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PERIODICAL

“The opportunity to secure ourselves 
against defeat lies in our own hands, 
but the opportunity of defeating the 
enemy is provided by the enemy him-
self.”—Sun Tzu 

S ince the enactment of the Af-
fordable Care Act (ACA) on 
March 23, 2010, and the crea-

tion of commercial health exchanges, 
there has been a growing stream (that 
has now become a torrent) of health 
plans leaving the exchanges. The in-
surance exchanges are where health 
plans like Blue Cross Blue Shield, Aet-
na, and UnitedHealthcare (UHC) have 
sold subsidized health care policies to 
individuals pursuant to the insurance 
mandates of the ACA. Citizens be-
tween 138 and 400 percent of federal 
poverty level (FPL) receive premium 
subsidies, and there are cost-sharing 
subsidies for folks who are at or below 
250 percent of FPL. (Premium subsi-
dies continue for folks from 250 per-
cent of FPL up to a maximum of 400 
percent of FPL, while the cost shar-
ing [eg, coinsurance and deductible] 
subsidies phase out at above 250 per-
cent of FPL.)

Also consider as an overall envi-
ronmental assessment the full frontal 
assault by these same health plans 
at the federal and state level to ban 
or severely restrict out-of-network 
(OON) balance billing by hospital- 
and clinic-based physicians and in 
some cases specifically targeting 
emergency physicians.

You might be tempted to ask, how 
are the health plans’ participation (or 
lack thereof) in the ACA exchanges 
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NEWS FROM THE COLLEGE

New Leadership, Exceptional 
Attendance Highlight ACEP16

R ecords were shattered in Las Vegas at 
ACEP16, with 7,513 emergency physi-
cians and other health care provid-

ers attending the full four-day meeting, the 
world’s largest emergency medicine educa-
tional conference.

New leadership was also elected during 
the meeting in October. A new President-
Elect and four members of the Board of Di-
rectors were elected by the ACEP Council. 
Contributions to the National Emergency 
Medicine Political Action Committee (NEM-
PAC) and the Emergency Medicine Founda-
tion (EMF) were also higher than expected 
with the conference’s large turnout. Such 
contributions will result in a stronger voice 

for advocacy in Washington and further pur-
suit of emergency medicine research.

Incoming ACEP President Rebecca Park-
er, MD, FACEP, took the reins of ACEP in Las 
Vegas as Paul Kivela, MD, MBA, FACEP, was 
elected as ACEP President-elect.

Dr. Kivela, managing partner of Napa Val-
ley Emergency Medical Group and medical 
director of Medic Ambulance in Vallejo, Cali-
fornia, will assume the presidency at ACEP17 
in Washington, D.C.

“The only thing that is certain is that the 
practice of emergency medicine will look dif-
ferent in the future,” Dr. Kivela said. “To meet 
the challenges, ACEP needs strong leaders 
who understand business models, the prac-
tice challenges, the political environment, 
and have the ability to advocate, consensus 
build, and communicate the value of emer-
gency medicine.”

The Council reelected incumbent Board of 
Directors members James J. Augustine, MD, 
FACEP, and Debra G. Perina, MD, FACEP. The 
Council also voted in two new Board mem-
bers: Kevin M. Klauer, DO, EJD, FACEP, and 
Gillian Schmitz, MD, FACEP.

NEMPAC

A s in years past, ACEP Council mem-
bers stepped up to the plate during 
the NEMPAC Council Challenge to 

ensure that emergency medicine stays among 
the top of the leaderboard among medical 
PACs and continues to be a strong, respected 
voice in Washington, D.C.

Prior to and during the ACEP Council 
meeting, NEMPAC collected nearly $300,000 
from Council members. That combined with 
thousands of donations this year from ACEP 
members across the country means NEMPAC 
is well on its way to exceeding the $1 million 
goal set by the ACEP Board of Directors in 
2016. Along with more than $1 million col-
lected from ACEP members last year, NEM-
PAC was able to contribute $1.8 million to 26 
Senate candidates and 208 House races.

NEMPAC serves a vital role in advancing 
ACEP’s legislative agenda and in broadening 
ACEP’s visibility with Congress. NEMPAC’s 
growth has allowed us to impact more con-
gressional races for candidates supportive of 
emergency medicine and ACEP and has ex-
panded our influence on Capitol Hill.

Emergency Medicine Foundation

T he EMF surpassed its goal for the sec-
ond year with Council Challenge at 
ACEP16 in Las Vegas. The challenge 

drew $223,000 in contributions, exceeding the 
$220,000 goal for the year. The average con-
tribution approached the recommended new 
“Wilcox” level of $600, with a record number 
of contributors stepping up to become major 
donors and 1972 Club members.

EMF is continuing its Pave the Way cam-
paign through Dec. 31, giving members a fi-
nal opportunity to purchase a brick paver to 
help build the future of the specialty by do-
nating a personalized brick paver at ACEP’s 
headquarters.

“ACEP needs strong leaders 
who understand business 
models, the practice chal-
lenges, the political environ-
ment, and have the ability to 
advocate, consensus build, 
and communicate the value 
of emergency medicine.”

—Dr. Kivela

ACEP16 ROUNDUP
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and the largely state-level efforts to ban and/
or restrict OON balance billing related? Al-
though it may seem that we’re talking about 
two different subjects, they’re more closely in-
terwoven than you might think.

STAYING “IN NETWORK”
Let’s take one case in point: Aetna’s an-
nouncement on Aug. 15, 2016, that it will with-
draw from 11 of 15 states where it participates 
in the ACA exchanges. 

In July 2015, Aetna announced that it 
would purchase Humana in a $37 billion 
cash and stock deal. In April 2016 while on 
a quarterly earnings conference call with an-
alysts, Aetna CEO Mark Bertolini said of the 
ACA exchanges, “We see this as a good invest-
ment.” In May, Bertolini reiterated that Aetna 
planned to stay in the exchanges in response 
to questions regarding UHC’s decision to leave 
the exchanges in 2017. 

After being asked to respond, however, Ber-
tolini wrote to the US Department of Justice 
(DOJ) on July 5, 2016, saying, “If the DOJ sues 
to enjoin the transaction [with Humana], we 
will immediately take action to reduce our 2017 
exchange footprint.”1 (Under the federal anti-
trust laws, the DOJ and the Federal Trade Com-
mission have jurisdiction to review, revise, and/
or legally oppose mergers and acquisitions.)

Now let’s look at the dynamics from the 
larger perspective of the United States as a 
whole. According to a report from Aug. 19, 
2016, in The New York Times and an analy-
sis that the Times commissioned, there is ex-
actly one ACA health plan selling policies in 
the exchanges in Alaska, Arkansas, Kansas, 
Oklahoma, South Carolina, and Wyoming. 
While small portions of these states have 
more than one plan, Missouri, North Caroli-
na, Tennessee, Utah, and West Virginia have 
largely one ACA health plan per state.2 In con-
trast, in 2016, Wyoming and most of Utah had 
only one ACA plan. So what does that mean 
for the future of the ACA and the future of the 
broader health plan agenda?

USING LEVERAGE
Much of it depends on the outcome of the 
presidential election. Hillary Clinton seeks to 
expand and defend the ACA, according to her 
policy papers on her website and her public 
statements. According to independent analyst 
Charles Gaba, the national average year-over-
year (YOY) requested ACA premium increase 
is 23.9 percent for 2017.3 What would occur in 
the future if the health plans remaining in the 
exchanges didn’t receive their YOY premium 
increase requests from the Centers for Medi-
care & Medicaid Services (CMS) and state in-
surance officials? 

The answer is that the health insurance 
exchanges would collapse, barring federal 
intervention—and isn’t that begging the ques-
tion for the future of a single-payer system? 
The cynic would say that this was the goal all 
along: Make it look like a market-based solu-
tion for a few years and then sweep in with the 
“Medicare for all” proposal.

Finally, the dynamics of the ever-growing 
leverage a small number of health plans has 
over political leaders has major impact on the 
OON issues. The health plans can and will 

leverage their positioning in the exchanges 
on future federal and state administrations in 
an attempt to make OON balance billing pro-
hibited by federal fiat (a legal, authoritative 
decision that has absolute sanction), as the 
Obama administration threatened to do in 
November 2015.4 Aetna proved this summer 
that it wasn’t below “leveraging” (threaten-
ing) the administration. Aetna has also been 
one of the loudest voices to drive OON reim-
bursement to at or about 125 percent of the 
Medicare fee schedule in states considering 
OON restrictions.

The collective opposition from ACEP, the 
Emergency Department Practice Manage-
ment Association (EDPMA), and the new 
Physicians for Fair Coverage against further 
health plan consolidation, flexing their mar-
ket power, and “lose-lose” health plan OON 
proposals will have to make the difference in 
several areas: 1) drafting model OON legisla-
tion with minimum benefit standards tied to 
fair health; 2) establishing or supporting ex-
isting multispecialty physician coalitions to 
enact that legislation, including local fund-
raising to support government relations (GR) 
and public relations (PR) initiatives; and 3) 
developing and launching PR and GR strate-
gies to oppose health plans’ messaging and 
enact that proposed legislation.
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can and will lever-
age their positioning 
in the exchanges on 
future federal and 
state administrations 
in an attempt to make 
OON balance billing 
prohibited by federal 
fiat (a legal, authorita-
tive decision that has 
absolute sanction), as 
the Obama adminis-
tration threatened to 
do in November 2015.

“A New Spin” is the 
personal perspective of the 

author and does not represent 
an official position of 
ACEP Now or ACEP.

S
H

U
TT

E
R

S
TO

C
K

.C
O

M

A NEW SPIN: ACA AND CONSOLIDATION | CONTINUED FROM PAGE  1

http://www.wsj.com/articles/aetna-warned-it-would-withdraw-from-exchanges-if-humana-deal-was-blocked-1471436663
http://www.wsj.com/articles/aetna-warned-it-would-withdraw-from-exchanges-if-humana-deal-was-blocked-1471436663
http://www.wsj.com/articles/aetna-warned-it-would-withdraw-from-exchanges-if-humana-deal-was-blocked-1471436663
http://www.nytimes.com/2016/08/20/upshot/obamacare-options-in-many-parts-of-country-only-one-insurer-will-remain.html?smid=li-share&_r=0
http://www.nytimes.com/2016/08/20/upshot/obamacare-options-in-many-parts-of-country-only-one-insurer-will-remain.html?smid=li-share&_r=0
http://www.nytimes.com/2016/08/20/upshot/obamacare-options-in-many-parts-of-country-only-one-insurer-will-remain.html?smid=li-share&_r=0
http://www.nytimes.com/2016/08/20/upshot/obamacare-options-in-many-parts-of-country-only-one-insurer-will-remain.html?smid=li-share&_r=0
http://ACASignups.Net
http://acasignups.net/16/08/21/avg-requested-indy-market-rate-hike-239-approved-hikes-across-7-states-168
http://acasignups.net/16/08/21/avg-requested-indy-market-rate-hike-239-approved-hikes-across-7-states-168
http://acasignups.net/16/08/21/avg-requested-indy-market-rate-hike-239-approved-hikes-across-7-states-168
http://SHUTTERSTOCK.COM


NOVEMBER 2016    ACEP NOW    5The Official Voice of Emergency Medicine

ACEPNOW.COM

 THIS JUST INEMERGENCY MEDICINE 
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FDA Requires Boxed Warning, Medication Guides 
for Opioids, Benzodiazepines 

The prescription of opioids and benzodiazepines in combination has 
increased 41 percent between 2002 and 2014. The FDA will now be 
mandating “boxed warnings” on 389 separate products in an effort 
to decrease this dangerous combination.

“A Hopeful Sign”: Experimental Alzheimer’s 
Drug Shows Promise

A monoclonal antibody that targets amyloid plaques seen in 
Alzheimer’s shows promise in slowing the typical decline observed 
with this disease. Hopefully, phase III studies will prove this drug to 
be beneficial.

Researchers Find Association Between 
Zika and Guillain-Barre Syndrome	

The Zika virus has largely been considered a fairly benign viral illness 
for men and non-pregnant females. However, a recent case series 
published in The New England Journal of Medicine indicates that the 

incidence of Guillain-Barre syndrome is 2.0–9.8 times higher than 
baseline in seven Latin American and Caribbean countries, and 
this appears to correlate with Zika infections.

Massachusetts Sees Consultant Availability 
Decrease Between 2005 and 2014 	

A recent study in the Annals of Emergency Medicine found a 
decrease in the availability of many specialty consultants in 
emergency departments across Massachusetts between 2005 
and 2014 despite steadily increasing patient visits. General surgery, 
neurology, ob-gyn, orthopedics, pediatrics, plastic surgery, and 
psychiatry were the specialties that saw a decrease.

Illinois Sees Increase in ED Visits After 
Rollout of Affordable Care Act

A study published in the Annals of Emergency Medicine shows 
emergency department visits have increased since the imple-
mentation of the Affordable Care Act despite no increased rate of 
hospitalization. It is unclear if these visits were unnecessary and 
better suited for the primary care setting.

by ERIC J. MORLEY, MD, MS, department of emergency medicine, Stony Brook School of Medicine, New York

INFANTILE 
SPASMS?

Can you recognize

Learn the signs of subtle seizures at www.infantilespasms.org

#ISAW2016
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To Manage Hospital Crowding, 
Look Beyond the ED
The trick to smoothing patient flow is found outside of the emergency department

PV: This is one of a series discussing hos-
pital and ED crowding and its impact on 
patient safety, finance, and staffing. How 
did you get into the whole arena of hospital 
capacity and flow?

EL: I came to this country in 1988 from the 
former Soviet Union. I already had dozens of 
publications in the United States, and many 
of my colleagues recommended that I should 
go anywhere but health care because in this 
industry, efficiency is not a goal; there is no 
interest to increase efficiency. That was a 
red flag for me. I started doing some limited 
consulting at hospitals and started trying to 
learn the environment at the hospital, work-
ing with the frontline people, ie, nurses, phy-
sicians, etc. At that point, I met Dr. Michael 
Long, an anesthesiologist. At that point, the 
question that we were trying to address was, 
what happens with hospitals overcrowding? 
We found that at the same time hospitals are 
getting more and more overcrowded, the hos-
pitals’ census and bed occupancy experienced 
large fluctuations. My initial belief was that 
everything stemmed from the emergency de-
partment. There are two main portals to any 

hospital. Emergency departments are respon-
sible for over 50 percent of all admissions, and 
there are elective admissions, mostly surgical, 
typically responsible for up to 30–35 percent 
of admissions, the remaining admissions be-
ing medical referrals, transfers, etc. 

PV: So your first assumption was that this 
was due to influx of emergency patients?

EL: Absolutely. It was based on the common 
sense for two reasons: First, the volume is the 
highest among all admits, and second, it’s 
unpredictable by its nature. Elective admis-
sions are smaller in terms of the volume, and 
their schedule is up to us. Unfortunately, our 
health care delivery is not always based on 
common sense.

PV: What did you find? 

EL: It was impossible for Dr. Long and me to 
get the data from emergency departments. No-
body wanted to share the data with us. How-
ever, we were able to get the data from one 
operating room. Two transparencies were on 
the desk in front of us. One of them was bed 
occupancy, and the other was surgical vol-
ume. We found they were overlapping. They 
had about the same shape. So if you put it up to 
the window glass and overlap one over anoth-
er to compare, we found that they practically 
coincided. That was for me a real aha moment: 
Emergency department admissions had very 
little to do with variability. Since then, for years 
I have talked to many hospital emergency de-
partment leaders asking, “Five Tuesdays from 
now, short of a bus crash or flu epidemic, could 
you predict approximately how many patients 
are going to be admitted to your emergency 
department?” The answer was always yes. 
Then I asked many operating room managers 
the same question: “Five weeks from now on 
Tuesday, how many surgeries are you going to 
perform?” Given that typically over 70 percent 
of all surgeries performed are elective, I was 
very surprised to find out that people cannot 
answer this question. That, to me, was clear 
evidence regarding the source of this variabil-
ity. Of course, this was not just the surgical 
admissions. This is true for the other elective 
admissions, eg, cath lab.

PV: Do you find this to be true at most in-
stitutions?

EL: Practically everywhere. In dozens of hos-
pitals where I asked this question, the answer 
was the same. It’s not just in the United States. 
It’s true in Europe, Canada, you name it. It 
looks like an international plot against health 
care cost and quality and the main driver of 
capacity problems.

