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PEARLS FROM THE MEDICAL LITERATURE

“RADIATION THERAPY”
IN THE EMERGENGY DEPARTWVIENT

Growing use of CT scans is not supported by evidence-based medicine
by RYAN PATRICK RADECKI, MD, MS

an you remember the last time you worked a shift in
the emergency department and ordered zero com-
puted tomography (CT) scans? Can you even imag-
ine a time in history when the number of CT scans
to rule out pulmonary embolism ordered was compiled
in a monthly total rather than a daily report? There was,
indeed, a time when it was not so common to parade a CT
about town in such innovations as mobile stroke units.
CONTINVUED on page 14
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ACEP Takes
the Hill at the
Legislative
Advocacy
Conference

Highlights from the 2016
meeting in Washington D.C.

by L. ANTHONY CIRILLO, MD,
FACEP

CEP physicians took to
Washington, D.C., and Capi-
tol Hill at the 2016 Legisla-

tive Advocacy Conference May 15-18.
This year featured record-breaking
attendance with more than 600 par-
ticipants, including 200 first-timers.
Having that many newcomers attend
the meeting is a great sign that more
emergency physicians understand
the importance of effective advo-
cacy. After last year’s breakthrough
on repeal of the flawed sustainable
growth rate and the passage of Medi-
care and Chip Reauthorization Act
(MACRA), this year’s conference
took on a more “forward-looking”
tone with a focus on creating a bet-
ter future for emergency medicine
in a rapidly changing health care
delivery landscape.

SUNDAY FUN DAY

Although the official ACEP confer-
ence program started on May 16,
the Emergency Medicine Residents*
Association (EMRA) and the ACEP
Young Physician Section took the
lead with their half-day “Health
Policy Primer” educational program
on Sunday afternoon. This program
is designed to warm up residents,
students, and those younger phy-
sicians who are attending the
meeting for the first time so they
get the most out of the experi-
ence, especially from the Capitol
Hill visits. After an overview and
introduction to the program by
EMRA President Ramnik “Ricky”
Dhaliwal, MD, his brother Jamie
Dhaliwal, MD, discussed the basics
of health policy and the “alphabet

CONTINUED on page 8
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The Controversy Over
Naloxone Distribution

to Patients

While naloxone can save lives, giving it to patients and families
raises ethical issues that need to be explored

by CATHERINE A. MARCO, MD, FACEP; JOHN E. JESUS, MD, FACEP; JOEL M.
GEIDERMAN, MD, FACEP; AND EILEEN F. BAKER, MD, FACEP

he article “Naloxone Distribution
Strategies Needed in Emergency De-

partments” by Samuels et al (ACEP
Now, March 2016) addresses the important
and controversial topic of direct naloxone

distribution to patients who may have an ad-
diction to opioids. The authors recommend

naloxone for patients who use heroin, ex-
ceed 100 mg of morphine equivalents daily,
have opioid abuse/dependency, or have had
an opioid overdose. They recommend that

staff training, program moni-
toring, and feedback should
be data driven and provided
on a regular basis.

The problem of opioid ad-
diction and related morbidity
and mortality is one of in-
creasing significance in the
United States. Particularly in
the ED environment, we fre-
quently treat patients for opi-

oid addiction and complications, including
drug-seeking behavior, accidental or inten- :

tional overdose, and trauma attributable to
opioid use, which may include significant
morbidity and mortality.

The administration of naloxone by first re-

sponders has undoubtedly reduced deaths :

from opioid overdose for many years. Some ; DR- MARCO is professor of emergency

also advocate for availability of naloxone to i medicine at Wright State University Boonshoft

patients, family, and friends who may wit-
ness an overdose and its immediate effects.
Immediate administration of naloxone can
be lifesaving in such circumstances.

The effects of widespread naloxone

availability to laypersons are unknown. i DR. BAKER is assistant professor of emer-

Some question whether widespread avail- i gency medicine at the University of Toledo

ability might enable substance abuse by
creating a false sense of security and by di-
verting attention and resources from addic-
tion treatment. While naloxone clearly can

be a lifesaving intervention for an opioid
overdose, it is possible that its availability,
in fact, increases opioid use and addiction.

We concur that a lifesaving medication
such as naloxone should be made availa-

ble to patients at risk of opioid overdose.
It should, however, be recognized by pre-
scribers that naloxone is only a treatment
for acute overdose and does not address
the larger problem of addiction and high-
risk behavior.

We recommend scientific research to
study the consequences of naloxone dis-
tribution. Widespread use of a therapeutic
agent should be embraced based on sound
scientific evidence of its efficacy to patients.

While naloxone clearly can
be a lifesaving intervention
for an opioid overdose, it is
possible that its availability,
in fact, increases opioid
use and addiction.

We also recommend societal resources to of-
fer treatment for opioid addiction, including
making inpatient and outpatient treatment
available to all patients who are in need of
treatment, regardless of gender, age, income,
education level or ability to pay. @

School of Medicine in Dayton, Ohio.

DR. JESUS is an attending physician at
Augusta Health in Fishersville, Virginia.

DR. GEIDERMAN is a professor of emer-
gency medicine and emergency department
co-chairman at Cedars-Sinai in Los Angeles.

College of Medicine and Life Sciences in Ohio.

WHATAREYOU
THINKING?

SEND EMAIL TO ACEPNOW@ACEP.ORG;

LETTERS TO ACEP NOW, P.0. BOX 619911,
DALLAS, TX 75261-9911; AND FAXES TO
972-580-2816, ATTENTION ACEP NOW.
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by KEVIN M. KLAUER, DO, EJD, FACEP

recently attended ACEP’s Diversity
Summit, spearheaded by ACEP Presi-
dent-Elect Rebecca Parker, MD, FACEP,
as part of the diversity initiative that
will be a key part of her presidency.
Professionally, thank you Dr. Parker for your
vision and leadership, and personally, I thank
you for your invitation to the Diversity Sum-
mit. I learned a few things about myself, and
more importantly, I learned about others.

In one of the early activities for attendees
at the summit, we were asked to tell the others
in our small group of three why we believed
we were invited to attend. It was clear to me
why others were present, as they were repre-
senting diverse groups of the College, but why
me? I noted that I suspect Dr. Parker asked me
because she knows I am sensitive to the issues
of cultural diversity and have always tried to
express my open support. However, one of my
group members said, that’s not why you are
here—you are here because hearing the mes-
sage from someone who doesn’t need to tell
it is powerful. In other words, no one is sur-
prised to hear a woman advocate for gender
equality or an African-American speak to the
need for racial equality, but when the issue be-
comes important to those who are not directly
in the line of fire and there’s a realization that
we are all negatively impacted by bias and
insensitivity, it becomes everyone’s issue.

We will never all be alike and nor would
we want to be. There are many characteristics
that make us diverse. Unfortunately, society
tends to focus on obvious and easily detecta-
ble differences (eg, gender, ethnicity, religion,
and sexual orientation). We may never know
the countless ways each of us differs from the
next. Those differences may be a source of in-
trigue, but not admonishment or judgment.

It’s good to be confident and comfortable
in one’s own skin, but being comfortable in
your skin shouldn’t imply that your skin is the
standard one size that should fit all. Quite the
contrary, if we enjoy being who we are, free
from bias and persecution, we should ensure
others enjoy that same basic human right.

I’'m a Caucasian, middle-aged, Christian,
heterosexual male. I'm not what people think
of when they hear the word “diverse.” The
summit taught me a thing or two about my-
self. Yes, if we focus on gender, race, etc., my
demographic lacks diversity. However, when
we consider the entire person, the diversity
among all of us is exponential. In one sum-
mit exercise, random characteristics were
called out by the facilitator and those with
that characteristic were to briefly stand. “Were
you a cheerleader?” Two women and one man
stood. I was standing. You have no idea how
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Caucasian, Middle-Aged,
Christian, Heterosexual Male

Perspectives from a place of relative safety

uncomfortable and embarrassed I felt (or may-
be you do). I felt the immediate impulse to ex-
plain why I chose that path in college (I'll save
that story for another day). But I shouldn’t
have to explain this to anyone. Nonetheless,
I felt the social pressure to explain why I was
different. Epiphany: If I felt self-conscious
about my insignificant differences being ex-
posed for one minute, then what must others
feel about their ethnicity, religion, gender, etc.
when made to feel the same way? Regardless
of what the characteristic was, each of us was
eventually called out and publicly isolated.
This was an uncommon situation for some-
one of my demographic background.

Due to my background, I speak from a po-
sition of relative safety. That safety can cre-
ate complacency with respect to our pursuit
of equality and cultural sensitivity.

People who think diversity and cultural
sensitivity is a special interest may think so
because they are somewhat removed from the
impact it may have on others’ daily lives.

ILLUSTRATION/PAUL JUESTRICH; PHOTOS SHUTTERSTOCK.COM

Is there oppression? It seems like a harsh
term, but yes.  have heard too many stories of
those changing their behavior to conform or
shield themselves from scrutiny. In my opin-
ion, that is oppression.

Shift in Perception
Wow, my eyes are wide open. My culturally di-
verse friends have become conditioned to ac-
cept what others may assume no longer takes
place. When you conform or cloak/disguise
yourself to hide from social bias and criticism,
you must lose a big piece of who you are. Fur-
ther, once you have decided to acquiesce,
those on the outside hear nothing and see nor-
malcy, but distance and resentment may grow
on the inside. Silence harbors further division.

Cultural sensitivity is not a cliché, it’s not
a special interest and it’s not something that
“those people talk about.” Ignorance is no
longer an excuse and silence is no longer ac-
ceptable. We collectively own this issue.

If I were homosexual, African-American,

Hispanic, or in any other minority group, I be-
lieve Iwould feel angry if  were treated differ-
ently because of what I am and not who I am.

It’s unconscionable to cast a disparaging
look or make a negative comment about per-
sons with disabilities. So, please help me un-
derstand why other non-choices in life easily
lead to judgment from others. I did not choose
tobe amale, Caucasian, or heterosexual. Ijust
am. It‘s not subject to debate, nor a basis for
challenge, because I also just happen not to
be something else. This is what I am, but not
entirely who I am.

We Can Do Better

Trying to really consider how others may
feel, I would suggest that when it comes to
cultural sensitivity, let’s not be “color blind.”
This concept has always bothered me. Being
blind to someone’s skin color doesn’t demon-
strate compassion and acceptance; rather it
condones ignoring a very important aspect of
who that person is. Acceptance is all-inclusive
and not a selective process.

My perspective of another is not impacted
by their sexual orientation, and they certain-
ly shouldn’t feel social pressure to publicly
declare their sexuality, as if this information
is a secret kept from society. Hiding or sup-
pressing one’s identity due to societal pres-
sure doesn’t make them more like everyone
else. One attendee at the summit noted that
heterosexuals do not have to declare their
sexuality to others. Why then is there social
pressure for homosexuals to disclose such in-
timate details?

Ask yourself this question: “Have I ever
been surprised by someone‘s race, ethnicity,
faith, or sexual orientation?”

CONTINUED on page 4

ACEP HOSTS DIVERSITY SUMMIT, MAKES CASE FOR CHANGE

WITH AN EYE TO THE FUTURE of emergency medicine,
ACEP hosted a Diversity and Inclusion Summit in April to
promote and facilitate diversity and inclusion and cultural
sensitivity within the 35,000-member organization.

Led by President-Elect Rebecca B. Parker, MD, FACEP,
the daylong Summit included more than two dozen ACEP
members and staff who represent a variety of communities
(age, gender, religion, race/color, and LGBT). These partici-
pants also brought special knowledge, research, publication,
or leadership in diversity and within EM.

Women comprise more than half the population and
minority groups comprise roughly 38% of the U.S. popula-
tion today. Most of the largest American cities and some
of the largest and fastest growing states have populations
in which minorities are collectively the majority or will be
in the near future. By contrast, the leadership of organized
medicine and the EM workforce falls well below these
averages—a fact that ACEP is working to change.

The primary objectives for the Summit included:

* Provide environmental data that are important to the
specialty of EM.

* Create a safe space to share stories, create dialogue,
new ideas, and awareness.

e Capture results and identify areas of focus that will
influence a two- to three-year Diversity and Inclusion
Strategic Plan for ACEP.

Most of the Summit participants will remain as members

of a new Diversity and Inclusion Expert Panel that will serve

Dr. Parker and future ACEP presidents as topical experts

and champions for years to come. Additionally, Dr. Parker is
creating a Diversity and Inclusion Task Force to begin work
this summer on strategies and tactics for ACEP to begin
to implement at ACEP16.

“ACEP and its Board knows this is the beginning
of a journey; a journey of cultural change to transform
our organization that will span numerous years,” states
Dr. Parker. “We are excited to begin the journey and
encourage everyone to join us’”
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If the answer is yes, and I suspect we all would answer yes, this should
expose the fact that we probably all have some internal biases. It’s not
wrong; it’s reality. What we do with those biases, a choice, is the standard
by which we should all be judged. Recognizing our own internal biases
allows us to build the necessary barriers between the subconscious and the
conscious so that those biases, whatever their origin, do not define our ac-

tions, and ultimately, how we treat oth- I .
ers. [ believe this is a part of personal gnorance 1s no
longer an excuse

growth, and we owe this to each other,
our patients, and ourselves. and silence is no

I know life and society are too com- longer acceptable.
plex to expect everyone to just get along. We collectively

In fact, you can dislike as many and this i
whomever you choose, but I challenge own 1S 1ssue.
you to make certain you have a justifiable and rational reason for doing so.

I‘'m not a social activist. I‘'m a sensitive realist. How can I accept inequal-
ity for others and remain silent if [ would not tolerate inequality and insen-
sitivity toward my family or me?

