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Opinions abound on gun ownership, but do 
the data make the issue any clearer?

GUN VIOLENCE is an ever-growing concern in the United States, 
and there’s no question that emergency physicians are at the 
front line for treating its victims. But how far should emergency 
medicine go in advocating for or against gun control?
      ACEP Now asked two physicians with opposing views for 
their opinions on the matter. The following is a summary of 
their conversation.
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newly released sepsis 
definitions are a good match 

for emergency physicians 

Sepsis can be a difficult con-
dition to diagnose thanks in 
part to non-specific criteria; 

the definitions of sepsis and septic 
shock were last revised in 2001. This 
February, the Journal of the Ameri-
can Medical Association (JAMA) 
published “The Third Internation-
al Consensus Definitions for Sepsis 
and Septic Shock (Sepsis-3)” to eval-
uate and update these definitions. 
(The definitions can be accessed at 
http://jama.jamanetwork.com/
article.aspx?articleid=2492881.)

But how accurate are these defi-
nitions, and are they useful in clini-
cal EM practice? ACEP Now medical 
editor-in-chief Dr. Kevin Klauer re-
cently had a conversation with 
physicians who work with septic pa-
tients and are involved with sepsis 
survival care to get their opinions.
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NEWS FROM THE COLLEGE
UPDATES AND ALERTS FROM ACEP

ACEP Issues Statement on 
Orlando Mass Shooting

I n response to the mass shooting in 
Orlando, Florida, ACEP President Jay 
Kaplan, MD, FACEP, issued the follow-

ing statement:
 “On behalf of the nation’s emergency phy-

sicians, I wish to express our deepest condo-
lences to the families and friends of those who 
were murdered in Orlando this weekend. In 
addition, we extend our prayers for healing 
and recovery to the many injured who are still 
fighting for their lives. While the shock and 
grief from this horrific tragedy are still fresh, 
we are resolved to redouble our efforts at deal-
ing with what has unfortunately become a reg-
ular occurrence in our nation.

 “In January of this year, ACEP approved 
the creation of the multidisciplinary High 
Threat Emergency Casualty Care Task Force 
dedicated to understanding, tracking, and 
responding most effectively to mass casual-
ty incidents of this kind. Since the inception 
of the specialty, emergency physicians have 
been on the front lines in the prehospital en-
vironment and in our nation’s emergency de-
partments, responding to incidents of violent 
mass casualty, such as this one. As a special-
ty, we will continue to lead and to collaborate 
with partners across the emergency response 
continuum in efforts aimed at reducing po-
tentially preventable deaths and disability 
due to these horrific attacks.

 “ACEP’s High Threat Task Force will con-
tinue to leverage the extensive expertise of its 
membership as it works to improve respons-
es to future violent incidents. Specifically, the 
ACEP Task Force will:

 1.  Work to develop a process by which we 
may more rapidly capture and dissemi-
nate critical lessons learned from inci-
dents to the first response community 
across the US.

2.  Collaborate with multidisciplinary re-
searchers and public policy experts to 
develop a repository for data on wound-
ing patterns and causes of death for 
victims of mass violence. ACEP and its 
partners will spearhead efforts to gather 
and analyze this data in order to create 
evidence-based response guidelines.

3.  Coordinate efforts with our partners 
across the spectrum of violent mass 
casualty responders (fire, EMS, law en-
forcement) and providers of trauma care 
to gather, analyze, and validate best 
practices for prehospital and hospital-
based response to such incidents, from 
bystander response to surgical care and 
emotional recovery. 

4.  Advocate for resources to help our com-
munities prepare for, respond to, and re-
cover from similar violent incidents that 
have yet to occur. Information is power. 

 “At this moment when we feel powerless, 
we must focus on learning from this tragedy to 
improve our response in the future.”

F or the second year in a row, the Emer-
gency Medicine Foundation (EMF) has 
earned a four-star rating, the highest 

possible rating awarded, from Charity Navi-
gator. EMF’s commitment to strong financial 
health, accountability, and transparency 
earned the coveted rating. A letter from Mi-
chael Thatcher, Charity Navigator President 
and CEO, states that approximately a quarter 
of charities evaluated have received the same 
rating, indicating that EMF, “exceeds industry 
standards and outperforms most other chari-
ties in [our] area of work.”

Founded in 1972, EMF’s mission is to de-
velop career emergency medicine researchers 
and improve patient care and effective health 
policy. To date, EMF has awarded more than 
$12 million in research grants to advance 
emergency medicine science and health 

EMF Earns Highest Possible Rating 
from Charity Navigator

policy. Thanks to its generous donors, EMF 
awards more than $500,000 in emergency 
medicine grants each year. To help EMF fur-
ther the science and policy of emergency med-
icine, get involved at EMFoundation.org.

It’s easier than ever to support EMF. 

• AmazonSmile: You Buy, They Donate 
•  Amazon donates 0.5 percent of your 

eligible AmazonSmile purchases to 
EMF when you use smile.amazon.
com/ch/75-2331221 to purchase. 

Direct to EMF: Now Accepting 
Non-Cash Donations

•  Cash, vehicles, stocks, real estate, elec-
tronics, gift cards, and more are now 
accepted.

•  Visit EMFoundation.org/emfdona-
tions.aspx, or call Pam Shirey at 800-
798-1822, ext. 3271, or send a check or 
money order to Emergency Medicine 
Foundation, P.O. Box 619911, Dallas, 
Texas 75261-9911.  

We need to learn, and we 
need to be better prepared.”

—Dr. Kaplan, The New York Times, 
June 14, 2016

“The battle-
field has been 
brought to our 
communities, 
in terms of the 
kind of injuries 
we’re seeing. 
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Prescription Drug Monitoring Programs
Regulatory burden or necessary EP function?
by RACHEL SOLNICK, MD

I had always assumed that I would 
remember my first code. I don’t, but 
I do remember my first time coding 
a patient who could have been my 
peer. He was young and otherwise 
healthy. His housemates had heard 

a loud thud but ignored it. Later, they found 
him lying lifeless on the ground. He was a 
known heroin user. 

In Connecticut, like in many states, pre-
scription medications are the most com-
mon drugs of abuse.1 Prescription opioids 
are known gateways to heroin as patients 
seek stronger, cheaper, and easier-to-acquire 
agents. Patients addicted to opioid medica-
tion are 40 times more likely to be addicted 
to heroin.2 More than two-thirds of heroin ad-
dicts previously abused prescription opioids.3

One major driver of the opioid epidem-
ic has been the proliferation of prescription 
pain medicine. The United States consumes 
nearly all (98 percent) the world’s supply of 
hydrocodone.4

How did this happen? In 1999, in response 
to popularized claims that chronic pain 
was undertreated at epidemic proportions, 
the Veterans Health Administration launched 
the “Pain as the 5th Vital Sign” initiative, re-
quiring a pain-intensity rating at all patient 
encounters.5 This was disseminated to the 
rest of the health care system two years later 
by The Joint Commission, which instituted 
pain management standards. Pharmaceu-
tical companies seized the opportunity and 
aggressively campaigned, convincing physi-
cians, patients, and regulators that opioids 
were safe for chronic non-cancer pain. The 
misinformation was so explicit that Purdue 
Pharma, makers of Oxycontin, eventually pled 
guilty to federal criminal charges.6

From 1991 to 2013, Oxycontin prescriptions 
skyrocketed from 76 million to nearly 207 mil-
lion annually. As the prescriptions increased, 
so did the number of related ED visits, which 

more than than doubled between 2004 and 
2011.7 More recently, the trend has turned le-
thal. Opioid-related deaths doubled in just 
one year, killing 5,500 in 2014.8 

Well aware of these deadly trends, I initial-
ly welcomed the arrival of Connecticut’s pre-
scription drug monitoring program (PDMP), a 
central database holding statewide accounts 
of Schedule II-V controlled substances. Signed 
into law in the summer of 2015, Public Act 15-
198 was hailed as legislation that took “neces-
sary and smart steps to stem prescription drug 
abuse and overdose deaths.”9, 10

Unfortunately, the bill creates busywork 
for doctors, and new evidence suggests that 
the extra work is not making an impact. The 
bill mandates that practitioners check each 
patient’s record in the PDMP. We must check 
every controlled substance prescription writ-
ten to last more than three days. For patients 
who receive prescriptions chronically, provid-
ers must recheck the PDMP every 90 days.  

PDMPs have sprung up nationwide over 
the past decade with much fanfare. Sadly, 
their impact hasn’t lived up to their hype in 
decreasing opioid prescriptions, especially 
when looking at data from states that insti-
tuted mandates. According to a study from 
Brandeis University, after adopting man-
dates, Kentucky, New York, and Tennessee 
had decreases in opioid prescriptions rates 
ranging from 7 percent to 11.6 percent for 
commonly prescribed opiates.11 When tak-
ing into consideration that at the same time 
nationwide opioid prescribing decreased by 
4.6 percent, there is even less association 
between PDMPs and prescribing behavior. 
Over a similar time frame, Florida launched 
a PDMP that was not mandatory and had 
similar results as the states in which it was 
mandated—the rate of Schedule II opiates 
dropped by 12.5 percent and total pain pre-
scriptions dropped by 7.1 percent.12

The trouble largely lies in theory versus 
practice. Initially, I heard some rumblings 
around our department about the new alert 

popping up on our electronic medical record 
log-in screen. As with all alarms, it soon fad-
ed into the background noise of irrelevant red 
boxes that clogged the screen.

Connecticut’s experience does not appear 
to be isolated. In California, only 9.8 percent 
of prescribers and pharmacists registered to 
use its PDMP in 2014.13 While one study in An-
nals of Emergency Medicine found a change 
in prescribing behavior after viewing a PDMP 
query, this finding is suspect. In that study, 
17 physicians had research assistants running 
their queries.14 Funny, I can’t seem to find my 
research assistants. 

For busy ED providers, time spent access-
ing a multistep website distracts from real 
patient care. Just as we don’t blindly check 
troponins on every patient with chest pain, 
it makes as little sense to check the PDMP for 
every patient with pain who may receive opi-
oids. Moreover, emergency physicians only 
write 5 percent of all opioid prescriptions de-
spite handling 28 percent of all acute care vis-
its.15 Without sufficient outcomes to justify its 
burden in the ED, PDMP appears to be little 
more than a shiny new toy for politicians to 
pay lip service to a social epidemic while vili-
fying physicians for overprescribing. 

While our new law does not specifically 
punish doctors for noncompliance, physi-
cians not following the mandates may be at 
risk for liability. The state statute is under 
the controlled substance section of the law, 
which carries serious penalties for noncom-
pliance if imposed. 

Recently, a doctor in Texas was investigated 
after his patient (to whom he had prescribed 
controlled substances) caused a deadly motor 
vehicle crash. The police were able to seek a 
search warrant for the clinic, citing the doc-
tor failed to follow the state medical boards 
rules for treating chronic pain including a 
pain management agreement.16 Ultimately, 
he was found guilty of fraudulent actions, but 
the case shines light on the potential for legal 
repercussions of opioid prescribing.  

 We should be willing to accept some re-
sponsibility for the epidemic, but so should 
the general community. Patient education 
has a role to play. For example, in New York 
City and in California, governing bodies is-
sued voluntary ED guidelines and created 
posters for educating patients on opioid re-
strictions.17 Temple University Hospital in 
Philadelphia saw a 20 percent decrease in 
opioid prescriptions for chronic pain after 
introducing voluntary guidelines; this re-
duction was sustained over a year later. All 
31 eligible prescribing physicians completed 
a survey, and 100 percent supported the use 
of those guidelines.18

PDMPs may yet prove their worth in the 
fight against the opioid epidemic. Targeting 
and integrating alerts into electronic medi-
cal records would seem useful. Although at 
least 31 states have the authority to send such 
alerts, relatively few states do. Massachu-
setts piloted unsolicited targeted electronic 
alerts and found that 82 percent of providers 
did not realize their patients were inappro-
priately receiving prescriptions from multi-
ple prescribers. After six months, detected 
doctor shopping activity was reduced by 
50 percent.19

 We must not deny that physician behav-
ior is part of the opioid problem, and we can 
be a part of the solution. However, our maxi-
mum impact is unlikely to be realized if we 
act merely as automatons of states’ ineffec-
tual policing. With government cooperation 
improving PDMPs, developing initiatives to 
decrease pressure to prescribe potentially 
harmful drugs, and providing increased pa-
tient support, we should see improvements in 
curbing addiction. This can be accomplished 
while retaining the right to rationally pre-
scribe without viewing our patients as guilty 
until proven innocent.

