners work their way 
through a common clinical problem. 

We have all been there: evaluating the child 
that presents to our department and is sick—
really sick. It may be the 7-day-old with breath-
ing problems or the 5-year-old with vomiting 
and fever, with every patient bringing their 
own broad differential and varying approach. 
In that instant when we start our resuscita-
tion or evaluation, we often remember the 
words or advice given to us by a mentor or 
colleague, helping us learn and treat based 
on their experiences—sometimes successes 
and sometimes not. That is Dr. Horeczko’s 
goal with the Playbook: to give pearls and ad-
vice on some common (and not so common) 
pediatric presentations that he has gleaned 
along the way in an effort to help others.

He starts with Adam, the 7-day-old with 
breathing problems. The differential diagno-
sis for such a complaint in this age group is 
vast, and the first question we often ask our-
selves is, is the patient sick? We spend our 
time teaching students, residents, and fellows 
the difference between sick and not sick. The 
Playbook provides some rapid-assessment 
tools, using both visual graphics (see Figures 
1 and 2) and verbal mnemonics to help easily 
distinguish between sick and not sick. For ex-
ample, using the mnemonic “TICLS” can help 
you quickly assess a pediatric patient with un-
differentiated illness in a matter of seconds 
and can give you valuable information:

T = Tone
I = Interactiveness
C = Consolability

L = Look/gaze
S = Speech/cry

The Playbook also refers to the Pediatric 
Assessment Triangle (PAT), a global assess-
ment tool that takes into account what is 
done in the first 20–30 seconds that you are 
in a patient’s room (see Figure 1). It helps to 
distinguish the difference between potential 
respiratory, cardiovascular, and metabolic 
etiologies of disease. 

The Playbook then discusses a differen-
tial diagnosis for the sick infant: “THE MIS-
FITS.”

T = Trauma 
H = Heart disease or Hypovolemia 

E = Endocrine emergencies 
M = Metabolic

I = Inborn errors of metabolism 
S = Seizures 

F = Formula problems 
I = Intestinal disasters 

T = Toxins 
S = Sepsis 

Sepsis is deliberately saved for last as 
it’s common practice to treat the sick in-
fant with antibiotics, but this encourages 
you not to forget other key categories of 
potential pathology.

The Playbook takes special time to re-
view a specific subset of patients who will 
present in this age group, and those are the 
ones whose ductus arteriosus is closing. 
These patients will often present in car-
diopulmonary failure, pending arrest. As 
the ductus closes, patients with cardiac le-
sions, dependent upon that route for sup-
plemental blood flow, will decompensate. 
Examples of these lesions include critical 
coarctation of the aorta, truncus arteriosus, 
transposition of the great arteries, tricuspid 
atresia, tetralogy of Fallot, and total anoma-
lous pulmonary venous return. To help with 
the diagnosis, the hyperoxia test can be per-
formed. Place the child on a non-rebreather 
mask and, after several minutes, perform an 
arterial blood gas (ABG) test. Ideally, you 
obtain a preductal ABG in the right upper 
extremity and compare that with one on the 
lower extremity, but this may not be prac-

tical. In a normal circulatory system, the 
pO2 should be high, in the hundreds, and 
certainly over 250 torr. This effectively ex-
cludes congenital heart disease as an etiolo-
gy. If the pO2 on supplemental oxygen is less 
than 100, then this is extremely predictive 
of hemodynamically significant congenital 
heart disease. 

If you are giving this child 100 percent 
FiO2 and he doesn’t improve 100 percent—
that is, his pO2 on ABG is not at least 100 
torr—then he has congenital heart disease 
until proven otherwise. The lifesaving in-
tervention necessary is the initiation of 
prostaglandins to help keep the ductus 
open, preserving that flow of blood. The 
most common side effects of prostaglan-
dins include apnea and hypotension, so 
you should be prepared to address both of 
those conditions. See Figure 2 for a neona-
tal shock algorithm that incorporates these 
assessment tools. 

“We all learned from someone who 
learned from someone else. We have expe-
rience spanning decades and thousands of 
patients,” said Dr. Horeczko. “This provides 
a platform for building a community togeth-
er and sharing collective knowledge. I am 
able to provide the audience with not only 
the pearls and the rapid-fire information 
that we all crave but also with the thought 
process behind it. It helps to get at some of 
the intangibles of the practice of medicine.” 

I congratulate Tim on his new endeavor 
and thank him for making it available to the 
masses. I have listened to his podcasts in 
the car or in the office and have taken away 
some very useful nuggets of information 
that I have already utilized. I look forward to 
his next installment. Give it a listen—I think 
you will enjoy it, too.