Recognizing our tendency toward bias is the first step. Make a conscious
decision to control those biases and not let them define you. There are
many faces of emergency medicine, embracing our diversity makes us all
stronger, while closing our minds limits our personal and collective growth
as a specialty. ©

" DR. KLAUER is the chief medical officer—emergency

| medicine and chief risk officer for TeamHealth as well as
the executive director of the TeamHealth Patient Safety
Organization. He is an assistant clinical professor at
Michigan State University College of Osteopathic Medicine
and medical editor in chief of ACEP Now.

PUT YOURSELF TO THE TEST

WANT TO TEST YOUR OWN IMPLICIT SOCIAL ATTITUDES ABOUT
RACE, GENDER, AND MORE? RESEARCHERS HAVE DEVELOPED A

SELF-ASSESSMENT QUIZ. GO TO HTTP://IMPLICITHARVARD.EDU/
IMPLICIT/ AND SEE HOW YOU MEASURE UP. IN ADDITION, IF YOU WANT
TO SHARE YOUR VIEWS/EXPERIENCES ON DIVERSITY IN EM, SPEAK
OUT VIA ACEPNOW@ACEP.ORG.

LATEST RESEARCH

Non-Operative Management
Effective in Severe Splenic Injury

by DAVID DOUGLAS (Reuters Health)

n patients with high-grade splenic injury, non-op-

erative management (NOM) can be as effective as

immediate splenectomy (IS), according to Wiscon-
sin-based researchers.

In an April 22 online paper in the Journal of the
American College of Surgeons, John E. Scarborough,
MD, and colleagues at the University of Wisconsin
School of Medicine and Public Health in Madison
noted that such an approach has become standard in
those with low-grade injury. However, routine use in
patients with grade IV or V blunt splenic injury re-
mains controversial.

To investigate further, the team examined data from
2013 and 2014 on more than 2,700 patients with such
injury in about half of whom NOM was attempted.
Using propensity-matching techniques, they identi-
fied and compared outcomes in 758 NOM and 758 IS
patients. In-hospital mortality was 10.0% in the NOM
group, not significantly different from the 11.5% in the
IS group. However, the IS group had a significantly
higher incidence of infectious complications (21.4%
versus 16.9%, P=0.02).

Of the 1,489 patients from the overall study sam-
ple in whom NOM was attempted, 299 (20.1%) ulti-
mately required splenectomy. The NOM failure rate
was 17.8% in grade IV splenic injury and 29.0% with
grade V injury.

Among early predictors of failed NOM were early

blood transfusion requirement and grade V injury.

Splenic artery embolization (SAE) was associ-
ated with a decreased risk of NOM failure. The fail-
ure rate in initial NOM patients who underwent SAE
was 11.0% compared to 21.4% in those patients who
did not. Although failed NOM patients had a longer
median hospital stay than IS patients (13 versus 10
days), their in-hospital mortality was significantly
lower (6.4% versus 16.4%).

Overall, the researchers concluded, “NOM is as
effective as IS for hemodynamically stable adult pa-
tients with grade IV or V blunt splenic injury. The
delay in operative intervention that results from
failed attempts at NOM does not adversely impact
the outcomes of patients who ultimately require
splenectomy.”

Commenting on the findings by email, Andrew L.
Warshaw, MD, told Reuters Health, “Non-operative
management of splenic fractures in hemodynamically
stable patients is widely accepted. What is being test-
ed here is the extension of the practice from lesser de-
grees of injury to the more severe grades IV-V, which
are more likely to be in unstable patients who may
also have other significant visceral injuries.”

Dr. Warshaw, who is surgeon-in-chief emeritus
at Massachusetts General Hospital in Boston, con-
cluded, “The key to successful application of this ap-
proach lies in careful selection of the patients to be
treated in this manner.”

The authors reported no funding or disclosures. ©

DON’'T GET BITTEN BY

ZIKA DOCUMENTATION

Breaking the code for documenting Zika
BY MICHAEL GRANOVSKY, MD, FACEP

PT codes are updated annually,

typically on Jan. 1, and describe

the cognitive and procedural care

provided by emergency physi-

cians. ICD diagnosis codes are also updated

annually, but rather than on a calendar-year
cycle, new codes become effective on Oct. 1.

While ICD-10 diagnosis codes are impor-

tant for coding and hilling purposes to com-
municate the necessity of the care provided, |

the codes also fill a critical role in facilitating

epidemiologic tracking. The World Health :
Organization has been using ICD-10 codes to

track disease and injuries for years. When a

novel disease such as Zika virus becomes clin-
ically important, a key component of tracking
the disease is to develop, approve, and release :
an ICD-10 diagnosis code that facilitates dis-
ease incidence calculations and the identifi-

cation of patient-specific details.

Currently, there is no specified ICD-10
code for Zika, and until there is a specific i
code available, the ICD-10 code A92.8 (other
specified mosquito-borne viral fevers) may
be reported. This less-specific code is not :

4 ACEPNOW JUNE 2016

: very effective for tracking the spread of Zika.
! There is a proposed code (A92.5) for the 2016
ICD-10 annual release. However, it cannot be
i used until it is officially released in October.

Patients with suspected Zika may present

¢ with symptoms such as fever, maculopapu-

Helpful ICD 10 Signs and

Symptoms Codes

R50.9: Fever, unspecified

R21: Rash and other nonspecific
skin eruption

M79.1: Myalgia

M25.5*: Arthralgia (*use code for
specific joint when appropriate)

R51: Headache

G61.0: Guillain-Barre syndrome

Q02: Microcephaly

: larrash, arthralgia, conjunctivitis, headache,

and myalgia, which should be reported when

the disease is not confirmed. For example, if
i a patient presents with myalgia, headache,

and arthralgia, the clinician may suspect

i Zika, butitisnot confirmed. The diagnosis of :
i M79.1 (myalgia), R51 (headache), and M25.50 :

(arthralgia, unspecified) would be reported.

i Reporting Zika would not be appropriate.

On the other hand, if the patient is formally
diagnosed with Zika, then A92.8 (other speci-

¢ fied mosquito-borne viral fevers) should be :
i reported until such time as a formal Zika di-

agnostic code is available.

WHAT ABOUT PREGNANCY?

Diagnosis reporting for illnesses associated
with pregnancy adds another layer of com-
plexity. For patients diagnosed with Zika
during pregnancy, providers should report
i 098.5X (other viral diseases complicating
¢ pregnancy, childbirth, and the puerperium). :
The final digit indicates the trimester (1 for
first, 2 for second, 3 for third). For example,
ia patient who is six weeks’ pregnant is treat-

: ed for fever, myalgia, and headache and
reports recent travel to Brazil. A complete
evaluation is performed. The patient is diag-
¢ nosed with Zika. The ICD-10 diagnosis codes
of 098.511 (other viral diseases complicating
pregnancy, first trimester) and A92.8 (oth-
er specified mosquito-borne viral fevers)
would be reported.

H Consider these additional ICD-10 codes for
¢ other flaviviruses:

® A90: Dengue fever

¢ A91: Dengue hemorrhagic fever

e A92.0: Chikungunya virus disease
Documenting the signs and symptoms
i that brought the patient to the ED helps to
support the medical necessity of the care pro-
i vided. This fall, we will have a specific Zika
code that can be used to track the spread of
the virus through submitted claims data. @

DR. GRANOVSKY is presi-
dent of LogixHealth, a national
ED coding and billing com-
pany, and chair of the ACEP
Reimbursement Committee.
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in the
Pudding

Hope and skepticism for the pledge of health care
information technology interoperability

BY JON MARK HIRSHON, MD, MPH, PHD, FACEP

The English origins of the pudding proverb date back to the early 14" century. The tasting of an item was meant in the general sense to test or try
i ingresults, and prescription information from

ACEPNOW.COM

something—to know how good a food item was, you had to taste it. The first version specifically using pudding was in 1605 from William Camden’s
Remaines of a Greater Worke, Concerning Britaine. His version was, “All the proofe of a pudding, is in the eating.” Of course, back then pudding
was not a sweet dessert but likely a savory sausage of meat and seasonings. If not cooked properly, it could have been fatal.

n Feb. 29, 2016, the Department

of Health and Human Services

(HHS) announced that multi-

ple major health information

technology (IT) developers,
providing more than 90 percent of U.S. elec-
tronic health records (EHRs), have pledged
to improve interoperability of their EHR sys-
tems. Many other stakeholders, such as hos-
pital systems and professional organizations,
have also signed the pledge. HHS Secretary
Sylvia Mathews Burwell announced this
wonderful pledge during the Healthcare In-
formation and Management Systems Society
convention in Las Vegas.

Great, wonderful, exciting ...
The three main points of the pledge are:

1) Consumer Access: To help consumers
easily and securely access their elec-
tronic health information, direct it to any
desired location, learn how their infor-
mation can be shared and used, and be
assured that this information will be ef-
fectively and safely used to benefit their
health and that of their community.

2)No Information Blocking: To help
providers share individuals’ health in-
formation for care with other providers
and their patients whenever permitted
by law, and not block electronic health
information (defined as knowingly and
unreasonably interfering with informa-
tion sharing).

3) Standards: To implement federally rec-
ognized national interoperability stand-
ards, policies, guidance, and practices for
electronic health information, and adopt
best practices including those related to
privacy and security.!

The Official Voice of Emergency Medicine

i Awesome!

However, before we taste this flavorful treat,
let me simply state that the proof is in the pud-
ding. Why my dose of healthy skepticism?
How about vendor resistance, high fees for
data exchange, lack of vendor incentives, and
multiple EHR technical variations and chal-
lenges, to name just a few reasons?

Let’s look at some of the potential chal-
lenges in improving health IT interoperabil-
ity. What about vendor resistance? If the data
are locked into their system, they can charge
high exchange fees. If their business model is

rately matching patient medical records, sig-
nificant costs, lack of trust between vendors,
and data security concerns.

Hmm, maybe this sausage doesn’t
smell so good ...

The three main components of the health IT
interoperability pledge are to help patients ac-
cess their personal health information, to help
providers deliver better care through infor-
mation exchange, and to prompt the govern-
ment to improve interoperability standards
and policies. While consumer demand and

Why would they give away potential
profit? Aside from governmental
pressure and consumer demand,
what is their incentive? How will it
benefit their shareholders?

based on information management and data
exchange, why would they give away poten-
tial profit? Aside from governmental pressure
and consumer demand, what is their incen-
tive? How will it benefit their shareholders?

Additionally, let’s not minimize the tech-
nical and structural challenges in develop-
ing health IT interoperability. These potential
obstacles are significant, especially consid-
ering the hundreds of different EHRs. Some
of these challenges include insufficient in-
teroperability standards, variation in state
privacy rules and laws, problems with accu-

government weight can potentially produce

providers have?

To be sure, there are some health IT develop-
ers that are working to improve access to medi-
cal records for providers despite the challenges.

i InMaryland, there is the nonprofit Chesapeake
Regional Information System for our Patients

(CRISP), which has implemented a statewide

health information exchange. As a provider,
I can access a patient’s medical records from

my computer in the emergency department
and look at medical record documents such

ILLUSTRATION/PAUL JUESTRICH; PHOTOS SHUTTERSTOCK.COM

as discharge summaries, laboratory and imag-

i other providers. Upcoming enhancements will

include actual image exchange. In Washington
and Oregon, there is the Emergency Depart-
ment Information Exchange (EDIE) by Collec-
tive Medical Technologies, which is a private,
for-profit corporation. Again, this system al-
lows for real-time access in the emergency

i department to medical records from many
i participating health care institutions.

Both of these models are add-on systems
to regular EHRs from the major health IT de-
velopers. Both have required substantial in-
frastructure development and investment
from private and public partners. They are
works in progress but have substantially pos-

i itively affected the ability of emergency pro-
¢ viders to deliver care in the states where they

have been deployed. But, as stated, they are
not the core health system EHRs.

It would be great to see this pledge ful-
fill its promise. Obtaining the most recent
CT angiogram from an outside hospital on a
patient presenting with chest pain can save

i time and money and reduce patient exposure
i toionizing radiation. True health IT interop-

erability is critically needed to improve our
ability to efficiently and effectively deliver
modern care.

Ijust hope my colleagues and I don’t end
up septic in the ED after eating this savory
morsel. ©

: Reference
some movement, what leverage do individual :

1. HHS announces major commitments from healthcare
industry to make electronic health records work better
for patients and providers. US Department of Health and
Human Services Website. Available at: www.hhs.gov/
about/news/2016/02/29/hhs-announces-major-com-
mitments-healthcare-industry-make-electronic-health-
records-work-betterhtml. Accessed April 15, 2016.

DR. HIRSHON is professor
in the departments of
emergency medicine and of
epidemiology and public health
- at the University of Maryland
School of Medicine in Baltimore.
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Planning to Make a
Difference in Washington

Dr. Mark Plaster is taking on a 10-year incumbent to fix problems and bring real-world experience to the U.S. House
BY L. ANTHONY CIRILLO, MD, FACEP

ark Plaster, MD, is not your typical emergency physician and cer-
tainly not your typical politician. Born the son of a minister in the
Midwest, Dr. Plaster focused on academics and basketball through-
out high school so he could land a full-ride basketball scholarship to

college, where he met and married his college sweetheart, Rebecca.
Dr. Plaster and Rebecca went on to raise three children, who, so far,
have given them seven grandchildren.

As an emergency physician, Dr. Plaster has spent most of his life
working the night shift in some of our nation’s biggest cities. He re-
ceived his law degree in health law so he could better understand
the health care field and the policy and politics behind it. Dr. Plaster
started writing for a medical magazine and eventually realized he
could produce a magazine himself. He started a publishing company
and grew it to produce two national magazines and one international
magazine every month, all of which started on a picnic table and a
dot-matrix printer in his basement. Today, Emergency Physicians
Monthly is one of the most widely read emergency medicine publi-
cations in the industry, and Dr. Plaster's “Night Shift” columns have
been compiled into a book of the same title.

k.