DR. SOLNICK is an emergency medicine 
resident at the Yale Emergency Medicine 
Program in New Haven, Connecticut.
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KK: Do you think that ACEP 
should be weighing in on Second 

Amendment rights?
q

AF: I think that we should be active on cer-
tain things that are specifically relevant to 
physicians. Regarding the Second Amend-
ment, it’s the law of the land, and I don’t 
think there’s any debate about that. I think 
there are certain bills that are more relevant 
to our members, and those are the ones we 
should take a position on. 

MC: Firearm injury is a very important topic 
in emergency medicine because we’re on the 
front lines. However, there are some facts 
that need to be addressed. 

According to the Centers for Disease Con-
trol and Prevention, the top-four most com-
mon non-fatal accidents in 2007 were caused 
by falls, motor vehicle accidents, other speci-
fied injuries, and poisonings. Non-fatal ac-
cidents and hospitalizations due to firearms 
were second from the bottom; only dog bites 
were lower.

As far as fatal accidents in 2007, only 0.5 
percent were from accidental firearm fa-
talities and injuries. The top four that year 
were motor vehicle accidents, poisonings, 
falls, and otherwise unspecified, and at the 
very bottom were firearms. Since 1993, gun 
violence in this country has dramatically 
dropped, from 15.2 to 10.5 deaths by firearm 
per 100,000 people, in 2013. We cannot in-
fringe on the right to bear arms, the Second 
Amendment. Andrew’s right about that. 

KK: Andrew, Marco has given a 
bunch of stats and his perspective 
on things, and I want to give you an 
opportunity to respond. I assume 
that you don’t necessarily agree 

with everything he said.  
q

AF: I don’t agree with everything he said. 
One thing I will respond to is the issue of 
mental health. I think it’s a big issue, and 
it’s important. I think more funding for men-
tal health treatment is absolutely necessary 
in this discussion, and we do have to keep in 
mind that those individuals with a mental 
health diagnosis have actually been shown 
to be less likely involved in firearm violence, 
but we know that anyone who commits sui-
cide is mentally ill. 

We also need more funding toward re-
search. We’re all aware that Congress restrict-
ed funding in the late 1990s to the CDC and 
the National Institutes of Health, preventing 
them from doing adequate studies on firearm 
injury prevention. These are difficult things 
to study, but there have been well-designed 
studies on this issue that have given us some 
answers; there just haven’t been enough. If 
you look at the last 40 years, there have been 
65 cases of rabies in this country, yet the NIH 
has funded 89 studies about rabies. In the 
meantime, in the last 40 years, there have 
been over 4 million people killed by firearms, 
and the NIH has funded only three studies on 
firearm injury prevention. That’s sad. 

I’ve seen different statistics than those 
Marco refers to. You have to look at homi-

cides and suicides to see the whole picture. 
Obviously, medical treatment of firearm in-
juries has gotten better, though most fire-
arm injuries are still fatal. I think there’s 
some evidence that shows things are getting 
better, but all you have to do is open up the 
newspaper to know that we still have a ma-
jor problem in this country. Since the Sandy 
Hook Elementary shooting, there has been 
an average of one school shooting a week in 
this country, and the number of mass shoot-
ings has also increased. There were 330,000 
deaths from firearms last year. Eighty-sev-
en people will die today from firearms, in-
cluding five kids. What Congress has done, 
and what our communities have done since 
Sandy Hook, has been inadequate at best. 

KK: Do you think we need stricter 
statutes and more regulation of 

firearm ownership? 
q

AF: I think we could be doing a lot more. I’ve 
mentioned that we need to reinstitute the re-
search funding that was cut by Congress so 
that we can understand the issue better. I do 
think there are some commonsense firearm 
regulations that can be put into place, like 
expanded background checks. Most people 
agree with that. I think that we could be do-
ing more when it comes to regulating gun 
sellers and making certain that when some-
one purchases a firearm he or she is safe to 
own it. With regard to background checks, 
40 percent of firearms transactions don’t 

CONTINUED on page 6
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include a background check, and you can go 
online and buy a gun without one. There are a 
lot of things we need to do as a society to ad-
dress this issue (eg, addressing mental health), 
and we just haven’t taken any definitive steps.

KK: Marco, any response regarding 
firearm regulation? 

q

MC: What is the actual number of mass mur-
ders since Newtown [Sandy Hook]? Andrew, 
I admire you immensely because of your pas-
sion. But with increased numbers of people 
who are able to carry a gun, either concealed 
or openly, the crime rates in those states have 
plummeted. There’s a correlation, yes, but 
is there cause and effect? We don’t know be-
cause in a lot of those states, crime rates are 
coming down.

KK: Marco, do you think that more 
guns or fewer guns will improve 

safety regarding firearms? 
q

MC: There are a lot of gun studies in the med-
ical literature that are biased and methodo-
logically flawed. Andrew’s correct: The NIH 
doesn’t fund many gun control studies, but 
there are a lot of studies in the economics and 
criminal justice literature based on data read-
ily available from the CDC and other sources 
that show that more guns in the hands of 
law-abiding citizens are not associated with 
more crime. The data clearly show that crime 
is reduced in states that have enacted right-
to-carry laws. 

KK: Andrew, are more or 
fewer guns better? 

q

AF: I can’t imagine how more guns could 
make us safer. We already have about as many 
guns in this country as we have citizens. There 
are more guns in this country per capita than 
in any other country. I just don’t think that we 

can shoot our way out of this problem. 
The data out there and the studies that 

have been done have some methodological 
flaws, I agree, and that includes a recent study 
that showed that in states that have tighter 
firearm regulations there’s less firearm vio-
lence. They didn’t prove causation, but there 
was a correlation. Another study noted that 
someone who has a firearm and is an assault 
victim is four to five times more likely to be 
shot and killed. So, in general, the more you 
increase firearms in a community, the more 
firearm violence you’re going to have. 

KK: If you or your family was 
threatened and you had access to a 

firearm, would you use it? 
q 

AF: I don’t own a gun, Kevin. I do keep a 2-iron 
underneath my bed because I figure I might 

get some use out of that club that way. For the 
average person, though, when you bring a 
gun into the home, it does increase your risk 
of someone dying by homicide two to three 
times. The risk of suicide in that household 
goes up five times. 

KK: Marco? 
q

MC: In recent years, children have been in-
volved in accidental shootings, but there have 
been fewer than 10 per year. More kids die 
from drowning in a 5-gallon bucket than they 
do from an accidental discharge at home. 
Most accidental discharges occur with men 
who have long histories of violent crime, al-
coholism, and suspended or revoked driver’s 
licenses. Would I use a weapon if I had access 
to one? The question for me is not if I have a 
weapon but how many. 

KK: OK, let’s give Andrew a chance 
to respond. 

q 
AF: The Washington Post noted that there 
were 43 toddler shootings in 2015. The rate has 
increased to about one a week now. In 2015, 
13 toddlers accidentally killed themselves 
with a firearm. Most of the time, they shoot 
themselves, but they also shoot others, usu-
ally other members of the family. It’s a major 
public health issue that there are guns that 
toddlers have access to. 

One study noted the allure of handguns. 
There were 29 groups of boys age 8 through 
12. The boys were left alone for 15 minutes in a 
room containing two water pistols and a modi-
fied .38 caliber handgun in different drawers 
and were observed via one-way mirror. Three 
quarters of those that found the gun handled 
it, half pulled the trigger, half thought it was a 
toy or were unsure if it was real, even though 
90 percent had gun safety training. 

MC: Can I ask you, though, who’s going to do 
that at home? What right-minded individual 
is going to leave a gun at home for a kid to 
play with? 

KK: If you had one wish that you 
could accomplish regarding this 

issue, what would it be? 
q 

MC: I feel that the majority, if not 100 per-
cent, of the injuries are caused by people 
who are mentally ill and need treatment. It 
is my wish that we live in a nation where 
people who are suffering from mental illness 
would have access to and receive treatment 
for their illness.

AF: My wish would be to take the issue seri-
ously, take the politics out of it, and for us to 
truly treat this as the public health epidemic 
that it is. Incidences like Sandy Hook should 
never happen again in our country. 

“We already have about as many guns in this 
country as we have citizens. There are more 

guns in this country per capita than in any other 
country. I just don’t think that we can shoot our 

way out of this problem.”
—Andrew Fenton, MD, FACEP

“More kids die from drowning in a 5-gallon 
bucket than they do from an accidental 

discharge at home. Most accidental discharges 
occur with men who have long histories 

of violent crime, alcoholism, and suspended or 
revoked driver’s licenses.”

—Marco Coppola, DO, FACEP, CMO 

Thoughts on Orlando
GUN VIOLENCE WAS AGAIN AT THE FOREFRONT OF THE NEWS IN JUNE, with the June 12 shooting at the Pulse nightclub in 
Orlando where 50 people, including the shooter, died, making it the deadliest mass shooting by a single shooter in American 
history. ACEP Now asked Dr. Fenton and Dr. Coppola for their thoughts.

MC: The killings in Orlando were horrific, and my thoughts 
and prayers are with the victims, their families, and friends. 
It is abhorrent that many, including our so-called leaders, 
have taken this tragedy to further a misguided agenda with 
calls for gun control. Turning this terrible event into demands 
for gun control is insulting to the victims, and it detracts 
from the real issues. What happened in Orlando has less to 
do with gun control than with extremism, terrorism, intoler-
ance, and this administration’s failed policies to combat 
ISIS. Data have consistently shown that crime rates are low-
est in states with concealed-carry or open-carry laws, and 
crime- and firearm-related deaths are highest in cities with 
the strictest of gun control. Perhaps if one of the patrons 
at Pulse that night was trained and carrying, the number of 
those killed and injured would have been a lot less.

AF: After the unthinkable tragedy at Sandy Hook Elementary, our country was resolved 
to address the senseless violence within our communities and our culture that was 
killing even our youngest citizens. Because of opposition, our public leaders dithered, 
our resolve withered, and daily distractions led to national inaction. 
 Since that day in December 2012, more than 100,000 of our citizens have died 
through firearm violence, and there have been over 1,000 mass shootings. Now our 
country mourns again after the latest and worst mass shooting in American history. 
We again have the responsibility to honor the memory of those who were murdered 
by creating needed change in our country. 
 Since the Orlando tragedy, the American Medical Association has shown leadership 
by recognizing firearm violence as a “public health crisis” and by committing to 
actively overturn the Congressional ban on firearm violence research. ACEP needs 
to demonstrate similar resolve and to also lead in confronting this crisis. Only through 
strong and sustained action can we honor those who have been victims while creating 
a safer and saner future for our children.
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Firearms: A Continued Topic of Discussion 

American College of Surgeons committee considers promoting firearm safety and injury prevention

BY DEBRA PERINA, MD, FACEP

FIREARM SAFETY is a topic not only being discussed within ACEP but also of interest to other 
professional societies. At the most recent American College of Surgeons Committee on Trauma 

(ACS COT), a town hall was devoted to this topic, providing a lively open exchange among their 
members on the role they might play in promoting firearm safety and injury prevention. >
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Advocating for a public health/trauma 
system approach to firearm injury preven-
tion seems core to ACS COT’s mission. How-
ever, there were two contrasting, strongly held 
opinions among their members regarding gun 
ownership: Guns equal freedom and safety, 
or guns cause limitation of freedom and cre-
ate violence. These two opinions are mir-
rored in society and also within ACEP. Many 
of us have heard this debate in our own Coun-
cil several times. The ACS COT discussions 
took a different slant and approach. ACS COT 
leadership said that organizations want their 
decisions to be data-driven (and rightly so), 
but this is often derailed by emotions sur-
rounding a particularly polarizing topic. 