Turn to page 4 to read about the ACEP 
Toxicology Section’s Antidote App, another 
tech tool that can help you stay up to date 
on critical patient care issues.

Figure 1. Pediatric Assessment Triangle

Figure 2. 
Neonatal Shock 
Algorithm

CONTINUED FROM PAGE  1
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THE END OF THE 
RAINBOW

PROTECT YOUR 
POT OF GOLD FROM 

BAD ADVICE

by JAMES M. DAHLE, MD, FACEP

Should I Buy Insurance 
From My Professional Society?
The pros and cons of purchasing association and other group policies

DR. DAHLE is the author of The White Coat Investor: A Doctor’s 
Guide to Personal Finance and Investing and blogs at http://white 
coatinvestor.com. He is not a licensed financial adviser, accountant, 
or attorney and recommends you consult with your own advisers 
prior to acting on any information you read here. 

Q. Every month, I get mail from the American 
Medical Association, ACEP, and other organi-
zations trying to get me to buy life or disability 
insurance through them. Why do I get these, 
and are these the best policies for me? 
A. Professional associations, such as ACEP, 
offer benefits such as insurance policies to 
their members for various reasons. First, they 
understand that these are important financial 
products for their members to purchase. When 
physicians become disabled without disability 
insurance, especially early in their careers, a 
financial catastrophe often occurs. Life insur-
ance is similar. If you die prior to reaching fi-
nancial independence, those who depend on 
you financially will very much appreciate your 
making up the difference between your portfo-
lio size and what it would take to be financially 
independent with a solid life insurance policy 
or two. Your association wants to make it easy 
for you to do the right thing. 

Second, some doctors have a difficult time 
obtaining disability or life insurance on the 
open market due to health problems or dan-
gerous habits. Association policies often ask 
fewer health questions; do not generally re-
quire a physical; and rarely ask about dan-
gerous hobbies, such as rock climbing, scuba 
diving, flying, or skydiving. For these doctors, 
the association policy may be their only oppor-
tunity to get the coverage they need or want at 
a reasonable price. People in these situations 
see these offerings as important benefits of the 
association and are more likely to join if these 
benefits are offered.

However, what cynics would point out is 
that the insurance agent or company selling 
these policies is generally sharing revenue 
with the association. Unfortunately, that con-
flict of interest ensures the association may 
not give you unbiased advice on these topics. 
While it is possible an association group policy 
is your best option, you need to shop carefully 
prior to actually purchasing it. You will often 
find an association policy is neither the best 
nor the least expensive option.

Association group disability insurance 
policies generally have three significant 
flaws. The first is that their definition of dis-
ability is usually weaker than that available 
through a good individual policy. This means 
it is less likely to pay you in the event that you 
actually become disabled. The second flaw 
is that the payout is also often decreased by 
factors you might not expect, such as Social 
Security disability payments. The third flaw 
is that the policy can be changed by the asso-
ciation at any time and usually can’t be taken 
with you if you decide to leave the associa-
tion. Emergency physicians should also be 
aware of other limitations, such as a require-
ment in the ACEP-sponsored disability in-

surance plan that you be working at least 30 
hours per week. Consider that 15 eight-hour 
shifts per month, generally considered full-
time among emergency physicians, when di-
vided over 31 days is only 28 hours per week. 
If you are working any less than that, you may 
not qualify at all for such a policy. In return 
for accepting these weaknesses, association 
disability policies are generally less expen-
sive, sometimes much less expensive, than a 
good individual disability policy.

On the other hand, association life insur-
ance policies are often more expensive than 
a comparable term life policy for a healthy, 
nonadventurous physician. For example, I 
recently received in the mail a pitch for term 
life insurance from The Hartford insurance 
company as part of the ACEP insurance pro-
gram. It offered me, as a healthy, nonsmoking 
40-year-old, a $500,000, five-year level term 
life insurance policy for $57.60 per month, or 
$691.20 per year. Just for fun, I went to one 

of the sites on the Internet that will provide 
you an instant quote for term life insurance 
and discovered that similar policies could 
be purchased on the open market at prices 
ranging from $243 to $920 per year. A healthy 
woman would have even better rates. Obvi-
ously, paying more than twice as much for a 
policy isn’t a very sound financial decision 
for most people. 

However, there are a few exceptions. If you 
do not want to do a paramedic physical ex-
amination (usually just vitals, routine blood 
work, drug screens, and a urinalysis) for con-
venience purposes or because you are afraid 
it will reveal a medical condition, you may be 
interested in this policy because it does not re-
quire the examination. Also, if you engage in 
dangerous hobbies, you may also find this pol-
icy useful since it asks no nonmedical ques-
tions on the application. 