Mark Plaster, MD

In 2001, with his eldest son preparing to graduate from the U.S. Naval Academy,
Dr. Plaster, at the age of 50, volunteered his medical expertise in service to our na-
tion and joined the Navy Reserves. Dr. Plaster became Lt. Commander Plaster and
was soon deployed to Iraq, where he led a shock trauma team during the first year

of the invasion of Iraq. Upon returning home, he was again called on to serve his
nation when he was asked to provide expert advice on an expansive classified re-
port for the President of the United States through the Department of Homeland
Security regarding our nation’s readiness for a large-scale catastrophic attack on
the homeland. Lt. Commander Plaster was again asked to serve,
and he returned to Iraq in 2008 to provide humanitarian care for
the Iraqi people and train Iraqi medical staffs.

In addition to his successes as an emergency physician, veter-
an, lawyer, and businessman, Dr. Plaster now wants to take on one
more challenge: member of Congress. Make no mistake, however,
Dr. Plaster isn’t a career politician and isn’t looking to become one.
He just wants to bring his experience to Washington to address the
needs of the people of Maryland and the country.

ACEP Now caught up with Dr. Plaster to talk about taking on
the challenge of running for the U.S. House of Representatives in
Maryland’s 3rd district.

LAC: What were the biggest motivators for you to run for the House?

MP: In all honesty, I had been thinking about getting involved in politics ever since I gradu-
ated from law school in 1989. While I was in law school and then practicing law, I was always
interested in how much politics affected the practice of both emergency medicine and law.
Although I was interested in politics and potentially running for office, the realities of being a
Republican living in a heavily Democratic congressional district kept me from taking the next

What is NEMPAC?

EMPAC is a critical tool to help

ACEP promote our legislative

goals and express the concerns
of emergency medicine to members
of Congress. It is the financial vehicle
through which ACEP members can
support the election or re-election of
federal candidates who share their
commitment to emergency medicine.
NEMPAC pools smaller donations from
individual ACEP members, donating
them in one larger and more impres-
sive contribution on behalf of the
entire profession.

Under federal law, associations
may establish and administer sepa-
rate segregated funds known as politi-
cal action committees (PACs) to pool
the voluntary contributions of their
members. PACs are a legal, transpar-
ent, federally monitored means of
contributing to candidates. Today,
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there are more than 4,000 federally
registered PACs in the United States.

Why is NEMPAC important to
ACEP and to its members?

NEMPAC's growth in size and

presence in Washington, D.C., is
increasingly important as Congress
continues to address many issues
facing emergency medicine, such as
Medicare and Medicaid reimburse-
ment; medical liability reform; imple-
mentation and/or revisions to the
Affordable Care Act; and funding for
graduate medical education, trauma
care, and EM research, just to name
a few. Elected officials are frequently
asked to make decisions between
competing interests. We must be
prepared to support legislators and
candidates who understand and advo-
cate for emergency medicine issues.

How does NEMPAC spend
the money it receives from
contributors?

All personal contributions received

from ACEP members to NEMPAC
are considered “hard dollars.” NEMPAC
uses these hard dollars only for the pur-
pose of making political contributions
to US Senate and House candidates,

national parties, and other PACs spon-

sored by federal legislators. NEMPAC does
not donate to presidential candidates or
to candidates for state or local office.

How does NEMPAC pay for
administrative expenses?

NEMPAC uses a combination of

ACEP general operating funds and
corporate contributions donated to
NEMPAC known as “soft dollars.”

Who decides which candidates
receive NEMPAC donations?

NEMPAC donors do. The NEMPAC

Board of Trustees, composed of
ACEP members, approves a candi-
date budget for each election cycle.
Evaluation criteria are based on the
candidate’s or member’s support of
ACEP's legislative priorities. Other fac-
tors considered include the member's
committee assignment, leadership
position, and difficulty of the election
campaign. We also rely on the input
of ACEP state chapter leadership,
individual 911 Network members, and
NEMPAC supporters when evaluating
open-seat and challenger races.

How can | personally contribute
to NEMPAC?

An ACEP member has several

contribution options: 1) Write a
personal check; 2) contribute by Visa,
MasterCard, or American Express;
3) contribute online at www.acep.org/
nempac; or 4) sign up for an install-
ment plan on a monthly, quarterly, or
semi-annual basis on a contribution
form or online.

Can a group practice make a
contribution to NEMPAC?

There are many options for ACEP

members within a group practice
and the group collectively to donate
to NEMPAC, including payroll deduc-
tion. A description of the options is
available on the NEMPAC website and
by contacting Jeanne Slade, NEMPAC
director.

Where can | find additional
information about NEMPAC?

Visit www.acep.org/nempac or

contact Jeanne Slade, NEMPAC
director, at jslade@acep.org or
202-728-0610 or 800-320-0610.
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step. I figured that, as a practicing emergency
physician and a contributor to both EM Law
and EP Monthly, I was doing my part to help
the specialty and patients. Things all changed
for me in 2003 when I was deployed to Iraq
for the first time at the same time as my son
who had graduated from the U.S. Naval Acad-
emy. As part of a shock trauma team, I wit-
nessed the personal sacrifice of the Marines
with whom I served, and my perspective on
many things changed. I developed a much
deeper and more passionate sense of patriot-
ism. The women and men with whom I served
stepped out of their comfort zone and took on
the tough challenges. After I returned from my
second deployment to Iraq, people started
encouraging me to run for office. However,
it wasn’t until 2014, when Republican Larry
Hogan won the governor’s race—only the sec-
ond Republican to hold that seat in nearly 50
years—that I realized it was my turn to take
my knowledge, experience, and passion and
make a run for the U.S. House.

LAC: What are the key legislative
issues that you are focusing on in
your campaign?

MP: I believe that we, as a nation, need to re-
build a broad-based economy. As emergency
physicians, we really haven’t felt the effects of
the economic downturn in this country. Pa-
tients keep coming to the ED, and our incomes
have been pretty stable. But as a small busi-
ness ownet, I have seen how the “baked in”
regulation and tax structures in this country

have really hindered the growth of small busi-
nesses. Because of the unfriendly regulatory
environment, new small business start-ups
are at the lowest levels since the President
Carter years. I also believe that our national
security is directly tied to our economic secu-
rity, which makes it even more critical to fix
our economy. The national health care system
is also critical to the overall health of the na-
tion and will continue to go through signifi-
cant transition. Physicians need to develop a
better understanding of what patients need
and then get involved early on in the process
of laws being written rather than reacting to
laws passed by Congress and rules promul-
gated by government agencies.

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

MP: First, I hope that all emergency physi-
cians realize what a tremendous opportunity
we have with Joe Heck running for the U.S.
Senate. I believe that Joe will win that race and
admire the fact that when Joe first ran for the
Nevada State Senate, he took on a 20-year in-
cumbent. My race this year is against a 10-year
incumbent; I can only hope to have the same
success that Joe did in his first race. EM docs
also need to know that it does take money to
run a campaign. I would hope that every EM
doc would make even a small contribution to
the campaigns of EM docs that are running for
office. The other thing that EM docs need to do

is get more involved with organized medicine
at the state and national level. Being involved
in your state ACEP chapter or national ACEP
is a great way to start being more comfortable
with understanding politics. EM docs can’t
be afraid of the political process. For crying
out loud, if we can learn medicine, then we
can learn the process of how laws are made.
You don’t have to be a lawyer.

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

MP: The problem with Congress today is
that too many people in Congress are career
politicians, including my opponent. My op-
ponent has voted with his party leadership
99.8 percent of the time because he wants to
stay in good standing with his party. But that
means that he cares more about his politi-
cal party than he does about making good
policy. At the age of 64, I am not running
for Congress to have another career. I have
plenty of real-world experience, which many
members of Congress don’t have. I'm running
in order to fix problems and, if I can be suc-
cessful in Congress, would be happy to put
myself out of a job.

LAC: How do you believe EM doc
candidates like yourself can work
more closely with ACEP?

MP: ACEP has real potential for developing
political leaders through its advocacy pro-
grams. [ am embarrassed that I wasn’t more

involved in ACEP leadership in my career, al-
though as a locum doc and traveling for over
25 years, it was tough for me to get involved. I
know that the ACEP Leadership and Advocacy
Conference is a great program, and EM docs
need to take advantage of that and ACEP’s oth-
er educational opportunities to understand
the issues. In addition to knowing the issues,
docs need to get to know the people involved
in politics. It isn’t enough to just know the is-
sues, you have to reach out to elected officials
and make sure your voice is heard.

LAC: How can emergency physicians
find out more about your campaign?
MP: The first place to start is on my cam-
paign website, www.plasterforcongress.
com. There is information about my views on
state and national issues on the website. Docs
can get a better sense of who I am on a more
personal basis by checking out my Facebook
page, www.facebook.com/markplastermd.

Lastly, if docs want to reach out to me di-
rectly, they can email me at either doc@plas-
terforcongress.com or erdocmark@gmail.
com. If docs want to really just talk about
the issues or the campaign, I would also be
happy to just talk directly. I can be reached
at 302-545-0406. ©

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

Begin Your Journey with Phase |

November 14-18 - Omni Park West - Dallas, Texas

Are You Currently a Director or Aspiring To Be One?

Join us for ACEP’s ED Director’s Academy, to hear
from veteran practitioners and management experts offering you
tried-and-true solutions to dealing with difficult staffing issues,
creating patient satisfaction, and preventing errors and malpractice.
Learn why so many see this as the must attend conference for

ED directors and those aspiring to become director.
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Visit www.acep.org/edda or call 800-798-1822, ext. 5
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The Official Voice of Emergency Medicine

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

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

Support of ACEP's
legislative priorities

NEMPAC is bi-partisan—we support
pro-emergency medicine candidates,

not political parties.

Leadership position and
committee assignments

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

Contribute today at www.acep.org/NEMPAC.

Relationships with ACEP
members across the U.S.

YOUR VOICE
ON CAPITOL HILL

NEMPAC

National Emergency Medicine PAC

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

candidates who share their commitment to emergency medicine.
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ACEP TAKES THE HILL AT LAC | cONTINUED FROM PAGE 1
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BY THE
NUMBERS

600

more than 600 attendees
(arecord)

47

states, the District of
Columbia and Puerto Rico
represented

405

meetingsin
Capitol Hill offices

94%

of Senate offices
were visited

7 1 %

of the House of
Representatives’ offices
were visited

1,200

messages to Congress sent via
Phone2Action

$120,000

raised for NEMPAC
(arecord)

9

fundraising “Dine-Arounds"” for
Members of Congress

Leadership &
_Advocacy Conference_

2017 Leadership & Advocacy
Conference = March 12-15, 2017
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soup” of acronyms that are a must to under- :
stand the players and programs in D.C. Follow-

ing Dr. Jamie Dhaliwal, the program consisted
of a who’s who list of experts, including Mike
Granovsky, MD, talking on fair payment and
balance billing; Douglas McGee, DO, updat-

ing the group on graduate medical education
funding; Brendan Carr, MD, presenting pay- :
ment and delivery reform basics; and Aisha

Liferidge, MD, leading a journal club discus-
sion on alternate payment models. The pro-
gram was capped off by Dr. Ricky Dhaliwal
and John Rogers, MD, vice president at ACEP,

presenting their views on how emergency
physicians can, and should, get more involved
in the health policy decision-making process !

as advocates for patients and our specialty.
EMRA also announced the fourth edition of
its Emergency Medicine Advocacy Handbook,
edited by Alison Haddock, MD, and Nathaniel
Schlicher, MD. Downloads or hard copies are
available at www.emra.org.

The social opener of the conference is the
National Emergency Medicine Political Action
Committee (NEMPAC) VIP reception. All “VIP”
level contributors to NEMPAC are invited to

the event, which was again held at the Top of :
as engaging with talks on disruptive innova-
! tion, alternative payment models, and ACEP’s
: quality initiatives under MACRA and Merit
Based Incentive Payment System (MIPS). Al-

the Hay rooftop room in the Hay-Adams ho-
tel. Supporting NEMPAC is the easiest way to
support ACEP’s advocacy efforts. If you aren’t
already a NEMPAC contributor, access the
NEMPAC website at www.emergencyphy-
sicianspac.org or through the ACEP website
at www.acep.org under the Advocacy tab. In

addition to the official Hill visits with mem- :

bers of Congress (MOC), NEMPAC coordinated

groups of EM physicians, 10 to 12 per dinner,
attend these fundraising gatherings. These
dinners provide quality time with MOC in or-
der to take the “deeper dive” on the issues and
challenges that face us every day.

OFFICIAL KICKOFF
The meeting officially kicked off with a wel-

Speaker Steve Stack, MD, president of AMA,
and ACEP member.

come from ACEP President Jay A. Kaplan, MD,
who got the group all fired up by demonstrat-

ing new advocacy technology that is now
available to all state chapters. Every attendee :
i was able to email, Facebook, and tweet their

MOC to let them know that EM physicians
were in D.C. It was a powerful demonstration

of how technology can make advocacy easier :

and more effective. The rest of the day was just

though adjustments to Medicare physician
payments under MIPS won't start until 2019,

H the data collection begins January 2017.
Luncheon speaker Charlie Cook, a nation- :
ally recognized political analyst, offered in-
“Dine Around” dinners, each with MOC. Small :

sights into the current election cycle and

gave his predictions about the presidential :
race. Following Mr. Cook’s talk was a presen-

tation about good and bad regulations—un-

: derscoring the importance of what happens
i afteralawis passed and the regulatory agen- :
i cies take responsibility for establishing how

programs will be operationalized. Closing out
the day was a session entitled “State Strate-

Showing Up Can Make a Difference:

Insights from EMRA members on importance of
attending Leadership & Advocacy Conference

by ABBY COSGROVE, MD, AND ALICIA KURTZ, MD

espite the differences in our backgrounds with politics and government
affairs, the Leadership & Advocacy Conference in Washington, D.C.,
was unlike anything either of us had ever experienced; it was life alter-

© ELSBURGH CLARKE, MD, PHOTOGRAPHY

ing. The quality of speakers, the content of their inspirational and informative
messages, and being in the same room as people who truly care about the
future of EM convinced us that we wanted a seat at the table. As first-timers,
despite our experiences in EMRA, we had very limited knowledge of many of
the issues (and the acronyms—oh the acronyms!)
affecting our daily practices in the ED.