RULES OF CIVILITY
The goal of the town hall was to provide a fo-
rum for a civil, collegial, and professional dia-
logue toward developing consensus regarding 
interventions aimed at reducing firearm inju-
ries and deaths. Setting the tone for the up-

coming debate, Ronald Stewart, MD, chair of 
ACS COT, introduced the “conscious” leader-
ship concept, where what a person perceives 
as facts are sometimes instead just “stories” 
without a true basis in demonstrable data.¹ 

We as a society, and particularly as health 
care professionals, place a high premium on 
facts. However, those “facts” can actually be 
based on unintentionally made-up stories and 
be the cause of upset, drama, and distress 
around a difficult, polarizing topic. For exam-
ple, a post on social media says that they’ve 
never seen so many people with guns in the 
city before. After several tellings to others, that 
post may unintentionally become the basis of 
a “study I read somewhere” about the rise of 
the number of guns in city centers. 

Once we understand that we all have a 
tendency to unintentionally make up sto-
ries and then come to believe these stories 
as actual facts, we can then choose to hold 
our story lightly, meaning that we acknowl-
edge that the story is our story. It isn’t fact; 
it’s simply a reflection of the way we see the 
world.¹ This opens an avenue to objectively 
listen to others, building a bridge between 
different beliefs and fostering dialogue 
that’s respectful. 

Further setting expectations in advance 
of the ACS COT town hall, Dr. Stewart said 

that all discussions should be kept profes-
sional, civil, and respectful. He defined 
civility as respect for opposing views, par-
ticularly minority views, and tolerance for 
others’ opinions and stories. “There are at 
least two ways of showing disrespect for 
others based on what they think,” he said. 
“One is by telling them openly or intimating 
their opinions are crazy, stupid, or worthless. 
The other is by assuming what we think must 
be what others think also.” Respecting oth-
ers’ opinions simply requires us to recognize 
that they are entitled to look at the world dif-
ferently and that when they share their views 
they can expect a fair hearing. ²

POSITIVE DISCUSSION
The town hall then started with a summary 
presentation of U.S. firearm injury data from 
the U.S. Centers for Disease Control and Pre-
vention and the results of a poll of its member-
ship on gun ownership. It turns out members 
were evenly divided, with roughly half being 

gun owners and half not wish-
ing to own a gun or even favoring 
some form of gun control. 

Despite members’ differences, 
discussion and debate centered 
around bridging the gap between 
beliefs and developing short- and 
long-term strategies to reduce fire-
arm injuries and deaths without 
limiting the personal freedom of 
legitimate, responsible gun own-
ers. Debate was both passionate 
and thoughtful, representing the 
full breadth of opinions, from gun 
ownership as a constitutional 
right representing freedom to guns 
being regulated and banned from 
general ownership. 

Even with such polarity with-
in the group, using the rule for 
civil discourse laid down at the 
beginning of the town hall as the 
basis for respectful discussions 

allowed members to achieve agreement on 
two principles: 

•  With freedom to own guns comes respon-
sibility. 

•  Injury prevention programs should focus 
on responsible ownership and proper se-
curing of guns to avoid misuse. 

In addition, members agreed on the need to 
implement evidenced-based firearm violence 
prevention programs through their network of 
trauma centers. Concluding the town hall, or-
ganizers said that these goals resonated with 
ACS COT’s core mission and professional re-
sponsibility to advocate for public health and 
injury prevention as their members deal with 
firearm injuries on a daily basis. Work is now 
in progress on a model firearm safety injury 
prevention outreach program that can be 
adapted by individual trauma programs.

DR. PERINA is an ACEP Board of Directors 
member and an ACEP representative to 
ACS COT.
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Run, Hide, Fight
O

nce considered places of sanctu-
ary from violence, hospitals are 
now becoming desecrated by 
the ravages of a society where 

polite discourse seems to be easily forsaken 
in favor of gunpowder and lead. Surveys show 
that emergency department personnel are as-
saulted far too frequently.1 Data also demon-
strate that patients and visitors are arriving 
armed to the teeth.2,3 How can we prepare our-
selves to survive when the mean streets spill 
into our corridors and bullets fly? 

There are steps that can be taken to pre-
vent gun violence in the ED. It’s well past 
time to examine the risks and learn how to 
react if you find yourself in the middle of the 
nightmarish scenario of an active shooter in 
your department.

Prevent the Problem
Data are remarkably 
clear on two points. 
First, our patients 
and their visitors are 
armed. They arrive 
carrying knives, Tasers, 
mace, brass knuckles, 

and guns.2,3 Second, and not surprisingly, the 
number of firearms brought to a facility drops 
after metal detectors are installed.3 

Surprisingly, however, data demonstrate 
that more than one-quarter of all shootings 
on hospital grounds involved a law enforce-
ment officer shooting at a perpetrator.4 The 
most common reason for police shootings in 
hospitals was that a perpetrator disarmed a 
law enforcement officer and a second offic-
er engaged with deadly force.4 The number 
of law enforcement-involved shootings is 
even higher in the emergency department—
as many as one half of all ED shootings oc-
curred in this manner.5 

Given the effectiveness of metal detec-
tors in reducing the number of guns brought 
to the emergency department, they should 

be standard equipment.3 Given the 
frequency of law enforcement 

officers being disarmed, 
leading to shootings, the 
presence of armed secu-
rity officers in the emer-
gency department should 

be thoughtfully discussed 
and examined. 

Hospital security and emergency depart-
ment staffs need to coordinate when pris-
oners, forensic patients, or mental health 
patients are brought into the facility. Scalpels, 
pocketknives, or other sharp instruments 
might be taken by prisoners or psychiatric pa-
tients as weapons to use in escape attempts, 
so you should remove these items from their 
person prior to examining these patients.

Understand the Risks
It’s important to understand the patterns 
and risks of shootings in emergency depart-
ments. The definition that the FBI uses for an 
“active shooter” (the type of shooting high-
lighted in the news, including events like the 
tragedies at Sandy Hook Elementary School; 
Aurora, Colorado; or Orlando, Florida) is “an 
individual actively engaged in killing or at-
tempting to kill people in a confined and 
populated area.” Implicit in the definition 
is the use of a firearm. 

An active-shooter event in an emergency 
department is unbelievably rare. According 
to FBI statistics, 160 active-shooter events 
occurred in the United States between 2000 
and 2013. Of those, four occurred in health 
care facilities (three hospitals and one nurs-
ing home); only one took place in an emer-
gency department.6 

More common, although still rare, are oth-
er types of shootings. As discussed above, 
the most common is an officer-involved 
shooting.4,5 Across two studies of gun dis-
charges in the ED, more than three-quarters 
of the events involved one individual seeking 

a specific individual to harm (eg, mercy 
killings, murder-suicides, domestic dis-

putes, and/or suicide). Only 5 percent 
of events involved an individual look-
ing to do harm to the “system” and 
not another individual. There were 
also two accidental discharges out 
of 47 events in one study. 

Many emergency departments 
have lockdown procedures.7 These 
are states of advanced readiness or 
awareness that are deployed when 
an increased risk for a shooting is 
perceived by the staff. Unfortunate-
ly, these are more often directed at 

society’s perception of risk (eg, gang 
shootings, intimidating physical fea-

tures of the patient) than toward the 
demonstrated historical risks (eg, pris-

oners, domestic violence, and suicide). 
Ideally, lockdown procedures should 

be constantly in place. If they are to be de-
ployed intermittently in response to local 
conditions, the available data on historical 
events and risk factors should be used to de-
termine when to deploy these resources.4,5 
Nurses, physicians, and ED staff should be 
trained to recognize situations with in- IL
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creased risk of gun violence, either by the 
patient or by those around them.

Facing an Active Shooter 
The overwhelming majority of gunfire in the 
emergency department isn’t the result of an 
active shooter. Most are targeted at a specific 
goal (eg, escape or avoiding capture) or a spe-
cific person. However, should there be an ac-
tive shooter in the department, the three steps 
to take are simple: Run; if you can’t run, hide; 
and if you can’t hide, fight.

•  RUN: Leaving patients in the emergency 
department to evacuate is anathema to 
ED personnel, but that perception needs 
to be changed. An active shooter should 
be considered in the same way one would 
consider a fast leak of a deadly gas: The 
only realistic option is to leave—fast! This 
will sound harsh, and it’s meant to be: 
You cannot save your patients. Don’t try. 
It’s simply too dangerous. Always know 
two directions to exit the emergency de-
partment that don’t require key access or 
door codes. These devices may slow you 
during an emergency evacuation.

•  HIDE: If you can’t run (eg, the shooter 
is between you and the door), then hide. 
Ideally, hide someplace that’s difficult to 
enter, difficult to see into, and out of the 
path of the shooter. In many emergency 

departments, the medication rooms, dirty 
or clean utility rooms, and/or stockrooms 
make good hiding spots. Radiology de-
partments, with their multiple treatment 
rooms and lead-lined walls, may prove a 
good location as well.

•  FIGHT: If you can’t hide, fight—but if 
you fight, understand that you’re in a 
fight for your life. The shooter wants to 
kill you; you must do anything you can 
to stop them. Again, much like leaving 
a patient to evacuate the department, 
fighting with the intent of severely in-
juring or even killing the shooter is 
anathema to the EM mindset. However, 

in this situation, it’s your only hope.  
If you have to fight, don’t fight fair. Rally 
as many people as you can to join the at-
tack. Use whatever is on hand (eg, sed-
ative medications, fire extinguishers, 
chairs, crutches, even Mayo stands) to 
strike at or disable the shooter. The more 
surprising and widespread the counterat-
tack, the more likely it is to succeed.

A free episode of EM:Rap features a discus-
sion with a SWAT team paramedic describing 
in detail what to do if you find yourself in 
this situation; find it at freeemergencytalks.
net/wp-content/uploads/2013/12/EMRAP-
2013-12-Active-Shooter.mp3.

Be safe, understand the risks of ED shoot-
ings, and take steps to prevent them. But if all 
else fails, RUN, HIDE, and FIGHT!

DR. MELL is an assistant professor of 
emergency medicine at Wake Forest Baptist 
Medical Center in Winston-Salem, North 
Carolina, and the EMS medical director for 
Iredell County (North Carolina) EMS.
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A MARRIAGE OF OLD DATA AND NEW CONCEPTS | CONTINUED FROM PAGE  1

KK: We know that there were new sepsis 
definitions launched and published in 
February. What was the primary reason 
for drafting these new definitions? 

DY: A group of experts primarily in critical 
care medicine from Europe and the United 
States had noted that it had been over a 
decade since the working definitions of 
sepsis in place had been evaluated. The ex-
perts found strengths and weaknesses with 
the previous definitions. It began not as a 
scheduled but as a not-surprising relook at 
a set of conditions. 

KK: I appreciate that extra detail. Was 

there some critical event that happened, 
perhaps with the ProCESS [Protocolized 
Care for Early Septic Shock] trial? Do you 
think there was really something critical 
that happened that forced people to take 
a look and reevaluate?

DY: I do think that with all three trials [Pro-
CESS, ProMISe [Protocolised Management 
in Sepsis trial] and ARISE [Australasian Re-
suscitation in Sepsis Evaluation trial] show-
ing the overall improvement in sepsis care, 
there was a pocket of people who wondered 
whether it was all true or whether maybe the 
improvement is really a bit more muted than 
what was shown.

KK: Tiffany, given your work with the 
Surviving Sepsis Campaign, how do you 
see these definitions now being applied, 
and what are some of the potential ob-
stacles to applying them to the Surviving 
Sepsis Campaign or guidelines?