A bigger problem for many physicians is 
that association and other group life insurance 
policies simply don’t offer large enough benefit 
amounts. Typical young physicians with a fam-
ily depending on them should be purchasing a 
life insurance policy with a benefit of $1 to $5 
million, far more than the $500,000 maximum 
offered on the ACEP-sponsored policy. It would 
be a hassle, if it is even possible, to piece to-
gether multiple group policies from various as-
sociations and employers to provide the needed 
coverage. Group policies can also be cancelled 
or changed at any time by the association or em-
ployer. For these reasons, group life insurance 
policies are generally, at best, only a supple-
ment to your main life insurance policy. 

Despite their flaws, there are situations 
where both group disability and group life 
insurance plans are appropriate. But prior to 
purchasing one, be sure to do your homework 
and shop around rather than blindly assum-
ing that your association or employer has done 
that for you.

Association 
policies often ask 
fewer health 
questions; do not 
generally require a 
physical; and rarely 
ask about danger-
ous hobbies, such 
as rock climbing, 
scuba diving, flying, 
or skydiving.
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ACEP WEIGHS 
IN ON ITS 
INSURANCE 
PRODUCTS
by MICHELE BYERS, CAE, CMP

ACEP has been providing 
unbiased quality insur-
ance advice for more than 

27 years. Just as we look out for 
your clinical and practice needs 
in the emergency department, we 
look out for your insurance needs 
through our qualified administra-
tor, HBI. The value that ACEP has 
brought through its policies all 
these years has been realized by 
more than 5,000 members. 
 Dr. Dahle points out a very 
important part of looking at 
options for your insurance cover-
age: research is absolutely critical 
because while on the surface a 
quote for the “same” coverage 
online may reveal significant dif-
ferences in price, it also may not 
reveal the significant difference in 
policies, qualification, and length 
of policies. 
 As we all know, it’s very easy 
to shop on price, but many times 
you get what you pay for. The 
great thing about ACEP’s admin-
istrator is they are your advocate 
who can provide you so much 
more than a quote. They are here 
to help you compare policies 
(there have been many times over 
the years when they have recom-
mended going with a different 
carrier or policy because that is 
what is better for the member), 
quote fully underwritten individual 
policies (at a discount for mem-
bers), and walk insureds step-by-
step through any of the processes 
versus letting the members fend 
for themselves at a carrier or 
online shop. 
 As with anything, there will 
always be advantages and disad-
vantages. It is vital to remember 
that research is always important. 
We are here to help and we con-
tinue to advocate for your needs 
in the insurance marketplace. 

MICHELE BYERS is ACEP's 
senior director for membership and 
management services.

www.ACEPNOW.COM
shutterstock.com
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There is a bit of an axiom that circu-
lates in medical school: “Half of what 
you’re learning is wrong, but we don’t 

yet know which half.” This has borne out ob-
servationally simply by examining the fre-
quency of reversed medical practices in the 
major medical journals.1 There is also an entire 
school of academic inquiry into the likelihood 
of research arriving at erroneous conclusions, 
and it can be statistically demonstrated that 
most published findings are false.2

The treatment of diverticulitis seems 
poised to be the next domino to fall in re-
versal of dogmatic medical practice. Some 
patients with diverticulitis progress to per-
foration, abscess, sepsis, and death, and the 
advent of antibiotic therapy substantially 
reduced morbidity and mortality associat-
ed with diverticulitis. The classic teaching, 
then, has required hospitalization and intra-
venous antibiotic therapy while monitoring 
for deterioration. However, with better un-
derstanding of the disease process, it was 
proposed that diverticulitis is primarily an 
inflammatory rather than an infectious state, 
and only those with a complicated disease 
course may benefit from antibiotic therapy.3

Given the increasing challenges of an-
timicrobial resistance paired with the rise 
of disabling Clostridium difficile infection, 
such a hypothesis did not go unnoticed. The 
first bits of evidence testing the disutility of 
antibiotics in acute, uncomplicated diver-
ticulitis have been trickling out over the past 
three years. The first, the AVOD randomized 
trial, was an open, multicenter study in Swe-
den published in 2012.4 In this study, 669 
patients with a CT-confirmed diagnosis of 
acute, uncomplicated diverticulitis were 
hospitalized and randomized to either in-
travenous fluids only or intravenous fluids 
and intravenous antibiotics in combination 
with fluids. Patients were evaluated daily 

while hospitalized, then followed for up to 
six months following enrollment.