PV: In response to this, there were three 
things that were implemented that we CONTINUED on page 11

refer to as smoothing: separating out the 
emergency surgical flow from the elective 
surgical flow, smoothing the number of 
surgeries over the week, and also smooth-
ing them to predict the number of ICU beds 
needed. 

EL: That is absolutely correct. Moreover, I 
would say that’s not an intervention. That is 
the intervention. We have only two options. 
The first option is to provide excessive re-
sources to staff at the peak level, which no 
hospital in the world has resources to do. The 
other choice is to staff below the peak level, a 
pivotal way of staffing hospital wards today. 
Typically, we staff them at the average level 
that has been documented historically from 
the last year. About 10 years ago, we received 
a grant from the Robert Wood Johnson Foun-
dation to study two community and two aca-
demic hospitals, and we found that ward bed 
occupancies changed every hour, if not every 
half hour. There is absolutely no way that one 
may have a pool of nurses dynamic enough to 
address heavy peak volumes because nurses 
do not live in the hallway to address every 
hour or half-hour change in the census.

PV: In the places where you helped to im-
plement smoothing of the elective sched-
ule, what was the end result?

EL: The end result was huge, both financial 
and quality wise at every hospital. Cincinnati 
Children’s is probably one of the most impres-
sive examples. When we started working with 
them on smoothing, their census was at the 76 
percent level. In order to address peaks, they 
planned to build a new tower for $100 mil-
lion in capital costs. Each bed in the United 
States, in terms of the capital cost, varies from 
$1.5 million to $3 million in capital cost alone. 
Plus, the annual operational cost per bed is at 
least half a million dollars. At the end of our 
smoothing project, they abandoned their plan 
to build the new tower. The average census 
reached 91 percent, a 15 percent increase. 
Their surgical volume increased dramatical-
ly without capacity issues because when we 
cut off the peak, we filled up the valley. It’s 
not just the peaks that create quality conse-
quences; when we have those valleys, that’s 
a waste of our resources. Their surgical vol-
ume dramatically increased, and according 
to their report, their margin improved by over 
$100 million a year. It’s not just $100 million 
in avoided capital cost; it’s an additional over 
$100 million a year margin improvement and 
quality improvement.

PV: I understand that hospitals had had 
significant problems with boarding in 
the emergency department that also dis-
appeared as soon as they smoothed their 
capacity.

M
any hospitals in the country operate at capacity, 
and many patients are boarded in the emergency 
department. Although there are many ED-based 
flow initiatives, virtually none of these address 
the most significant impediment to flow: board-

ing of admitted patients in the emergency department due to 
lack of inpatient beds. Only a few interventions really have 
any lasting and significant impact on boarding and capacity. 

This is one of a series of interviews that highlight dramati-
cally effective interventions to reduce boarding and crowding. 
Eugene Litvak, PhD, is a world-renowned expert in hospital 
flow who made the remarkable discovery that our problem 
with capacity is driven in large part by elective scheduling, 
not by ED admissions. We sat down to discuss his experiences 
tackling the issue of hospital crowding.

PARTICIPANTS

Peter Viccellio, MD, FACEP, is 
vice chairman of the department 

of emergency medicine and asso-
ciate chief medical officer for the 
Health Sciences Center at Stony 

Brook University in New York.

Eugene Litvak, PhD, is presi-
dent and CEO of the Institute for 
Healthcare Optimization and an 
adjunct professor in operations 

management at the Harvard 
School of Public Health in Boston.
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ACEP Council Reviews Public Policy and 
Various Resolutions at Annual Meeting
LAS VEGAS—The 2016 ACEP Council considered 
several resolutions during its annual meeting 
in October, including issues related to public 
policy, clinical issues, and emergency medicine 
practice trends.

This year’s 392-member Council represented all 53 chapters, 
33 ACEP sections of membership, the Emergency Medicine Resi-
dents’ Association (EMRA), the Association of Academic Chairs 
in Emergency Medicine, the Council of Emergency Medicine 
Residency Directors, and the Society of Academic Emergency 
Medicine.

The resolutions adopted by the Council became College pol-
icy after they are reviewed and approved by the ACEP Board of 
Directors.

The Council considered, but ultimately did not adopt, a reso-
lution to support the establishment of a full-voting young phy-
sician position on the ACEP Board of Directors. 

The Council was divided on this issue, with those in favor say-
ing a designated position would bring generational diversity 
and a different energy, while engaging younger physicians. 
Those opposed stated that a particular demographic should 
not be singled out and that efforts could be made to get younger 
physicians on the slate of candidates. 

The Council also considered a resolution to oppose “required 
high stakes secured examination(s) for Maintenance of Certifica-
tion.” After spirited discussion on both sides of the resolution, 
the Council decided to refer it to the Board of Directors.

THE COUNCIL ADOPTED 
RESOLUTIONS RELATED TO:

• �Accreditation standards for freestanding emergency 
centers

• �Assuring safe and effective care for patients by senior/
late career physicians

• �Best practices for harm reduction strategies
• �Boading and overcrowding is a public health emere-

gency
• �Centers of Medicare & Medicaid Services (CMS) recog-

nition of independently licensed freestanding emer-
gency centers

• �Court-ordered forensic evidence collection in the ED
• �Development and application of dashboard quality 

clinical data related to the management of behavioral 
health patients in EDs

• �Diversity in emergency medicine leadership
• �Enactment of narrow networks requirements
• �Freestanding emergency centers as a care model for 

maintaining access to emergency care in underserved 
and rural areas of the US

• �Health care financing task force
• �Legacy fellows (bylaws housekeeping)
• ��Medication-assisted therapy for patients with sub-

stance use disorders in the emergency department 

• �Mental health boarding solutions
• �Military medics integration into civilian EMS
• �Opposing the development of sublingual sufentanil
• �Opposition of exclusive imaging contracts limiting 

clinical ultrasound use and billing by emergency 
physicians

• �Opposition to CMS mandating treatment expectations
• �Pediatric surgery centers
• �Reimbursement for opioid counseling
• �Support and advocacy for 24/7 hyperbaric medicine 

availability
• �The opioid epidemic—a leadership role for ACEP

THESE ITEMS WERE REFERRED TO BOARD 
FOR ADDITIONAL CONSIDERATION:

• �Collaboration with non-medical entities on quality 
and standards

• �Criminal justice reform—national decriminalization 
of possession of small amounts of marijuana for per-
sonal use

• �Insurance collection of beneficiary deductibles

• �Treatment of marijuana intoxication in the emergency 
department

Next year’s Council meeting will take place Oct. 28–29 
in Washington, D.C.
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Recommendations for 
ED Thoracotomy from EAST
Eastern Association for the Surgery of Trauma guidelines note when 
ED thoracotomy makes sense and when it does not

The ACEP Clinical Policies Committee regu-
larly reviews guidelines published by other 
organizations and professional societies. Pe-
riodically, new guidelines are identified on 
topics with particular relevance to the clinical 
practice of emergency medicine. This article 
highlights recommendations on the indica-
tions for emergency department thoracotomy 
from the Eastern Association for the Surgery 
of Trauma (EAST) published in the Journal of 
Trauma and Acute Care Surgery in 2015.

“Stab wound to the chest, CPR in progress, 
three minutes out!”
You stop what you’re doing on a busy shift 
and head to the trauma bay. The room quickly 
becomes abuzz with nurses, techs, and res-
piratory therapists preparing for an injured 
trauma patient. Trauma blood arrives. You 
prepare your airway tools, line up your pro-
cedure trays, and assign roles to the members 
of your team. Suddenly, the paramedic crew 
rushes into the room with compressions un-
der way; they lost pulses approximately eight 
minutes prior. The trauma team is scrubbing 
out of a case and won’t be down for five min-
utes. What do you do?

Few procedures in emergency medicine 
evoke more heated controversy than that of 
the resuscitative thoracotomy. Often a last-
resort Hail Mary procedure, opening a chest 
in the emergency department is never tak-
en lightly. Variations in practice across the 
country prompted EAST to pore over existing 
data and make specific recommendations for 
when it’s most appropriate (or not) to con-
sider performing an emergency thoracotomy. 

METHODOLOGY
The authors, composed mostly of trauma sur-
geons and one emergency physician, used the 
Grading of Recommendations Assessment, De-
velopment, and Evaluation (GRADE) method-
ology for a systematic review and developed six 
population, intervention, comparator, and out-
comes (PICO) questions. A systematic search 
using PubMed and Embase databases was 
performed using the following combination 
of medical subject headings terms and related 
key words: thoracotomy, emergency medical 
services, emergency treatment, emergencies, 
emergency room, emergency department, 
emergency service, and emergency ward. Only 
studies published in English were included. 
Exclusion criteria were meta-analyses, re-
views without original data, case reports, 
letters, and studies that involved either pre-
hospital or operating room thoracotomy. 

The questions developed cover specific 
traumatic scenarios, including penetrating 
thoracic trauma, penetrating extra-thoracic 
trauma, and blunt trauma with or without 
signs of life. 

A comparator was necessary for the PICO 
format. (Studies with an active comparator 
compare the treatment with another treat-
ment commonly used for the same indica-
tion, rather than with no treatment, to help 
limit bias.) Interestingly, as no such compara-
tor could be identified for patients who had 
not undergone ED thoracotomy, the guideline 
developers estimated baseline survival using 
a poll of panel members who were provided 
trauma scenarios treated without ED thora-
cotomy (eg, intravenous access, blood product 
resuscitation, thoracostomy tube placement, 
and transfer to the operating room). High and 
low outliers were excluded, and the remain-
ing predicted outcomes were averaged to give 
a comparator survival percent.

RECOMMENDATIONS 
Each guideline recommendation is presented 
below with highlighted corroborating data 
and discussion pertinent to emergency phy-
sicians.

1 In patients who present pulseless to the 
emergency department with signs of life 
after penetrating thoracic injury, EAST 

strongly recommends resuscitative ED 
thoracotomy.

• �This is the only recommendation consid-
ered strong in this guideline, based on 
patient preference for improved chance 
of survival and a moderate quality of evi-
dence (21.3 percent survival among 853 

patients, of which 90 percent were neu-
rologically intact).

2 In patients who present pulseless to the 
emergency department without signs 
of life after penetrating thoracic injury, 

EAST conditionally recommends resuscita-
tive ED thoracotomy.

• �This is based on patient preference and 
moderate overall quality of evidence (8.3 
percent survival based on 920 patients 
in 32 studies). Among the 641 patients 
in whom neurologic outcome was re-
ported, 3.9 percent survived neurologi-
cally intact.

• �Length of CPR time as a factor to con-
sider was discussed within this clini-
cal question. The authors concede that 
data are lacking to give exact durations 
for traumatic CPR arrest. However, the 
authors stated, “We are unable to offer 
any alteration to the commonly held 
dictum: ED thoracotomy is likely futile 
after 15 minutes of arrest time after pen-
etrating injury.”

3 In patients who present pulseless to 
the emergency department with signs 
of life after penetrating extra-thoracic 

injury, EAST conditionally recommends re-
suscitative ED thoracotomy.

• �There was a small patient population 
that provided data for this clinical sce-
nario. Among the 160 patients in 11 stud-
ies, there was a 15.6 percent survival rate. 
Neurologic outcomes were cited in only 
85 patients; 16.5 percent survived intact.

4 In patients who present pulseless to 
the emergency department without 
signs of life after penetrating extra-

thoracic injury, EAST conditionally recom-
mends resuscitative ED thoracotomy.

• �Survival was 2.9 percent among this 
small data set of 139 patients from eight 
studies. Neurologic outcome was re-
ported for 60 patients, and only three 
of those survived neurologically intact.

5 In patients who present pulseless to the 
emergency department with signs of life 
after blunt injury, EAST conditionally 

recommends resuscitative ED thoracotomy.
• �Survival was 4.6 percent among 454 pa-

tients in 22 studies. Neurologic outcome 
was reported in 298 of these patients, 
and only 2.4 percent survived ED thora-
cotomy neurologically intact.

6 In patients who present pulseless to 
the emergency department without 
signs of life after blunt injury, EAST 

by GRAHAM INGALSBE, MD, AND STEPHEN WOLF, MD, FACEP

Often a last-resort 
Hail Mary procedure, 
opening a chest in 
the emergency 
department is never 
taken lightly. Variations 
in practice across the 
country prompted 
EAST to pore over 
existing data and 
make specific recom-
mendations for when 
it’s most appropriate 
(or not) to consider 
performing an emer-
gency thoracotomy. 

conditionally recommends against resus-
citative ED thoracotomy.

• �This was the only conditional recom-
mendation against the procedure.

• �Survival was 0.7 percent based on data 
from 995 patients in 24 studies. Neuro-
logic outcome in 825 patients showed 
only 0.1 percent surviving neurologically 
intact (one patient out of 825).

LIMITATIONS AND DISCUSSION
• �Data are mostly from Level I trauma 

centers, and the authors concede that 
these guidelines may not be applicable 
to smaller, community, or rural centers 
with fewer operative resources. 

• �While the term “neurologically intact” was 
used repeatedly throughout the guideline, 
this term was not clearly defined.

• �“Signs of life” were defined by the au-
thors as pupil response, spontaneous 
ventilation, presence of carotid pulse, 
measurable or palpable blood pres-
sure, extremity movement, or cardiac 
electrical activity. These may be con-
troversial and not universally applied 
to all studies. Some providers may also 
not consider cardiac electrical activity 
alone (or pulseless electrical activity) as 
a true sign of life.

• �The authors of the guideline note that all 
of the studies that inform the recommen-
dations have serious limitations. 

• �The risk to providers while performing 
ED thoracotomy was discussed, includ-
ing concerns of bloodborne pathogens 
and risk of provider injury. These should 
be taken into consideration with this 
highly invasive procedure.

CONCLUSIONS
Guidelines aren’t meant to replace clinical 
judgment but rather to augment the decision-
making process. As with much of medicine, 
there’s always a need for more and better data, 
and this set of recommendations is no excep-
tion. The decision to perform an ED thora-
cotomy depends heavily on the institutional 
setting and the downstream resources avail-
able to the emergency physician.

Reference
1.	 Seamon MJ, Haut ER, Van Arendonk K, et al. An 

evidence-based approach to patient selection for emer-
gency department thoracotomy: a practice management 
guideline from the Eastern Association for the Surgery of 
Trauma. J Trauma Acute Care Surg. 2015;9(1):159-173.
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TO MANAGE HOSPITAL CROWDING, LOOK BEYOND THE ED | CONTINUED FROM PAGE  6

EL: Boston Medical Center is a Level I trauma 
center. Their emergency department was con-
stantly overloaded. After surgical smoothing, 
their ambulance diversion decreased by 20 
percent. Their waiting time dropped to 2.8 
hours compared to five plus hours at other 
academic hospitals in Boston. Improvement 
in the emergency department overcrowding 
was not at the expense of the surgeon. Due to 
their nature of being a Level I  trauma center, 
their cases were frequently bumped by the 
emergent surgeries with gunshots, etc. The 
number of cancelled or rescheduled cases 
dropped by 99.5 percent, from the average of 
700 a year to about six a year.

PV: What are the upsides and the down-
sides?

EL: Ottawa Hospital is a large academic hos-
pital. They reported a $9 million margin im-
provement, and they reported 40 lives were 
saved in the first year. Why? Because they 
documented that when the hospital is over-
crowded and the operating rooms are over-
crowded, the waiting time to get emergent or 
urgent surgery could become prohibitive, re-
sulting in an increased mortality rate. 

PV: Hospitals are doing so many different 
things to address crowding. Few have been 
effective or sustained. Would you consider 
this intervention just one of many on the 
list of things that hospitals can do? 

EL: As long as we have those peaks, we are 
going nowhere. Let me give you another ex-
ample from 2009 publication in Critical Care 
Medicine. At the Johns Hopkins neurologi-
cal ICU, authors found that during peaks in 
admissions, the hospital readmission rate 
increased by 500 percent. What does that 
mean? I believe that [the Centers for Medi-
care & Medicaid Services] suggest that there 
should be a 20 percent reduction in the hos-
pital readmission. If you do not smooth, you 
could report a success, with 400 percent in-
stead of 500 readmission rate during those 
peak days. When I say that Cincinnati Chil-
dren’s was able to improve their margin by 
$100 million a year, hospitals of similar size 
that do not do that will waste $100 million 
a year. In terms of safety, cost, readmission 
rates, and mortality rates, it’s dangerous 
to the patient and the financial well-being 
of the hospital to ignore these peaks and 
troughs. I consider this an absolutely essen-
tial part of any effort to address crowding. 
Without it, you will not solve your problem.