TO: Part of the issue is that you have two 
ICU groups that came together and said, 
“We want to redefine what sepsis is.” There 
was a lot of consternation about the use of 
SIRS [systemic inflammatory response syn-
drome] as a definition because if you walked 
up the stairs too fast and had a cough, you 
could probably screen positive for SIRS. 
That, in essence, increases the number of 
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patients you have in your denominator; if 
you’re looking for really sick patients, you 
have to get a lot more patients to find that 
subset you're looking for. 

It wasn't until I went back and listened to 
Morgan on Scott Weingart’s podcast [EMTcrit.
org] that I made this connection: These defi-
nitions were never intended to be used in the 
management of patients. A direct quote from 
the podcast is, “As discussed later, the SOFA 
[sequential organ failure assessment] score 
is not intended to be used as a tool for patient 
management, but as a means to clinically cat-
egorize a septic patient.” However, listed in 
their paper in big red letters is, “Screening for 
Patients Likely to Have Sepsis.” 

TS: Maybe the terminology was bad, but Tif-
fany is right; qSOFA isn’t really a screening 
tool. It's something you use once you already 
know someone has an infection. The defini-
tion authors propose it as a way to look at or-
gan dysfunction, what we would call severe 
sepsis. You don't apply qSOFA to every comer 
into the ED. First, you have to figure out if 
they're infected, and then apply SOFA, which 
is a really complicated way to look at organ 
failure. SOFA was done in 1996. It's barely 
younger than SIRS. They did this massive 
data crunch, and they came up with qSOFA 
as a way to say, “In my infected patient popu-
lation, these are the people I should worry 
about more.” But you still have to find the 
infected population first.

KK: We're still struggling to identify who 
actually has sepsis. The average reader 
and average emergency physician are at 
risk to interpret this new information to 
mean, “We're moving away from SIRS, 
and instead we're plugging in qSOFA as a 
screening tool,” even though a qSOFA was 
intended to be a risk stratification tool 
once you've identified those with sepsis. 

DY: Kevin, I think you've hit the nail on the 
head. I don‘t think it's a question of whether 
qSOFA is better or worse than SIRS; they're 
intended for different purposes. qSOFA is 
new, and we don't know how well it will 
stand up. They do different things. 

JR: From the community physician per-
spective, the definitions aren't particularly 
helpful. They seem to be more theoretical. 
I come away scratching my head thinking, 
“So, what am I supposed to do?” The answer 
is that you're not supposed to do anything 
different than what you‘re already doing. I 
also worry about leaving out that severe sep-
sis group, those at high risk for deterioration, 
and identifying only those at a high risk of 
mortality (eg, septic shock).

KK: Maybe this whole change in defini-
tion is an academic discussion that has no 
applicability to the bedside. Does it move 
us any further along with our understand-
ing of sepsis and our ability to diagnose 
it? I recall a quote by Niccolo Machiavelli 
in The Prince Book III, 1498: “Hectic fever 
[sepsis] at its inception is difficult to rec-
ognize, but easy to treat. Left untended, 
it becomes easy to recognize but difficult 
to treat.” I don’t think we're much further 

along with identifying sepsis today than 
we were when he made this statement. 

TO: What the authors have done is very, very 
difficult, and I give them credit. But one of 
the problems is that they included only 
people who saw sepsis in one phase of the 
disease—the ICU guys. They basically said, 
“We'll make the decisions and then send it 
out for you to comment on.” There was no 
North American EM group involved in creat-
ing or that has endorsed these definitions. 
There was no North American hospitalist 
group involved, and in fact, globally, there’s 
only one EM professional organization that 
endorsed the definitions. The people who see 
these patients at the most proximal stage of 
the disease weren't included in the discus-
sion. As Don points out, we're in a business 
of sensitivity rather than specificity. Some 
think ACEP didn‘t endorse it because they 
weren't part of the discussion. In my opinion, 
there are two reasons why ACEP didn't give 
their endorsement: They don't agree with the 
actual guidelines that are being drafted or 
the science behind it, and they don't agree 
with the process. 

KK: From the board's perspective, John, 
was it political sour grapes? Why didn’t 
ACEP endorse the new definitions?

JR: The accusation that we were really just 
petulant children who were angry because 
we weren‘t invited to the party is not only 
dismissive, it's patronizing and just frankly 
insulting. We didn't agree with the process. 
We asked to be involved, and they said, “No, 
thank you,” which I think was a huge error on 
their part. More substantially, we don't agree 
with their recommendations for a variety of 
reasons that were communicated to them. It 
was really disagreement on the substance. 

DY: The failure in the process produced re-
sults that were incongruent with what an 
emergency physician thinks is most impor-
tant. It isn’t the process; it’s the result that 
was created. 

KK: The other issue we haven't talked 
about is how the new definition of septic 
shock is exceptionally restrictive. It pro-

duces a group with a really high rate of 
mortality. 

TS: If you look at the science critically, it 
looks like really good science. It looks like the 
authors did this amazing thing, and some-
how, came up with qSOFA. But if you look 
at that final product, it doesn't really work 
well for me as an emergency physician. The 
blood pressure part is simple, but they used 
a systolic of less than 100; we’re used to us-
ing less than 90. Their septic shock definition 
switched over to use mean arterial pressure 
(MAP), which makes it confusing. There are 
plenty of articles that show we’re really bad 
at agreeing on GCS [Glasgow Coma Scale] 
scores. How many of us who work in ERs 
know that everyone's respiratory rate is 18? 
If you like historical quotes, in JAMA, 1957, 
Ross Kory wrote a cynical article about res-
piratory rate saying that it’s the biggest waste 
of time in medicine because everyone knows 
that those numbers aren’t accurate. Putting 
those three together may have seemed like it 
worked really well scientifically, but it makes 
for a really hard tool to use.

JR: When I first heard about qSOFA, I 
thought, “Great! This is going to make my 
life so much easier.” Then I looked at it and 
said, “You really did this by data mining. You 
haven't studied it prospectively and validat-
ed it, and you want me to throw out SIRS.” 
Yes, I know SIRS isn’t the best thing since 
sliced bread, but I think at this point, it is 
premature to suggest that we should aban-
don SIRS for qSOFA. 

KK: Clinical decision instruments based 
on associations—broad associations from 
large groups of patients, which are then 
extrapolated to one patient at the bed-
side—are frequently flawed.

DY: I think the Seymour paper [on the guide-
lines] comes right out and says, “Don't use 
this now; it needs more testing prospective-
ly.” I am certain we are going to see a deluge 
of papers in different settings looking at how 
this performs. 

TO: This was based on retrospective EHR 
[electronic health record] data from more 

than 250,000 patients. However, there were 
some issues associated with that data that 
made them less than perfect. I want to make 
sure a couple of things are clear. The authors 
themselves say the definitions need prospec-
tive validation before being implemented. 
When we talk about qSOFA, we’re talking 
about a hypotensive, altered patient with 
tachypnea; it can be any two of those three 
things. You can take out tachypnea; we’ve 
already discussed the issues with respirato-
ry rate. If you have an infected, hypotensive 
patient, or an infected, altered patient, that 
patient isn’t right; the janitor can tell you that 
the patient has a problem. When the authors 
say, “screening for patients likely to have sep-
sis,” they’re really defining sepsis as “people 
with infection or organ dysfunction.” qSOFA 
is easy to measure, doesn’t require labs, and 
is highly sensitive and highly specific for a 
bad outcome. But is this where we should 
start to risk stratify or where we should start 
our screening?” 

KK: I want to hear from each of you about 
why you personally haven’t endorsed the 
definitions. 

DY: It isn’t clear that this will improve care 
for patients in the early, undifferentiated 
phase of sepsis. It’s the front end not having 
a strong sensitivity value and, while being 
simpler, may have been too restrictive. 

TS: For me, taking lactate and using it only 
in septic shock can confuse the general emer-
gency physician, who can think, “Maybe lac-
tate isn’t so important.” From a practical point 
of view, you cannot even use these “new defi-
nitions” to fulfill your SEP-1 (sepsis) quality 
measure or ICD10 coding requirements. 

TO: Until this is prospectively validated, I 
think it has the potential to hurt patients; it 
definitely can hurt EM physicians and hospi-
tals. National quality metrics often use mor-
tality ratios, which equal observed mortality 
over expected mortality. Observed mortality 
is very easy; you can’t fake death. Expected 
mortality is based on diagnosis. So, if you’re 
using the new definition for sepsis, in which 
a hypotensive, septic patient would fit their 
definition of sepsis and not septic shock, and 
the government is using the previous defini-
tion for sepsis, your observed mortality is 
going to be much higher than expected. 

KK: That’s a great lesson for avoiding the 
law of unintended consequences. 

TO: These definitions are about measure-
ment, not management. For emergency physi-
cians, diagnosis tells us what to do; diagnosis 
equals decision. The next point has to ask, 
who we are missing? When you look at qSO-
FA, it’s easy to find what the consequences 
are for those whom we may not find. We use 
lactate as a screening tool. If you look at Pro-
CESS, ProMISe, and ARISE, greater than 90 
percent of those patients were screened with 
lactate and probably between 30 percent and 
almost 50 percent of patients were identified 
with lactate alone. If we don't draw the lactate 
on patients who aren’t hypotensive, then how 
do we know how many we may miss? 

“At this time ACEP will 
reserve endorsement pend-
ing the response(s) to our 
feedback and suggestions. We 
also ask that moving forward 
that emergency physicians be 
included on this and future 

efforts given the high impact and frequency 
of sepsis, severe sepsis, and septic shock in 
the emergency department setting.”

—Michael J. Gerardi, MD, FAAP, FACEP, Past President, ACEP, letter to President of 
Society for Critical Care Medicine regarding release of consensus definitions for sepsis

www.ACEPNOW.COM
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MENTAL HEALING 
Emergency psychiatry options improve care and reduce ED psychiatric patient boarding
BY SCOTT ZELLER, MD, AND REBECCA J. MAO, PHD, MPH

P
SYCHIATRIC BOARDING 
is the phenomenon of men-
tal health patients who are 
otherwise medically stable 
waiting for a psychiatric eval-
uation or disposition while 

in the emergency department. It’s a systemic 
problem that has been well-documented in 
both the medical literature and by the U.S. 
media. On average, these psychiatric patients 
wait three times longer than patients waiting 
for a medical bed, and ED staff spend twice as 
much effort locating inpatient beds for them.1 

Meanwhile, the psychiatric patients, who 
may be suffering from hallucinations, para-
noia, confusion, or dysphoria, often go un-
treated (or are merely sedated) and certainly 
don’t benefit from the delays. In addition, psy-
chiatric patients may cost the emergency de-
partment more than $130 per hour on top of all 
other costs simply by taking up a bed.2 

Commonly, the boarding psychiatric pa-
tient isn’t in a situation conducive to mental 
health healing, often kept under watch by a 
sitter or restrained to gurneys in hallways or 
back exam rooms. And this is no rare event; 
boarding is a frequent occurrence across the 
nation. A 2008 study by ACEP indicated that 
more than 90 percent of emergency depart-
ments boarded psychiatric patients on a week-
ly basis and 55 percent on a daily basis. The 
problem has only been magnified in subse-
quent years. 3

Nationwide, the average boarding time for 
psychiatric patients ranges from eight to 34 
hours, and these long waits translate to an 
average cost of $2,264 to the emergency de-
partment for each patient occurrence just for 
the boarding segment of their visit.4 The good 
news, however, is that it’s possible to appro-
priately and promptly treat these patients, 
with documented good outcomes—for less 
than the current cost of boarding.

Solving the Boarding Issue
Typically, the boarding issue is framed as 
one of insufficient inpatient psychiatric beds 
available for transfer from emergency depart-
ments. However, this is the result of a unique 
situation in medical care for emergency de-
partments—namely, that the default treat-
ment for psychiatric emergencies seems to be 
“find an inpatient bed,” while in most other 
EM presentations, the physician will attempt 
stabilizing treatment and interventions prior 
to making an admission decision. 