The quick results summary: no difference. 
Patients in each group had nearly identical 
hospital courses, with similar rates of reso-
lution of pain and fever, and median in-hos-

pital length of stay of fewer than three days. 
The number of patients progressing to com-
plicated disease was in the single digits in 
both cohorts. Ten patients randomized to no 
antibiotics were started on antibiotics due to 
suspicion of clinical worsening, while three 
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DR. RADECKI is assistant professor of emergency 
medicine at The University of Texas Medical School 
at Houston. He blogs at Emergency Medicine 
Literature of Note (emlitofnote.com) and can be 
found on Twitter @emlitofnote.

PEARLS FROM THE 
MEDICAL LITERATURE

EM LITERATURE 
OF NOTE

Antibiotics & Admission 
May Be Out The Door
New treatment trends for uncomplicated diverticulitis

by RYAN PATRICK RADECKI, MD, MS

A new continuing medical 
education feature of ACEP Now 

LOG ON TO 
http://www.acep.org/

ACEPeCME/ 
TO COMPLETE THE 

ACTIVITY AND EARN 
FREE AMA PRA 

CATEGORY 1 CREDIT. 

patients on antibiotics terminated therapy 
due to allergic side effects. Recurrent episodes 
of diverticulitis during follow-up were like-
wise identical at six months.

The second, the DIABOLO randomized 
trial, was performed in a multicenter Dutch 

shutterstock.com


population, and the results were presented 
in 2014.5 Similar to AVOD, this trial hospi-
talized most uncomplicated cases of diver-
ticulitis and randomized them to either 
intravenous fluids or intravenous antibi-
otics. This trial enrolled 528 patients, and 
again, outcomes were not different between 
cohorts. Patients in the no-antibiotics arm 
were treated more frequently as outpatients, 
had fewer in-hospital days, and ultimately 
had a crossover rate to antibiotics of 5 per-
cent. Most important, similar to AVOD, no 
patients in the no-antibiotics arm suffered 
serious complications, either short-term 
due to progression of disease or in their six-
month long-term follow-up window.

The final bit of evidence comes from the 
same group conducting the AVOD clinical 
trial.6 Based on their findings, these authors 
initiated practice change at two of the hos-
pitals involved in the prior research and be-
gan treating qualifying diverticulitis patients 
without antibiotics as outpatients. To qualify, 
patients needed to have clinical symptoms 
and a CT-confirmed diagnosis of uncom-
plicated diverticulitis. Patients were then 
excluded based on being immunocompro-
mised, pregnant, experiencing severe pain 
or vomiting, or at risk of poor compliance. 
These authors tracked 155 patients treated in 
accordance with this strategy, and there were 
a mere four treatment failures requiring hos-
pitalization and antibiotic therapy. This fail-
ure rate, 2.6 percent, was no different than 

the expected rate of failure with antibiotics of 
approximately 2 percent. Of the failures, one 
had progression of a small abscess missed by 
the radiologist at initial presentation. Contra-
riwise, there were two patients whose initial 
CTs showed a missed perforation. Neither of 
these patients developed complications sec-
ondary to observation without antibiotics.

These data, taken cumulatively, are quite 
fascinating. However, these data are also 
quite weak—the GRADE classification of the 
quality of this evidence is “low.” The AVOD 

CONTINUED on page 20
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ü WHICH signs and symptoms should raise a  

diagnostic suspicion of lupus?

ü WHAT physical findings differentiate peripheral  

from central vertigo?

ü HOW should thrombolytic therapy be implemented 

in patients with acute ischemic stroke?

ü WHEN should a specific ultrasound-guided  

central line be placed?

ü WHAT should be done when the alarms are  

signaling on an LVAD?

Critical in emergency medicine

Imaging In Pediatric 
Abdominal Pain

Procedural Sedation 
and Analgesia

Abdominal pain is a common complaint in pediatric patients, 
but children are vulnerable to a variety of serious conditions 
that can present as this seemingly benign complaint. In such 
cases, emergency physicians must possess a keen diagnostic 
acumen to prevent major complications and death. Abdominal 
pain is a common complaint in pediatric patients, but children 
are vulnerable to a variety of serious conditions that can present 
as this seemingly benign complaint. 

Procedural sedation frequently is used in the emergency 
department for the management of pain and anxiety – a 
protocol that enables patients to tolerate uncomfortable 
or unpleasant procedures. Emergency physicians must 
possess a thorough understanding of how to administer 
these medications, monitor patients, and manage any 
complications that might arise. 