PV: In summary, you have found that 
smoothing improves the hospital’s avail-
able capacity to decrease emergency de-
partment boarding of admitted patients, 
and you’re going to have steadier nurse-
patient ratios without peaks and valleys. 
It’s going to be safer for the patients, it’s 
going to be better for the hospital’s finan-
cial line, and it’s going to actually be better 
for the doctors, particularly those that are 
doing elective surgery, because they don’t 
get their cases bumped, their patients are 
placed in the preferred rooms, and one 
can run the elective operating room with 
a higher capacity because it’s much more 
predictable. 

EL: That is absolutely correct. So what is the 
alternative today? Let’s build more beds. The 
average hospital bed occupancy in the United 
States is much lower than in any industrial-
ized countries. In the US, it’s about 66 percent 
on average. One-third of our hospitals are 
empty, and yet we are overcrowded. That’s 
everyday life compared to Canada, for exam-
ple, when their average bed occupancy is 90 
percent. We have this luxury of having a lot of 
beds, and yet we are overcrowded. Building 
more beds would not solve the problem.

PV: Some hospitals reading this will say, 
though, that they run at an average occu-
pancy of 85–90 percent. Would this apply 
to them? 

EL: Cincinnati Children’s census is about 90 
percent. That’s the same as in Canada. In Can-
ada, when we started working with the Ottawa 
Hospital on these issues, they reported their 
census in excess of 100 percent. If your aver-
age bed occupancy is 85 or 90 percent, then 
every peak in census hits the ceiling. Every 
peak means that emergency patients are go-
ing to be boarded, quality of care is dimin-
ished, and yet the next day’s valley will result 
in waste. In short, hospitals lack capacity be-
cause of the way they choose to do business. 

PV: What does it take to make this happen? 
Why isn’t every place adopting this? 

EL: That’s a key question. The answer is multi
factorial. First and foremost, if the hospital 
does not have an inspired and committed 
leadership, it’s not going to happen. If the 
hospital CEO, personally, is not supportive 
of this intervention, it’s not going to work. 
Second, surgeons do not realize that if they 
agree to smoothing, they would increase their 
volume, reduce their overtime, and improve 
their and patient satisfaction. At Cincinnati 
Children’s, despite a one-third reduction in 
waiting time for emergent and urgent surgery, 
they increased the number of cases and yet 
the overtime dropped by 57 percent. 

PV: I think the principle could be said, by a 
surgeon, that you don’t cure constipation 
by adding more colon.

EL: Absolutely. Leadership and education are 
critical. Surgeons should be educated to appre-
ciate the benefits of this intervention. The third 
reason is that in order to accomplish smooth-
ing, hospitals should do pretty intense data 
analysis. Not all hospitals have these resources, 

and the government should do its job to invest 
in hospitals getting the necessary technical 
support. Last but not least, I think emergency 
physicians must do a better job of explaining 
to the public the real cause of overcrowding 
and boarding. No matter what you do in your 
emergency department—and I am not suggest-
ing that emergency departments are flawless—
you alone cannot resolve overcrowding. That 
message should be known by the public. 

PV: What would happen nationwide from 
implementing this intervention?

EL: The return on investment would be huge. 

In 2012, two leading US health policy experts, 
Dr. Arnold Milstein and Dr. Stephen Shortell, 
in their piece “Innovations in Care Delivery to 
Slow Growth of US Health Spending” in the 
Journal of the American Medical Association, 
estimated that national diffusion of patient-
flow optimization—optimally managing pa-
tient demand and health care capacity—has 
the potential to reduce total US per capita 
spending by 4 percent to 5 percent, which is 
$120–$150 billion a year. This intervention 
does not require capital investments. Quite 
the contrary, hospitals that implemented this 
approach saved millions of dollars and many 
human lives.

“When I say that Cincinnati Children’s was able to improve their 
margin by $100 million a year, hospitals of similar size that do not 
do that will waste $100 million a year. In terms of safety, cost, read-
mission rates, and mortality rates, it’s dangerous to the patient and 
the financial wellbeing of the hospital to ignore these peaks and 
troughs. I consider this an absolutely essential part of any effort to 
address crowding. Without it, you will not solve your problem.”

—Eugene Litvak, PhD
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If non-contrast brain 
MRI is not readily 
available, it’s reason-
able for physicians to 
obtain a non-contrast 
head CT as part of the 
initial TIA workup to 
identify TIA mimics 
(eg, intracranial hem-
orrhage, mass lesion). 
However, non-contrast 
head CT should not 
be used to identify 
patients at high, short-
term risk for stroke.
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New ACEP Clinical Policy on 
Transient Ischemic Attack
BY BRUCE M. LO, MD, MBA, RDMS, FACEP

Table 1. Translation of Classes of Evidence to Recommendation LevelsIn June 2016, the ACEP Board of Direc-
tors approved a new clinical policy 
on the evaluation of adult patients 
with suspected transient ischemic 
attack (TIA), which was developed 
by ACEP’s Clinical Policies Commit-

tee. This clinical policy can also be found on 
ACEP’s website, and has been submitted for 
inclusion on the National Guideline Clearing-
house website.

TIA is part of a spectrum that involves is-
chemia of the central nervous system, with ap-
proximately 240,000 cases a year in the United 
States. Although most TIAs last less than one 
to two hours, by definition, 'TIAs have a reso-
lution of symptoms within 24 hours without 
evidence of an acute infarction on imaging. 
Since approximately 15 percent of all ischemic 
strokes are preceded by a TIA, timely evalua-
tion for high-risk conditions, such as carotid 
stenosis and atrial fibrillation, is important. 

Based on the feedback from the ACEP 
membership, the committee focused on four 
clinical questions about the evaluation of TIA 
in the emergency department. A systematic re-
view of the evidence was conducted, and the 
committee made recommendations (A, B, or 
C) based on the strength of evidence (see Ta-
ble 1). This clinical policy received input and 
comments from emergency physicians, neu-
rologists, and members of the American Heart 
Association/American Stroke Association dur-
ing the 60-day open-comment period. These 
responses were used to refine and enhance 
this clinical policy.

CRITICAL QUESTIONS AND 
RECOMMENDATIONS
QUESTION 1. In adult patients with sus-
pected TIA, are there clinical decision rules 
that can identify patients at very low short-
term risk for stroke who can be safely dis-
charged from the emergency department?

Patient Management Recommendations
• �Level A: None specified.
• �Level B: In adult patients with suspected 

TIA, do not rely on current existing risk 
stratification instruments (eg, ABCD2 
score) to identify TIA patients who can 
be safely discharged from the emergency 
department.

• �Level C: None specified.

QUESTION 2. In adult patients with sus-
pected TIA, what imaging can be safely 
delayed from the initial ED workup?

Patient Management Recommendations
• �Level A: None specified.
• �Level B: None specified.
• �Level C: (1) The safety of delaying neu-

roimaging from the initial ED workup is 
unknown. If non-contrast brain MRI is not 
readily available, it’s reasonable for physi-

cians to obtain a non-contrast head CT as 
part of the initial TIA workup to identify 
TIA mimics (eg, intracranial hemorrhage, 
mass lesion). However, non-contrast head 
CT should not be used to identify patients 
at high, short-term risk for stroke. (2) 
When feasible, physicians should obtain 
MRI with diffusion-weighted imaging to 
identify patients at high short-term risk 
for stroke. (3) When feasible, physicians 
should obtain cervical vascular imaging 
(eg, carotid ultrasonography, CT angiog-
raphy [CTA], or magnetic resonance an-
giography [MRA]) to identify patients at 
high short-term risk for stroke.

QUESTION 3. In adult patients with sus-
pected TIA, is carotid ultrasonography as 
accurate as neck CTA or MRA in identifying 
severe carotid stenosis?

Patient Management Recommendations
• Level A: None specified.
• Level B: None specified.
• �Level C: In adult patients with suspect-

ed TIA, carotid ultrasonography may be 
used to exclude severe carotid stenosis 
because it has an accuracy similar to that 
of MRA or CTA.

QUESTION 4. In adult patients with sus-
pected TIA, can a rapid ED-based diag-
nostic protocol safely identify patients at 
short-term risk for stroke?

Patient Management Recommendations
• Level A: None specified.
• �Level B: In adult patients with suspected 

TIA without high-risk conditions, a rapid 
ED-based diagnostic protocol may be used 
to evaluate patients at short-term risk for 
stroke. (High-risk conditions include ab-
normal initial head CT result [if obtained], 
suspected embolic source [presence of 
atrial fibrillation, cardiomyopathy, or val-
vulopathy], known carotid stenosis, previ-
ous large stroke, and crescendo TIA.)

• �Level C: None specified.
Because of the high risk of stroke after a 

TIA, timely diagnostic testing for modifiable 
risk factors is important. This can be done in 
a number of ways, including an ED-based pro-
tocol (eg, ED observation) and should include 
neurovascular imaging. 

While there are a number of risk stratifica-
tion instruments for TIA, none are currently 
sufficient in identifying patients who are at 
low short-term risk for stroke and who can be 
safely discharged from the ED. More research 
is needed to develop better risk-stratification 
instruments as well as identifying which diag-
nostics tests should be performed during the 
ED visit versus as an outpatient. 

DR. LO is an associate professor of emergen-
cy medicine at Eastern Virginia Medical School, 
Norfolk, Virginia, and medical director of the 
department of emergency medicine at Sentara 
Norfolk General Hospital, Norfolk, Virginia. 

Strength of recommendations regarding each critical question were 
made by subcommittee members using results from strength of evidence 
grading, expert opinion, and consensus among subcommittee members 
according to the following guidelines:

• ��LEVEL A RECOMMENDATIONS. 
Generally accepted principles for patient care that reflect a high degree 
of clinical certainty (eg, based on evidence from one or more Class of 
Evidence I or multiple Class of Evidence II studies).

• �LEVEL B RECOMMENDATIONS. 
Recommendations for patient care that may identify a particular strategy 
or range of strategies that reflect moderate clinical certainty (eg, based on 
evidence from one or more Class of Evidence II studies or strong consensus 
of Class of Evidence III studies).

• �LEVEL C RECOMMENDATIONS. 
Recommendations for patient care that are based on evidence from Class 
of Evidence III studies or, in the absence of any adequate published litera-
ture, based on expert consensus. In instances where consensus recommen-
dations were made, “consensus” is placed in parentheses at the end of the 
recommendation.

http://SHUTTERSTOCK.COM
https://www.acep.org/clinical---practice-management/clinical-policy-suspected-transient-ischemic-attack
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THE WRONG DRUGS FOR 
A SUPERBUG
In the September 2016 edition of the Cent-
ers for Disease Control and Prevention 
(CDC) journal Emerging Infectious Diseases, 
my colleagues and I report on a 2013–2014 
study of US emergency department patients 
presenting with acute pyelonephritis.1 A 
multiple-antibiotic-resistant E. coli that pro-
duces extended-spectrum beta-lactamases, 
referred to as ESBL, was the cause of as many 
as 8 percent of uncomplicated pyelonephritis 
cases and 17 percent of complicated pyelone-
phritis cases in some locations (see Figures 
1 and 2). The study was done by EMERGEncy 
ID NET, an emergency department–based 
sentinel research network for emerging in-
fections funded by the CDC since 1995, and 
involved 10 geographically diverse large uni-
versity-affiliated US departments.

Importantly, we found that about three-
quarters of patients with acute pyelonephri-
tis due to ESBLs were empirically treated with 
antibiotics lacking in vitro activity—in other 
words, they were treated with the wrong 
drugs. This is a big problem. Treatment anti-
biotic in vitro activity discordance is associ-
ated with bad outcomes. 

THE FRQ/ESBL CONNECTION
While you may not have noticed the emer-
gence of ESBLs, you probably have seen 
more and more of your culture results 
showing E. coli resistant to our go-to pyelo-

nephritis antibiotics, fluoroquinolones (eg, 
ciprofloxacin and levofloxacin). Compared 
to when we studied this about a decade ago, 
overall rates of fluoroquinolone-resistant 
infections (FQR) increased from 4 percent to 
12 percent. However, in some locations and 
among some patients with resistance risk fac-
tors and high-risk infections (ie, complicated 
infections, males, structural/functional uro-
logical conditions, antibiotic use, health care 
exposure, international travel within 90 days, 
or prior FQR or ESBL infection), FQR rates 

exceeded thresholds set by Infectious Diseas-
es Society of America (IDSA) guidelines for 
which a different treatment strategy is recom-
mended—FQR rates were above 10 percent 
and even 20 percent in some circumstances.2 

At FQR rates of 10 to 20 percent, IDSA 
recommends a long-acting antibiotic of an-
other class (eg, ceftriaxone or a single daily 
dose of an aminoglycoside) in addition to a 
fluoroquinolone. At FQR rates exceeding 20 
percent, IDSA recommends abandoning fluo-
roquinolones, and this is where ESBLs come 

into play. Risk factors for ESBL infections 
were the same as for FQR. However, about 
one-third of patients with ESBL infections 
had no risk factors, indicating that ESBLs are 
now endemic in some US communities. This 
is becoming much like the situation seen in 
South America, India, Southeast Asia, and 
Southern Europe. 

Note, however, that high FQR rates and 
emerging ESBLs are not yet a problem every-
where in the United States—so watch for in-

CONTINUED on page 14

Prevalence of fluoroquinolone-resistant Escherichia coli infection 
among emergency department patients with uncomplicated (U) and 
complicated (C) pyelonephritis by study site, United States, July 2013–
December 2014. In vitro resistance to ciprofloxacin and/or levofloxacin 
is shown as % (number of patients with a resistant isolate/total 
number of patients tested).

Figure 1. Figure 2.

Prevalence of fluoroquinolone-resistant and ESBL-producing Escherichia 
coli infections among patients with uncomplicated and complicated pye-
lonephritis by study site, United States, July 2013–December 2014. Each 
dot indicates a study site; the line to show the general trend between 
fluoroquinolone resistance and ESBL-producing E. coli was generated by 
using simple linear regression. 
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creasing FQR rates. Your lab may or may not 
indicate an isolate is an ESBL strain. However, 
if it reports resistance to ceftriaxone, you can 
assume the bacteria are ESBL producers. 

Locations with high FQR rates also have 
high ESBL rates (see Figure 3), so emergency 
physicians now need to know reliable em-
pirical treatments for this emerged patho-
gen. ESBLs are resistant to all commonly 
used cephalosporins (eg, ceftriaxone) and 
frequently resistant to both fluoroquinolones 
and gentamicin. ESBLs are nearly universally 
susceptible to carbapenems, including long-
acting ertapenem. The majority but not all 
isolates are susceptible to piperacillin-tazo-
bactam and amikacin. Some newer but less 
available agents (ceftazidime-avibactam 
and ceftolozane-tazobactam) are very active 
against ESBLs.

CHOOSING THE RIGHT DRUGS
The real question is, when do I pull the ESBL 
antibiotic trigger? Here is what I think is the 
best answer: 

In settings with high FQR rates (above 15 
percent), where ESBL-producing E. coli in-
fections have emerged, and among persons 
with antimicrobial drug resistance risk fac-
tors—and especially for patients with or at 
risk for severe sepsis—you should consider 
empirical treatment with a carbapenem or 
another agent found to be consistently active 
based on the local antibiogram. Checking a 

patient’s past infections and understanding 
local resistance rates are key. If you’re lucky 
enough to have an ED pharmacist, having 
them track and report current resistance 
rates should be a priority. (You can expect 
updated IDSA guidelines soon.)

How about outpatient treatment? We’ve 
become good at treating-and-streeting many 
patients with acute pyelonephritis. However, 

at the present time, we have no oral antibiot-
ics that are consistently active against ESBLs 
to treat an upper-tract (pyelonephritis) infec-
tion. This is where the superbug headlines 
have some justification. 