Imagine if, rather than evaluating and 
treating chest pain, emergency departments 
just planned on finding inpatient beds for 
such patients. How quickly would all medi-
cal inpatient beds fill up? In actuality, only 
about 10 percent of chest pain cases get ad-
mitted. Similarly, if interventions begin at the 
emergency level of care, only a small fraction 
of psychiatric emergency cases will need hos-
pitalization.4

How do we change the paradigm from 
“admit the psychiatric patient” to “initiate 

psychiatric care promptly and decide on 
admission later”? Fortunately, there are ef-
fective, proven solutions now in operation 
around the country that can be implemented 
in any hospital or system, from remote de-
partments that see only a handful of psychi-
atric patients a week to busy sites that might 
see a dozen or more psychiatric patients each 
day. Some options involve facilitating treat-
ment quickly within the emergency depart-
ment, while others involve alternate designs 
that can help prevent psychiatric emergency 
patients from ever coming to those depart-
ments in the first place. 

The key to resolving psychiatric emergen-
cies is getting patients evaluated by a psy-
chiatrist and initiating treatment as soon as 
possible. With prompt intervention and the 
right strategies, the great majority of psychi-
atric emergencies can be resolved in fewer 
than 24 hours. 

On-Demand Telepsychiatry
For emergency departments with few psy-
chiatric patient visits or limited resources, 
prompt intervention can be done in a cost-
effective way via on-demand telepsychiatry. 
In this version of telehealth, a psychiatrist 
(who is often a specialist in emergency psy-
chiatry) can be summoned promptly through 
videoconferencing to evaluate the patient 
and then recommend treatment and dispo-
sition options. Typically, a site will pay for 
such providers only when they need them. So 
if several days go by with no psychiatric pa-
tients, the hospital or emergency department 
doesn’t pay as it would have to for onsite or 
local on-call docs. 

On-demand telepsychiatry has been prov-
en to reduce psychiatric hospitalization rates 
and is associated with good outcomes and 
high patient satisfaction.5 It’s currently avail-
able in many states and will likely be an op-
tion soon in every state in the country.

One drawback to on-demand telepsychi-
atry, and to telehealth in general, is that as 
with so many cutting-edge advancements, 
the technology is far ahead of the regula-
tions. Existing requirements that doctors be 
licensed in the state the patient is in limit the 
pool of available telepsychiatrists, especial-
ly in smaller-population states. In addition, 
contracting hospitals will still need each tel-
epsychiatrist to be a fully credentialed, dues-
paying member of their medical staff. As it 
can take as many as 15 to 20 telepsychiatrists 
to cover each hospital 24 hours a day, seven 

days a week, 365 days a year, this require-
ment can be very expensive and time-con-
suming. 

Psychiatric Emergency Service 
While ED on-demand telepsychiatry is a ma-
jor improvement over the status quo, it still 
means the patient must spend time in the busy 
department, with loud noises such as beeps 
and sirens, flashing lights, people rushing 
about frantically, seeing and hearing others 
in severe pain, which can cause real distress. 
Such an environment is not conducive to men-
tal health healing; on top of that, the logistics 
of emergency departments mean that, even 
with telepsychiatry, there usually isn’t an op-
portunity to initiate treatment and then ob-
serve the patient over time for improvement 
before making a disposition decision. 

A solution to both of these issues is to cre-
ate an alternate department just for psychi-

atric care, a place with trained staff and a 
healing environment where psychiatric pa-
tients can have ongoing treatment for up to 24 
hours. Such “psych EDs” are known by many 
names but most commonly as a Psychiatric 
Emergency Service (PES) or a Crisis Stabiliza-
tion Unit (CSU). 

Though there are about as many variations 
on these models as there are programs, a PES/
CSU is essentially staffed with mental health 
professionals trained to work with emergency 
psychiatry patients. Coercive treatments such 
as forcible medication or physical restraints 
are avoided; instead, the focus is on collabora-
tive engagement, with a goal of a community 
disposition rather than hospitalization when 
appropriate. There’s enough time allotted 
for medications to take effect, intoxications 
to detoxify, withdrawal symptoms to abate, 
or external issues to resolve before making a 
reevaluation to determine the most appropri-
ate disposition. Staff members such as nurses, 
therapists, and even former patients known as 
peer counselors (in roles similar to Alcohol-
ics Anonymous’ sponsors) are intermingled 
with the patients rather than behind a nurs-
ing station, conducting everything from or-
ganized group therapy to supportive chats or 
even talking about things over an impromptu 
game of checkers or dominoes. 

With these approaches, it isn’t uncom-
mon for a PES/CSU to help patients improve 
enough to avoid hospitalization in more than 
70 percent of cases, patients who would have 
otherwise been hospitalized in the traditional 

system. Because only patients who truly have 
no alternative are admitted, psychiatric hospi-
tal beds become far more likely to be available 
than in systems where the default treatment 
is hospitalization.

PES/CSUs can be set up to accept trans-
fers from a hospital emergency department 
or multiple area emergency departments or 
to directly receive patients from the commu-
nity, thus avoiding a stop in the department 
altogether. Such designs greatly reduce board-
ing times for the surrounding departments. In 
a 2014 study, a regional PES reduced the psy-
chiatric patient boarding time in local EDs by 
more than 80 percent below the state average, 
essentially eliminating the concept of board-
ing in the region.4

The per-patient cost of running a PES/CSU 
can be less than the cost of ED boarding, so op-
erating a financially self-sufficient psychiatric 
emergency program can be of major benefit to 
hospitals and emergency departments. Fur-
ther, insurers, HMOs, Medicaid, and other gov-
ernment payers will find tremendous savings 
by being able to avoid expensive psychiatric 
hospitalizations in a majority of their patients. 

As a result of these developments, emer-
gency psychiatry is evolving into a desirable 
and rapidly growing subspecialty that’s at-
tracting both psychiatric and EM physicians. 
Large medical groups and care systems are 
now beginning to see the value of adding an 
emergency psychiatry practice line to their in-
tegrated care strategies.

DR. ZELLER is vice presi-
dent and head of the Acute 
Psychiatric Medicine division of 
the 2,000-physician partnership 
CEP America. For 20 years, he 

was chief of psychiatric emergency services 
for the Alameda Health System in Oakland, 
California. He is past president of the American 
Association for Emergency Psychiatry.

DR. MAO is R&D senior 
manager for program develop-
ment at MedAmerica. She has 
worked in strategy consulting 
in the private sector and in 

federal health policy and pubic health. She 
previously worked at the Monitor Group of 
Deloitte Consulting and the U.S. Centers for 
Disease Control and Prevention. 
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DOGMA FEELS 
RIGHT

UNTIL YOU STEP 
IN IT

View From the High Rise 
Isn’t So Good in V-Fib
Association between survival of out-of-hospital cardiac arrest and building floor of patient contact 
by KEN MILNE, MD

CASE: A 49-year-old man calls 911 com-
plaining of chest pain and then collapses 
while on the phone. EMS is dispatched to his 
high-rise apartment building where he lives 
on the 15th floor. The paramedics arrive and 
buzz his apartment but get no response. They 
try the superintendent’s number, but it goes 
to voicemail. The paramedics start buzzing 
apartments until someone lets them into the 
building. The elevator finally arrives but will 
not fit all their equipment, so they have to 
wait for a second one. They get to the apart-
ment and knock, but there’s no answer. One 
of the paramedics goes back to the lobby to 
try the superintendent again, who answers. 
They proceed back to the 15th floor, gain ac-
cess to the apartment, and find the man VSA 
(vital signs absent). 

CLINICAL QUESTION: Is there an asso-
ciation between survival of out-of-hospital 
cardiac arrest (OHCA) and the floor of patient 
contact?

BACKGROUND: There are about 325,000 
EMS-assessed OHCAs each year in the United 
States. More than two-thirds of cardiac ar-
rests happen at a home or residence. Of those 
EMS-treated patients, about one-quarter 
have an initial shockable rhythm. Survival 
rate from initial care to discharge from the 
hospital for adults with OHCA assessed by 
EMS is around 6 percent.

The American Heart Association CPR & 
ECC Guidelines describe five steps in chain-
of-survival for OHCA:

•  Step 1: Recognition and activation of the 
emergency response system 

•  Step 2: Immediate high-quality CPR 
•  Step 3: Rapid defibrillation 

•  Step 4: Basic and advanced emergency 
medical services 

•  Step 5: Advanced life support and post 
arrest 

RELEVANT ARTICLE: Drennan IR, Strum 
RP, Byers A, et al. Out-of-hospital cardiac 
arrest in high-rise buildings: delays to pa-
tient care and effect on survival. CMAJ. 
2016;188(6):413-419.

•  Population: Adults with OHCA of not-
obvious cause at private locations.

— Excluded: Children, witnessed ar-
rests by first responders, traumatic 
arrests, or with another obvious 
cause or public location.

•  Intervention (prognostic factor): On or 
above the 3rd floor.

•  Comparison: Below the 3rd floor.
•  Outcome: 

— Primary Outcome: Survival to hos-
pital discharge.

— Secondary Outcomes: Subgroup 
analyses.

AUTHORS’ CONCLUSIONS: “In high-
rise buildings, the survival rate after out-of-
hospital cardiac arrest was lower for patients 
residing on higher floors. Interventions aimed 
at shortening response times to treatment of 
cardiac arrest in high-rise buildings may in-
crease survival.”

KEY RESULTS: 5,998 patients with OHCA 
were below the 3rd floor, and 1,844 patients 
with OHCA were on the 3rd floor or higher. 
The overall survival to hospital discharge 
was 3.8 percent.

•  The survival rate to hospital discharge for 
those below the 3rd floor versus those at 
the 3rd floor or above:

— 4.2 percent versus 2.6 percent (odds 
ratio [OR] 0.70; 95 percent CI, 0.50–
0.99; P=0.0002).

•  Variables associated with lower rates of 
survival to hospital discharge included: 

— Older age (OR 0.96; 95 percent CI, 
0.95–0.97).

— Male sex (OR 0.72; 95 percent CI, 
0.54–0.95).

— Longer 911 response time (OR 0.86; 
95 percent CI, 0.79–0.92).

•  Variables associated with higher rates of 
survival to hospital discharge included:

— Initial shockable rhythm (OR 10.68; 
95 percent CI, 7.98–14.29).

— Witnessed arrest (OR 2.93; 95 percent 
CI, 2.16–3.98).

•  Survival rate for those above the 16th floor 
was 0.9 percent (2/216).

•  Survival rate was 0 percent for those 
above the 25th floor (0/30).

EBM COMMENTARY
•  This was an observational trial, and only 

associations can be demonstrated, not 
causation. Unmeasured confounders 
could be responsible for the differences 
found in this study. 

•  The CPR rate was about 35 percent, but 
use of an automated external defibrilla-
tor (AED) was less than 1 percent. Rapid 
defibrillation is very important for OHCA 
patients with initial shockable rhythms. 
It’s estimated that survival goes down by 
7 to 10 percent for each minute of delay to 
defibrillation.

•  This study reports survival to discharge 
but not survival to discharge in good neu-
rologic condition. This would be a more 
important patient-oriented outcome. 

BOTTOM LINE: To improve the chain of 
survival, increased bystander CPR is needed 
along with rapid access to AEDs and the re-
moval of access barriers for first responders.

CASE RESOLUTION: Paramedics start CPR 
and apply the defibrillator pads, which show 
fine ventricular fibrillation. He is shocked 
once at 200 joules. An IV is started, 1 mg of 
epinephrine is given, and the next rhythm 
check is asystole. The patient is intubated, 
more epinephrine is given, and his end-tidal 
CO2 drops to 10. A call is made to the base 
hospital, a consultation takes place, and the 
patient is pronounced dead at the scene.

Thank you to Jay Loosley, RN, superintendent of 
education for Middlesex-London EMS in Ontario, 
for his help on this review. Remember to be skepti-
cal of anything you learn, even if you heard it on 
the Skeptics’ Guide to Emergency Medicine.
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Pumping Iron
Should EDs do fewer red cell transfusions and more IV iron? 
by ANTON HELMAN, MD, CCFP(EM), CAC, FCFP

Y ou might be surprised to learn that 
many of the patients who receive red 
cell transfusions in the emergency 

department don’t need them. A Canadian 
study looking at trends in trans-
fusion practice in the emergen-
cy department found that about 
half of transfusions given were 
deemed unnecessary. 