THE OFFICIAL CME PUBLICATION OF THE AMERICAN COLLEGE OF EMERGENCY PHYSICIANS

Volume 29 Number 8   Sample 2015

Critical in emergency medicine

Management 
of Patients with  
Low-Risk Chest Pain

Admission Decisions  
in Adult Asthma

Abdominal pain is a common complaint in pediatric patients, 
but children are vulnerable to a variety of serious conditions 
that can present as this seemingly benign complaint. In such 
cases, emergency physicians must possess a keen diagnostic 
acumen to prevent major complications and death.

Abdominal pain is a common complaint in pediatric 
patients, but children are vulnerable to a variety of 
serious conditions that can present as this seemingly 
benign complaint. In such cases, emergency physicians 
must possess a keen diagnostic acumen to prevent 
major complications and death, as well as a thorough 
understanding of the appropriate and efficient diagnostic. 

THE OFFICIAL CME PUBLICATION OF THE AMERICAN COLLEGE OF EMERGENCY PHYSICIANS

Volume 29 Number 8   August 2015

Critical in emergency medicine

Acute Headache  
and Subarachnoid 
Hemorrhage

Mass Casualty Events 
Toxic Exposures

Among patients presenting to the emergency department with 
acute headache, subarachnoid hemorrhage represents a rare but 
potentially devastating diagnosis. Emergency physicians must 
be adept at utilizing diagnostic testing in the most judicious way 
possible to differentiate patients who require further workup 
from those whose headaches have more benign etiologies.

Disaster planning for a mass casualty or terrorist event 
historically has centered on military preparedness and the 
treatment of adults. These disasters – whether accidental 
or intentional –  affect all patient populations, including 
children and the elderly. First responders must understand 
the inherent physical and psychological differences in each 
group, and know how to assess risk, recognize the signs of 
a biologic or chemical attack, and manage those who have 
been exposed to a wide variety of toxic agents. 

THE OFFICIAL CME PUBLICATION OF THE AMERICAN COLLEGE OF EMERGENCY PHYSICIANS

160201

160201_CDEM.indd   1 12/8/15   10:30 AM

The American 
Gastroentero-
logical Associa-
tion published 
new guidance in 
December 2015, 
indicating a 
“selective” 
antibiotic strat-
egy for acute, 
uncomplicated 
diverticulitis 
is reasonable.
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The Florida College of Emergency 
Physicians and the Florida Emergency 

Medicine Foundation present

the emergency medicine

August 21-25, 2016
Rosen Plaza Hotel

Orlando, FL

An extensive and unique review experience 
for emergency physicians preparing for 

recertification, residents preparing for qualifying 
exams, physicians looking for an excellent 

source of Continuing Medical Education (CME) 
or a medical professional desiring an in-depth 

review of emergency medicine.

Coastal San Diego emergency 
department seeking qualified, board-
certified/eligible emergency medicine 

physician to join our independent, 
democratic group.  Location is by the 

beach in Northern San Diego with year 
round outdoor life and outstanding 

schools.  
Tri-City Medical Center Emergency 

Department is a dynamic, high-acuity 
department with an excellent specialty 

call-panel, PGY3&4 Emergency 
Medicine Residents, and advanced 
practice PA's. Practice is designed 

with quality of life in mind, including 8 
hour shifts with overlap and extensive 

provider coverage. Salary potential 
reaches top 3% nationally.  "A"- Rated 

malpractice insurance with tail coverage 
provided.

Forward CV to Teresa Riesgo 
email: triesgo@tcemg.net                       

Phone: 760-439-1963

Ohio - Canton
Unique opportunity to join an independent, 
top-quality, democratic, well-established 
and physician-owned group with an 
opening for an ABEM or AOBEM BC/BE 
physician.  
Stark County Emergency Physicians 
staffs a 65,000+ volume ED and a 
35,000+ volume Urgent Care.  The ED 
is nationally recognized as the first-ever 
accredited chest pain center in the US, is 
a multi-year recipient of the HealthGrades 
Emergency Medicine Excellence award, 
and is also a level II Trauma Center and 
Stroke Center.  
Equitable and flexible scheduling.  
Excellent provider staffing levels. Newly 
renovated ED. Great work-lifestyle 
balance. Clearly defined equal-equity 
partnership track (including equity 
interest in an independent billing 
company).  Student loan reduction 
program. Generous benefits include 
100% employer-funded retirement plan, 
BE/CME account, PLI insurance with 
corporate tail, and HSA-based health 
insurance.   

Contact Frank Kaeberlein, MD at 
(330)-489-1365 or 

frank.kaeberlein@cantonmercy.org   

Tired of the rain and cold?  

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

outside of work. 