The preparation for ACEP Lobby Day was excel-
lent. With our limited experience lobbying legislators,
we were both terrified and excited. Yet, walking
through the Senate and House buildings, seeing
“Nancy Pelosi” and “John McCain” written on office
doors, a surprise showing by Marco Rubio, and meeting with our own federal
legislators about issues that truly matter to our patients were almost as
exciting as running a successful code or putting in a crash chest tube.

ONLINE

= RESOURCE

For complete article,
go to June issue on
www.acepnow.com.

In just a few days, we felt transformed from residents who were somewhat

disengaged from the political world around us into doctors who felt empow-
ered to make a difference for our colleagues and patients. We would strongly
urge all residents to consider attending the conference next year.

DR. COSGROVE is a member of the EMRA Board of Directors. DR. KURTZ is
president-elect for EMRA.

i gies to Deal with Out of Network/Balance Bill-
i ing.” This rapidly has become the hot topic in

EM as many states are considering legislation
that would significantly change the rules of

i billing patients. Dr. Kaplan made this issue
i acornerstone of his presidency and his crea-

tion of the term “fair coverage” has completely
changed the tone and tenor of the discussion
with legislators and policymakers. Through

i the “fair coverage” campaign, ACEP is leading

the house of medicine in educating legislators
and policymakers on how their constituents,
and our patients, are being unfairly treated

by insurance companies that are selling in-

surance policies with exorbitantly high out-of-
pocket deductibles. For more information on

¢ the campaign, go to www.faircoverage.org.

! WORKING THE HILL

Tuesday morning’s program was highlighted
by presentations from the two EM physicians
who are MOC. Joe Heck, DO, (R-NV), and Raul
Ruiz, MD, (D-CA), both challenged attendees
to be more active and engaged in health poli-
cy and advocacy. Brad Gruehn from the ACEP
D.C. office also presented an overview of key
issues, which included the following:

1. The Opiod/Narcotic Issue — discussing
recent CARA (Comprehensive Addiction
and Recovery Act) passed in the Senate
and the House.

2.Medical Liability Reform for Emer-
gency Medical Treatment and Labor
Act (EMTALA) Services — ACEP’s con-
tinued effort to establish federal liability
protection for EMTALA mandated care
in the ED by EM physicians and on-call
specialists.

3. Mental Health Reform - asking MOC
to pass meaningful reform to give EM
the needed resources to provide ap-
propriate care to patients with mental
health illnesses.

4. Improving EMS Delivery of Care — sup-
porting the Patient Protection Access to
Emergency Medications Act of 2016,
which would allow for continued ad-
ministration of controlled substances to
patients by EMS under standing orders.

ACEP “Takes the Hill” event closed the con-

i ference on Tuesday afternoon. Soapbox Con-

sulting arranged all of the Hill visits on behalf
of ACEP. In addition, its Soapbox app provid-
ed attendees with information on the meeting

¢ visits, background materials for the meetings,

and bio details for each MOC.
It was inspiring to walk the Capitol hall-
ways and see how many EM docs are “work-

ing the Hill” with MOC and staffers to advocate
¢ for appropriate policies and laws that will im-

prove our capacity and capabilities to care for
our patients.
The last day of the meeting, “Leadership

i Day,” was about being, or becoming, a more

effective leader, not just in Washington, but
in your ED, your hospital, your group, and

i the greater health care community. Attend-
ees heard from and interacted with Dr. Ka-

plan and President-Elect Rebecca B. Parker,
MD, American Medical Association President

i Steve Stack, MD, and others. @

DR. CIRILLO is director of
health policy and legislative
advocacy for US Acute Care
Solutions/EMP in Canton,
Ohio.
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ACEP’s Health Policy Scholarships

EMF policy research grants aim to encourage policy scholarship in EM

ational health policy is playing an ever-
increasing role in the day-to-day practice
of medicine, and it's becoming more
important for physician groups to advocate
effectively for policies that benefit their physicians
and patients. However, many of ACEP’s leaders felt
that emergency medicine’s positions weren’t mak-
ing a big enough impact on policymakers. Several
members of the Emergency Medicine Foundation
(EMF) Board of Trustees—including Vidor Friedman,
MD, FACEP, and Wesley Fields, MD, FACEP—recog-
nized that, in order for emergency medicine to be

an effective advocate for the health policy needs of
emergency patients, the specialty would need more
research and data to back up its ideas. They decided

i to launch a grant program to support emergency

medicine policy scholarship.

The Health Policy Scholar grants are funded by
the Emergency Medicine Action Fund (EMAF) and
awarded by the EMF. The grant program’s long-term
goal is to develop a group of emergency physicians
who are not only experienced researchers but health
policy experts and who can investigate and provide
support for policies that will benefit emergency

ad Stephen wn Vidor Michelle Sandra Cynthia Arjun Venkatesh, MD,
@) Anderson, E Friedman, Lin, MD, Schneider, Singh, MBA, assistant professor
|<_E - MD, FACEP, < MD, FACEP, -‘_"' MPH, MD, FACEP, director of emergency medicine
o ‘ emergency oy emergency 7. emergency director of of the and a scientist at the

L physicianin O = physician in physician EM practice F grant ’ Center for Outcomes

() Seattle and a member t— Orlando, Florida, and a i at the Icahn School of at ACEP program for ACEP Research & Evaluation at Yale

O of the ACEP Board of % member of the ACEP Medicine at Mt. Sinai and EMF University School of Medicine in

= Directors 0. Board of Directors in New York City New Haven, Connecticut

physicians and their patients.
To date, the program has funded two researchers.
In 2014, the first EMF/EMAF Health Policy Research

i Scholar Award was bestowed to Arjun Venkatesh,

MD, MBA. In 2015, Michelle Lin, MD, MPH, was the
Award recipient. These researchers recently sat
down with some of the ACEP leaders and staff who
were instrumental in launching this health policy
research program to discuss the importance of
studying health policy in emergency medicine.

Here is a summary of their conversation.

SA: What exactly is
health policy research?

SS: Health policy research, in my mind, is re-
ally about how the policies we make to control
or conduct our health care affect how health
care is provided and what the effect is on the
patient. Any time we make a decision about
changing the way health care is provided, it
can have a profound impact on patients and
on the health of our nation.

AV: [ totally agree. When I think of health
policy research, I think of it as the engine of
what we call the evidence-based policy move-
ment. I think a lot of emergency physicians
and clinicians are very comfortable with the
term “evidence-based medicine.” Why don’t
we use the same scientific rigor to analyze
data and inform the policies we make? CMS
[the Centers for Medicare & Medicaid Services]
is going to rethink how they pay for hip and
knee replacements, and they’re actually doing
arandomized study where certain counties in
America are going to be paid differently than :
other counties. Rather than just set payment
policy based on a couple of anecdotes or sto-
ries, they’re developing a plan and will imple-
ment, study, and evaluate it to decide how
future payment policy is set across the U.S.

¢ of alens gives you too distorted a view of the
effect. The effect of the ACA [Patient Protec-
tion and Affordable Care Act] on any given
individual may be positive or negative. One
person may have coverage for the first time,
i while another may be struggling with a high

deductible. The effect of the ACA in terms of

its cost will not be understood for years. Un-
derstanding the effects and improvements of
the provision of care is really the goal of health
i policy research.

VF: Another reason we need to do health

policy research is that policy is created on the

basis of anecdotal evidence. One of the great
urban myths that we fight in emergency medi-
i cine is that family practice and the medical
home will cure all of the ills of society. What
they do is different fundamentally than what
we do in terms of the kind of health care they
provide. In emergency medicine, there were
very few people studying this, yet we’re the
i target of many, many health policies, most of
which are negative for our specialty.

i AV:We're at the nexus of the health care sys-
i tem. Just in the same way as when we worka
i shift, we’re the one place that is talking to pro-
viders in the hospital and outside the hospital.
We see what happens when patients do not
AV: It’s a particularly great time for it be-

i have access to effective heath care. We see so

ML: I think of health policy research as inves-
tigating the policies that improve the actual
delivery of care because if we have the great-
est scientific advances but we’re not able to
implement policies that get those advances
to patients in an efficient and equitable way,
patients can’t be benefited.

much of the cost levers at different places. The
same is true on the policy side. So far on the
¢ policy side, that’s given us a lot of monikers
that we don’t particularly care for and don’t
reflect our care, such as the unnecessary ED
visit or the costly price tag. The only way to get
i above the fray when it comes to all of those

stories is to have data.

SA: Why is it important to do
health policy research?

SS: It’s vital that we understand the forces
that drive health care and their effect on pa-
tients and the general population. While an i
individual experience is important, viewing
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SA: Arjun, you’re the first
recipient of this scholarship.
Can you tell us about your
research?

P AV:IE really helped me to achieve two aims.

i federal quality measurement policy; I had
the opportunity to serve on several national
quality forums, technical expert panels, and
i advisory committees. I had the opportunity i
to participate as both an emergency clini-
i cian as well as a health services researcher
in the conversations about how measures
get endorsed. At the same time, I also had
the chance through our Center for Outcomes
i Research & Evaluation at Yale to work on sev-
i eral projects for CMS and their development
of measures of hospital quality and hospital
efficiency. I had completed the Robert Wood
Johnson Clinical Scholars Program, so I had
great research training. What you need is a
i little bit of help and support to get your first
i project up and off the ground. In my year, I i
had the chance to work with a big national
! dataset that hasalot of detailed clinical and
cost data. I studied variation between EDs
i and the use of observation services and how i
that variation may impact our measurement
i of their admission rates as well as their total i
cost of care.

SA: You’re sort of the EM rock
star of metrics. What’s your vi-

! sion of where others can expand

on your research?

i cause of ACEP’s launch of CEDR, the Clini- i
i cal Emergency Data Registry. Now, all of a i
¢ sudden, you have an infrastructure in place
where thousands of EDs around the country
are going to be coming into the CEDR to fulfill
their quality reporting requirements for CMS.
i Ithink that emergency medicine has a lot of
i opportunity in the coming years to develop
the next generation of quality measures. No
longer measuring things that are simple pro-
cess of care, like “Did you do an NIH stroke
scale for a patient with a stroke?,” but rather
i getting to the next level. What does a patient-
i reported outcome measure look like for emer-
; gency medicine? Can we develop the science
their effect on health care through too small i It was first a way to really embed myself in i to say that we can effectively measure differ- i

“It’s critical that we
demonstrate that
the EM community
is proactive about
reducing avoidable
health care costs
and adding value.”

—Michelle Lin, MD, MPH

ences in headache treatment? Can we do a
better job of actually measuring cost?

SA: Michelle, you’re the most
recent recipient of the
scholarship. Tell us about
your research.

ML: My primary research interest has been
identifying ways to demonstrate and im-
i prove the value of emergency care. My EMF
Health Policy Scholarship project is to per-

form a cost-effectiveness analysis of ACEP’s

i Choosing Wisely recommendations, with the
i goal of promoting a greater adoption of these

value-based practices. This project allows me
to combine methods such as decision analysis
and large data base analysis to really under-
stand the downstream financial implications
of some of the routine tests and procedures
that are performed in the ED. It’s critical that
we demonstrate that the EM community is
proactive about reducing avoidable health
care costs and adding value.

SA: How do you think this schol-
arship will affect your future?

ML: First of all, I'm incredibly fortunate to re-

ceive guidance from a stellar team of highly

accomplished senior advisers who are really
CONTINUED on page 10
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HEALTH POLICY SCHOLARS CONTINUED FROM PAGE 9

invested in helping me finish my project but :
also helping me flourish as a health policy
investigator. Also, I've been exposed to meet- :

ings such as the EMAF Board of Governors’

calls. For example, I learned about some of
the policy priorities of the EM community,
and I found that the topic of how emergen-
cy medicine is going to fit into alternative
i CS: The EMF also provides a $50,000
result of those conversations, I’ve recently

payment models came up repeatedly. As a

submitted another EMF health policy grant
in conjunction with my mentor, Jay Schuur,
MD, MHS, to study how emergency medicine
is going to fit into these payment models.

opportunity.

SA: Armed with specific data,
how do we turn policy research
into actionable political change?

in our arguments. We’re telling them things
they don’t necessarily want to hear. It’s im-
portant. We don’t have a health care system;
we have a health care paradigm. The biggest
driver in the change of that paradigm is all
about cost. As much as we want to talk about
the quality, quality is assumed. I think that
our challenge for the future is to use health
policy research to help us tell these stories
and help shape future change.