If we think of a blood trans-
fusion as a “blood transplant” 
similar to an organ transplant, 
then the potential complica-
tions including transfusion-as-
sociated circulatory overload 
(TACO), transfusion-related 
lung injury (TRALI), and allo-
immunization become, perhaps, a bit more 
understandable. When you give someone a 
blood transfusion, you’re changing the pa-
tient’s immune system for life. Red cell trans-

fusions should not be thought of as a delivery 
system for iron! While IV iron has been used 
for years in hematology clinics across the 
country, the emergency medicine community 

has been largely unaware of 
this sensible alternative.

The literature is full 
of studies showing that 
morbidity and mortality 
outcomes with lower hemo-
globin thresholds, such as 7 
g/dL for transfusing ICU pa-
tients (in the TRICC [Trans-
fusion Requirements in 
Critical Care] trial), patients 
in septic shock (in the TRISS 
[Transfusion Requirements 

in Septic Shock] trial), and patients with gas-
trointestinal bleeds, are similar to outcomes 
with traditional higher hemoglobin thresh-
olds of 9 or 10 g/dL. 

The American Association of Blood Banks, 
in conjunction with the American Board of In-
ternal Medicine’s Choosing Wisely campaign, 
recognized that physicians were being over-
zealous with our transfusions. One of its five 
statements on medication overuse declared, 
“Don’t transfuse iron deficiency without 
hemodynamic instability.”

How Low Can You Go? 
So how low can a patient’s hemoglobin go? 
In a remarkable study (for ethical reasons) 
of healthy subjects, hemoglobin concen-
trations were reduced from 13.1 g/dL to as 
low as 5 g/dL by replacing aliquots of blood 
(450–900 mL) with 5 percent human albu-
min and/or autologous plasma. The research-
ers found that systemic oxygen delivery was 
maintained as assessed by change of O2 
and plasma lactate concentration. Holter 
monitor readings suggested that myocardial 
ischemia was extraordinarily rare in this rest-
ing healthy population. Based on this and 
similar studies, the American Society of An-
esthesiologists recommends against red cell 
transfusions in young, healthy patients with-
out ongoing blood loss and a hemoglobin 
level greater than 6.0 g/dL, unless they are 
symptomatic or hemodynamically unstable. 

It isn’t only healthy subjects who can tol-
erate incredibly low hemoglobin levels. The 
FOCUS (Fluoxetine or Control Under Super-
vision) trial sought to determine whether a 
higher threshold for blood transfusion would 
improve recovery in patients who had under-
gone surgery for a hip fracture. Results showed 
that even among elderly patients with known 
coronary artery disease or multiple coronary 
risk factors, survival rates were higher post-
operatively at 30 and 90 days among patients 
with a transfusion trigger of 8 g/dL compared 
to those with a higher transfusion trigger.  

What Are the Indications for IV Iron?
Current knowledge suggests physicians 
shouldn’t be giving red cell transfusions to 
many patients who have severe anemia or 
blood loss. Nonetheless, these patients with 
severe anemia (Hb <9 g/dL) do require treat-
ment for symptom management, and the fast-
est, most effective treatment is IV iron. 

The concept of giving IV iron in a subset 
of ED patients with iron-deficiency anemia 
might seem foreign to most emergency phy-
sicians, but there are indications that should 
be considered when faced with a patient with 
iron-deficiency anemia or blood loss in the ED. 
They include: 

•  Severe iron-deficiency anemia (Hb <9 g/
dL) especially if there is ongoing bleeding

• Rate of bleeding too brisk for oral iron
•  Time-sensitive pressures (eg, an urgent 

surgical procedure; observational stud-
ies of the use of IV iron preoperatively 
for patients with anemia have shown a 

reduced rate of red cell transfusion being 
required)

•  Severe anemia of chronic disease and 
evidence of iron deficiency (eg, ferritin 
<30 ug/L)

•  Oral iron being poorly tolerated or the fail-
ure of an oral trial

•  Poor oral absorption (due to conditions 
including gastric bypass, celiac disease, 
and gastritis)

Is IV Iron Safe?
The main contraindications to IV iron are ac-
tive systemic infection (eg, suspected sepsis), 
as iron is a good microbial nutrient, and known 
allergic or hypotensive reactions in the past. 
Risks of administration include hypotension 
(1 to 2 percent) and serious allergic reactions 
including fatal anaphylaxis in fewer than one 
in 1 million. In patients with chronic kidney 
disease, IV iron may result in more infections 
and cardiovascular complications than oral 
iron. More common adverse reactions, which 
generally resolve spontaneously within 24 
hours of administration of IV iron, include 
joint aches, muscle cramps, headache, chest 
discomfort, nausea, vomiting, and diarrhea.

How Do You Give IV Iron?
IV iron is given as iron sucrose (brand name 
Venofer) in an infusion of 300 mg in 250 
mL of normal saline over two hours. After 
IV iron, and with ongoing oral supplemen-
tation, a patient’s hemoglobin will start to 
rise in three to seven days. You can expect 
a 0.1- to 0.2-point rise in the hemoglobin per 
day; after two to four weeks, the hemoglobin 
will have risen 2 to 3 g/dL. Ferrous sulfate 
(300 mg) contains 60 mg of elemental iron, 
and one tablet can be taken each night on an 
empty stomach at least two hours after meals 
with 500 mg of vitamin C to improve absorp-
tion. Patients should be counseled to avoid 
taking iron with calcium or magnesium sup-
plements as they decrease iron absorption.

Resources from Emergency 
Medicine Cases Website 
Podcast: Episode 65–IV Iron for Anemia in 
Emergency Medicine (emergencymedicine-
cases.com/download/mp3/EMC-065-May2015-
Iron-Substitute-RBC-Transfusion(2).mp3)

PDF Summary: Episode 65–IV Iron for Ane-
mia in Emergency Medicine (http://emergen-
cymedicinecases.com/wp-content/uploads/
filebase/pdf/Episdode 065 May2015 IV Iron 
copy.pdf)
A special thanks to Dr. Watler Himmel, Dr. Jeannie 
Callum, and Dr. Katerina Pavenski for their par-
ticipation in the EM Cases podcast from which this 
article is based.
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WELLNESSYOU HAVE 
YOUR HEALTH UNTIL 

YOU DON’T

Readers Speak Up Regarding 
Call for Female Emergency Physicians
Recent article on how more women are needed in emergency medicine 
sparks online debate

Dan Marcus: So basically, this article could 
be shortened to read “men should be pre-
pared to pay for women to be off to have a 
baby and men should work more night shifts 
to make it easier for their pregnant colleg-
es.” The article suggests that if these changes 
aren’t made, then patient care will suffer. I 
don’t support the subsidizing of coworkers' 
life choices. I would, however, work extra if 
my colleague was unable to, whether they 
are male or female.

MB Lynch: Wow! Who pissed you off? Do 
you have any children? How would you feel 
about the mother of your child risking her life 
and your child’s life because they were so ex-
tremely overworked? Have you ever been preg-
nant? Breast fed a child or been so engorged 
you wanted to cry?

The author is not saying that men pick up 
the night shifts, but that everyone (including 
the non-pregnant females) help out for a few 
weeks for the mother and child’s health. Just 
like we do for our colleagues with family and 
personal emergencies.

You don’t want to pay for my life choices? 
You mean you don’t want to pay for me to cre-
ate a life? How about if you get cancer (knock 
on wood) because you smoke…can I refuse 
you disability coverage? Additionally, I pay 
for short-term disability so that I could take 
maternity leave. 

Women now make up 60 percent of medi-
cal students. Therefore, if medicine is going 
to survive, it needs to start to adjust to accom-
modate women doctors and our “choices to 
create life.” If men gave birth, I am sure they 
would demand better maternity leave and 
you would not have to pump in a bathroom. 
I’m sure you’d have a recliner with ESPN on 
a flat screen.

Get pregnant, give birth, and breast feed a 
child … then get back to me.

Women and their pesky uteruses are here 
to stay … get used to it.

Mark Buettner: Wow! MB Lynch, what a fan-
tastic emotional rant that was. It was perfectly 
devoid of reason. Kudos to you. Let me give 
you some answers:

1) I would be very upset if the mother of 
my child was risking her life and my child’s 

life. I would not tolerate it at all, as a mat-
ter of fact.

2) I would advocate for women not to have 
children if they live a lifestyle that places 
them and/or their unborn children in a 
life-threatening position. This just makes 
sense, doesn’t it?

3) I probably should not have to tell you 
but I will remind you that men cannot have 
babies. Nor can we breast feed babies. We 
don’t have the right plumbing.

4) Yes, I think you should be able to re-
fuse to pay for somebody’s disability. That 
should be the responsibility of Dr. Marcus. 
This would be similar to you taking time 
away from work should be your respon-
sibility. I am willing to bet that he would 
agree with me.

5) If you are asserting that medicine is at 
risk for not surviving because women now 
make up 60 percent of medical students, 
perhaps we should seek out more men to 
enter the field.

Glad to help.
Sincerely,
Mark

george: I respect all the issues. The gender 
equality issues should not include pregnancy 
and time-off issues. The numbers are correct 
and there is a gender gap. I, on the other hand, 
see a greater crisis. I am a black male in the 
field of EM. I have watched the numbers of 
women leap over the years. Yet, the percent-
age of African-American males in the field is 
at a critical joke level. Women complain about 
their poor numbers, but you are more likely to 
see a patient with Ebola than a black ER doc. It 
is just the truth. I respect the issues of women. 
I am just waiting to turn over a patient to a 
doctor of color before I retire.

EM Doc: I agree in equality, but to critique 
objectively, the author doesn’t mention per-
cent of women applying to EM residency. If 
it’s 50:50, then sure—good article. If it’s 30:70 
women to men, then are we already being 
given preferential treatment (36 percent 
women residents)? It would be interesting if 
anyone has the data …

JDA: Women with “their pesky uter-
uses” can then work jobs where their 
uteruses don’t get in the way. Equality 
means equality, not one group subsidiz-
ing another. Women may be 60 percent 
of medical school graduates but they are 
not 60 percent of the workforce because 
they CHOOSE to balance their lives based 
on multiple factors, one of which is hav-
ing children. Part of physician shortage 
is due to having 60 percent women in 
medical school and then that 60 percent 
are only working part time. Not a good 
plan for a national workforce issue. Find-
ing a colleague who is willing to work 
nights and weekends and long stretches 
and extra shifts makes that person mar-
ketable. If you CHOOSE to have kids, try 
to be super-mom; expect your colleagues 
to work around you and your personal 
life, and you will have made yourself less 
marketable. That is not gender inequal-
ity; it is marketability. Until women are 
willing to sacrifice personal goals for 
professional goals, they will not be able 
to be represented equally. To me, that is 
fair, not sexist.

el rubio: My residency director in New 
York City would roll over in his grave. I 
remember a female resident once called 
in sick for PMS and another senior female 
resident drove to her apartment and phys-
ically dragged her back to work. I have not 
missed a day of work in 25 years.

In my experience, pregnant students, 
residents, and physicians are very reluc-
tant to risk exposure to infectious diseas-
es such as TB, HIV, trauma, meningitis, 
chicken pox, mumps, plague, etc. This 
forces me to risk my life more often then 
usual.
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by JEREMY SAMUEL FAUST, MD, MS, MA

DR. FAUST is a clinical instructor at 
Harvard Medical School and an attending 
physician in department of emergency 
medicine at Brigham & Women's Hospital, 
Boston, Massachusetts.