Openings for full-time Emergency 
Physician with established independent, 
democratic group. We contract with four 
Banner hospitals in the Phoenix-metro 

valley. University Medical Center Phoenix 
- state-of-the art ED opening early 

2017. Estrella, Ironwood, and Goldfield 
Medical Centers.

We offer an extremely competitive 
comprehensive benefits package 

including • a partnership opportunity 
with a defined partnership track • paid 
claims-made malpractice insurance/
tail coverage included • group health 

insurance • disability insurance • CME 
allowance • paid licensing fees and dues 

• 401(k) plan. 

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

eligible. 

Contact Monica Holt Emergency 
Professional Services, P.C.  Email CV to 

monica.holt@bannerhealth.com 
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trial suffers from substantial risk of bias, 
while the DIABOLO trial has been present-
ed only in oral abstract form. The observa-
tional evidence is important but also suffers 
from bias and lack of a control cohort. All this 
said, however, these data have not gone un-
noticed, and many guidelines have changed.

The American Gastroenterological As-
sociation (AGA) published new guidance in 
December 2015, indicating a “selective” an-
tibiotic strategy for acute, uncomplicated di-
verticulitis is reasonable.7 While this might 
seem premature to many, given the strength 
of the evidence, the AGA is actually rather 
late to the party: the Danish Surgical Society, 
a Dutch guidelines working group, an Italian 
consensus conference, and a German society 

of gastroenterology have all gone on record 
endorsing similar limitations in the use of an-
tibiotics.7–11 More evidence is certainly needed 
to strengthen these recommendations, and 
our lessons regarding medical practice re-
versal must yet be heeded with any practice 
change. However, given the benefits associat-
ed with avoidance of unnecessary antibiotic 
use, the growing evidence makes a selective 
antibiotic strategy appealing.

With these guidelines in place, appropri-
ate patients with uncomplicated diverticuli-
tis may be considered for an observation-only 
strategy. The limitations of the evidence 
should be discussed with patients, and ap-
propriate follow-up should be available or 
arranged. An initial liquid diet seems to be 
the most appropriate starting point, with pro-
gression as tolerated. Patients should expect 
to have continued, slow resolution of their 
symptoms over, in general, a week’s dura-
tion. Treatment failures appear to be infre-

quent but will occur, and patients should 
be in a position to seek medical care should 
their clinical status worsen.

Expect further evidence regarding selective 
antibiotic treatment strategies for diverticuli-
tis to continue trickling out over the next few 
months and years. Stay tuned to your favorite 
early knowledge translation resource to keep 
up to date with the latest developments. 
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ARKANSAS OPPORTUNITIES
Sparks Medical Center (Van Buren)

CENTRAL FLORIDA 
OPPORTUNITIES
Clearwater ER - Dept. of Largo 
Medical Center (Clearwater)  
Citrus Memorial (Inverness)  
Largo Medical Center 
(Indian Rocks) 
Leesburg Regional Medical Center 
(Leesburg) 
Munroe Regional Medical Center 
(Ocala) 
Poinciana Medical Center 
(Orlando) 
Brandon Regional Emergency 
Center 
(Plant City) 
Bayfront Punta Gorda (Punta 
Gorda) 
Central Florida Regional Hospital 
(Sanford) 
Doctor’s Hospital of Sarasota 
(Sarasota) 
Bayfront Spring Hill & Brooksville, 
2 hospital system (Spring Hill) 
Oak Hill Hospital 
(Spring Hill) 
Northside Hospital 
(St. Petersburg) 
Medical Center of Trinity (Tampa 
Bay) Medical Director and Staff 
Citrus Park ER (Tampa Bay)
Brandon Regional Hospital 
(Tampa Bay)  
Tampa Community Hospital 
(Tampa Bay) 
The Villages Regional Hospital 
(The Villages) 
Florida Hospital, 
3-hospital system 
(Lake Placid, Sebring, Wauchula) 

NORTH FLORIDA OPPORTUNITIES
Lake City Medical Center 
(Lake City) 
Capital Regional Medical Center 
(Tallahassee) 

SOUTH FLORIDA OPPORTUNITIES
Englewood Community Hospital 
(Englewood) Broward Health, 
4-hospital system (Ft. Lauderdale) 
Adult and Pediatric  
Northwest Medical Center 
(Ft. Lauderdale) 
Fishermen’s Hospital (Marathon) 
Raulerson Hospital (Okeechobee) 
Fawcett Memorial Hospital (Port 
Charlotte) St. Lucie Medical Center 
FSED (Port St. Lucie) 
Palms West Hospital 
(West Palm Beach) 
West Palm Hospital 
(West Palm Beach)