If you endeavor to send a patient home and 
ESBLs are a concern, make sure to culture the 
urine, get the patient’s phone number, and 
start out with an ertapenem dose before dis-

charge. Then there’s no perfect choice for oral 
antibiotics. Combining a beta-lactamase in-
hibitor drug, amoxicillin-clavulanate, with a 
third-generation cephalosporin, like cefdinir, 
may allow the latter to evade beta-lactamase 
destruction.3 Alternatively, you can go with a 
fluoroquinolone and hope since these anti-
biotics, when active, have the best clinical 
performance. Then be sure to give good dis-
charge instructions and check the culture 
result in two days when you can contact the 
patient and make adjustments based on the 
susceptibilities.
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Prevalence of fluoroquinolone-resistant and ESBL-producing Escherichia coli infections among 
patients with uncomplicated and complicated pyelonephritis by study site, United States, July 
2013–December 2014. Each dot indicates a study site; the line to show the general trend between 
fluoroquinolone resistance and ESBL-producing E. coli was generated by using simple linear 
regression.
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by K. KAY MOODY, DO, MPH 

Facebook Group Discussions 
Support Physicians in Practice 
EM Docs members discuss non-opioid headache treatments, sugar for penile 
edema, Haldol for vomiting, and ST elevation in aVR

STRENGTH IN 
NUMBERS

DR. MOODY, founder of the EM Docs 
Facebook group, is president of the 
Tennessee College of Emergency Physicians  
and former emergency department chair for 
Mountain States Health Alliance.

EM DOCS ON 
SOCIAL MEDIA

Our virtual doctors’ lounge, EM Docs, 
continues to grow! As of the writing of 
this column, there were 8,292 mem-

bers—and we’re growing daily, with 365 re-
quests awaiting verification as members add 
their colleagues and word gets around about 
our camaraderie! 

There was a time when physicians met in 
a physical lounge, sat together, chatted about 
patients and interesting cases, and lifted one 
another with encouragement both profession-
ally and personally. With the pressures in our 
current health care system, we find ourselves 
stretched so thin that we barely have time to 
spend with our families, much less with time 
to support one another. Physicians are smart, 
and we’ve found a way to decrease the stresses 
by joining together virtually! 

Again, in this EM Docs column, I’d like 
to share some of our most helpful conversa-
tions. To maintain the privacy of the group, 
there won’t be personal attribution or details 
provided.

Non-Opiate Treatment of Headaches
As the saying goes, “everything old is new 
again.” Intranasal lidocaine delivered with 
a mucosal atomizing device (MAD) is regain-
ing popularity as we search for ways to avoid 
opiate use in the emergency department (see 
Figure 1). EM Docs shared both old and new 
articles for an evidence-based approach to 
headache treatment. 

“Evaluation of Efficacy of Intra-Nasal Li-
docaine for Headache Relief in Patients Refer 
to Emergency Department” is a double-blind, 
randomized controlled trial studying 90 adult 
patients with acute headache.1 The dose was 
one puff of 10 percent lidocaine or normal sa-
line per nostril. After intervention, the mean 
visual analog scale (VAS) scores were signifi-
cantly lower in the lidocaine group than the 
placebo group at 1, 5, 15, and 30 minutes.

Since we lack 10 percent lidocaine in our 
departments, other (older) articles were ref-
erenced including “Intranasal Lidocaine for 
Treatment of Migraine: A Randomized, Dou-
ble-Blind, Controlled Trial.”2 In this study, 81 
patients with headache were given either a 4 
percent solution of intranasal lidocaine or a 
saline placebo. Fifty-five percent of patients 
in the lidocaine group had at least a 50 per-
cent reduction of headache compared with 
21 percent in the placebo group. 

Some EM Docs in the group who had tried 
this technique used 1 to 1.5 mL per nare with 
reported success for patients who had failed 
other treatments. 

Recent neurology guidelines for first-step 

Pay Attention to aVR
The patient with the ECGs in Figure 2 present-
ed talking, then became unresponsive with 
pulseless ventricular tachycardia, was car-
dioverted, woke up, and had the second ECG 
performed. He was sent for catheterization 
and had critical left main stenosis and severe 
three-vessel disease.   

Dr. Smith’s ECG Blog has an excellent dis-
cussion on the clinical significance of aug-
mented vector right (aVR) elevation:6 

“Ischemic ST elevation in aVR occurs in 
two broad categories: 1) in patients with rec-
ognized STEMI (due to coronary occlusion, 
usually of the LAD) and is associated with 

headache treatment are ketorolac 30 mg IV 
push or 30 to 60 mg intramuscular plus me-
toclopramide 10 mg IV push over two minutes 
plus diphenhydramine 25 to 50 mg IV push. 
Opiates for headaches are not recommended. 
When EM Docs were asked about their uses of 
MADs, their responses included fentanyl, Nar-
can, Versed, lidocaine for headache, awake 
intubations and nasopharyngolaryngoscopy, 
lidocaine with epinephrine or tranexamic acid 
for epistaxis, and ketamine. 

Use Sugar to Reduce Penile Edema
A case report was presented with a patient 
who arrived with an edematous penis second-
ary to a metal ring he had placed at the base of 
his penis. Other EM Docs helped by suggesting 
a well-documented, but not widely known, 
“trick of the trade” use of sugar for reduction 
of edema, similar to the use of sugar for rec-
tal prolapse. Several articles were referenced 
including “Paraphimosis–Pour Some Sugar 
On Me.”3 This article described the steps as 
follows: 1) Mix 50 mL of 50 percent dextrose 
solution with 2 percent lidocaine jelly, 2) place 
gauze into the solution, 3) place soaked gauze 
on the glans of the penis, 4) cover with con-
dom or condom foley, 5) wait one hour, and 6) 
reduce the paraphimosis. 

Another referenced article, “Paraphimo-
sis Treatment & Management,” describes this 
method: 1) Apply 2% lidocaine gel to the pe-
nile skin for a few minutes to an hour before 
penile manipulation to reduce pain, 2) wrap 
the penis in plastic and apply ice packs, 3) use 
compressive elastic dressings, and 4) apply di-
rect circumferential manual compression.

Haldol for Vomiting
Many of the EM Docs dis-
cussed successfully reliev-
ing vomiting in patients 
with gastroparesis and cy-
clic vomiting with doses 
of Haldol, ranging from 2 
to 5 mg IV. Some also add 
25 to 50 mg of IV Benadryl. 
Approximately 50 EM Docs 
reported using Haldol for 
vomiting with success on 
multiple occasions. 

“Haloperidol for Treat-
ment of Cannabinoid Hy-
peremesis” reports a case 
of cannabinoid hyperem-
esis syndrome (CHS) and 
cyclical vomiting where 
the CHS improved signifi-
cantly after treatment with 
haloperidol in the emer-
gency department.5 

The dose was one 
puff of 10 percent 
lidocaine or normal 
saline per nostril. 
After intervention, 
the mean visual 
analog scale scores 
were significantly 
lower in the lidocaine 
group than the pla-
cebo group 
at 1, 5, 15, and 
30 minutes.

higher mortality than in patients without STE 
in aVR and 2) in patients without ischemic 
ST elevation, in which case there is always 
diffuse ST depression of subendocardial is-
chemia (which can be due to supply-demand 
mismatch or due to ACS). If due to ACS, this 
STE in aVR is associated not only with acute 
LM insufficiency, but alternatively with 3 ves-
sel disease, or with LAD insufficiency.” 

EM Docs continue to use crowdsourcing to 
improve patient care in real time as well as to 
prevent burnout by supporting one another 
with camaraderie. Emergency physicians can’t 
always share their challenges with their non-
physician family members. EM Docs allows for 
true understanding of the bedside challenges 
that are unique to our profession. 
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Figure 2. This patient’s elevated aVR was associated with 
three-vessel disease.

Figure 1. Many EM Docs are using intranasal lido-
caine delivered with a mucosal atomizing device for 
headaches to avoid opiate use.
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RAINBOW

PROTECT YOUR 
POT OF GOLD FROM 

BAD ADVICE

by JAMES M. DAHLE, MD, FACEP

Paying for Your Children’s Education 
Financial-aid planning for physicians and their college-bound children 

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

Q. I have children who will soon be start-
ing high school. What do I need to know 
about financial planning for college?

A. There are a few key pieces of information 
emergency physicians need to know regard-
ing paying for the college education of their 
children. The first is that by virtue of their 
high income, their family situation is likely 
to differ significantly from that of the average 
student. Average students and parents will 
fill out a Free Application for Federal Student 
Aid (FAFSA) or the similar College Scholar-
ship Service (CSS) application and discover 
a difference between the parents’ expected 
financial contribution (EFC) and the cost of 
attendance at their chosen school. That is not 
the case for the typical children of emergency 
physicians. What this means is that your chil-
dren will not receive any need-based grants 
or scholarships, nor will they be able to take 
out federal and state student loans, at least 
as undergraduates, unless they are able to be 
considered independent from you (marriage, 
military service, or children). The children of 
many physicians will have to pay for school in 
a different manner than their parents did! It is 
still worth filling out the FAFSA just in case, 
especially if you will have multiple children 
attending expensive schools at the same time, 
but don’t expect much. In addition, some 
schools require the FAFSA be filled out in or-
der to receive merit-based scholarships.

Financial-aid planning is the process 
whereby some middle-class families may 
benefit from making the difference between 
the EFC and the college’s cost of attendance 
as large as possible. This requires an under-
standing of what counts on the FAFSA (or CSS) 
and what doesn’t. Then you transfer your as-
sets from those categories that count (taxable 
investing accounts, savings accounts, 529s) 
to assets that do not (paying off debt, retire-
ment accounts, life insurance). The theory is 
that this will allow students to get need-based 
grants and scholarships as well as to be eligi-
ble for loans. Most physicians will not benefit 
much from this process due to their high in-
come. They will be much better off spending 
their time, effort, and money increasing their 
savings to help pay for college.

There are four pillars to successfully paying 
for children’s education. Every situation is dif-
ferent, and it is likely that one or two of these 
pillars will be more important in your scenario 
than the others, but the larger the contribution 
from each of them, the easier the task will be. 

The first pillar is school selection. Far too 
many parents  together with  their children 
choose a school without paying attention to 
the value received for the price paid. The cost 
of tuition and fees vary dramatically from one 
college to another, not to mention the cost of 
living of the city the school is located in and 

the price of travel between your home and that 
city. There is also some variation in quality of 
education and peers at each school. But pay-
ing no attention whatsoever to the price tag 
is a huge mistake. High-school seniors have 
chosen their college for reasons as silly as, “I 
thought the houses in the town were pretty,” 
or “The dorm rooms seemed nice,” or “My 
friend is going there.” In reality, if cost isn’t 
one of the top three considerations in choos-
ing a school, a mistake is likely to be made. 
This approach argues for attending a state 
university in your state most of the time. Ex-
ceptions can be made for inexpensive private 
colleges and, perhaps for a very bright child, 
one of the premier national private univer-
sities, assuming it can be afforded. An even 
less expensive option can be attending a com-
munity college for the first two years prior to 
transferring to a state university to get the fi-
nal degree, but there is usually a significant 
drop in educational quality that comes with 
that approach, which will make a difference 
for some students depending on their educa-
tional and career plans.

The second pillar is the child’s contribu-
tion. This includes merit-based scholarships 
for athletics, academics, musical ability, or 
anything else. It also includes the child’s 
savings, part-time work during the school 
year, and full-time work in the summers. An 
18-year-old is an adult and could be expected 
to work for pay, even if the student might need 
some guidance with regard to choosing a col-
lege! Many students have learned their spare 
time as high-school seniors is better spent 

applying for hundreds of scholarships than 
working for $8 an hour scooping ice cream. 
College is a busy time, but it is not so busy 
that students cannot work part-time. An edu-
cation may be appreciated more when part of 
it is paid for by the student.

The third pillar is college savings. Hope-
fully, most physicians will be able to save 
something for their children’s college in be-
tween the time they pay off their own student 
loans and the time children enroll. The federal 
and many state governments have offered to 
help via tax breaks. The two main types of ac-
counts used are Coverdell Education Savings 
Accounts (ESAs) and 529 plans. ESAs are ham-
pered by a low contribution limit ($2,000 per 
year) and no state tax break. The 529s have 
higher contribution limits, currently $14,000 
per year for each spouse, and you can even 
“front-load” up to five years’ worth. Each state 
offers a 529, and some are better than others. 
While most 529s are “savings” plans, which 
can be used at any school in any state, others 
are “prepaid tuition” plans. With prepaid tui-
tion plans, if you do not attend a school in that 
state, you may not be able to transfer the full 
value of the 529 to an out-of-state school. For 
this reason, tread very carefully when choos-
ing a prepaid tuition type 529 plan. 

To make matters more complicated, some 
states offer a state tax deduction or credit for 
using their plan, some states offer a deduc-
tion or credit for using any plan, and other 
states offer no deduction or credit at all. When 
choosing a plan, first see if your state offers a 
tax break and, if so, whether it requires you to 

use your state’s 529. If so, use that plan first. 
If not, or if you have already maximized the 
state tax break, then choose one of the top 
plans in the country with good investment 
options such as those of Utah, New York, Ne-
vada, or Ohio. The largest benefit of an ESA 
or 529 plan is that the money, once contrib-
uted, grows in the account and is withdrawn 
from the account tax-free, as long as it is spent 
on legitimate education. If the money ends 
up not being needed, the beneficiary can be 
changed to another family member, including 
yourself. Unneeded money can also be with-
drawn penalty-free, although not tax-free, if 
the child gets enough scholarships to pay for 
school. The earlier you start saving for college, 
the more of the heavy lifting the portfolio can 
do, thanks to compound interest, and the less 
you will need to save.

The fourth pillar is your current earnings. 
This is the main reason the FAFSA or CSS cal-
culates your EFC to be such a high number. 
Typical emergency physicians will discover 
that their EFC is something like one-third of 
their annual income plus 6 percent of their 
non-retirement investments. It is true that 
for most physician families, a significant 
portion of the college expense can be simply 
cash-flowed. Unfortunately, one of the main 
benefits of cash flowing at least some of the 
cost of college is that tax credits and deduc-
tions are phased out for many emergency phy-
sicians. The American Opportunity Tax Credit 
($2,500 per year) starts phasing out at an ad-
justable gross income of $90,000 ($180,000 
for married filing jointly, or MFJ). The Lifetime 
Learning Credit ($2,000 per year) phases out 
at $65,000 ($130,000 MFJ). The tuition and 
fees deduction ($4,000 per year) phases out 
at $80,000 ($160,000 MFJ).

Notice that there is no pillar called debt. 
There is little reason for any student to have 
student loans when finishing a bachelor’s de-
gree, especially the child of a physician. Cer-
tainly there is no reason for the physician to 
take on additional debt such as Parent PLUS 
Loans or a home-equity line of credit to pay for 
school. If the cost cannot be covered with sav-
ings, the earnings of the child, and the earn-
ings of the parent, consider choosing a less 
expensive school.

If you put it all together, college education 
for the children of a physician should not be 
a terrible financial stress. Consider a school 
with tuition and fees of $21,000 per year and 
a cost of living of another $15,000 per year, for 
a total cost of attendance of $36,000 per year. 
The child should be able to make $5,000 in the 
summer and another $4,500 during the school 
year with relative ease. Perhaps there is also 
$2,000 in scholarship money. If the parents 
also saved up $50,000 prior to enrollment, 
an additional $12,500 per year can be spent. 
That leaves just $12,000 per year, or $1,000 per 
month, to cash flow. That should be easily do-
able on a physician income.
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End-Tidal Capnography Is Not Just 
a One-Trick Pony: Part 1
Use capnography for detecting DKA and monitoring COPD
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E nd-tidal capnography has gained mo-
mentum over the years as a standard 
for monitoring patients undergoing 

procedural sedation in the emergency de-
partment, with a level B recommendation 
coming out of ACEP’s clinical policy regarding 
procedural sedation in 2014.1 It can identify 
hypoventilation earlier than other monitoring 
tools we have at our disposal in the emergency 
department, but its utility doesn’t end there. 
It can quickly and efficiently answer clinical 
questions beyond that of sufficient ventila-
tion. Are the chest compressions being per-
formed on your cardiac arrest inadequate? 
Should you stop resuscitation efforts? Is your 
hyperglycemic diabetic in diabetic ketoacido-
sis (DKA)? Is that nasogastric tube in the stom-
ach? End-tidal capnography can lend insight 
to these questions that emergency physicians 
encounter on a daily basis. End-tidal carbon 
dioxide (EtCO2) sensibly correlates with the 
pathophysiology of those and many other dis-
ease processes and can help guide decision 
making on your next shift.