FOAMcast

I n the two years I’ve been doing the FOAM-
cast podcast, some of the most interest-
ing topics covered have come from fields 

outside of emergency medicine. This year, 
I’ve recorded two episodes on new guidelines 
published by experts from non-EM specialties 
that have an impact on emergency medicine 
practices. I believe that keeping up with the 
latest guidelines from our colleagues in other 
specialties and covering them in the podcast 
helps us become more well-rounded emer-
gency physicians.

Diverticulitis Management
In March, I covered a recently released guide-
line on the management of diverticulitis pub-
lished by the American Gastroenterological 
Association (AGA). The topic was inspired by 
a post on the Emergency Medicine Literature 
of Note blog (EMlitofnote.com) by Ryan Pat-

rick Radecki, MD, MS. Dr. Radecki’s ACEP 
Now article “Antibiotics, Hospital Admission 
May Not Help Uncomplicated Diverticulitis” 
(available online at www.acepnow.com/ar-
ticle/antibiotics-hospital-admission-may-
not-help-uncomplicated-diverticulitis/) also 
addressed the topic.

I was surprised to learn that the AGA isn’t 
routinely recommending antibiotics in the 
management of CT-confirmed uncomplicat-
ed diverticulitis. According to its new guide-
line, antibiotics neither hasten recovery nor 
prevent complications and may be used selec-
tively—although it’s worth noting that this rec-
ommendation was based on fairly low-quality 
evidence. 

Additionally, I found some of the AGA 
guidelines and other statements to be simply 
too funky and irresistible not to repeat here: 

•  Mainly, I enjoyed the fact that the guide-
line answered everyone’s essential and 
crucial question about whether eating 
popcorn, nuts, or seeds should be avoid-
ed in patients with acute diverticulitis. 
(There’s no need to recommend avoiding 
these foods.) 

•  Do probiotics help decrease recurrence, 
pain, or the need for surgery? (No, no, 
and no.)

•  Should physicians encourage patients 
with acute diverticulitis to engage in vig-
orous exercise in an attempt to decrease 
recurrent disease? (Yes!) 

•  Finally, I was interested to learn that rec-
ommending elective colonic resection for 
patients suffering from an initial episode 
of acute uncomplicated diverticulitis isn’t 
necessary. (Confession: I was less interest-
ed in this last recommendation and more 
than just a little bit surprised that this no-
tion actually needed official clarification.)

Brief Resolved Unexplained Events
Last month, another clinical guideline caught 
my eye, this time coming from the American 
Academy of Pediatrics (AAP). The news is that 
the term “apparent life-threatening event” 
(ALTE) in neonates and infants has now been 
replaced by the somewhat less intimidat-
ing term “brief resolved unexplained event” 
(BRUE). This change comes 30 years after the 
term ALTE was proposed as a replacement for 
“near-miss sudden infant death syndrome,” 
as well as the subsequent appearance of a 
substantial body of literature demonstrating 
that SIDS and ALTEs were indeed distinct and 
unrelated clinical entities. 

The new AAP guideline states that a BRUE 
can be diagnosed in an infant younger than 1 
year whose symptoms have already resolved 
by the time of presentation. To qualify as a 
BRUE, one or more of the following features 
must have been present: cyanosis or pallor; 
absent, decreased, or irregular breathing; 

marked change in body tone, either hypoto-
nia or hypertonia; and an altered level of re-
sponsiveness. A BRUE can be diagnosed if a 
thorough history and physical exam has been 
conducted and no explanation for the event 
has been discovered.

From there, risk stratification determines 
how to proceed with management. While the 
guideline makes no specific recommenda-
tions for higher-risk infants, for lower-risk in-
fants (defined as a first-time event occurring 
in an infant older than 60 days, born full-term 
or more than 45 weeks corrected gestational 
age), no CPR by a trained medical professional 
was required, and given the event lasted less 
than one minute, remarkably few obligate in-
terventions are needed. 

In fact, citing the goal of decreasing the 
harms of common false-positive findings, the 
AAP recommends that lower-risk BRUE babies 
need no routine laboratory testing. The only 
measures that should routinely be taken are 
that parents should be educated about BRUE, 
there should be shared decision making re-
garding discharge versus admission with par-
ents, and resources for learning CPR should be 
offered to parents and other caregivers. ECG, 
pertussis testing, and pulse oximetry may be 
performed but aren’t considered necessary. 
Automatic admission to the hospital for ob-
servation and testing need not be done due to 
the goal of decreasing health care-associated 
infections and other safety risks. 

In summary, the overall theme of this excel-
lent guideline seems to be a de-escalation in 
terminology in an attempt to move away from 
unnecessary testing and often fruitless ad-

THE BEST IN FREE 
EM EDUCATION

Guiding Principles
Guidelines from our non-EM colleagues can make a big difference in our practices

The only measures 
that should rou-
tinely be taken are 
that parents should 
be educated about 
BRUE, there should 
be shared decision 
making regarding 
discharge versus 
admission with par-
ents, and resources 
for learning CPR 
should be offered to 
parents and other 
caregivers. 
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Lectures cover new advances in trauma care, pediatric abuse, geriatric  
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missions. (I think I can hear the sounds of EM 
physicians and pediatricians everywhere vig-
orously applauding in agreement and thanks.) 
Some parents won’t be all that reassured by the 
word “unexplained” in their child’s diagnosis, 
but I’m guessing it will be outshined by the 
abandoning of “life-threatening,” a phrase 
that’s neither calming nor accurate.

Medications That Cause 
False Positives
Finally, as promised, the podcast spent the 
better part of a recent episode going over the 

biggest culprit medications that cause false-
positive results on urine toxicology screens. 
The topic was inspired by a post on the blog 
MDAware by Seth Trueger, MD, MPH (avail-

able at mdaware.blogspot.com). 
The biggest pseudo-surprise (I was not re-

motely surprised to learn) was that the “hon-
or” for the class of drug most likely to cause a 

false positive on a urine drug toxicology test 
goes to tricyclic antidepressants (TCAs). TCAs 
can cause false-positive readings for five dif-
ferent drugs: PCP, LSD, amphetamines, opi-
ates, and methadone. The runners-up for 
medications causing the most false positives 
on the urine toxicology test were ibuprofen 
and first-generation antihistamine medica-
tions such as diphenhydramine, hydrox-
yzine, and promethazine.

Tune in for the next episodes, which will 
look at unusual seizures (ie, the ones that 
don’t respond to benzodiazepines).

LEARN MORE FROM FOAMCAST
For all FOAMcast episodes (which are kept to around 20 
minutes for your emergency medicine ADHD needs), check 
out the new and improved website at www.foamcast.org. 
You can also download the show on iTunes. Look for the free 
Rosh Review questions with every episode. 

ARKANSAS OPPORTUNITIES
Sparks Medical Center (Van Buren)

CENTRAL FLORIDA OPPORTUNITIES
Oak Hill Hospital (Brooksville) 
Clearwater ER - Dept. of Largo 
Medical Center (Clearwater)  
Citrus Memorial (Inverness)  
Largo Medical Center 
(Indian Rocks) 
Munroe Regional Medical Center 
(Ocala) 
Poinciana Medical Center (Orlando) 
Brandon Regional Emergency 
Center (Plant City) 
Bayfront Punta Gorda 
(Punta Gorda) 
Central Florida Regional Hospital 
(Sanford) 
Doctors Hospital of Sarasota 
(Sarasota) 
Brandon Regional Hospital 
(Tampa Bay) 
Citrus Park ER (Tampa Bay) 
Medical Center of Trinity 
(Tampa Bay) 
Northside Hospital (Tampa Bay) 
Palm Harbor ER (Tampa Bay) 
Regional Medical Center at Bayonet 
Point (Tampa Bay) 
Tampa Community Hospital 
(Tampa Bay) 

NORTH FLORIDA OPPORTUNITIES
Lake City Medical Center
(Lake City) 
Oviedo Medical Center (Orlando) 
Gulf Coast Regional Medical Center 
(Panama City) 

SOUTH FLORIDA OPPORTUNITIES
Englewood Community Hospital 
(Englewood) 
Lawnwood Regional Medical Center 
(Ft. Pierce) 
Broward Health, 4-hospital system
(Ft. Lauderdale)   
Northwest Medical Center 
(Ft. Lauderdale) 

Westside Regional Medical Center 
(Ft. Lauderdale) 
Mercy Hospital (Miami) 
Raulerson Hospital (Okeechobee) 
Fawcett Memorial Hospital 
(Port Charlotte) 
St. Lucie Medical Center and Free 
Standing ED (Port St. Lucie) 
Palms West Hospital 
(West Palm Beach) 
JFK North (West Palm Beach)

GEORGIA OPPORTUNITIES
Cartersville Medical Center 
(Cartersville) 
Murray Medical Center (Chatsworth) 
Newton Medical Center (Covington) 
Habersham Medical Center 
(Demorest) 
Fairview Park (Dublin) 
Piedmont Fayette Hospital 
(Fayetteville) 
Coliseum Medical Center (Macon) 
South Georgia Medical Center 
(Valdosta) 
Smith Northview Urgent Care Center 
(Valdosta) 
Mayo Clinic at Waycross (Waycross) 

KANSAS OPPORTUNITIES
Menorah Medical Center 
(Overland Park) 
Derby Freestanding ED (Wichita) 
Wesley Woodlawn Hospital (Wichita)
Wesley Medical Center (Wichita)

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

LOUISIANA OPPORTUNITIES
CHRISTUS St. Frances Cabrini 
Hospital (Alexandria)
Terrebonne General Medical Center 
(Houma) 

CHRISTUS St. Patrick Hospital 
(Lake Charles)
CHRISTUS Highland Medical Center 
(Shreveport) 

MISSOURI OPPORTUNITIES
Belton Regional Medical Center 
(Belton) 
Golden Valley Memorial Hospital 
(Clinton) 
Centerpoint Medical Center 
(Independence)

NEW HAMPSHIRE OPPORTUNITIES
Parkland Medical Center (Derry) 
Parkland Urgent Care Center (Salem) 

NORTH CAROLINA OPPORTUNITIES
Park Ridge Hospital (Hendersonville) 

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

SOUTH CAROLINA OPPORTUNITIES
McLeod Health, 3 hospital system 
(Dillon, Loris, Myrtle Beach area) 

TEXAS OPPORTUNITIES
CHRISTUS Spohn Hospital - Alice 
(Alice) 
CHRISTUS Spohn Hospital -  
Beeville (Beeville) 
CHRISTUS Hospital - St. Elizabeth 
(Beaumont)
CHRISTUS Hospital - St. Elizabeth 
Minor Care (Beaumont) 
CHRISTUS Spohn Hospital - 
Memorial (Corpus Christi) 
CHRISTUS Spohn Hospital - 
Shoreline (Corpus Christi) 
Bayshore Regional Medical Center 
(Houston area) 
Clear Lake Regional Medical Center 
(Houston) 
East Houston Regional Medical 
Center (Houston) 

CHRISTUS Jasper Memorial Hospital 
(Jasper) 
CHRISTUS Spohn Hospital - Kleberg 
(Kingsville) 
Kingwood Medical Center (Kingwood) 
Pearland Medical Center 
(Pearland)
CHRISTUS Hospital - St. Mary
(Port Arthur) 
CHRISTUS Santa Rosa Medical 
Center (San Antonio) 
CHRISTUS Santa Rosa Hospital - 
Westover Hills (San Antonio)
CHRISTUS Alon/Creekside FSED 
(San Antonio) 
CHRISTUS Santa Rosa - Alamo 
Heights (San Antonio) 
Metropolitan Hospital (San Antonio) 
Northeast Methodist San Antonio) 

TENNESSEE OPPORTUNITIES
Horizon Medical Center (Dickson)  
Erlanger Baroness (Chattanooga) 
Erlanger North Hospital 
(Chattanooga) 
ParkRidge Medical Center 
(Chattanooga) 
Sequatchie Valley Emergency 
(Dunlap) 
Hendersonville Medical Center 
(Hendersonville) 
Physicians Regional Medical Center 
(Knoxville) 
Tennova Hospital - Lebanon 
(Lebanon) 
Southern Hills Medical Center 
(Nashville) 
Stonecrest Medical Center (Nashville) 
TriStar Ashland City (Nashville)
Erlanger Bledsoe Hospital 
(Pikeville) 