GEORGIA OPPORTUNITIES
Doctor’s Hospital of Augusta 
(Augusta) 
Murray Medical Center 
(Chatsworth) 
Newton Medical Center Covington) 
Fairview Park (Dublin) 
Piedmont Fayette Hospital 
(Fayetteville) 
Coliseum Medical Center (Macon) 
South Georgia Medical Center 
(Valdosta) 
Smith Northview Urgent Care 
Center (Valdosta) 
Mayo Clinic at Waycross (Waycross) 

KANSAS OPPORTUNITIES
Menorah Medical Center 
(Overland Park) 
Overland Park FSED (Shawnee) 
Galichia Heart Hospital (Wichita)
Wesley Medical Center (Wichita)

KENTUCKY OPPORTUNITIES
Greenview Regional
(Bowling Green) 
Murray-Calloway County Hospital 
(Murray) 

LOUISIANA OPPORTUNITIES
CHRISTUS St. Francis Cabrini 
Hospital 
(Alexandria)
CHRISTUS St. Patrick Hospital 
(Lake Charles)
CHRISTUS Highland Medical 
Center (Shreveport) 

MISSOURI OPPORTUNITIES
Belton Hospital 
(Belton)  
Golden Valley Memorial Hospital 
(Clinton) 
Centerpoint Medical Center 
(Independence) 
Level 2 trauma center 

NEW HAMPSHIRE OPPORTUNITIES
Parkland Regional Hospital (Derry) 
Parkland Urgent Care Center 
(Salem) 

PENNSYLVANIA OPPORTUNITIES
Lancaster Regional Medical 
Center (Lancaster) 
Heart of Lancaster Regional 
Medical Center (Lancaster) 

SOUTH CAROLINA PPORTUNITIES
McLeod Health, 3 hospital system 
(Dillon, Loris, Seacoast) 

TEXAS OPPORTUNITIES
CHRISTUS Spohn Hospital - Alice 
(Alice) 
CHRISTUS Spohn Hospital -  
Beeville (Beeville) 
Associate Medical Director
CHRISTUS Hospital - St. Elizabeth 
Minor Care (Beaumont) 
Conroe Regional Medical Center 
(Conroe) 
CHRISTUS Spohn Hospital - 
Shoreline (Corpus Christi) 
CHRISTUS Spohn Hospital - South  
(Corpus Christi) 
East Houston Regional Medical 
Center (Houston) Medical Director 
West Houston Regional (Houston) 
CHRISTUS Jasper Memorial 
Hospital (Jasper) Medical Director 
and Staff
CHRISTUS Spohn Hospital - 
Kleberg (Kingsville) 
Pearland Medical Center 
(Pearland)
CHRISTUS Hospital - St. Mary (Port 
Arthur) 
CHRISTUS Santa Rosa Hospital - 
Westover Hills (San Antonio)
CHRISTUS Alon/Creekside FSED 
(San Antonio) 
CHRISTUS Santa Rosa - Alamo 
Heights 
(San Antonio) 
Metropolitan Hospital (San 
Antonio) 
Northeast Methodist 
(San Antonio) 
Methodist TexSan 
(San Antonio) 

TENNESSEE OPPORTUNITIES
Horizon Medical Center (Dickson)  
Erlanger Baroness (Chattanooga) 
Level 1 Trauma Center. Academic 
Department Chair
Erlanger North Hospital 
(Chattanooga) 
ParkRidge Medical Center 
(Chattanooga) 
Sequatchie Valley Emergency 
(Dunlap) 
Hendersonville Medical Center 
(Hendersonville) 
Physicians Regional Medical 
Center (Knoxville) 
Turkey Creek Medical Center 
(Knoxville) 
Southern Hills Medical Center 
(Nashville) 
Stonecrest Medical Center 
(Nashville) 
TriStar Ashland City (Nashville) 
University Medical Center 
(Nashville) 
Erlanger Bledsoe Hospital 
(Pikeville) 

VIRGINIA OPPORTUNITIES
Spotsylvania Regional Medical 
Center
(Frederickburg)
Henrico Doctors’ Hospital, 
5 campuses 
(Richmond)

P hy s i c i a n  a n d  Le a d e r s h i p 
o p p o r t u n i t i e s  a t  E m Ca r e !

SouthEastOpportunities@EmCare.com
727.437.3052 •  727.507.2526

FULL TIME, PART TIME AND PER DIEM
ASK ABOUT OUR TRAVEL OPPORTUNITIES! 

Quality people. Quality Care. Quality of LIFE.

EmCare leads the way in Making Healthcare Work Better™, especially for physicians. We provide the resources you need so you can focus 
on what’s truly important - patient care. Whether you are considering full-time, part-time or independent contractor opportunities with 
EmCare, you can rest assured you will be working for an industry-leader who delivers a vast array of benefits unmatched within the industry. 
Come join our team, contact us today!