SA: My last question is to
Cynthia, who is in charge of
grants for ACEP. Where do
people look for health policy
grants, and who can
mentor them?

health policy grant each year. Many of

these recipients have parlayed their EMF
i research into larger and further-reaching
projects. For instance, in 2013, Donna
L. Carden, MD, received a health policy
Thank you again to EMF and EMAF for this

grant titled “Implementing an ED to Home

Transition Intervention.” Based on her
i work completed with an EMF health pol-
icy grant, she was awarded a $1.8 million
Patient-Centered Outcomes Research In-
stitute grant. EMF is building a cadre of
effective researchers who are improving
VF: I think that the more evidence the folks emergency medicine practice and patient
that go to the Hill and fight for emergency

medicine have, the more credibility we have

care. In addition to EMF funding, emer-
gency physicians interested in health

policy research are encouraged to look at
other funds for grants such as through the
Agency for Healthcare Research and Qual-
i ity, the Robert Wood Johnson Foundation,
the Commonwealth Fund, and the Kresge
Foundation. Networking at ACEP meetings
such as Leadership and Advocacy Confer-
ence, the Research Forum, and Scientific
Assembly can provide direct access with
i our specialty’s best policy researchers. @
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SPECIAL OPs

DR. WELCH is a practicing emergency physician with Utah Emergency
Physicians and a research fellow at the Intermountain Institute for Health
Care Delivery Research. She has written numerous articles and three books
on ED quality, safety, and efficiency. She is a consultant with Quality Matters
Consulting, and her expertise is in ED operations.

Rocking in Rhode Island

The Brown University model for patient flow

by SHARI WELCH, MD, FACEP

he Rhode Island Hospital emergency

department in Providence was built

10 years ago and is one of the busiest
teaching hospital emergency departments
in the country. Treating more than 100,000
adult patients a year and admitting almost
30 percent of them, the department has such
a high acuity that part of its 100-bed ED is
dedicated to critical care patients. The An-
drew F. Anderson Emergency Center (AEC)
is the main teaching site for The Warren Alp-
ert Medical School of Brown University and
its many residency programs. It is one of the

top-ranked emergency medicine residency

programs, and its clinical metrics for sepsis,
ST-segment elevation myocardial infarction,
pneumonia, and stroke are among the best
reported in the country. It is a center for re-
search on medical teams, injury prevention
and control, and resuscitation science.

All this aside, the leadership at Rhode
Island Hospital—hospital president Peg
Van Bree, DrPH, and Brian Zink, MD, chair-
man of the University Emergency Medicine
Foundation—decided that they were not sat-
isfied with the operational metrics for the
department. Like most high-volume tertiary
teaching hospitals, they struggled with op-
erational metrics like door-to-physician time,
length of stay (LOS), and left without being
seen (LWBS) rates. After intensely studying
their operational data, they learned that low-
er-acuity patients suffered most in terms of
wait times and delays.

Figure 1. The AEC 2.0 model divided
the ED into prime care for major
medical cases and focused care for
limited problems

CRITICAL CARE

PRIME CARE

PROMPT
CARE

C POD
BEDS

E POD
RECLINERS

The leadership team—which includes Da-
vid C. Portelli, MD, James E. Monti, MD, and
Alexis Lawrence, MD, nursing leaders Susan
Patterson, RN, and Lindsay McKeever, RN,
and advanced practice provider (APP) leader
Lisa Murphy, PA—decided that they needed
real transformative change. The leadership
team decided to stop all committee work on
operations and to use the task force model
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i for process improvement recommended by
i Brent James, MD, of Intermountain Health-
care. They participated in a retreat where
they reengineered patient flow and workflow
in their department. Armed with a charter
and a tight project timeline, the team devel-
i oped an ambitious change package, named
AEC 2.0, involving four big innovations that
would go live at once. Using the major care/
minor care model that has proven success-
ful in Great Britain, they designated areas
i in their department as prime care for major
medical cases and focused care for patients
with limited problems and an expectation of
discharge (see Figure 1).
They then developed a patient-flow model
that played to their strengths and their unique
i demographics. Rhode Island has unusually
high emergency medical services utilization
relative to the rest of the country. Forty percent
of patients arrive at the AEC by ambulance.
Imagine 120 ambulances arriving in your de-
i partment each day! While the national norm
is to bed ambulance patients upon arrival,
this department did not have the capacity to :
immediately bed everyone who arrived by am- Table 1. Results of
bulance. Many ambulance patients, in fact, :
did not need a bed, and the leadership opt- :
¢ ed to save those beds for the sickest arriving
patients. The AEC also has two other unique
assets: strong nursing and a robust APP pres-
ence with a homegrown emergency medicine :
APP development program. The APPs have an
i average of nine years of experience and can
function autonomously and efficiently.
The hospital is confident that its nurses
know sick when they see it, and so all pa-
tients, whether they arrive ambulatory or by
i ambulance, receive a very rapid nurse as-
sessment taking fewer than three minutes.
During this assessment, a chief complaint is
obtained, and an Emergency Severity Index
(ESI) score is assigned. Vital signs, allergies,
and a pain score are recorded. All ESI 1 and 2
i patients go to the prime care area, which con-
sists of mirror pods with 16 beds each and a
16-bed critical care area for highly unstable
patients, and they are immediately seen by !
a physician. All patients of low acuity with )
i an ESI of 4 or 5 are sent to a fast-track area,
named prompt care, and are seen expedi-
tiously by an APP (see Figure 2). :
Half of the nearly 300 patients arriving at
the AEC each day have an ESI 3 designation
! (intermediate acuity). Across the country, we )
have begun realizing that this is a tricky pa-
tient mix and will include some very ill pa-
tients with occult medical problems. These :
ESI 3 patients are typically seen by a physi-
cian in triage in fewer than 20 minutes. This
i physician quickly begins the patient work-
up and assigns the patient to an appropriate
area within the department. If the physician
determines the patient is sicker and needs an
acute care bed, the patient can be sent to the
i prime care area, but most patients are sent
! for treatment in the lower-acuity focused

ALL PATIENT
ARRIVALS SREAMING
ESI 1, ESI 2
AMB
ARRIVAL
o PHYSICIAN
ARRIVAL N7

i Figure 2. Patient flow at the Andrew F. Anderson Emergency Center
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care area and are treated in lounge chairs.

i The staff rapidly caught on to this new verti-
¢ cal flow model, which is being adopted and

adapted to high-volume departments across

i the country.

The leadership team ran four tests of
change (rapid cycle testing, or RCT) before go-

i ing live with the model. Each test of change

allowed the team to see the model at work un-
der different conditions. The model was tested

¢ with volumes from 284 patients per day (PPD)

to 340 PPD, with admission rates of 25 percent
to 36 percent and fast-track volumes that var-

ied by 50 percent. The model performed well,

and the data were irrefutable.

Table 1 summarizes the remarkable re-
sults. The table shows the baseline, the RCT
data, and the data-to-date numbers show-

i ing consistent improvement for two months.

Door-to-doctor median, which began at 52

i the AEC’s patient- BASELINE
i flowimprovement [ENEVE T
i efforts
Volume 287 305 294
Admit Rate 28.15% 31.2% 29.1%
Door to Doc 52 26 min 22 min
(Median)
Discharge LOS 297 min 225 min 228 min
(Median)
Admit LOS 428 min 410 min 387 min
(Median)
LWBS 4.63% (13) 1.64% 1.87%

minutes, was reduced to 22 minutes, and
LWBS rates, which were 4.6 percent, were
reduced to 1.87 percent.

Their crowning event occurred on April
25, 2016, when the AEC recorded its busiest
day ever: The department treated a whop-
ping 364 patients and the door-to-doctor wait
time was only 20 minutes.

Most high-volume tertiary and teaching
hospitals believe that this type of perfor-
mance is impossible, but the experience in
Rhode Island suggests otherwise. The AEC
has been quickly transformed in only 12
weeks from planning through implementa-
tion into one of the most operationally effi-
cient teaching hospital EDs in the country.
They are rocking in Rhode Island! The Brown
University patient-flow model may become
the standard for high-volume tertiary teach-
ing emergency departments. ©
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A Bad Day of Fishing Is Better Than
a Good Day at Work—Usually

Tips and tricks for removing fishhooks

by WILLIAM TRINH, DO, JUSTIN MCNAMEE, DO, AND TERRY MCGOVERN, DO, MPH

“Foreign body-fishhook.” We commonly
see these injuries in our emergency depart-
ments and think, “This could be a real pain
to remove from wherever it may be.” Some-
times we need a simpler method, or even a
MacGyver-like alternative to make our jobs
easier, so our days spent in the trenches are
more like our days wetting a line.

The Case

A 35-year-old, right-hand dominant, previ-
ously healthy male presents with a fishhook
lodged in his right first digit. The injury oc-
curred that morning, the opening day of trout
season. His buddy tried meticulously to dis-
lodge the hook to no avail. The patient now
presents with finger pain and an inverted
smile, and he is anxious to get back to that
game of cat and mouse with an elusive nine-
pounder that’ll win him a $250 gift card for
the local tackle shop.

Background

Most fishhooks become embedded in either
the hand or face. Unfortunately, some fish-
hooks will find their way into people’s eyes
or even intracranially, as described in a case
report in 1992.12 Obviously, ophthalmology
will need to be consulted for ocular fishhook
injuries, but the remaining majority of these
occurrences can be dealt with in the emer-
gency department.

Having the patient describe or even draw
a picture of the fishhook will help the cli-
nician decide which of the following tech-
niques may be most appropriate for removal.
The smaller size and shape of most recrea-
tional fishhooks keep them from penetrating
deep into the soft tissue. However, commer-
cial hooks and some sport-fishing tackle can
be much larger and could very well access
deeper neurovascular or bony structures.
While not required for these accidents, radio-
graphs can help identify the type of fishhook
(eg, single-barbed, multi-barbed, treble), the
size of the hook, its orientation within the
soft tissue, and proximity to bony structures.
Theoretically, using a water bath ultrasound
technique, the emergency physician could
identify nearby neurovascular structures
that could be damaged when attempting to
remove the hook. In that case, surgical col-
leagues should be consulted.? Also consider
consultation of a specialist when other vital
regions (eg, joints, tendons, testicular, ure-
thral, or peritoneal) are involved.

Classically, there are three different tech-
niques that are used to remove embedded
fishhooks: pull through, barb sheath, and
string yank. There is a simple retrograde tech-
nique that is often attempted by the patient
in the field prior to arrival. This technique is
just as it sounds and is often only successful

i for very superficial hook injuries. As far as

Figure 1. Equipment for fishhook removal.

we know, there is only one prospective study
that has reported success rates of these dif-
ferent fishhook removal techniques.! In 1990,
Doser et al evaluated 97 fishhook injuries that
occurred in Alaska. They reported the great-
est success rate (56/97, 58 percent) with the
advance-and-cut technique when compared
to all the other approaches. While the suc-
cess rate was higher, they suggest attempting
less traumatic retrograde techniques prior to
progressing to advance and cut. Of the 87 in-
juries that were followed up, none had any
complications or subsequent infections,
despite the fact that only five patients were
placed on prophylactic antibiotics.!

The discussion of who receives prophy- :

lactic antibiotics remains
controversial and is left up
to the provider. If antibiot-
ics are deemed necessary,
doxycycline, trimethoprim-
sulfamethoxazole, or fluo-
roquinolones are preferred
for gram-negative coverage
of organisms that are com-
monly found in recreation-
al water-sport injuries. As a
general rule of thumb in fish-
hook accidents, if the hook is
embedded superficially, then
there is no evidence to sup-
port prophylactic antibiotics.
However, if the fishhook is embedded deeper
or near neurovascular structures, then pro-
viders should consider prophylactic anti-
biotics, depending on the type of exposure
(eg, saltwater versus fresh water; see Table
1). Stronger consideration for prophylaxis
should also be made if the patient is immu-
nocompromised.*

Equipment and Techniques
(see Figure 1)*

¢ Povidone-iodine or chlorhexidine
solution

¢ Local anesthetic solution without
epinephrine

¢ 3mL syringe

Figure 2. Pull through technique for single-barbed hooks.

-

Figure 3 . Pull through technique for multi-barbed hooks.
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Figure 5. String yank technique.
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e Wire cutter

¢ Needle driver

¢ Hemostat

¢ 18-gauge needle
¢ 25-gauge needle

o String, fishing line, or 2-0 silk suture
line, at least 50 cm in length

o Safety glasses, goggles, or a face mask
with an eye shield for both the provider
and patient

Proceed to cleanse the embedded area of
debris, apply iodine or chlorhexidine solu-
tion, and allow the area to dry. Hooks with
more than one point (eg, treble hooks) or
lures/bait with more than one hook should
have uninvolved points taped or cut off
to prevent accidental embedding of unin-
volved hooks while removing the embed-
ded hook.>¢

Pull through technique for single- and
multi-barbed hooks (see Figures 2 and 3).
This is a great technique for large-caliber
hooks with barb near the surface of the skin
in the ears, nasal cartilages, or joints. Once
preparation of site is complete, proceed to lo-
cate the barb end of the hook and inject 0.5-1
mL of local anesthetic (without epinephrine)
over the embedded barb region. Allow a cou-
ple of minutes for full anesthetic effect. Pro-
ceed by grasping the shaft end of the hook
with needle driver and advancing the hook
until the last barbed section of the hook is
exposed. Grasp the barbed section with a
hemostat. If a single-barbed hook (barbed
only at the hook tip) is embedded, use wire
cutters to cut the hook proximally (toward
the shaft end), and with the needle driver,
pull back on the shaft and withdraw reverse
of the direction of entry. If a multi-barbed
hook is embedded or barbs are located on
the shaft, advance the hook until the hook
and barb are exposed. Grab this end with a
hemostat. Use a wire cutter to cut the shaft,
and without losing control of hemostat, pull
the hook through (advancing toward the di-
rection of entry). 4

Barb sheath technique (see Figure 4).
Normally, this is reserved for small hooks that
are not embedded in the nose, in the ears, or
near joints, as this is a more technically dif-
ficult technique that may cause further dam-
age from blindly inserting an 18-gauge needle
to disengage the barb. Firmly grasp the shaft
end with the needle driver. Inject 0.5-1 mL of
local anesthetic (without epinephrine) along
the entry wound site of the fishhook. Insert an
18-gauge needle along the entry site, with the
bevel facing toward the barb. Once the core
of the needle has engaged the barb, slowly re-
tract both the hook and the needle back out
through the entry site.*

String yank technique (see Figure 5).
This is likely the least painful technique for
removing fishhooks. Although effective, this

SUPERFICIAL EMBEDMENT

Fresh-water exposure  No antibiotics

i Table 1. Antibiotic Recommendations for Fishhook Injuries

DEEP EMBEDMENT
Fluoroquinolone (Aeromonas)*

Saltwater exposure No antibiotics

Doxycycline (Vibrio vulnificus)*

Pediatrics No antibiotics

TMP-SMX

*If the patient has an allergy to fluoroquinolone or doxycycline, use TMP-SMX as alternative coverage.