VIRGINIA OPPORTUNITIES
Spotsylvania Regional Medical 
Center (Fredericksburg)

LEADERSHIP OPPORTUNITIES
Golden Valley Memorial Hospital 
(Clinton, MO) 
Parkland Medical Center 
(Derry, NH) 
East Houston Regional Medical 
Center (Houston, TX) 
West Houston Regional
(Houston, TX) 
Coliseum Medical Center 
(Macon, GA) EM Residency 
Program Director  
Aventura Hospital 
(Miami, FL) 
Mercy Hospital 
(Miami, FL) 
Pearland Medical Center
(Pearland, TX) 
Parkland Medical Center 
(Derry, NH) 
Brandon Regional Hospital
(Tampa Bay, FL) 
Citrus Park ER
(Tampa Bay, FL) 
Northside Hospital 
(Tampa Bay, FL) 
Regional Medical Center at Bayonet 
Point (Tampa Bay, FL) 

PEDS OPPORTUNITIES
Broward Health, 4-hospital system
(Ft. Lauderdale, FL) 
Clear Lake Regional Medical Center 
(Houston, TX)
Kingwood Medical Center 
(Kingwood, TX) 
Mease Countryside Hospital 
(Tampa Bay, FL) 
Brandon Regional Hospital
(Tampa Bay, FL) 
Pediatric MedicalDirector 
and Staff

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

SouthEastOpportunities@EmCare.com
727.437.3052 •  727.507.2526

EmCare is a dynamic, physician-led organization which has been offering exceptional career opportunities since 1972. With more than 12,000 affiliated 
providers coast-to-coast, EmCare is nationally-recognized for delivering clinical excellence supported through innovation, integration and exceptional 
leadership.  Contact our dedicated recruiters today to discuss all that EmCare has to offer!

www.ACEPNOW.COM
mdaware.blogspot.com
www.foamcast.org
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Emergency Medicine Physician  
NYU Lutheran Medical Center  
Brooklyn, NY	   
	  

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	   unique	   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	  

Position Title: Academic Emergency Physicians                   

Req # 02858

The Section of Emergency Medicine at the University of Chicago is recruiting full-
time Emergency Medicine physicians to join our expanding faculty as we prepare 
to open a new adult emergency department and establish an adult Level 1Trauma 
Center. We seek candidates looking to develop an academic niche that builds 
upon our faculty expertise in basic and translational research, health equity and 
bioethics research, geriatric emergency care, global emergency medicine, medical 
education, prehospital medicine, aero-medical transport, and ultrasound. We host 
one of the oldest Emergency Medicine Residency programs in the country and 
serve as a STEMI receiving hospital, a Comprehensive Stroke Center, a Burn 
Center, and a Chicago South EMS regional resource hospital. The Adult ED has an 
annual volume of 60,000 and our Pediatric ED cares for 30,000 patients per year, 
including 1,000 Level 1 trauma patients.

Candidates must be board certified or board eligible in emergency medicine and 
eligible for Illinois licensure, and strive for excellence in scholarship, patient care, 
and trainee education. Qualified applicants are invited to apply by uploading 
a cover letter describing their academic interests and a current CV online at 
academiccareers.uchicago.edu/applicants/Central?quickFind=54357. Review of 
applications will continue until all available positions are filled.

This position provides competitive compensation and an excellent benefits 
package.  All qualified applicants will receive consideration for employment without 
regard to race, color, religion, sex, sexual orientation, gender identity, national 
origin, age, protected veteran status or status as an individual with disability. 
The University of Chicago is an Affirmative Action / Equal Opportunity / Disabled 
/ Veterans Employer. Job seekers in need of a reasonable accommodation 
to complete the application process should call 773-702-5671 or email 
ACOppAdministrator@uchicago.edu with their request.

Honolulu, Hawaii

The Emergency Group, Inc. (TEG) is a
growing, independent, democratic group
that has been providing emergency
services at The Queen’s Medical Center
(QMC) 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.

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.

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.

Tired of the rain and cold?  

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. 

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

Visit us at 
www.emergencyprofessionaservices.com

Tampa Bay, FL
Medical Director

Medical Director opportunity at Level 
II Trauma Center for ABEM/AOBEM 
with previous leadership experience. 
Regional Medical Center at Bayonet 
Point is a 290-bed, acute care facility 
located in Hudson, FL just north of 
Tampa.

We have a 30-bed ED with a 5-bed 
Fast Track and 2 Trauma Bay Rooms 
used to treat over 42,000 patient visits 
annually with staffing model allowing 
for a comfortable 2.0 pph. Stellar 
specialty backup due to trauma 
designation with trauma surgeons 
and anesthesia in-house 24/7. 

Offering premium remuneration, 
employee benefits, occurrence 
based malpractice and sign-on/
relocation bonus. 

For additional information contact 
Frances Miller, Physician Recruiter 
at 727.507.2507 or frances_miller@
emcare.com

TO PLACE AN AD IN ACEP NOW ’S 
CLASSIFIED ADVERTISING SECTION 
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Kevin Dunn: kdunn@cunnasso.com  •  Cynthia Kucera: ckucera@cunnasso.com
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ED Medical Director Dr. Ryan Redman counts on TeamHealth to assist with his professional 

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

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

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

So THIS is what
happiness looks like!

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

Featured Opportunities:

Rome Memorial Hospital
Rome, NY
30,000 volume

Progress West  
Healthcare Center
O’Fallon, MO
17,000 volume

Abrazo West Campus
Goodyear, AZ
50,000 volume

Saint Joseph Hospital
Mount Sterling, KY
24,000 volume
Medical Director

Presence Mercy Medical Center
Aurora, IL
43,000 volume

Waterbury Hospital
Waterbury, CT
55,000 volume

Newberry County  
Memorial Hospital
Newberry, SC
21,645 volume
Medical Director

Lake Granbury Medical Center
Granbury, TX
21,000 volume

Winter Haven Hospital
Winter Haven, FL
74,000 volume

St. Joseph’s Medical Center
Stockton, CA
52,000 volume

Las Palmas Medical Center
El Paso, TX
46,000 volume

Parrish Medical Center 
Titusville, FL
40,000 volume
Assistant Medical Director

855.615.0010  |  physicianjobs@teamhealth.com  |  www.teamhealth.com
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Founded by APEX, TBEP, MEP, EPPH and EMP

Ownership matters.

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.

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

Kevin Dunn: kdunn@cunnasso.com  •  Cynthia Kucera: ckucera@cunnasso.com

MEDICAL DIRECTOR  
OPPORTUNITY IN 

TEXARKANA!
CHRISTUS St. Michael Health System

(512) 610-0315 
lisa@eddocs.com

•	33-bed	ED	with	60,000	annual	volume
•	High	acuity	with	excellent	backup
•	Exceptional	pay	+	outstanding	benefits
•	Leadership	advancement	opportunities
•	Texas-based,	physician-owned	group	

Emergency Faculty Position 
Department of Emergency Medicine 

The Department of Emergency Medicine School 
of Medicine at the University of Texas Health 
Science Center in San Antonio is recruiting for 
highly qualified fulltime residency trained academic 
Emergency Physicians. Optimal candidates will have 
an established track record of peer-reviewed research, 
excellence in education and outstanding clinical 
service. We offer a wide variety of opportunities for 
program development and scholarly productivity in 
the areas of trauma, global medicine, health services, 
quality & safety and medical education. The successful 
candidate will join a diverse, enthusiastic group of 
academic Emergency Physicians committed to creating 
the premiere Emergency Medicine residency program 
and academic department in Texas. Candidates must 
be BC/BE in Emergency Medicine.

University Health System is a nationally recognized 
teaching hospital and network of outpatient healthcare 
centers, owned by the people of Bexar County. In 
partnership with UT Medicine San Antonio, the 
practice plan of The University of Texas Health 
Science Center, it is consistently recognized as a leader 
in advanced treatment options, new technologies and 
clinical research. For the past four years, University 
Hospital has been ranked the best in the San Antonio 
region by U.S. News & World Report, and University 
Hospital’s Emergency Department is the busiest in 
the region, with nearly 70,000 visits each year. A 
new, state of the art 93,000 square ft. Emergency 
Department with 80 beds opened in early 2014. It 
also is the premier trauma center for a vast, 22-county 
region of South Texas. 

The University of Texas Health Science Center 
at San Antonio offers a highly competitive salary, 
comprehensive insurance package, and generous 
retirement plan. Academic appointment and salary 
will be commensurate with experience. Candidates are 
invited to send their curriculum vitae and 3 letters of 
reference to: 

Liliana Leader, Employment Coordinator UTHSCSA, 
Department of Emergency Medicine, 7703 Floyd Curl 
Drive, MC 7736, San Antonio, TX 78229-3900.  
Email: Leader@uthscsa.edu

All faculty appointments are designated as security 
sensitive positions. The University of Texas 
Health Science Center at San Antonio is an Equal 
Employment Opportunity / Affirmative Action 
Employer which includes protected veterans and 
individuals with disabilities. 

Exciting Academic Emergency Medicine Opportunities

The Baylor College of Medicine, a top medical school, is looking for academic leaders to 
join us in the world’s largest medical center, located in Houston, Texas. We offer a highly 
competitive academic salary and benefits. The program is based out of Ben Taub General 
Hospital, the largest Level 1 trauma center in southeast Texas with certified stroke 
and STEMI programs that has more than 100,000 emergency visits per year.  BCM is 
affiliated with eight world-class hospitals and clinics in the Texas Medical Center. These 
affiliations, along with the medical school’s preeminence in education and research, help 
to create one of the strongest emergency medicine experiences in the country. We are 
currently seeking applicants who have demonstrated a strong interest and background 
in medical education, simulation, ultrasound, or research. Clinical opportunities are also 
available at our affiliated hospitals. Our very competitive PGY 1-3 residency program 
currently has 14 residents per year.

MEDICAL DIRECTOR
The program is searching for a dedicated Medical Director for the Ben Taub General 
Hospital, The Medical Director will oversee all clinical operations at Ben Taub, with 
a focus on clinical excellence. The successful candidate will be board certified and 
eligible for licensure in the state of Texas.  The candidate will have a solid academic and 
administrative track record with prior experience in medical direction. Faculty rank will 
be determined by qualifications.

Those interested in a position or further information may contact Dr. Dick Kuo via email 
dckuo@bcm.edu or by phone at 713-873-2626.  Pleases send a CV and cover letter with 
your past experience and interests.  

mailto:kdunn@cunnasso.com
mailto:ckucera@cunnasso.com


Founded by APEX, TBEP, MEP, EPPH and EMP

Ownership matters.

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.



If You Don’t Pass, You Don’t Pay…Period!

Over 1,700 Physicians Each Year (Over 27,000 Participants Since Inception) 
Entrust Their Exam Prep to the National EM Board Review Course.

July 26 - 29, 2016
Planet Hollywood – Las Vegas, NV

August 11 - 14, 2016
Renaissance Baltimore Harborplace Hotel – Baltimore, MD

August 24 - 27, 2016
Caesars Palace – Las Vegas, NV

EMERGENCY MEDICINE 
BOARD REVIEW COURSE

THE NATIONAL
20 th

Annual

Self-Study & Live Courses      l     Updated for 2016!

www.emboards.com To register by phone, call 1-800-458-4779

Learn More About the Largest, Most Respected EM Board Review Course in the United States

THE NATIONAL EMERGENCY MEDICINE 
BOARD REVIEW COURSE

Center for Emergency Medical Education

The Center for Emergency Medical Education (CEME) is accredited by the Accreditation Council for Continuing Medical Education to provide continuing medical education for physicians.
The Center for Emergency Medical Education (CEME) designates this live activity for a maximum of 34.75 AMA PRA Category 1 Credits™. Physicians should claim only the credit commensurate with the 

extent of their participation in the activity.