TIME TO WALK THE WALK | CONTINUED FROM PAGE 7

Step 5: Select one or two additional reasons the 
treatment may be harmful. For example:

1. Antibiotic resistance is an issue. 
http://www.cdc.gov/drugresistance/

2. Altering one’s individual microbiome may 
be harmful.

3. Ursell LK, Metcalf JL, Parfrey LW, et al. 
Defining the human microbiome. 
Nutr Rev. 2012;70(Suppl 1):S38-S44.

Step 6: The safety zone: make a statement 
open to antibiotic use in the future but con-

firming you won’t be prescribing any today. 
For example: “Today it looks like you have a vi-
rus, which won’t respond to antibiotics. If you 
don’t get better, we can always use antibiotics 
at a later time, when it might be possible that 
you have a bacterial infection.”

Step 7: Confirm the patient is on board with 
the plan and document that in your medical 
record. If they’re still not on board, you may 
consider writing them a “wait-and-see pre-
scription” (not to be filled unless their symp-
toms don’t improve by a certain date).

With a little preparation, we can all help 
translate the recommendations from the 
Choosing Wisely campaign into practice im-
provements.
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Phone: 201-767-4170

EmCare Administrative Fellowship Program
Designed for high-performing emergency medicine 
graduating Residents and physicians in the early stages of 
their EM career. 

If your professional goals and aspirations include department 
leadership and beyond, we want to talk with you. 

Backed by local, regional and national support, our 
physician-led company has been supporting physicians build 
exceptional EM careers since 1972.

�e EmCare Administrative 
Fellowship has given me an 
excellent education and hands-on 
training in what it takes to 
become a pro�cient leader in 
emergency medicine.”

- SREEDAR V. RAJA, MD, FACEP

“

EmCare locations

CONTACT US TODAY
855.367.3650 
Recruiting@EmCare.com
EmCare.com

(888) 800-8237
edjobs@eddocs.com
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Contact Andria Daily to learn more:
844-4EM-DOCS • EmergencyMedicine@nshs.edu
nslijemphysicians.com

Don’t just join 
another ED.
Join a system 
of opportunity!
20 Hospitals in Long Island, Queens, Staten Island, 
Manha  an and Westchester County 
Academic, Administra  ve & Research Se   ngs
Whether you are just star� ng out as an Emergency Physician or have decades of experi-
ence, Northwell Health has the career opportunity you want today. We can also help you 
plan for tomorrow with  exible op� ons for scheduling or transferring to diff erent loca� ons 
as your goals and needs change. So, don’t just plan your next move. Plan your career.

North Shore-LIJ is now Northwell Health.
We are an equal opportunity/AA employer: F/M/Disability/Vet
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ED Medical Director Dr. Ryan Redman counts on TeamHealth to assist with his professional 

growth, offer access to informed and peer-driven discussion groups, and provide  

administrative support so he can enjoy a very rich and full life. He is devoted to the pediatric 

ED, but cherishes his alter-ego as a motorcycle enthusiast, fisherman, husband and father.

So THIS is what
happiness looks like!

855.615.0010  |  physicianjobs@teamhealth.com  |  www.teamhealth.com

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

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

Featured Opportunities:

Brandywine Hospital
Coatesville, PA 
29,000 volume

Creighton University  
Medical Center
Omaha, NE 
36,000 volume

Sagewest Health Care 
at Riverton 
Riverton, WY 
12,000 volume

Las Palmas Del Sol Healthcare  
Emergency Services 
El Paso, TX 
10,000 volume

University of Tennessee  
Medical Center
Knoxville, TN 
90,000 volume

Person County 
Memorial Hospital
Roxboro, NC 
22,000 volume

Joe DiMaggio 
Children’s Hospital
Hollywood, FL 
58,000 volume

Penn State Health St. Joseph
Reading, PA 
43,000 volume

Newberry County  
Memorial Hospital
Newberry, SC 
21,645 volume

Clark Regional  
Medical Center
Winchester, KY 
27,000 volume

Metroplex Adventist  
Hospital
Killeen, TX  
48,000 volume

North Vista Hospital 
Las Vegas, NV 
45,000 volume
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New lectures to help reduce risk to you and your patients!
HIGH RISK EMERGENCY MEDICINE

April 5 – 6, 2016
The Paris Hotel 

Las Vegas, NV

May 26 – 27, 2016
The Ritz-Carlton

New Orleans, LA

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

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

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

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

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

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

27th Annual