With a quick and firm jerk of the string, us-
ing your dominant hand, remove the hook.
Local anesthetic is applied similarly to other
techniques at the provider’s discretion. Many
patients do not require an anesthetic, as ex-

: perienced fishers often perform this proce-
i durein the field. 4

Case Conclusion

The fishhook is safely removed using the
string yank technique. A dry dressing is ap-
plied, and the patient’s tetanus vaccine is
updated. The fishhook was embedded su-

perficially, therefore no prophylactic antibi- :

i the big one next time.®

otics are given. The patient will live to boast
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Up to 49% pneumococcal
resistance to current
macrolides in the US*

30% of pneumococcal
isolates are 1 mutation from
fluoroquinolone resistance®*
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"

More than 2.6 million
hospitalizations® and 53,000
deaths®in the US each year

Learn more about antibiotic resistance and the serious consequences of CABP at CABPCounts.com/Resistance.

References: 1. Data on file. Cempra. 2. Doern GV, Richter SS, Miller A, et al. Antimicrobial resistance among Streptococcus
pneumoniae in the United States: Have we begun to turn the corner on resistance to certain antimicrobial classes? Clin
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technique cannot be used on hooks embed-
ded in ears, the nose, or joint cavities and
is more suited for single hooks that are em-
bedded into stable surfaces such as arms, the
back, and the scalp region.® Both the patient
and the provider should wear eye protection.
After cleaning up the area as previously de-
scribed, loop a string around the bend of
the hook. With your nondominant thumb or
index finger, depress the shaft of the hook
toward the embedded body part until it is
parallel to the surface to disengage the hook.

cempra—
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“RADIATION THERAPY” IN THE EMERGENCY DEPARTMENT | conTiNUED FROM PAGE 1

With minimal barriers to use and the ap- :
peal of diagnostic certainty, CT use has
spiraled out of control. Choosing Wisely im-
plicates excessive use of advanced imaging as
low-value care consumers should question.
Despite ACEP publishing its own recommen-
dations for avoiding low-value imaging and
the known financial and physiologic harms
of CT overuse, the literature remains replete
with examples of inappropriate use. In even
just the past few months, multiple publica-
tions have indicted a wide variety of imaging

modalities:

Cervical Spine Imaging in Trauma

The ground-level fall is an extraordinarily
common presenting mechanism of injury.
Some days it seems nearly every single nurs- :
ing home resident spends their day innovat-
ing new ways to evade their caregivers and

find their way down to the floor.

These patients frequently arrive fully im-
mobilized in full trauma regalia and under-
go CT of the cervical spine for clearance. This
single-center review of 760 ground-level fall
presentations identified seven fractures—six
stable and one unstable.! The authors fur-
ther reviewed each chart individually and
suggested only 50 percent of charts supplied :
sufficient documentation to support appro-
priateness of imaging according to National
Emergency X-Radiography Utilization Study
(NEXUS) Low-Risk Criteria or Canadian Cer-
vical-Spine Rule. Conversely, at least 20 per-
cent of charts supplied enough information

to judge imaging as definitely inappropriate.

The authors estimate consistent use of vali-
dated decision instruments just for ground-
level falls could reduce imaging-related costs
$12-$31 million annually in the United States.
i 602CT for PE.? The overall yield was reported
as almost 10 percent, which is sadly unexcep-
The ACEP Clinical Policy Statement for the
almost 20 percent of patients scanned were
PERC negative. If a major teaching institution
¢ ismisusing CT for PE in low-yield and low-val-
ue presentations, how will our trainees per-
exclude the diagnosis based on history and
physical alone.” This statement is not an en-
dorsement of PERC as a “zero miss” decision Appendicitis in Children
Children, as they say, are our future. If this
harms relating to long-term anticoagulation :
diagnoses.

Pulmonary Embolism
evaluation of pulmonary embolism (PE) is
clear: In patients with a low pretest probabil-

ity for suspected PE, the Pulmonary Embo-
lism Rule-Out Criteria (PERC) can be used to

instrument but, rather, recognition of the

and the generally low morbidity and mortal-
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TO COMPLETE THE ACTIVITY AND EARN
FREE AMA PRA CATEGORY 1 CREDIT.

tional in the United States. More concerning,

form in the future?

truism holds, our future is full of solid tumor

This article demonstrates the use of ultra- :
sound deteriorates rapidly with distance from
i pediatric specialty centers.* Comparing a pedi-
atric emergency service at an academic center
to a community-based practice still with pedi-
atric emergency coverage, the rate of CT imag-
i ing was roughly triple in the community. At
the academic center, fewer children with ab-
dominal pain received lab work, and of those :
receiving lab work, only 10 percent underwent
CT. Comparatively, at the community facility,
i agreater percentage of abdominal pain pres-
: entations received blood work, and 28 percent

HARMIS SHOULD BEE AVOIDED WHEN THEY CAN BE. FOR EXAMIPLE, ULTRASOUND-FIRST

ity of PE in the setting of preserved normal
physiology. The harms are likely understated
some of the widest possible variation. This
i is to be expected given the gulfs of experi-
i ence and comfort with pediatric patients.
Harms should be avoided when they can be.
! For example, ultrasound-first strategies for
the diagnosis of acute appendicitis are rea- : Upper Respiratory Infections
sonable and widespread. Not every presen-
! tation is appropriate to forgo CT, but many
uncomplicated presentations can feasibly be
er in the Midwest, retrospectively reviewing

as the acceptable miss rate used in PERC does
not account for the high rates of false positives
recognized in patients with low pretest prob-
ability for PE. In the interests of protecting
patients and decreasing unnecessary CT use,

the rate of CT for PE in PERC-negative patients

should be nearly zero.
Stojanovska and colleagues present a re-
view of cases from an academic medical cent-
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The evaluation and treatment of chil-
dren in the emergency department exhibits

addressed first by ultrasound.

STRATEGHES FOR THE DIAGNOSIS OF AGUTE APPENDIGITIS ARE REASONABLE AND
WIDESPREAD. NOT EVERY PRESENTATION IS APPROPRIATE T0 FORGO GT, BUT MANY
UNGOMPLIGATED PRESENTATIONS GAN FEASIBLY BE ADDRESSED FIRST BY ULTRASOUND.

i of those underwent CT. The difference boiled :
down to avoidance of CT by use of ultrasound
and by admissions for clinical observation.
Ultrasound or observation-first protocols
i arewidespread and certainly defensible foun- :
dations for shared decision making.

Finally, just to complete our comedy of er-
i rors, we're also now seeing extensive use of :
CT for even benign upper respiratory infec-
! tions (URY). It is reasonable to have a serious

debate over the risks, benefits, and diagnostic
certainty for illnesses of significant morbidity
and mortality, but the common cold?

These authors reviewed the use of CT for
emergency department visits coded as URI or
lower respiratory tract infections (LRTI).” In
2001, only 0.5 percent of patients visiting the
emergency department for URI symptoms re-
ceived a CT, and by 2010, that rate had climbed
to 3.6 percent. In 2001, 3.1 percent of LRTI
symptom presentations received a CT, and in
2010, this rate had climbed to 12.1 percent. In
i keeping with classic features of overuse, there
was no change in rate of antibiotic prescribing
i or the rate of hospital admission. Four times
as many CT scans with zero benefit.

{ Undifferentiated Chest Pain
Flipping the channel a bit, this last article
concerns not just CT overuse but suggests ir-
responsible overuse.
Institutions are increasingly adopting
HEART score-based algorithms for early dis-
charge. Recent publications call widespread
i provocative testing into question.
' However, the proponents of CT coronary
angiograms (CTCA) for patients with low-risk
chest pain refuse to fold. Despite the failure
of major trials to demonstrate an advantage
of CTCA over standard care and impassioned
editorials questioning the fundamental in-
sanity of their use, the American Heart Asso-
ciation (AHA) has issued new guidelines for
appropriate cardiac imaging.”® Oddly, accord-
ing to these guidelines, nearly every possible
permutation of potential cardiac chest pain
CONTINUED on page 20

The Official Voice of Emergency Medicine



ACEPNOW.COM

THE FEED

DR.

FAUST is an emergency medicine resident

at Mount Sinai Hospital in New York and Elmhurst
Hospital Center in Queens. He tweets about
#FOAMed and classical music @jeremyfaust.

’m Now on Twitter—
Who Should I Follow?

Deciding what to
add to your feed
can be daunting, but
these tips can get
you started

by JEREMY SAMUEL FAUST, MD, MS, MA

eciding who to follow is one of the ho-

liest decisions one can make on Twit-

ter. After all, it is literally choosing
whose ideas you wish to let into your mind.
For this reason, many Twitter users, especially :
new ones, limit the number of accounts they
follow to a select few. The question is, what
types of Twitter accounts are you interested
in? When newbies ask EM Twitter “experts”
who to follow, a typical list of well-known :
names frequently comes up. These lists tend
to feature Free Open Access Medical Educa-
tion (#FOAMed) all-stars. These are usually
respected EM providers with a track record of
high-quality content both on Twitter and on-
line in general via podcasts or blogs. There’s
even an account called @FOAMstarter that
follows 31 well-known EM Twitter users. New
users can simply follow these 31accounts and
be certain that the information appearing in
their feeds will be high-quality and high-yield.
However, one area that does not receive as
much attention is that Twitter is a stellar re-
source for keeping up with general medical
news from the nation’s and world’s leading
health care organizations. The trick is find- :
ing accounts that don’t merely tweet out ba-
nal junk. Personally, I don’t need a reminder '
that it is Arbor Day and that I should plant
a tree. That was an actual tweet from the
American Heart Association (AHA) account,
@American_Heart. The AHA account is basi-
cally a digital public relations flack for their
various initiatives, which apparently include
planting trees on Arbor Day. I'm sure that’s
very important, but I don’t need it in my Twit-
ter feed. Don’t believe me? Here’s one more
“high-yield” doozy from that account: “It’s
never too late to start eating healthier!” For-
tunately, we are not reprinting the JPEG image
that accompanied this tweet, which featured
a beet with the caption, “Hey girl, my heart
beets for you.” Now you are free to never fol-
low that account (unless you happen toreally
like it). You’re welcome.

THE QUESTION IS, WHICH LARGE
REPUTABLE ORGANIZATIONS
ARE USEFUL? HERE ARE A FEW
RECOMMENDATIONS.

The World Health Organization (@
WHO). WHO tweeted out a link to a
joint statement by WHO and @ UNICEF
regarding attacks on medical facilities

The Official Voice of Emergency Medicine

i and personnel in Syria. Earlier in the day, the
account tweeted out some important statistics:
i “#Measles deaths worldwide: 1980:2,600,000.
i 2000: 546,800. 2014: 114,900 #VaccinesWork”
and alink to the WHO fact sheet on measles.

The Centers for Medicare &
Medicaid Services (@CMSGov).
This account is a “newsy” account !
that helps me keep up to date with
i changes in our complicated system. For ex-
ample, when the newly proposed CMS rule
introducing details about the anticipated :
new Merit-Based Incentive Payment Sys-

tem (MIPS) and Alternative Payment Model

(APM) was announced in late April, CMS
tweeted out information on the new rule
{ with a link to an article by Health & Human
Services Secretary Sylvia Burwell (@SecBur-
well) that explains how the rule intends to
i modernize Medicare payments. The Health
Affairs Blog (@Health_Affairs) also had im-
portant takes on these new proposals.

On the trendier side, The New York
Times has become an increasing-
ly excellent source for both major
health news and smaller interest

i stories that tend to go viral. The three main
accounts worth following are @NYTHealth,
@NYTScience (less medicine, more environ-
i mental, space, etc.), and the @upshotNYT
(analytical journalism, frequently featuring
the superb writing of Aaron Carroll, MD, MS
[@AaronECarroll], professor of pediatrics
and associate dean for research mentoring at
Indiana University School of Medicine in In-
i dianapolis, and others). In addition to their
Pulitzer Prize-winning correspondents like
Sheri Fink (@SheriFink), The Times frequently
publishes the informative, thought-provok-
ing, and somehow still humorous writing of
i Perri Klass, MD (@PerriKlass), professor of
journalism and pediatrics at New York Uni-

versity in New York City. When your friends

and colleagues ask, “Did you see that piece in
The Times?” your answer can be, “Yes!”

Next, there are hospital Twitter ac-
counts. For the most part, hospital
accounts are for public relations.
That being said, I follow the ac-

counts of any hospital [ work at (and any hos-
: pital I have ever worked at or am even thinking
about working in). Even though most of these
! tweetsare low-yield, it is wise to keep up with

The Centers for Disease Control
and Prevention (@CDCgov). The
CDC’s tweeting on the unfolding
Zika crisis has been absolutely ex- !
cellent. As more information has become
available, the CDC has tweeted out high-
quality information. This account also tends
to retweet excellent information from other
i reputable organizations. Links to influenza
surveillance updates are also useful. '

: 4

DO YOU HAVE ANY FAVORITE FOAMED
RESOURCES THAT ACEP NOW READERS

SHOULD KNOW ABOUT VIA THE FEED?
TWEET AT ME @JEREMYFAUST OR EMAIL TO

JSFAUST@GMAIL.COM

what these institutions are doing on a larger
scale. Sometimes these Twitter accounts pro-
vide better insight than internal emails you
might receive on a daily basis. ;

There’s one other group of Twitter
accounts you should always follow,
your colleagues. Any time a col-
league joins Twitter, follow them. :
I follow just about any one I know personally
from my workplace and many I have met at |
conferences. It’s a polite and low-impact way
to say, “I'm interested in what you have to
say.” And even if you aren’t interested, at least

RE
0

each Tweet is capped at 140 characters—not
so typical in departmental meetings.