Understanding the Capnogram
The end-tidal capnogram is separated into 
four separate phases (see Figure 1). Phase 
0 begins during the inhalation phase of the 
respiratory cycle and the capnogram drops 
precipitously from its peak level at the end of 
expiration. Once the patient begins to exhale 
(phase I), the initial expired air is predomi-
nantly dead space with little expired carbon 
dioxide (CO2), but as the more densely concen-
trated CO2 is expired, there is a sharp increase 
in the end-tidal waveform that represents 
phase II. The waveform then plateaus dur-
ing phase III, with slight increases in the CO2 

concentration from alveolar air. The discrete 
end-tidal number we refer to is the value at 
the end of phase III, the very end of expira-
tion prior to inhaling the next breath. Depend-
ing on the situation, the actual waveform of 
the capnogram and/or the end-tidal value at 
the end of exhalation may help us with more 
than just determining hypoventilation in pa-
tients undergoing procedural sedation in the 
emergency department. (See our September 
2015 article, “How to Use End-tidal Capnogra-
phy to Monitor Asthmatic Patients,” at www.
acepnow.com/article/how-to-use-end-tidal-
capnography-to-monitor-asthmatic-patients 
for more information on using capnography 
and for a detailed review on using capnogra-
phy to evaluate asthmatic patients.)

A New Breathalyzer for 
Detecting DKA?
It’s nearing the end of your shift when you 
sign up for your last patient of the day. This 
fast-breathing diabetic had been sitting in 
Fast Track for a leg infection, and when the 
glucometer flashed “HIGH,” he was moved 
to your higher-acuity area for more workup. 
You cringe as you picture the needle punctur-
ing his wrist for an arterial blood gas (ABG) 
test and wonder whether you’ll be breaking 
out that insulin drip. DKA is an endocrine 
emergency hallmarked by hyperglycemia, 
ketonemia, and metabolic acidosis. Ma et al 
demonstrated that knowledge of the arterial 
pH in suspected DKA added little to clinical 
gestalt and altered the emergency physician’s 
management in only 2.5 percent of cases.2 Do 
we even need to subject our patients to this 
test? Although the pH of the often less pain-
ful venous blood gas has been shown to be 

comparable to that of 
an arterial blood gas, 
you wish you had an 
even quicker noninva-
sive screening tool.3 

Capnography offers 
an indirect method to 
detect metabolic aci-
dosis. EtCO2 measure-
ments have been shown 
to closely estimate arte-
rial partial pressure of 
carbon dioxide (pCO2) 
in healthy patients and 
also in the presence 
of metabolic derange-
ments such as acidosis. 
Bou Chebl et al illustrat-
ed that lower pCO2 val-
ues correspond to lower 
pH and bicarbonate val- CONTINUED on page 18

ues in hyperglycemic diabetic patients, which 
is in line with the known pathophysiology of 
acid-base disturbances.4 In more severe cases 
of underlying metabolic acidosis, one would 
expect an increase in compensatory tachyp-
nea and, therefore, lower EtCO2 readings. 
But how low buys you an insulin drip and a 
costly ICU bed? According to recent data (see 
Table 1) among patients with screening Accu-
Cheks greater than 550 mg/dL, an EtCO2 of 35 
or greater virtually guarantees that the patient 
is not in DKA with a sensitivity of 100 percent.4 
On the other hand, EtCO2s of ≤21 and ≤26 are 
100 percent and 96 percent specific for DKA, 
respectively.4 Among patients with a blood 
glucose (BG) >250 mg/dL, an EtCO2 greater or 
less than 24.5 is both 90 percent sensitive and 
90 percent specific for DKA.5 In a pediatric 
population with hyperglycemia, similar cut-
off points were delineated: an EtCO2 of >29 and 
≥36 were 83 percent and 100 percent sensitive 
in ruling out DKA, respectively, while an EtCO2 
of <29 ruled in DKA 100 percent of the time.6

There is no current consensus regarding 
which EtCO2 levels can be used consistently 
in practice to rule in or rule out metabolic aci-
dosis, and therefore DKA, in the right clinical 
setting; however, utilizing end-tidal capnog-
raphy in the evaluation of diabetic patients 
with suspected DKA is a quick and noninva-
sive method both to approximate the pres-
ence and severity of metabolic acidosis and 
to guide your initial treatment and the pa-
tient’s ultimate disposition. While no formal 
consensus exists, a screening EtCO2 of ≥36 in 
your next hyperglycemic diabetic patient can 
rule out ketoacidosis and spare your patient 
an invasive ABG test.

End-Tidal to Monitor COPD 
Exacerbations
People across the world continue to smoke de-
spite the best efforts of the Truth campaign. 
COPD exacerbations seem as prominent as 
ever among ED visits and thus lead to difficult 
clinical decisions regarding treatment plans, 
intubation, and disposition. Many emergency 
physicians rely on ABG analysis in conjunc-
tion with their physical assessments to make 
the appropriate disposition for patients with 
COPD exacerbation. Could EtCO2 also be the 
answer for COPD or just another far-fetched 
fairy tale? 

Just like in most fairy tales, some things are 
just too good to be true. In a 2012 study, Solei-
manpour et al were able to show a strong cor-
relation between EtCO2 and pCO2 in normal 
healthy adults, with only a small discrepancy 
of 2 to 5 mmHg less in EtCO2 as compared to 

Figure 1. Normal, healthy capnogram.
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pCO2 on ABG.8 In another study by Yosefy et 
al, EtCO2 successfully predicted pCO2 in emer-
gency department patients in respiratory dis-
tress; however, these studies were conducted 
and proved a strong correlation between Et-
CO2and pCO2 in “normal, healthy” patients.9 
In additional studies of capnography use in 
respiratory patients, researchers have found 
the correlation between EtCO2 and pCO2 is not 
nearly as strong when the patient has shunt-
ing or mismatch perfusion as a result of un-
derlying pulmonary disease. It is theorized 
that the increased dead-space ventilation 
creates an increasing gradient among EtCO2 
and pCO2, therefore changing the correla-
tion between one another to a mere moder-
ate level. In a 2011 study by Kartal et al, the 
agreement between EtCO2 and pCO2 in COPD 
patients was a discrepancy of 8.4 mmHg less 
in EtCO2 as compared to pCO2.10 A similar 
study in COPD patients in 2015 was conduct-
ed by Taghizadieh et al and showed an even 
greater discrepancy among EtCO2 and pCO2, 
as much as 23 mmHg less in EtCO2 compared 
to arterial pCO2.11 Based on these small clinical 
trials looking specifically at COPD patients, 
the EtCO2 value is only minimally to moder-
ately useful as a screening tool for hypercap-
neic respiratory failure. However, EtCO2 seems 
to remain consistently below pCO2 and may 
provide a starting point to monitor for im-
provement or worsening CO2 retention. Un-
like asthmatics, the numerical end value of 

the EtCO2 capnogram can be used in your next 
COPD exacerbation patient to trend improve-
ment or worsening respiratory failure, keep-
ing in mind the correlation between EtCO2 and 
pCO2 is far from perfect in COPD patients. 

In the next "Tricks of the Trade" column, 
we’ll review how to use end-tidal capnog-
raphy to check orogastric/nasogastric tube 
placement and guide cardiopulmonary re-
suscitation.
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Table 1. Determining the Likelihood of DKA with Capnography

STUDY	 POPULATION	 ETCO2 LEVEL	 SENSITIVITY	 ETCO2 LEVEL	 SPECIFICITY

Bou Chebl et al4	 Adults BG	 ≥35	 100%	 ≤21	 100% 
	 >550 mg/dL
				    ≤26	 96%

Soleimanpour et al5	 Adults BG	 >24.5	 90%	 <24.5	 90% 
	 >250 mg/dL	

Fearon et al6	 Children with	 >29	 83%	 <29	 100% 
	 hyperglycemia
		  ≥36	 100%
		
Gilhotra et al7	 Children	 >30	 100%		
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BENCHMARKING 
ALLIANCE

BRINGING DATA 
TO THE 

BEDSIDE

by JAMES J. AUGUSTINE, MD, FACEP

First Look: 2015 EDBA 
Survey Results
This picture of emergency departments shows a spike in volume, structural 
changes, and boarding concerns

T he 2015 Emergency Department 
Benchmarking Alliance (EDBA) Per-
formance Measures survey includes 

almost 1,200 emergency departments that 
served about 50 million patients, plus 57 ad-
ditional freestanding emergency departments 
or urgent care centers. 

The National Hospital Ambulatory Medical 
Care Survey (NHAMCS) from the Centers for 
Disease Control and Prevention (CDC) gives a 
statistical estimate of emergency department 
patients, treatment, and disposition based 
on federal demographic data and a statisti-
cal sampling of visits to American emergency 
departments. However, there has been no data 
release since December 2014, when the 2011 
data tables were published. Emergency medi-
cine leaders and ACEP have provided support 
for the CDC to publish this important release 
of data on an ongoing basis and have written 
to encourage them to publish data from years 
2012 onward.

If we create an estimate based on the last 
published CDC numbers for 2011 of 136.3 mil-
lion visits and include the historical average 
growth in emergency department visits since 
1992 of about 2.5 percent over the subsequent 
five years, the American emergency depart-
ment volumes seen in 2016 are likely going to 
hit about 150 million visits. 

EDBA members reported that their volume 
increased as acuity remained stable. The ED 
patient volume at the same sites reporting in 
2014 and 2015 increased by 4.3 percent—many 
departments had a higher increase in volume 
than that figure. Acuity mix, measured by phy-
sician level of service and by the percentage 
of patients who were admitted to the hospital 

from the emergency department, remained 
stable from 2014 to 2015.

Children Versus Seniors
For 2015, there was a shrinking percentage of 
children treated in emergency departments, 
and therefore, the volume growth in American 
departments was based on increasing num-
bers of senior patients. This should be verified 
when the CDC publishes updated NHAMCS 
numbers, which will show an increasing level 
of Medicare patients.

There also was a growing number of trau-
ma centers, particularly at the categories of 
Level II and Level III. Many of these new trau-
ma centers serve injury populations that in-
clude large numbers of elderly patients. These 
service improvements are occurring in all re-
gions of the country, not just the traditional 
Sun Belt locations. 

Structure and Processing
Emergency departments have changed struc-
ture as they’ve grown in volume and complex-
ity. Bed utilization was about 1,500 visits per 
patient care space. This was much lower in de-
partments serving adult patient populations, 
at about 1,334 visits per care space. For depart-
ments serving pediatric patient populations, 
the figure was 1,887 visits per care space. 

There also was an increased use of elec-
tronic information systems. Computerized 
physician order entry (CPOE) is present in 
more than 90 percent of emergency depart-
ments. That’s high enough that CPOE is now 
considered ubiquitous technology, and the 
EDBA survey question related to it will be re-
moved from future data surveys. 

Despite the increase in volume, the survey 
found that patient processing in emergency 
departments has improved. The door-to-doc-
tor time was about 27 minutes on average, 
and the overall length of stay for all emergen-
cy patients was less than three hours. About 
75 percent of departments with an annual 
visit volume of more than 40,000 reported 
a “fast track” for patient care, and about 35 
percent had a clinical decision unit or obser-
vation unit. The percentage of patients who 
left the emergency department prior to the 
completion of treatment, however, increased 
to 2.4 percent.

Transfer/Inpatient Boarding
Patients who require transfer and inpatient 
boarding are a significant challenge to emer-
gency department operations. The inpatient 
units were the site of disposition of emergen-
cy patients in about 16 percent of visits, and 
about 1.4 percent of patients were transferred 

to another hospital, typically for admission. 
(The emergency department was the predomi-
nant front door for hospital admissions, with 
about 67 percent of hospital inpatients being 
processed through it.)

There was a stable volume of patient trans-
fers: 1.4 percent of all patients, or almost 2 mil-
lion a year. According to the 2011 CDC report, 
about one-third of patient transfers from 
emergency departments—or about 700,000 
patients per year—were for mental health 
treatment.

The boarding time interval—the time from 
decision to admit until the patient physically 
leaves the emergency department—has stabi-
lized for patients being placed in an inpatient 
unit of the hospital. The average boarding 
time in American departments was 111 min-
utes, but this time interval was very cohort-
dependent. Emergency department inpatient 
boarding accounted for about 37 percent of 
the time an admitted patient spent in emer-
gency. Boarding time ranged from about 170 
minutes in departments with a patient vol-
ume of more than 80,000 to 67 minutes for 
departments seeing fewer than 20,000 pa-
tients. Emergency medicine leaders appear 
to have not been able to make much headway 
in reducing boarding time. 

Emergency Medical Services 
EMS continues to be an important source of 
volume for emergency departments, particu-
larly for sicker patients. About 17 percent of 
patients arrived by EMS, and about 38 percent 
of those patients were admitted. 

Diagnostic Testing
Diagnostic testing use is evolving in the 
emergency department. The survey found 
increased use of MRI scans and ultrasounds. 
MRI scans were performed a little more than 
1 time per 100 patients seen, and ultrasound 
use was about 5.7 procedures per 100 pa-
tients seen. For the first time in the last 12 
years, there was a leveling off of the utiliza-
tion of ECGs, which were performed about 
26 times per 100 patients seen. There was a 
continued downward drift in the use of CT 
scans, with a utilization rate of about 21 pro-
cedures per 100 patients. 

Emergency physicians are responsible 
for high-quality and safe service in around 
150 million patient encounters in the Unit-
ed States per year. Trends indicated in the 
NHAMCS database and in EDBA data sur-
veys will continue to provide guidance re-
garding the value of emergency care in 
serving the needs of sicker, older, and more 
challenging patients.

About 75 percent 
of departments 
with an annual 
visit volume of 
more than 40,000 
reported a “fast 
track” for patient 
care, and about 
35 percent had 
a clinical decision 
unit or observa-
tion unit.
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DR. HELMAN is an emergency physician at North York General Hospital in 
Toronto. He is an assistant professor at the University of Toronto, Division of 
Emergency Medicine, and the education innovation lead at the Schwartz/Reisman 
Emergency Medicine Institute. He is the founder and host of Emergency Medicine 
Cases podcast and website (www.emergencymedicinecases.com).

EM CASES
BRINGING YOU 

CANADA'S 
BRIGHTEST MINDS 

IN EM

Management Pearls and Pitfalls  
in Sickle Cell Disease
Many physicians undertreat sickle cell patients who do not appear in pain 
because they’ve learned to adapt to chronic discomfort 
by ANTON HELMAN, MD, CCFP(EM), CAC, FCFP

S ickle cell disease (SCD) patients are 
at increased risk for a whole slew of 
life-threatening problems. One of the 

many reasons they are vulnerable is because 
people with SCD are functionally asplenic, 
so they’re more likely to suffer from serious 
bacterial infections like meningitis, osteo-
myelitis, and septic arthritis. For a variety 
of reasons, they’re also more likely than the 
general population to suffer from cholecys-
titis, priapism, leg ulcers, avascular necrosis 
of the hip, acute coronary syndromes, pulmo-
nary embolism, and even sudden exertional 
death. Many of these diagnoses present with 
pain similar to a sickle cell crisis and can be 
challenging because the presentations of 
some are less typical than usual.

Sickle Cell Pain Crisis Is a 
Diagnosis of Exclusion 
Patients with SCD can sometimes present 
a challenge when it comes to pain manage-
ment because it’s often difficult to discern 
whether they’re malingering. The majority of 
SCD patients suffer real pain but may not look 
uncomfortable because they have learned to 
adapt to a lifetime of chronic pain. In the emer-
gency department, they may appear calm, be 
preoccupied with their handheld device, or 
be casually chatting. The rates of true opioid 
addiction in sickle cell patients are low (less 
than 5 percent), and the literature suggests 
that emergency physicians undertreat pain 
in sickle cell patients. I recommend that un-
less there is clear evidence the patient does 
not have SCD, take the patient’s complaint 
seriously and use analgesics aggressively in 
the emergency department.