Finally, if you are looking for other

great accounts, I have two sugges-

tions. First, see who is getting a

lot of retweets by people already
on your feed. If someone you trust keeps
retweeting someone you’ve never heard of,
chances are that person might be worth fol-
lowing. Second, you can click on any other
account and see who they follow. Not sur-
prisingly, the @CDCgov and @WHO follow a
lot of highly informative sources. @

When minutes —seconds — count,
DON'T count on someone else

Electrocardiography
in Emergency Medicine
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AIRWAY

DR. LEVITAN is an adjunct professor of emergency medicine at Dartmouth
College's Geisel School of Medicine in Hanover, New Hampshire, and a

. visiting professor of emergency medicine at the University of Maryland,
Baltimore. He works clinically at critical care access hospitals in rural

| New Hampshire and teaches cadaveric and fiber-optic airway courses.

Tackling the

Omega-Shaped Epiglottis

4 TECHNIQUES FOR MANAGING THIS TRICKY AIRWAY

by RICHARD M. LEVITAN, MD

urved blade laryngoscopy, whether

with a conventional direct blade or

video laryngoscope (with a Mac-
intosh design or hyperangulated shape),
depends on indirect elevation of the epi-
glottis. The tip of the blade sits in the val-
lecula, with the epiglottis lifted upward by
pressure on the underlying hyoepiglottic
ligament. The epiglottis is positioned be-
tween the line of sight (video or direct) and
the glottic opening.

In my cadaver lab in Baltimore, as well as
in emergency airways, I am increasingly en-
countering the “omega-shaped epiglottis.”
Along, curvilinear epiglottis with an omega
shape has commonly been reported in chil-
dren, but I have noticed it is quite common
in obese adult patients as well.

An omega-shaped epiglottis creates mul-
tiple challenges for intubation. The epiglot-
tis may be difficult to elevate, precluding any
sighting of the glottis. Passing a tube or bou-
gie through a long omega-shaped epiglottis
is akin to passing a thread through a needle.
The operator cannot see if the tip of a tube
or bougie is actually going into the glottis.

Difficulties of tube delivery and laryngeal
exposure are especially problematic in obese
patients. Many of these patients require con-
tinuous positive airway pressure before and
during induction to maintain oxygenation,
and they require a “one and done” approach
to intubation to avoid desaturation. They
have short safe apnea times and are often
difficult to mask ventilate.

Emergency airway providers should an-
ticipate this problem, especially in obese pa-
tients, and have a clear plan for tackling the
challenge.

TECHNIQUES FOR HANDLING THE
OMEGA-SHAPED EPIGLOTTIS INCLUDE:

Using bimanual laryngoscopy. This changes

how the tip of the blade interacts with the hyoepi-

glottic ligament. This is best done by operators ap-

plying their right hand to the neck during direct or
video laryngoscopy. Occasionally, assistants are needed
to maintain pressure at the proper location because the
view can deteriorate when pressure is released.

Using a bougie to “thread the needle” (see
Figure 1). This also allows confirmation of
placement within the trachea as the bougie
interacts with the tracheal rings.

Lifting the epiglottis directly with the tip of

the curved blade, thereby providing direct ex-

posure to the larynx (see Figure 2). This is best

accomplished with a standard geometry Mac-
intosh blade, whether direct or video (eg, GlideScope
Titanium Macintosh, McGrath Mac, or Storz C-Mac),
as opposed to a hyperangulated video laryngoscope.
Hyperangulated blades (standard GlideScope, Storz D
blade, McGrath X-blade, and other hyperangulated de-
vices such as King Vision) may not be long enough to
reach down and elevate the epiglottis directly.

Using a straight blade direct laryngoscope.

Find the epiglottis, then position the blade

in the right side of the mouth, pivot the tip

of the blade under the epiglottis, and ad-
vance slightly and then lift. Keep the proximal end of
the blade in the extreme corner of the mouth (right
paraglossal positioning). The small flange of the Miller
design does not permit sweeping of the tongue. Moreo-
ver, the straight design does not allow pivoting back
toward the center. Because of the shape of the dental
arch, the straight blade (handle) can only pivot back-
wards if positioned all the way rightward (right on the
right nostril). ©

Figure 1. Omega-
shaped epiglottis
visualized with
GlideScope Tita-
nium Macintosh #4
blade. The intuba-
tion is accomplished
using a styletted
tube (straight-to-cuff
shape, 35 degrees)
and “threading the
needle” by carefully
passing it through the
omega-shaped epi-
glottis into the glottis.
In bottom left image,
the cuff is obscur-
ing visualization of
the target. In bottom
right image, the tube
can be seen passing
over the posterior
cartilages.

Figure 2. Omega-shaped
epiglottis lifted directly by
tip of Storz C-Mac blade.
An advantage of the Storz
C-Mac, GlideScope Titani-
um Mac, or McGrath Mac
blades is that they can be
used to lift the epiglottis
directly if necessary (ie,
using a curved blade like
a straight blade). Size

#4 Mac blades of these
products work best and
are recommended for all
adult patients. The flange
heights of all three of
these products are the
same in Mac #3 and Mac
#4 sizes, and sometimes
the extra blade length is
necessary. Using a Mac #4 blade on all patients prevents having to switch to a larger size.
Always start laryngoscopy holding the blade very lightly (two-finger grip with thumb) and
follow down the tongue until the epiglottis is identified. For many patients, you will not
need full insertion of the Mac #4, but having it readily available is very helpful.

CODING WIZARD @—«w’i‘

Editor’s Note: Cutting through the red tape to make certain that you
get paid for every dollar you earn has become more difficult than ever,
particularly in our current climate of health care reform and ICD-10
transition. The ACEP Coding and Nomenclature Committee has part-
nered with ACEP Now to provide you with practical, impactful tips to
help you navigate through this coding and reimbursement maze.

Level 5 Caveat

by CARAL EDELBERG, CPC, CPMA, CAC, CCS-P, CHC, AND
HAMILTON LEMPERT, MD, FACEP, CEDC

he definition of 99285 includes the concept that the history, physical exam, and

medical decision making (key requirements) must be met “within the constraints

imposed by the urgency of the patient’s clinical condition and/or mental status.’
This concept is called the acuity caveat and can be very helpful to emergency physicians.

16 ACEPNOW JUNE 2016

For example, consider the limitations we face when patients are unconscious, intubated,
altered, under the influence, or needing to be whisked off to the operating room by

the trauma team to save their lives. Most Medicare contractors require a description of
the patient’s urgent condition that prevents satisfying any of these key elements of the
99285 evaluation and management service as well as the physician’s thought process
through the discussion of risk factors, the differential diagnosis, procedures, diagnostic
studies, interventions, and disposition. Make sure to document why the severity of your
patient’s illness and/or procedures, such as intubation on arrival, preclude or prevent
performing a comprehensive history or exam. ©

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.
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SOUND ADVICE

DR. NAGDEV is director of emergency
ultrasound at Highland Hospital and
assistant clinical professor (volunteer) of
emergency medicine at the University
of California, San Francisco.

Ultrasound-Guided Glenohumeral
Joint Evaluation and Aspiration

An approach to evaluating the painful shoulder

by ARUN NAGDEV, MD

emergency department. The septic
glenohumeral joint, while less common than

percent of cases of septic arthritis), can be of-
ten difficult to diagnose.! Among the myriad
musculoskeletal pathologies that can pre-
sent with a painful shoulder, detection of a
septic glenohumeral joint is critical because
delay to diagnosis has been shown to allow
for irreversible cartilage damage leading to
functional impairment. An infected gleno-
humeral joint can be easily missed because
classic signs and symptoms are often not
present, plain film imaging does not detect a
joint effusion, and classic laboratory tests are

Also, even when a septic glenohumeral joint is
suspected clinically, landmark-based aspira-
tions can be unsuccessful. Even in the hands
of experienced orthopedic surgeons, the fail-
ure rates are up to 30 percent.’ Point-of-care
ultrasound allows for both an accurate meth-
od to detect the presence of a glenohumeral
joint effusion and also a simplified method for
reliable joint aspiration.*

PROCEDURE
1. Evaluate the nonaffected
glenohumeral joint.

obtain clear ultrasound views of the patient’s
nonaffected/contralateral glenohumeral

joint. For simplicity, l recommend evaluation : Highland General Hospital, Alameda

of the posterior glenohumeral joint space (the
anterior approach can be more challenging).
Place the ultrasound system in front of the pa-
tient and palpate the patient’s scapular spine
to identify basic surface anatomy (see Figure
1). The low-frequency (5 to 1 MHz) curvilinear

head, glenoid, infraspinatus tendon, and gle-

nohumeral joint space will be obtained on the :
ultrasound screen (see Figure 2). Gentle pas- !

sive or active internal and external rotation of

the patient’s forearm can help novice sonog- :

raphers recognize the relevant anatomy.

2. Evaluate the affected
glenohumeral joint.

Using the same technique as detailed above,
examine the affected glenohumeral joint (see
Figure 3). A joint effusion will be an anechoic
effusion just above the humeral head and un-
der the synovial membrane. Exact measure-
ments of the effusion are not useful, and the :
patient’s clinical evaluation, in conjunction
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i with the ultrasound examination, should help
determine the need for synovial fluid analysis.
valuation of the patient with the pain-
ful shoulder can be difficult in the
Irecommend standard sterile precautions for
alljoint aspirations (sterile probe cover, sterile
infections of the knee and hip (fewer than 10 :

3. Aspirate the glenohumeral joint.

gloves, etc.). Use the M-mode marker to center
the transducer over the space between the gle-

¢ noid fossa and humeral head. Place a small
i anesthetic skin wheal at this location. With

an 18-21 g, 3.5-inch spinal needle attached to

i acontrol syringe, advance the needle tip just
i parallel to the probe, just under the scapular

spine (see Figure 4). The out-of-plane tech-

i nique does not allow for clear needle visu-
alization but offers a simplified method to
enter the glenohumeral joint capsule. While
i advancing the needle, gently aspirate until
synovial fluid is obtained.

insensitive and nonspecific for septic joints.?
: SUMMARY

Clinicians should be familiar with a sim-

i plified method for the ultrasonographic
i evaluation of the glenohumeral joint. The

presence of a joint effusion on point-of-care

¢ ultrasound evaluation in the correct clinical

setting will indicate the need for joint aspira-
tion and fluid analysis. The out-of-plane pos-

i terior approach to glenohumeral aspiration
¢ allows for a simplified method for a safe and
i efficacious joint aspiration. ©
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ONLINE
RESOURCE

See the online version of this article
at ACEPNow.com to download a
PDF illustrating this procedure.

Figure 1. Place the
ultrasound system in
front of the patient and
palpate the patient’s
scapular spine to
identify basic surface
anatomy.

Scapula

|

Figure 2. Slowly slide
the transducer toward
the humeral head.

A clear image of the
humeral head, glenoid,
infraspinatus tendon,
and glenohumeral joint
space will be obtained
on the ultrasound
screen.

Figure 3. Using the
same technique
detailed in Figure 2,
examine the affected
glenohumeral joint.

Figure 4. Use the
M-mode marker

to center the
transducer over
the space between
the glenoid fossa
and humeral head.
With an 18-21 g,
3.5-inch spinal
needle attached to
a control syringe,
advance the nee-
dle tip just parallel
to the probe, just
under the scapular
spine.
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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.

Investing Wisely Means Taking
Taxes Into Consideration

Six ways to reduce your investment-related taxes

by JAMES M. DAHLE, MD, FACEP

Q. I like seeing the money my investments
are making, but every time tax season rolls
around, it seems like a big chunk is going to
the IRS. How can I reduce my investment-
related tax bill?

A. There are a number of ways to reduce your

investment-related taxes. In fact, itis possible :
to completely eliminate taxes on your invest- :

ments. However, prior to doing so, consider
what your real goal is. Is it to reduce your tax

bill or to maximize your after-tax returns? Of :
course, as you give it more thought, youw’ll

realize that your goal is to maximize the after-
tax returns, and sometimes that involves pay-
ing more in taxes than you would pay using
other investing techniques. This article will
discuss six ways savvy investors reduce their
tax bill while boosting their after-tax invest-
ment returns.

H#1INVESTINGIN
RETIREMENT ACCOUNTS

Hands down, there is no doubt that the sin-
gle best way to decrease your investment-
related taxes is to invest in tax-protected
accounts such as 401(k)s and Roth IRAs.
Too few physicians have gone to the trouble
of actually reading the plan documents for
their employer-provided retirement plans
or, if self-employed, opening an appropriate
retirement plan. They also may not be aware
that despite their high income, they can still
contribute to a personal and spousal Roth
IRA—they simply have to do it “through the
backdoor” as discussed in a previous ACEP
Now column. Health savings accounts may
be the best investment account you have, a
topic also discussed in a previous column. If
you have more than one unrelated employer,

i for example, if you're an emergency physi-

cian doing locums on the side, you may also
have more than one 401(k).

Investing in retirement accounts has mul-
tiple tax-related benefits. With a tax-deferred
account, you get an upfront tax break and of-
ten an “arbitrage” between your current high
tax bracket and a future lower tax bracket.