As in all of emergency medicine, physi-
cians need to think of the worst diagnoses 
first. Therefore, it is imperative not to assume 
that a patient with SCD who is in pain is suf-
fering from a sickle cell crisis. If the pain is 
different from previous pain crises, broad-
en your differential diagnosis to include not 
only all the painful conditions that should be 
considered in all emergency patients but also 
sickle cell–specific conditions such as acute 
chest syndrome. The diagnosis of a pain crisis 
is a clinical one; no laboratory test will relia-
bly determine whether the patient is suffering 
from a pain crisis, and SCD has been described 
in all races. Do not assume that a patient does 
not have SCD just because they have a light 
skin color. Sickle cell patients presenting with 
an uncomplicated pain crisis will often have 
normal vital signs. Any abnormal vital signs 
(especially fever) should raise the suspicion 
of alternative diagnoses. Examine joints and 

soft tissues looking for evidence of cellulitis, 
septic joints, osteomyelitis, and joint avas-
cular necrosis. Perform a careful respiratory 
exam looking for evidence of an acute chest 
syndrome. Look for hepatosplenomegaly if 
you have a concern for splenic sequestration. 
Lab tests are not routinely required for SCD 
patients presenting to the emergency de-
partment with a pain crisis. A complete 
blood count, reticulocyte count, liver func-
tion tests, bilirubin, lactate dehydrogenase, 
and electrolytes should be considered if you 
suspect another diagnosis, the patient is 
systemically unwell, or you suspect wors-
ening anemia or jaundice. In SCD patients 
with fever, have a very low threshold to do 
a septic workup and start empiric antibiot-
ics. An important pitfall in the diagnosis of 
a pain crisis is assuming that a normal se-
rum hemoglobin rules it out. Patients with 
a higher baseline serum hemoglobin level 
are more likely to suffer pain episodes due 
to vaso-occlusion. Consider admission for fe-
brile patients without an identified source. 
The reticulocyte count is of particular value 
in sickle cell patients who present with a 
sudden drop in their serum hemoglobin level 
in order to distinguish a sequestration crisis 
from an aplastic crisis.

Pain Management in the ED
Emergency physicians often underdose an-
algesics in SCD patients. A general rule of 
thumb for initial dosing of opioids is to ad-
minister the patient’s usual total daily dose 
in a single IV dose. Frequent reassessments 
with self-reported pain should guide repeat 
doses. Consider hydromorphone or morphine 
every 15 to 30 minutes until pain is under con-
trol, and escalate the dose by 25 percent for 
uncontrolled pain. Consider adjunctive med-
ications including acetaminophen, NSAIDs, 
and ketamine. Note that while NSAIDs have 
been shown to be effective in managing sick-
le cell pain crises, they should be avoided for 
long-term treatment of pain in SCD patients 
because of the potential renal side effects as 
these patients are at increased risk for chron-
ic renal failure. Case reports support the ef-
fectiveness of ketamine as an opioid-sparing 
drug. While corticosteroids have been shown 
to reduce pain scores and length of stay, they 
are associated with high rates of pain recur-
rence, and so I do not recommend them.

Oxygen and Fluids: 
Do Not Give Routinely
Reserve supplemental oxygen for patients 
who are hypoxic. Oxygen has never been 
shown to improve outcomes in SCD patients 
suffering from a pain crisis. Supplemental 
oxygen is thought to suppress bone marrow 
and increase transfusion requirements. If the 
oxygen saturation is greater than 92 percent, 
no supplemental oxygen is needed.

Reserve fluid boluses for patients who are 
hypovolemic. While it is thought that dehy-
dration may precipitate a pain crisis, over-
hydration does not help resolve a pain crisis 
and may have detrimental effects such as at-
electasis, which may precipitate acute chest 
syndrome and hyperchloremic  metabolic 

acidosis, promoting sickling. Resuscitate hy-
povolemic patients only to euvolemia, and 
for maintenance fluids, use a hypotonic so-
lution such as half normal saline (½ NS) or 
dextrose 5%–half normal saline (D5-½ NS).

Is There a Role for Red Blood 
Cell Transfusions?
There is no role for red cell transfusions in an 
uncomplicated acute pain crisis. Transfusions 
can lead to an increased risk of alloimmuni-
zation and may increase pain by increasing 
viscosity of blood leading to vaso-occlusion 
as well as precipitate acute chest syndrome 
and stroke.

Acute Chest Syndrome
Acute chest syndrome is the most common 
cause of death in SCD. Like all classic triads 
in medicine, the classic triad of acute chest 
syndrome (fever, hypoxia, and pulmonary 
infiltrate) is often not present. Acute chest 
syndrome can present fairly benignly with 
a bronchitis-like or pneumonia-like clinical 
picture with cough and shortness of breath, 
but patients often do not develop a fever. The 
pain of acute chest syndrome is character-
ized by a T-shirt distribution. A sickle cell 
patient with isolated chest pain without any 
other symptoms can be safely presumed to be 
suffering from a sickle pain crisis, whereas 
any associated respiratory symptoms should 
raise the possibility of acute chest syndrome. 
Any degree of hypoxia, even if the chest X-
ray is initially normal, should be considered 
to be acute chest syndrome until proven 
otherwise. The sooner patients with acute 
chest syndrome are diagnosed, the sooner 
they can receive lifesaving treatment with 
a simple red blood cell transfusion or ex-
change transfusion in consultation with a 
hematologist. In addition to usual resusci-
tative measures, broad-spectrum antibiotics 
should be initiated. 

Thanks to Dr. Richard Ward and Dr. John 
Foote, the guest experts on the EM Cases pod-
cast that inspired this article.

RESOURCE FROM EMERGENCY 
MEDICINE CASES WEBSITE 
PODCAST: Episode 68 Emergency 
Management of Sickle Cell Disease 
(emergencymedicinecases.com/
emergency-management-of-sickle-
cell-disease). You can also add 
EM Cases to your podcast app via 
emergencymedicinecases.com/
casting-setup.

• �Evidence-based management of sickle cell disease: expert panel report, 2014. National 
Institutes of Health website. Available at: www.nhlbi.nih.gov/health-pro/guidelines/sickle-cell-
disease-guidelines. Accessed Oct. 24, 2016.

• �Dunlop RJ, Bennett KC. Pain management for sickle cell disease. Cochrane Database Syst 
Rev. 2006;(2):CD003350. 

• �Vinchinsky EP, Neumayr LD, Earles AN, et al. Causes and outcomes of the acute chest syn-
drome in sickle cell disease. National Acute Chest Syndrome Study Group. N Engl J Med. 
2000;342(25):1855-1865. 

• �Turner JM, Kaplan JB, Cohen HW, et al. Exchange versus simple transfusion for acute chest 
syndrome in sickle cell anemia adults. Transfusion. 2009;49(5):863–868.
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by JEREMY SAMUEL FAUST, MD, MS, MA, AND LAUREN WESTAFER, DO, MPH

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

M ost of the Free Open Access Medical 
Education (FOAM) that emergen-
cy physicians consume comes in 

forms that you wouldn’t turn to during a shift. 
Podcasts and blogs are great, but they don’t 
lend themselves well as on-the-fly references. 
However, there are some forms of FOAM that 
you can and should utilize during shifts, and 
on a recent episode of FOAMcast, we covered 
some of our favorites. Among the most widely 
used “just in time” resources for FOAM are the 
Paucis Verbis (PV) cards published by the blog 
Academic Life in Emergency Medicine. 

Currently, there are more than 150 PV cards 
available in many forms, including individual 
PDFs that can be saved ad hoc on any device 
or, if you like to be more organized, in one of 
several apps in your phone or computer (Ev-
ernote, AgileMD, or even a Dropbox folder). 
We used to recommend saving lots of these on 
your personal device, but with the ubiquity of 
the Internet, sometimes we find it is easier to 
Google the cards when you need them. The 
topics covered in the PV card series include an 
impressive range, such as cardiology, hema-
tology, toxicology, and many more. 

Among our most favorite PV cards of all 
time (yes, we have favorite PV cards; we are 
considering therapy) is “An Approach to 
Rashes.” The card (actually it’s three pages) 
is based on a popular article published in The 
Journal of Emergency Medicine from 2010 by 
Heather Murphy-Lavoie, MD, and Tracy Leigh 
LeGros, MD, PhD. The card has a succinct set 
of definitions of rash descriptors (nodule 
versus plaque, etc.) and some high-yield re-
minders (eg, the differential diagnosis of an 
acute rash co-presenting with hypotension, 
meningococcemia, toxic shock syndrome, 
Rocky Mountain spotted fever, toxic epider-
mal necrolysis, and Stevens-Johnson). Most 
useful are the four flow charts that provide an 
excellent framework for rashes that are impor-
tant to identify in the ED setting. 

Undaunted by the fact that FOAMcast is 
an audio program with absolutely no visual 
component other than our companion web-
site, FOAMcast.org, we decided to tackle one 
of the four charts and dedicate an entire show 
to it. We’re almost positive we are the first peo-
ple to have ever published an entire podcast 
about petechiae and purpura. Yeah, we’re 
kind of proud that we pulled it off. 

So if we could do a podcast about rashes 
without the help of visual aids, then why not 
try to do our column the same way? Well, 
here goes.

No Visual Needed
The dermatologists remind us that purpura 
is the umbrella term for purple discoloration 

of the skin due to extravasated blood. These 
lesions don’t blanch. Petechiae are the small 
ones (less than 3 mm), while ecchymosis are 
the larger ones (greater than 5 mm.) With 
that in mind, the purpura flowchart only 
asks two questions: 1) Is the patient toxic/
febrile? 2) Are the lesions palpable or non-
palpable? This means that when it comes to 
pupura, there are only four conditions total: 
a toxic-appearing/febrile patient with either 
palpable (1) or non-palpable lesions (2) or a 
non-toxic-appearing/afebrile patient with ei-
ther palpable (3) or non-palpable lesions (4). 
That’s it. The best part is you really don’t have 
to memorize the differential diagnosis of these 
four conditions. You simply have to know to 
assess the two questions when examining the 
patient during your encounter. Then you can 
pull out your PV card, and voilà, your afebrile 
well-appearing patient with palpable purpura 
very likely has autoimmune vasculitis. 

We chose this particular example because 
the differential diagnosis for that branch of 
the decision tree conveniently has only one 
entry. What if that same patient had non-pal-
pable purpura? The only possibility is idio-
pathic thrombocytopenic purpura (ITP). That 
means that if you have an overall well-appear-
ing patient with non-blanching purple spots, 

THE BEST IN FREE 
EM EDUCATION

Playing Your PV Cards Right
Paucis Verbis cards provide a useful framework to demystify the  
differential diagnosis for petechiae and purpura

DR. WESTAFER is an attending physician 
and research fellow at Baystate Medical 
Center, clinical instructor at the University 
of Massachusetts Medical School in 
Worcester, and co-host of FOAMcast.

you know it’s either autoimmune vasculitis or 
ITP. Now all you would need to do is touch the 
rash to decide which one it is. If you could feel 
the lesions, it would be ITP—not bad! The fe-
brile/toxic branches have a few more options 
for the differential diagnosis, which is why 
you’ll want to have the PV card handy. The 
card also has similarly useful flowcharts for 
maculopapular, erythematous, and vesicu-
lobullous rashes. The major branch points in 
these decision trees focus, again, on the sick 
versus not-sick distinction, as well location 
and distribution of the lesions and the pres-
ence or absence of Nikolsky sign. With just 
those few questions in mind, you can easily 
delineate an impressive number of rashes. 

For more PV cards, check out ALIEM.com, 
and as always, you can download our recent 
episodes at FOAMcast.org or on iTunes. In ad-
dition to our show on “just in time” FOAMed 
resources, we’ve recently recorded shows cov-
ering news on intracranial hemorrhage man-
agement (spoiler: aggressive blood pressure 
control seems to be unnecessary; also trans-
fusing platelets for spontaneous intracranial 
hemorrhage might be a bad thing after all), an 
entire show on the pericardium, and a show 
covering the various types of altitude-associ-
ated illnesses. 

You simply have 
to know to assess 
the two questions 
when examining 
the patient dur-
ing your encoun-
ter. Then you can 
pull out your PV 
card, and voilà, 
your afebrile well-
appearing patient 
with palpable 
purpura very likely 
has autoimmune 
vasculitis.

This card was updated by Dr. Christian Rose (UCSF-SFGH) to reflect current evidence that topical 
antibiotics and honey are IN, while silver sulfadiazine is OUT for partial-thickness burns.
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Q&A 
ABOUT OUR 

LITTLEST 
PATIENTS

by LANDON JONES, MD, AND RICHARD M. CANTOR, MD, FAAP, FACEP 

The best questions often stem from the inquisi-
tive learner. As educators, we love, and are al-
ways humbled by, those moments when we get 
to say, “I don’t know.” For some of these ques-
tions, you may already know the answers. For 
others, you may never have thought to ask the 
question. For all, questions, comments, con-
cerns, and critiques are encouraged. Welcome 
to the Kids Korner.

Question 1: Are there differences in 
efficacy between PO and IV corticoster-
oids for acute moderate to severe asthma 
exacerbations in children?

I n children, we’re unable to find any stud-
ies that show a benefit of IV steroids 
over PO steroids for asthma exacerba-

tions. There is a paucity of pediatric-specific 
studies, and like adult studies, there are dif-
ferences in dosing and types of steroids. For 
instance, one study shows that 2 mg/kg of 
oral prednisolone (max dose 120 mg BID) 
demonstrates no significant benefit com-
pared to 1 mg/kg IV methylprednisolone 
(max dose 60 mg four times daily) in regard 
to hospital length of stay (LOS).1 These aren’t 
the most common dosing regimens, and 
while LOS is important, it isn’t an emergency 
department–specific outcome. 

Barnett et al compared IV versus PO cor-
ticosteroids in 49 children with moderate to 
severe asthma exacerbations. The authors 
evaluated respiratory endpoints such as 
respiratory rate, oxygen saturations, and 
FEV1 exhalation volume as well as hospital 
admission rates. It was a randomized, dou-
ble-blind, controlled trial comparing oral 
methylprednisolone (2 mg/kg) with IV meth-
ylprednisolone (2 mg/kg). In this study, there 
was no difference in hospital admissions be-
tween the two groups (48 percent PO versus 
50 percent IV; P=0.88). All these patients had 
moderate to severe asthma exacerbations.2 

As mentioned earlier, there’s a paucity of 
pediatric data comparing PO versus IV cor-
ticosteroids for moderate to severe asthma 
exacerbations. That said, there is a 2001 sys-
tematic review and meta-analysis address-
ing early administration of corticosteroids for 
acute asthma exacerbations. Early adminis-
tration of systemic corticosteroids, whether 
IV, IM, or oral, significantly decreased hospi-
tal admissions in patients with acute asthma 
exacerbations. These results included 11 total 
studies with both children and adults (pooled 
odds ratio, 0.40; 95% CI, 0.21–0.78).3 Early ad-
ministration of systemic corticosteroids ap-
pears to be important—potentially more than 
the particular route of administration. 

Summary: We can find no studies that 
demonstrate a significant clinical benefit of 
IV over PO corticosteroids in children with 

KIDS KORNER 
DR. CANTOR is professor of emergency medicine 
and pediatrics, director of the pediatric emergency 
department, and medical director of the Central 
New York Poison Control Center at Upstate 
Medical University in Syracuse, New York.

DR. JONES is assistant 
professor of pediatric 
emergency medicine at 
the University of Kentucky 
in Lexington.

Asthma & Intussusception
PO versus IV corticosteroids for asthma and recurrence rate 
of intussusception after reduction 

moderate to severe asthma exacerbations. 
The data are very limited. However, there are 
studies that suggest early administration of 
systemic corticosteroids is important. 

Question 2: In children, what’s the 
recurrence rate of intussusception after 
enema reduction, and can they be safely 
discharged from the emergency depart-
ment after observation?

T o begin, a limitation in looking at this 
topic of disposition is that a prospec-
tive study is unlikely unless a multi-

center study is developed; we’re limited to 
retrospective data at this time.

A 2010 retrospective review by White-
house et al evaluated kids over a 12-year 
period (309 total children younger than or 
equal to 18 years of age) who had been di-
agnosed with intussusception. They admit-
ted 261 (84.5 percent) and discharged 48 
(15.5 percent) from the emergency depart-
ment. During this period, 138 of 261 chil-
dren were reduced by enema, and the rest 
(123/261) were reduced surgically. Recur-
rence after enema reduction occurred in 10 
of 138 (7.2 percent) admitted patients and 4 
of 48 (8.3 percent) discharged patients. Of 
the 14 children overall who had intussus-
ception recurrences, six (42.8 percent) of the 
recurrences happened within 72 hours. The 
average LOS was 1.6 days; four of the recur-
rences happened within this time frame. The 
remainder of recurrences happened between 
10 days and 21 months. There was no signifi-
cant difference in delayed complications, de-
fined as perforation or intestinal ischemia, 
between the discharged group and the ad-
mitted group.4 In terms of morbidity, the two 
groups appear similar. 

In another, 10-year retrospective study with 
568 total children at two tertiary care hospi-
tals, 239 (42 percent) got emergency depart-
ment “early discharge” where the average LOS 
was 7.2 hours, while 329 (58 percent) were ad-
mitted with an average LOS of 40 hours. The 
recurrence rate of intussusception was 8.8 
percent (21/239) in the discharge group and 
8.5 percent (28/329) in those admitted. There 
was a statistical difference in recurrences 
that were caught prior to discharge (20 of 28 
in the admitted group versus 2 of 21 in the dis-
charge group; P=0.004). There were no sig-
nificant differences in morbidity between the 
discharge and admitted groups.5 

A 2014 meta-analysis by Gray et al in-
cluded 69 studies (15,163 total patients) 
in children. Overall, the recurrence rate of 
intussusception after enema reduction, 
whether contrast, ultrasound-guided, or 
air-contrast, was 12.7 percent (95% CI, 11.1%–

14.4%). The recurrence rate within 24 hours 
was 3.9 percent (95% CI, 1.5%–10.1%); within 
48 hours, it was 5.4 percent (95% CI, 3.7%–
7.8%). The authors argue that “the vast ma-
jority of recurrences will not be identified by 
overnight hospitalization.”6 

Conversely, a more recent 26-year retro-
spective study including 464 total children 
by Lessenich et al found a similar recurrence 
rate (5.6 percent) while noting that 18.5 per-
cent of children required some form of hos-
pital-level intervention defined as imaging/
interventions for recurrence or suspected 
recurrence, or administration of parenteral 
narcotics or antiemetics.7 

Summary: Intussusception recurrence 
rate after enema reduction, overall, appears 
to be about 5 to 12 percent. The majority of 
these recurrences don’t present within the 
first 24 to 48 hours. It might be reasonable 
under certain instances (eg, good follow-up, 
reasonable distance from home, etc.) to dis-
charge these children from the emergency 
department after a successful enema reduc-
tion and appropriate symptom-free obser-
vation period. Practitioners should at least 
recognize that this may be a change in prac-
tice when discussing these cases with our 
surgical colleagues.
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CLASSIFIEDS

ARKANSAS 
Sparks Medical Center (Van Buren)
NORTH FLORIDA 
Fort Walton Beach Medical Center 
(Ft. Walton Beach) 
Lake City Medical Center 
(Lake City) 
Oviedo Medical Center (Orlando) 
Gulf Coast Regional Medical 
Center (Panama City) 
CENTRAL FLORIDA
Oak Hill Hospital (Brooksville) 
Clearwater ER - Dept. of Largo 
Medical Center (Clearwater)  
Englewood Community Hospital 
(Englewood) 
Munroe Regional Medical Center 
(Ocala) 
Emergency Center at TimberRidge 
(Ocala) 
Poinciana Medical Center (Orlando) 
Brandon Regional Emergency 
Center (Plant City) 
Fawcett Memorial Hospital 
(Port Charlotte) 
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) 
St. Petersburg Hospital
(Tampa Bay) 
Tampa Community Hospital 
(Tampa Bay) 
SOUTH FLORIDA 
Broward Health, 4-hospital system
(Ft. Lauderdale)   
Northwest Medical Center 
(Ft. Lauderdale) 

Westside Regional Medical Center 
(Ft. Lauderdale) 
Mercy Hospital (Miami) 
Raulerson Hospital (Okeechobee) 
St. Lucie Medical Center and Free 
Standing ED (Port St. Lucie) 
Palms West Hospital 
(West Palm Beach) 
JFK North (West Palm Beach)
GEORGIA 
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) 
Mayo Clinic at Waycross 
(Waycross) 
KANSAS 
Menorah Medical Center 
(Overland Park) 
Derby Freestanding ED (Wichita) 
Wesley Woodlawn Hospital 
(Wichita)
Wesley Medical Center (Wichita)
KENTUCKY 
Greenview Regional 
(Bowling Green) 
TJ Health Cave City Clinic 
(Cave City) 
Frankfort Regional (Frankfort) 
Murray-Calloway County Hospital 
(Murray) 
LOUISIANA 
CHRISTUS St. Frances Cabrini 
Hospital (Alexandria)
Terrebonne General Medical 
Center (Houma) 
CHRISTUS St. Patrick Hospital 
(Lake Charles)
CHRISTUS Highland Medical 
Center (Shreveport) 

MISSOURI 
Belton Regional Medical Center 
(Belton) 
Golden Valley Memorial Hospital 
(Clinton) 
Centerpoint Medical Center 
(Kansas City)
Lafayette Regional Health Center 
(Lexington)
Western Missouri Medical Center 
(Warrenburg)

NEW HAMPSHIRE
Parkland Medical Center (Derry) 
Parkland Urgent Care Center 
(Salem) 
PENNSYLVANIA 
Lancaster Regional Medical Center 
(Lancaster) 
Heart of Lancaster Regional 
Medical Center (Lancaster) 
SOUTH CAROLINA 
McLeod Health, 3 hospital system 
(Dillon, Loris, Myrtle Beach area) 
TEXAS 
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 Methodist 
(San Antonio) 
Northeast Methodist (San Antonio) 
TENNESSEE 
Horizon Medical Center (Dickson)  
ParkRidge Medical Center 
(Chattanooga) 
Sequatchie Valley Emergency 
(Dunlap) 
Hendersonville Medical Center 
(Hendersonville) 
Physicians Regional Medical 
Center (Knoxville) 
Tennova Hospital - Lebanon 
(Lebanon) 
Centennial Medical Center 
(Nashville)
Natchez Freestanding ED 
(Nashville)
Southern Hills Medical Center 
(Nashville) 
Stonecrest Medical Center 
(Nashville) 
Erlanger Bledsoe Hospital 
(Pikeville) 
VIRGINIA
Spotsylvania Regional Medical 
Center (Fredericksburg)

LEADERSHIP OPPORTUNITIES
Golden Valley Memorial Hospital 
(Clinton, MO) 
Parkland Medical Center
(Derry, NH) 
Coliseum Medical Center 
(Macon, GA) 
EM Residency Program Director  
Mercy Hospital (Miami, FL) 
Northwest Medical Center 
(Ft. Lauderdale, FL) 
Assistant Medical Director
HealthOne Emergency Care 
Fairmont  (Pasadena, TX) 
Brandon Regional Hospital 
(Tampa Bay, FL) Medical Director
Citrus Park ER (Tampa Bay, FL) 
Assistant Medical Director 
Medical Center of Trinity
(Tampa Bay, FL)
Northside Hospital (Tampa Bay, FL) 
Assistant Medical Director

PEDIATRIC OPPORTUNITIES
Broward Health Children’s 
Hospital (Ft. Lauderdale, FL) 
Clear Lake Regional Medical 
Center (Houston, TX)
Centennial Medical Center 
(Nashville, TN)
Kingwood Medical Center 
(Kingwood, TX) 
Mease Countryside Hospital 
(Tampa Bay, FL) 
Brandon Regional Hospital 
(Tampa Bay, FL)
Pediatric Medical Director and Staff
The Children’s Hospital at Palms 
West (West Palm Beach, FL)

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!

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

Size Does Matter! But So Does 
Location and Complexity
by HAMILTON LEMPERT, MD, FACEP, CEDC

Question: What do I need to document for lacerations?

Answer: Three things are important to document for lacerations. First is the anatomical 
location (eg,left ring finger, right arm, face, neck, etc.). Different codes are used for 

NAVIGATE THE 
CPT MAZE,

OPTIMIZING 
YOUR 

REIMBURSEMENT

CODING WIZARD
different parts of the body and, consequently, different payment amounts. Second, the size 
of the repaired laceration determines the code. The ranges are 2.5 cm or less, 2.6 cm–5.0 
cm, 5.1 cm–7.5 cm, 7.6 cm–12.5 cm, 12.5 cm–20.0 cm, 20.1 cm–30 cm, and more than 
30 cm. It is always best to list the actual measured length of the wound after closure. 
Third, the complexity of the repair also determines the code (eg, simple, intermediate, 
complex). Complexity is determined by how extensive the cleaning or debridement was, if it 
was a layered closure, if it was undermined, or if a drain was required. Lastly, it is important 
to document if you used a wound adhesive to repair the laceration. Visit www.acep.org/
reimbursement for more coding and reimbursement information.

Brought to you by the ACEP Coding and Nomenclature Committee.

DR. LEMPERT is chief medical officer, coding policy, at TeamHealth, based in Knoxville, 
Tennessee.

https://www.acep.org/reimbursement
https://www.acep.org/reimbursement
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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 June 

2017. Estrella, Ironwood, and Goldfield Medical Centers. 
 

We offer an extremely competitive comprehensive benefits package including 
salary $200+/hr •   Employer 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/AOBEM certified/eligible. 
 

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

 
Visit us at 

 
www.emergencyprofessionalservices.com  

 
 
 
 
 
 
 
 
 
 
 
 
 
  

DR. MILNE is chief of emergency medicine and chief of staff at 
South Huron Hospital, Ontario, Canada. He is on the Best Evidence 
in Emergency Medicine faculty and is creator of the knowledge 
translation project the Skeptics' Guide to Emergency Medicine 
(www.TheSGEM.com).

SKEPTICS’ GUIDE TO 
EMERGENCY MEDICINE

DOGMA FEELS 
RIGHT

UNTIL YOU STEP 
IN IT

Amiodarone, Lidocaine, or 
Placebo in OHCA?
Comparing survival rates of each treatment

by KEN MILNE, MD

CASE: A 63-year-old man has an unwitnessed 
cardiac arrest. EMS arrives to find him in ven-
tricular fibrillation. They quickly begin resus-
citation efforts, including defibrillation that 
does terminate the dysrhythmia. They give 
amiodarone as part of their protocol but won-
der if it will make a meaningful difference.

CLINICAL QUESTION: Are adult out-of-
hospital cardiac arrest (OHCA) patients with 
refractory ventricular fibrillation or pulse-
less ventricular tachycardia who receive ami-
odarone or lidocaine more likely to survive 
to hospital discharge with good neurologic 
outcome?

BACKGROUND: Both lidocaine and ami-
odarone may be considered for the treatment 
of ventricular fibrillation or pulseless ven-
tricular tachycardia that is unresponsive to 
defibrillation.1

There are two randomized control trials 
demonstrating that the use of amiodarone 
led to more patients with a return of spon-
taneous circulation at the time of hospital 
arrival when compared to lidocaine or pla-

cebo.2,3 However, these early benefits did not 
translate into a benefit in survival to hospital 
discharge or neurologically intact survival.

REFERENCE: Kudenchuk RJ, Brown SP, 
Daya M, et al. Amiodarone, lidocaine, or pla-
cebo in out-of-hospital cardiac arrest. N Engl 
J Med. 2016;374(18):1711-1722.

• �Population: Adult patients with nontrau-
matic OHCA and shock-refractory ventric-
ular fibrillation or pulseless ventricular 
tachycardia after one or more shocks any-
time during resuscitation.

—�Exclusions: Patients who had al-
ready received open-label intra-
venous lidocaine or amiodarone 
during resuscitation or had known 
hypersensitivity to these drugs.

•� �Intervention: Rapid bolus of amiodarone 
or lidocaine.

•� �Comparison: Placebo.
•� �Outcome:

—�Primary: Survival to hospital dis-
charge.

—�Secondary: Favorable neurologic 
function at discharge  (modified 
Rankin Scale of 3 or less).

AUTHORS’ CONCLUSIONS: Overall, nei-
ther amiodarone nor lidocaine resulted in a 
significantly higher rate of survival or favora-
ble neurologic outcome than the rate with 
placebo among patients with OHCA due to 
initial shock-refractory ventricular fibrilla-
tion or pulseless ventricular tachycardia.

CONTINUED on page 31

In adult OHCA 
patients with 
refractory ventricu-
lar fibrillation or 
pulseless ventricular 
tachycardia, 
amiodarone or 
lidocaine is unlikely 
to provide a clinically 
important benefit.

www.ACEPNOW.COM
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Enjoy thE scEnic  
tEXas hill country
Food, wine, and outdoor 
activities abound in Kerrville,  
just one hour from San Antonio

•	Modern,	20-bed	ED
•	 30,000	annual	visits
•	 12-hour	shifts
•	 NP/PA	support
•	 Physician-owned	group
•	 Strong	medical	director	
leadership	and	focus	on	
patient	satisfaction

(512) 610-0326
bwade@eddocs.com

siGn-on Bonus!

Emergency Medicine Faculty
The Department of Emergency Medicine at Rutgers Robert Wood Johnson Medical 
School, one of the nation’s leading comprehensive medical schools, is currently 
recruiting Emergency Physicians to join our growing academic faculty.

Robert Wood Johnson Medical School and its principal teaching affiliate, Robert 
Wood Johnson University Hospital, comprise New Jersey’s premier academic medical 
center. A 580-bed, Level 1 Trauma Center and New Jersey’s only Level 2 Pediatric 
Trauma Center, Robert Wood Johnson University Hospital has an annual ED census 
of greater than 90,000 visits.

The department has a well-established, three-year residency program and an 
Emergency Ultrasound fellowship. The department is seeking physicians who 
can contribute to our clinical, education and research missions.

Qualified candidates must be ABEM/ABOEM certified/eligible. Salary and benefits 

are competitive and commensurate with experience. For consideration, please send 

a letter of intent and a curriculum vitae to: Robert Eisenstein, MD, Interim Chair, 
Department of Emergency Medicine, Rutgers Robert Wood Johnson Medical 
School, 1 Robert Wood Johnson Place, MEB 104, New Brunswick, NJ 08901; 
Email: Robert.Eisenstein@rutgers.edu; Phone: 732-235-8717; Fax: 732-235-7379.

Rutgers, The State University of New Jersey, is an Affirmative Action/Equal Opportunity Employer, M/F/D/V

ACEP NOW               
9/1/2016, 10/1/2016, 11/1/2016
10004208-NY16624
UMDNJX
4.875” x 5”
Gabrielle Mastaglio v.5

Colorado Permanente Medical Group P.C.Like us on Facebook & Google+

GET MORE
OUT OF YOUR LIFE AND YOUR CAREER
AT KAISER PERMANENTE COLORADO

EMERGENCY MEDICINE PHYSICIANS
Denver, Colorado

Colorado Permanente Medical Group is a physician-managed, integrated, multi-specialty 
health care system. Now is a particularly exciting time to join the team as health care changes 
continue to bring growth and opportunity to KP Colorado. We currently have full-time and 
part-time positions available for EM Physicians in Denver. 

Our group currently staffs five distinct locations in Denver and surrounding areas. Practice 
locations include a 49-bed (55 K visit) urban community emergency department which is 
affiliated with the Denver Health Emergency Medicine Residency Program, a 15-bed 
emergency department observation unit, a telephone medicine and texting advice center, and 
two unique outpatient acute care centers where many urgent/emergent workups can be 
completed in a clinic setting. 

The advantages of working with us include our comprehensive network of support, 
state-of-the-art electronic medical records system (Epic-based), collegial team environment, 
focus on quality patient care and excellent compensation and benefit package. And with 
nearly 300 days of sunshine, a vibrant food and music community and the proximity to the 
mountains in Denver you can truly live where you play.

To apply, please visit http://co.kpphysiciancareers.org, email Kathleen Ward, Manager of 
Talent Selection, at Kathleen.m.ward@kp.org or call 303-344-7838. EOE/M/F/V

TO PLACE AN AD IN 
ACEP NOW ’S CLASSIFIED 

ADVERTISING SECTION 
PLEASE CONTACT:

Kevin Dunn: kdunn@cunnasso.com

  Cynthia Kucera: ckucera@cunnasso.com

Phone: 201-767-4170

CLASSIFIEDS



The Emergency Medicine Department at Penn State Health Milton S. 
Hershey Medical Center seeks energetic, highly motivated and talented 
physicians to join our Penn State Hershey family. Opportunities exist in 
both teaching and community hospital sites. This is an excellent 
opportunity from both an academic and a clinical perspective.