¢ Very few emergency physicians are saving
i enough money to be in the same tax bracket :

in retirement as in their peak earnings years.
With a tax-free (or Roth) account, all future

: gains are tax-free. Dividends and capital gains :
i distributions also benefit from tax-deferred

or even tax-free treatment, depending on the
type of account.

#2 BUYING AND HOLDING
TAX-EFFICIENT INVESTMENTS

Another important way to reduce the tax-

i man’s take on your investment returns in a :

nonqualified (ie, taxable) account is to invest
in a tax-efficient manner. That means choos-
ing investments such as low-cost, low-turno-
ver stock index mutual funds, where taxable
distributions are minimized and those that
you do get receive favored tax treatment at
the lower-dividend and long-term capital
gains tax rates. For example, if you wanted
to invest in two mutual funds with similar ex-
pected returns but had to put one in your tax-
able account, look up their tax efficiency ona
Website such as Morningstar.com and put the
most tax-efficient one in the taxable account.
Holding on to your investments for decades
rather than frenetically churning them also
reduces the tax bill.

#3 USING MUNICIPAL BONDS
AND BOND FUNDS

A typical physician who wishes to invest in

I
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bonds in a taxable account should choose
municipal bonds, typically using a bond mu-
tual fund to minimize hassle and maximize
diversification. Municipal bond yields are
federal, and sometimes state, income tax-
free. Although municipal bond yields are
typically lower than treasury or corporate
bond yields, on an after-tax basis, munici-
pal bond yields are often higher for thosein
the upper tax brackets. i

#4 TAX-LOSS HARVESTING

The natural inclination of many investors
who own a losing investment is to hold the
investment until they get back to even before
selling it. However, this is completely wrong.
There is rarely any reason to hold ontoalos-
ing investment in a taxable account, even
if you believe it will come back in value in
the near future. It is best to exchange that
investment for one that is very similar but,
in the words of the IRS, “not substantially
identical.” This locks in that tax loss while i
still allowing you to enjoy the future gains of
the investment. Professionals call this “tax-
loss harvesting.” Not only can you use those
losses to offset future investment gains, you
can deduct up to $3,000 per year against your
earned income. If you have more than $3,000
in losses in any given year, they can be car-
ried forward to the next year. :

There is rarely any
reason to hold on to
a losing investment
in a taxable account,
even if you believe

it will come back in
value in the near
future.

#5TAKING ADVANTAGE OF
DEPRECIATION

Savvy real estate investors know they can low-
er their tax bill thanks to depreciation. The IRS
allows a typical residential investment prop-
erty to be depreciated over 27.5 years, which
means that an amount equal to 3.6 percent
of a property’s initial value can be taken as a
depreciation deduction each year, directly re-
ducing the amount of rental income on which
taxes must be paid in that year. Although de-
preciation must be recaptured when you sell,
it is recaptured at 25 percent, which is a rate
that is typically lower than a physician’s mar-
ginal income tax rate. Even better, if you ex-
change that property for another (instead of
simply selling it), that depreciation does not
have to be recaptured. :

#6 DONATING APPRECIATED
SHARES AND THE STEP-UPIN
BASIS AT DEATH

If you do have investments, whether mutual
funds, individual securities, or investment
property, that you have owned for many years
and that have appreciated a great deal, you
can avoid paying the capital gains taxes on
the investments in two ways. The first is to
use them instead of cash to make charitable
donations. When you give them to charity, |
you get to deduct the full value of the dona-

The Official Voice of Emergency Medicine

¢ tion on your taxes but do not have to pay the
capital gains taxes due. The charity also does
not have to pay the capital gains taxes. Soitis
a win-win for everyone but the IRS.

The second way is to die. When you die,

i your heirs receive a “step-up in basis,” mean-
! ing that the IRS considers the value at which

i the value on the date of your death rather

than the value when you purchased them
decades earlier. This can save them so much

i in taxes that it is generally far better to sell
investments with a higher basis (or even bor-
i row against them) and hold on to low-basis

investments until death.
Ben Franklin said, “In this world, nothing

i can be said to be certain except death and

taxes.” Emergency physicians might not be
able to prevent their own deaths, but they

i can certainly minimize the effects of taxes on
their investments through wise investment
i planning and management, either on their

own or in conjunction with a competent, fairly
priced advisor. ©

i your heirs purchased the investments to be

UGCSF Benioff Children’s Hospital

h

CHIEF OF PEDIATRIC EMERGENCY MEDICINE

University of California, San Francisco

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

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

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

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

Please apply online via AP Recruit at https://aprecruit.ucsf.edu/apply/JPF00804
UCSF seeks candidates whose experience, teaching, research, or community service has prepared
them to contribute to our commitment to diversity and excellence. UCSF is an Equal
Opportunity/Affirmative Action Employer. All qualified applicants will receive consideration for
employment without regard to race, color, religion, sex, sexual orientation, gender identity,
national origin, disability, age or protected veteran status. For additional information, please visit
our website at http://emergency.ucsf.edu
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“RADIATION THERAPY” IN THE EMERGENCY DEPARTMENT ' CONTINUED FROM PAGE 14

is deemed appropriate for CTCA, explicitly
including even low-risk, troponin-negative
patients with Thrombolysis in Myocardial In-
farction (TIMI) scores of zero.

Even more damning, the authors of the AHA
guidelines also endorse the so-called “triple
rule-out” scan for cases in which a “leading
diagnosis is problematic or not possible.”
Considering the various conflicts of interest
relating to imaging technology on the writing
and rating panels, it’s not surprising the default
recommendation is “don’t think, just scan.”

The right thing to do in medicine is rarely
the easiest. Avoiding unnecessary admissions

and CT scans requires communication and : References
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Stanford

MEDICINE ‘Emergency Medicine

The Department of Emergency Medicine at Stanford University seeks
a Board Certified Clinician to join the Department as an Assistant or
Associate Professor. This position is in the Medical Center Line and
will have clinical responsibilities, scholarly activities and will focus on
teaching.

The major criteria for appointment for faculty in the Medical Center
Line shall be excellence in the overall mix of clinical care, teaching and
scholarly activity that advances clinical medicine.

Faculty rank will be determined by the qualifications and experience
of the successful candidate.

The successful applicant should have board certification in emergency
medicine.

In addition to providing excellent clinical care this physician will be
teaching house staff and medical students. This person will also be
expected to be a resource as a mentor for junior faculty, residents and
medical students.

Applications will be reviewed beginning January 1, 2016 and accepted
until the position is filled.

Stanford University is an equal opportunity employer and is
committed to increasing the diversity of its faculty. It welcomes
nominations of and applications from women, members of minority
groups, protected veterans and individuals with disabilities, as well as
from others who would bring additional dimensions to the university’s
research, teaching and clinical missions.

Submit a CV, brief letter and the names of three references to:

Rebecca Smith-Coggins, MD
c/o Dolly Kagawa
Chair of Search Committee
Professor of Emergency Medicine
dollyk@stanford.edu

N
Don’t just join another ED.

Join a system of opportunity!

21 Hospitals in Long Island, Queens, Staten Island,
Manhattan and Westchester County

Academic, Administrative & Research Settings

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

Contact Andria Daily to learn more:
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WHAT YOU s
BELIEVE

Alternate
Work
Schedule
Available!

Experience work/life balance!

The future of health care is happening today at
Kaiser Permanente Southern California. By pursuing
new breakthroughs, promoting proactive care and
employing innovative technologies, we're giving our physicians
the tools they need to create a healthier tomorrow for everyone. As part of
our practice, you'll be working in a progressive environment that encourages
work-life balance, physician wellness, cross-specialty collaboration and
professional autonomy. If you want to work at the forefront of our industry
and your field, consider the following opportunities:

URGENT CARE PHYSICIANS

Southern California

At SCPMG, you'll enjoy the amazing recreational activities, spectacular
natural scenery and exceptional climate our area is known for, along with
stability in today's rapidly changing health care environment.

Kaiser SCPMG is proud to offer its physicians:

* An organization that has served the communities of Southern California
for more than 60 years

e Stability during times of change in health care nationwide

e A physician-led practice that equally emphasizes professional autonomy
and cross-specialty collaboration

e Comprehensive administrative support

¢ An environment that promotes excellent service to patients

o A fully implemented electronic medical record system

e Partnership eligibility after 3 years

For consideration or to apply, please visit our website at
http://physiciancareers.kp.org/scal. For questions or additional

information, please contact Trent Bovard at (877) 608-0044 or
email Trent.A.Bovard@kp.org. We are an AAP/EEO employer.

http://physiciancareers.kp.org/scal
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¥ MEDICINE|Emergency Medicine
The Department of Emergency Medicine at Stanford University seeks
a Board Certified Clinician/Researcher to join the Department as an
Assistant or Associate Professor in the Medical Center Line.

The major criteria for appointment for faculty in the Medical Center
Line shall be excellence in the overall mix of clinical care, teaching and
scholarly activity that advances clinical medicine. Faculty rank will

be determined by the qualifications and experience of the successful
candidate.

The successful applicant should have board certification in emergen-
cy medicine with experience in clinical research. We are particularly
interested in candidates who have experience in securing funding.

In addition to providing excellent clinical care, and teaching house
staff and medical students, this new physician researcher will lead by
example by writing grants and conducting research pursuant to his or
her expertise. As such this person will also be expected to be a re-
source as a mentor for junior faculty, residents and medical students in
the area of clinical research.

Applications will be reviewed beginning January 1, 2016 and accepted
until the position is filled.

Stanford University is an equal opportunity employer and is commit-
ted to increasing the diversity of its faculty. It welcomes nominations
of and applications from women, members of minority groups, pro-
tected veterans and individuals with disabilities, as well as from others
who would bring additional dimensions to the university’s research,
teaching and clinical missions.

Submit a CV, brief letter and the names of three references to:

James Quinn MD MS
c/o Christine Hendricks
Chair of Search Committee
Professor Emergency Medicine
chendricks@stanford.edu

Emergency Medicine Physician

NYU Lutheran Medical Center
Brooklyn, NY

\N!U School of l".!ledlt:meP

NYU LANGONE MEDIC

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

The NYU Lutheran ED opportunity offers the following:
= 70K annual visits with high acuity

Trauma Center Designation

Comprehensive Stroke and STEMI Center

24/7 Peds Coverage

Opportunity to work with rotating EM residents

10% of shifts at NYU Langone Medical Center in Manhattan

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

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

at the NYU School of Medicine

Outstanding financial package worth over 300K

Full NYU Benefits including Tuition Remission for Dependents

10% NYU Retirement Plan Employer Contribution

Easy Access from Manhattan to Lutheran via NYU sponsored river ferry

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

Leadership opportunities available. Candidates with interest in safety and quality

improvement preferred.

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

If you are interested in joining our Emergency Medicine Division, please send your CV to:
Robert Femia, MD, Chair | C/O: emjobposts@nyumc.org
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Honolulu, Hawaii
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Tired of the rain and cold?
The Emergency Group, Inc. (TEG) is a
growing, independent, democratic group
that has been providing emergency
services at The Queen’s Medical Center
(QMC) in Honolulu, Hawaii since 1973.
QMC is the largest and only trauma
hospital in the state and cares for more
than 65,000 ED patients per year. QMC
opened an additional medical center in
the community of West Oahu in 2014,
which currently sees 50,000 ED patients
annually.

We are based in Phoenix, Arizona!

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.

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

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

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

in the ownership and profits of the
company. Our physicians enjoy

working in QMC’s excellent facilities and
experience the wonderful surroundings
of living in Hawaii.

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

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

For more information, visit our website

at www.teghi.com. Email your CV

to tegrecruiter@gmail.com or call

the Operations Manager at 808-597-8799.

Visit us at
www.emergencyprofessionaservices.com
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What has your career

done for you lately?

As facility medical director, Dr. Karen Kriza relies on TeamHealth to manage the administrative

duties associated with operating an efficient emergency department. Thanks to TeamHealth’s

support with scheduling, recruiting, insurance negotiations and risk management, Dr. Kriza has

more time to focus on her patients and family and enjoy the luxuries of living by the water.

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

Featured Opportunities:

Progress West
Healthcare Center

O’Fallon, MO
17,000 volume

Wayne Hospital
Greenville, OH
25,000 volume

Lourdes Hospital
Binghamton, NY
42,000 volume
Medical Director

Onslow Memoaorial Hospital
Jacksonville, NC

68,000 volume

Medical Director

CEE HODeD

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

Shands Regional
Medical Center

Live Oak, FL
22,000 volume

Memorial Hermann
Cypress

Houston, TX
Brand new facility!

Bay Area Medical Center
Marinette, WI
21,000 volume

Springs Memorial
Hospital

Lancaster, SC
34,000 volume

Huntsville Memorial Hospital
Huntsville, TX
24,000 volume

Grand Strand Regional
Medical Center

Myrtle Beach, SC
85,000 valume

University of Tennessee
Medical Center
Knoxville, TN

90,000 volume

Presence Mercy
Medical Center
Aurora, IL
43,000 volume

The Official Voice of Emergency Medicine

TEAMHealth.
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Own your future now. Visit usacs.com
or call Darrin Grella at 800-828-0898. dgrella@usacs.com

Never back down when it comes to ownership.
At US Acute Care Solutions, we whole-heartedly
believe that physician ownership empowers us to
deliver the best patient care and the best solutions
for our hospital partners. Every USACS physician
becomes an owner in our group, no buy-in.

To secure a future where patient care is always
first, we've aligned with partners who share our
vision and passion, becoming one of the largest,
fastest growing, physician-owned and led groups
in the country. Secure your future and the future

of patient care. Ownership matters, join USACS.

US Acute Care
Solutions

Founded by APEX, TBEP, MEF, EPPH and EMP