As one of Pennsylvania’s busiest Emergency Departments treating over 
75,000 patients annually, Hershey Medical Center is a Magnet® 
healthcare organization and the only Level 1 Adult and Level 1 Pediatric 
Trauma Center in PA with state-of-the-art resuscitation/trauma bays, 
incorporated Pediatric Emergency Department and Observation Unit, 
along with our Life Lion Flight Critical Care and Ground EMS Division.

We offer salaries commensurate with qualifications, sign-on bonus, 
relocation assistance, physician incentive program and a CME allowance. 
Our comprehensive benefit package includes health insurance, education 
assistance, retirement options, on-campus fitness center, day care, credit 
union and so much more! For your health, Hershey Medical Center is a 
smoke-free campus.

Applicants must have graduated from an accredited Emergency Medicine 
Residency Program and be board eligible or board certified by ABEM or 
AOBEM. We seek candidates with strong interpersonal skills and the 
ability to work collaboratively within diverse academic and clinical 
environments. Observation experience is a plus.

Assistant/Associate 
Residency Program 
Director 

Emergency Medicine 
Core Faculty 

Pediatric Emergency 
Medicine Faculty 

Community-Based 
Site Opportunity

The Penn State Health Milton S. Hershey Medical Center is committed to 
affirmative action, equal opportunity and the diversity of its workforce. Equal 

Opportunity Employer – Minorities/Women/Protected Veterans/Disabled.

For additional information, please contact:  
Susan B. Promes, Professor and Chair, Department of  

Emergency Medicine, c/o Heather Peffley, Physician Recruiter,  
Penn State Hershey Medical Center, Mail Code A590,  

P.O. Box 850, 90 Hope Drive, Hershey PA 17033-0850,  
Email: hpeffley@hmc.psu.edu OR apply online at   
www.pennstatehersheycareers.com/EDPhysicians

CLASSIFIEDS
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EMERGENCY MEDICINE 
POSITIONS 

AVAILABLE AT 
OUR LADY OF THE LAKE 

REGIONAL MEDICAL 
CENTER 

BATON ROUGE, LA

including academic and 
community positions!

Contact us anytime 
for more information 
or send your CV to: 

Taylor Sanders, MD, FACEP
Vice President, 

Physician Development
Taylor.Sanders@pepaem.com 

Phone: 843-743-5505

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 the vastly growing community in the 
West Oahu area, TEG is actively recruiting 
for EM Physicians BC/BE, EM Physicians 
with Pediatric Fellowship who are BE/BC 
and an Ultrasound Director.  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.

San Francisco: Work in one of 
America’s finest cities! Established, 
independent, democratic, 
physician-owned group at multi-
hospital system looking for PT/FT 
physicians. 2 new facilities pending. 
Excellent compensation/benefits.  
Apply to leilanig@farallonmed.com.855.367.3650 | Recruiting@EmCare.com | EmCare.com 

VISIT US
AT ACOEP16
BOOTH #9

THE EMCARE DIFFERENCE

      Country’s most experienced physician-led practice management company

      Exceptional quality of provider practice supported on a local, regional and national level

      Leading compensation and benefit packages

      Unparalleled clinical education, career growth, mentoring & leadership opportunities

      Practice Diversity (FT/PT/IC, moonlighting, EmBassador Travel Team, EMS control,     
      Aeronautical medicine, mobile integrated health, telehealth and urgent care)

      Stability achieved through sta�ng nearly 1,000 client sites at some of the top 
      hospitals and health systems in the country

PURSUE YOUR PASSION
For delivering high-quality, compassionate emergency medicine
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Practice Made Perfect brand ad 
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Join our team 

teamhealth.com/join or call 855.615.0010

 A Career You 
Can Be Proud Of.

FEATURED OPPORTUNITIES

Banner Casa Grande 
Casa Grande, AZ 
42,000 Volume

Lodi Memorial Hospital 
Lodi, CA 
38,000 Volume

Georgetown Community Hospital 
– Medical Director 
Georgetown, KY 
25,000 Volume

Sunrise Hospital 
Las Vegas, NV 
105,000 Volume

Lake Granbury Medical Center 
Granbury, TX 
21,000 Volume

Bourbon Community 
Hospital – Medical Director 
Paris, KY 
13,000 Volume

Southern Hills Hospital 
and Medical Center 
Las Vegas, NV 
35,000 Volume

Penn State Health 
St. Joseph Medical Center 
Reading, PA 
43,000 Volume

The Medical Center 
Bowling Green, KY 
45,000 Volume

Riverview Regional Medical 
Center – Medical Director 
Carthage, TN 
10,400 Volume 

Capital Regional Medical Center 
Tallahassee, FL 
80,000 Volume

Jackson Purchase Medical 
Center – Medical Director 
Mayfield, KY 
23,000 Volume
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Openings for Emergency Physician clinical care coverage 
and medical leadership positions with established 

independent group. We contract with 10 Michigan hospitals, 
with a combined annual census of over 250,000 visits.

We offer a competitive comprehensive benefits package 
including: modified claims-made malpractice insurance, 

group health insurance, disability insurance, CME allowance, 
paid dues and application fees, and 401(k) plan.

Email CV to 
Denise DeLisle at denise.delisle@degarapllc.com

Visit us at www.degarapllc.com 

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.  

Service § Education § Leadership
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KEY RESULTS: There were 7,051/37,889 
(18.6 percent) of patients with nontraumatic 
OHCA that had shock-refractory ventricular 
fibrillation or pulseless ventricular tachycar-
dia. The intention-to-treat population con-
sisted of 4,653 patients, and the per-protocol 
population consisted of 3,026 patients.

There was no statistical difference in the 
primary outcome of survival to hospital (ami-
odarone 24.4 percent, lidocaine 23.7 percent, 
and placebo 21.0 percent). 

• �Absolute difference: amiodarone versus 
placebo 3.2 percent (95 percent CI, -0.4 
to 7.0; P=0.08) 

• �Absolute difference: lidocaine versus pla-
cebo 2.6 percent (95 percent CI, -1.0 to 6.3; 
P=0.16) 

There was also no statistical difference in 
the secondary outcome of favorable neuro-
logic function at discharge (amiodarone 18.8 
percent, lidocaine 17.5 percent, and placebo 
16.6 percent).

EBM COMMENTARY:
1) Statistical versus clinical significance: 
The study authors did not demonstrate a sta-
tistical difference in their primary outcome. 
However, there is a difference between sta-
tistical significance and clinical significance. 
The observed approximately 3 percent differ-
ence in survival to hospital discharge with 
treatment, if true, would translate into 1,800 
lives saved yearly in North America for OHCA. 
They would have needed to enroll about 9,000 
patients to establish if the 3 percent difference 
was statistically significant. 

2) Intention-to-treat versus per-protocol 
analysis: The primary endpoint of this study 
was based on a per-protocol analysis of the 
cohort, which can introduce bias and make 
the treatment look better. They excluded 1,627 
patients for a number of reasons. When they 
did an intention-to-treat analysis, the trend 
toward improvement became even less. 

• �Survival to hospital discharge: amiodar-
one 19 percent, lidocaine 18.4 percent, 
and placebo 17.6 percent 

• �Favorable neurologic function at dis-
charge: amiodarone 14.4 percent, li-
docaine 13.5 percent, and placebo 13.8 
percent

3) Subgroup analysis: There were statisti-
cal differences observed in some prespeci-
fied subgroups. These should be viewed 
with caution and considered observational 
by nature. It is also important to remember 
that subgroup analysis can easily be mis-
leading because the risk of type 1 error (in-
correct rejection of a true null hypothesis) 
increases as the investigator makes more 
observations.

BOTTOM LINE: In adult OHCA patients with 
refractory ventricular fibrillation or pulseless 
ventricular tachycardia, amiodarone or lido-
caine is unlikely to provide a clinically im-
portant benefit.

CASE RESOLUTION: The patient has a re-
turn of spontaneous circulation but does not 
survive to hospital discharge. 

Thank you to Dr. Rory Spiegel from EM Nerd 
for his help with this review. Dr. Spiegel is a clini-

cal instructor at the University of Maryland and 
a recent graduate of Stony Brook’s resuscita-
tion fellowship.

Remember to be skeptical of anything 
you learn, even if you heard it on the Skep-
tics’ Guide to Emergency Medicine.

ADDITIONAL RESOURCES
• �Podcast SGEM#162: Not Stayin’ Alive More Often with Amiodarone or Lidocaine in OHCA. The Skeptics’ Guide to EM website. 

Available at: http://thesgem.com/2016/10/sgem162-not-stayin-alive-more-often-with-amiodarone-or-lidocaine-in-ohca/ 

• �The Case of the Perfect Imperfection. EM Nerd website. Available at: http://emcrit.org/emnerd/case-perfect-imperfection/. 

• �ALPS: Amiodarone, Lidocaine or Placebo Study in OHCA. REBEL EM website. Available at: http://rebelem.com/alps/. 
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RAPIVAB™ (peramivir injection), for intravenous use
Initial U.S. Approval: 2014

BRIEF SUMMARY OF PRESCRIBING INFORMATION
These highlights do not include all the information needed to use RAPIVAB 
safely and effectively.  See full prescribing information for RAPIVAB.

----------------------------------INDICATIONS AND USAGE--------------------------------
RAPIVAB is an influenza virus neuraminidase inhibitor indicated for the treatment 
of acute uncomplicated influenza in patients 18 years and older who have been 
symptomatic for no more than two days.

Limitations of Use:
• Efficacy based on clinical trials in which the predominant influenza virus type was

influenza A; a limited number of subjects infected with influenza B virus were
enrolled.

• Consider available information on influenza drug susceptibility patterns and
treatment effects when deciding whether to use.

• Efficacy could not be established in patients with serious influenza requiring
hospitalization.

---------------------------------DOSAGE AND ADMINISTRATION------------------------
• Administer as a single dose within 2 days of onset of influenza symptoms.
• Recommended dose is 600 mg, administered by intravenous infusion for a minimum 

of 15 minutes.
• Renal Impairment: Recommended dose for patients with creatinine clearance 30-49 

mL/min is 200 mg and the recommended dose for patients with creatinine clearance 
10-29 mL/min is 100 mg.

• Hemodialysis: Administer after dialysis.
• RAPIVAB must be diluted prior to administration.
• See the Full Prescribing Information for drug compatibility information.

-------------------------------DOSAGE FORMS AND STRENGTHS------------------------
Injection: 200 mg in 20 mL (10 mg/mL) in a single-use vial.

------------------------------------CONTRAINDICATIONS-----------------------------------

--------------------------------WARNINGS AND PRECAUTIONS---------------------------
•

•

---------------------------------ADVERSE REACTIONS--------------------------------------
Most common adverse reaction (incidence >2%) is diarrhea.

To report SUSPECTED ADVERSE REACTIONS, call 1-844-273-2327 or contact 
FDA at 1-800-FDA-1088 or www.fda.gov/medwatch

---------------------------------------DRUG INTERACTIONS---------------------------------
Live attenuated influenza vaccine (LAIV), intranasal:  Avoid use of LAIV within 2 weeks 
before or 48 hours after administration of RAPIVAB, unless medically indicated.

--------------------------------USE IN SPECIFIC POPULATIONS---------------------------
• Pregnancy: Use if benefit outweighs risk.
• Nursing mothers: Caution should be exercised when administered to a nursing

woman.
Revised: 8/2016

Patients with known serious hypersensitivity or anaphylaxis to peramivir or any 
component of RAPIVAB.

Cases of anaphylaxis and serious skin/hypersensitivity reactions such as Stevens-
Johnson syndrome and erythema multiforme have occurred with RAPIVAB. 
Discontinue RAPIVAB and initiate appropriate treatment if anaphylaxis or serious 
skin reaction occurs or is suspected.
Neuropsychiatric events: Patients with in�uenza may be at an increased risk of 
hallucinations, delirium and abnormal behavior early in their illness. Monitor for signs 
of abnormal behavior.
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Important Safety Information 
Rapivab® (peramivir injection) is indicated for the treatment of acute uncomplicated 
influenza in patients 18 years and older who have been symptomatic for no more 
than 2 days.
• Efficacy of Rapivab was based on clinical trials in which the predominant influenza 

virus type was influenza A; a limited number of subjects infected with influenza B virus 
were enrolled.

• Influenza viruses change over time. Emergence of resistance substitutions could 
decrease drug effectiveness. Other factors (for example, changes in viral virulence) 
might also diminish clinical benefit of antiviral drugs. Prescribers should consider 
available information on influenza drug susceptibility patterns and treatment effects 
when deciding whether to use Rapivab.

• Efficacy could not be established in patients with serious influenza 
requiring hospitalization.

Contraindications
Rapivab is contraindicated in patients with known serious hypersensitivity or anaphylaxis 
to peramivir or any component of the product. Severe allergic reactions have included 
anaphylaxis, erythema multiforme, and Stevens-Johnson syndrome.
Warnings and Precautions
• Rare cases of serious skin reactions, including erythema multiforme, have been reported 

with Rapivab in clinical studies and in postmarketing experience. Cases of anaphylaxis 
and Stevens-Johnson syndrome have been reported in postmarketing experience 
with Rapivab. Discontinue Rapivab and institute appropriate treatment if anaphylaxis or 
a serious skin reaction occurs or is suspected. The use of Rapivab is contraindicated in 
patients with known serious hypersensitivity or anaphylaxis to Rapivab.

• Patients with influenza may be at an increased risk of hallucinations, delirium, 
and abnormal behavior early in their illness. There have been postmarketing reports 
(from Japan) of delirium and abnormal behavior leading to injury in patients with 
influenza who were receiving neuraminidase inhibitors, including Rapivab. Because 
these events were reported voluntarily during clinical practice, estimates of frequency 
cannot be made, but they appear to be uncommon. These events were reported 
primarily among pediatric patients. The contribution of Rapivab to these events has not 
been established. Patients with influenza should be closely monitored for signs 
of abnormal behavior.

• Serious bacterial infections may begin with influenza-like symptoms or may coexist 
with or occur as complications during the course of influenza. Rapivab has not been 
shown to prevent such complications.

Adverse Reactions
The most common adverse reaction was diarrhea (8% Rapivab vs 7% placebo).
Lab abnormalities (incidence ≥ 2%) occurring more commonly with Rapivab than placebo 
were elevated ALT 2.5 times the upper limit of normal (3% vs 2%), elevated serum glucose 
greater than 160 mg/dL (5% vs 3%), elevated CPK at least 6 times the upper limit of normal 
(4% vs 2%) and neutrophils less than 1.0 x 109/L (8% vs 6%).
Concurrent use with Live Attenuated Influenza Vaccine
Antiviral drugs may inhibit viral replication of a live attenuated influenza vaccine (LAIV). 
The concurrent use of Rapivab with LAIV intranasal has not been evaluated. Because 
of the potential for interference between these two products, avoid use of Rapivab within 
2 weeks after or 48 hours before administration of LAIV unless medically indicated.

You are encouraged to report negative side effects of prescription drugs to the FDA. Visit www.fda.gov/medwatch or call 1-800-FDA-1088.
References: 1. Rapivab [package insert]. Durham, NC: BioCryst Pharmaceuticals, Inc; 2014. 2. Kohno S, Kida H, Mizuguchi M, Shimada J; S-021812 Clinical Study Group. Ef� cacy and safety of intravenous 
peramivir for treatment of seasonal in� uenza virus infection. Antimicrob Agents Chemother. 2010;54(11):4568-4574. doi:10.1128/AAC.00474-10.
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For flu patients in the emergency department who may not be appropriate for oral treatment1,2

Go to www.rapivab.com to learn more and view full Prescribing Information.

It only takes

to be

It only takes

The � rst and only full course of antiviral flu therapy in a single dose1,2

treating the � u with 
Rapivab®

 

(peramivir)1

• Only one 15- to 30-minute IV infusion required
• Treats acute uncomplicated influenza in patients 18+ who have been 

symptomatic for no more than 2 days
• Appropriate for many patients, including those who cannot tolerate or may 

be noncompliant with oral flu treatment and those requiring IV hydration
• Can be used with OTC supportive therapies


