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The Case 
A 49-year-old man presents to the emergen-
cy department with an acute onset of back 
pain. He was carrying some heavy groceries 
and felt something pull in his lower back. 
He took some naproxen, which he uses as 
needed for an old high school football in-
jury, but is still in pain. You do not find any 
red flags on the history and physical exami-
nation. He is feeling better after a dose of 
morphine, but he still has difficulty bend-
ing and walking. It’s time to consider what 
medications to discharge him home with. 

Background 
There are about 2.7 million visits to the 
emergency department annually for low 
back pain. While the vast majority of visits 
are due to benign conditions, this diagnosis 
can be frustrating for patients and physi-
cians.

One thing physicians have to consider 
is not missing the uncommon but danger-

NON-VALUE 
OF VALIUM
Treating acute, 
nontraumatic, 
nonradicular low back 
pain with naproxen 
plus diazepam
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ADMIT  
OR NOT?

QUESTION: Does this expert testimony 
reflect the standard of care in emergen-
cy medicine: “Ordering blood cultures 
necessitates hospital admission and 
antibiotic administration”?

The patient’s emergency department 
records were not provided for this review, 
so the patient’s symptoms, physical ex-
amination, lab testing, and emergency 
department treatment were obtained 
solely from the expert witness deposi-
tion transcript.

The patient was a 53-year-old male 
with a past medical history including 
hepatitis C and chronic anemia who pre-

sented to the emergency department with weakness, 
fever, vomiting, loose dark stools, and a rash. There 
were also notations that the patient had experienced 
“flu-like symptoms” for almost a month. The patient 
had been prescribed a course of ciprofloxacin for a 
urinary tract infection but discontinued it approxi-

What is the standard of care for patients with 
pending blood cultures?  

CONTINUED on page 16

CONTINUED on page 10

by WILLIAM SULLIVAN, DO, JD; CATHERINE A. MARCO, MD;  
AND ROBERT C. SOLOMON, MD, FACEP
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ACEP on the Hill at the 
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EXERTIONAL HEAT STROKE

WHEN THEIR BODY TEMPERATURE 
RISES TO DANGEROUS LEVELS, 
IT CAN QUICKLY BECOME A 
LIFE-THREATENING SITUATION.1

Exertional heat stroke (EHS) is a 
hyperthermic and hypermetabolic crisis 
that creates an immediate cascade of 
CNS and other serious complications. If 
core body temperatures remain elevated, 
EHS has been shown to cause long-term 
neurologic damage and death.1-3

LEARN THE SIGNS. DIAGNOSE IN TIME. 
VISIT WWW.FIGHTTHEFIREINSIDE.COM
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Two ACEP staff members have recently been award-
ed for their outstanding achievements in their ar-
eas of expertise. ACEP has an incredibly talented 

team of staff members, and recognition from their peers is 
a reflection of their hard work on behalf of ACEP members.

Rick Murray, ACEP’s director of EMS, received the 2017 
Paul E. Pepe National Excellence in EMS Award. This hon-
or was presented recently at the EMS State of the Scienc-
es: A Gathering of Eagles XIX meeting in Dallas, which 
brought together more than 800 top EMS leaders from 
around the world. 

Nancy Calaway, CAE, ACEP’s director of member com-
munications and marketing, was named the 2017 Ex-
ecutive of the Year by the Dallas Fort Worth Association 
Executives (DFWAE). DFWAE is a professional society of 
more than 700 national and Texas-based associations, con-
vention and visitors bureaus, and partner companies. �

TOP: Rick Murray at the EMS State of the Science: A  
Gathering of Eagles XIX meeting.

BOTTOM: Nancy Calaway (left) with ACEP Executive  
Director Dean Wilkerson at the DFWAE meeting.

ACEP Staff 
Receive Awards

NEWS FROM THE COLLEGE

UPDATES AND ALERTS FROM ACEP

P
H

O
TO

S
: A

C
E

P
 

4    ACEP NOW    MAY 2017 The Official Voice of Emergency Medicine

New lectures to help reduce risk to you and your patients!
HIGH RISK EMERGENCY MEDICINE

September 15 – 16, 2017
Las Vegas, NV

The Paris Hotel

May 25 – 26, 2017
New Orleans, LA

The Ritz-Carlton

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

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

More than 12,000 of your colleagues  
      have attended this course!
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EM LEADING  
THE WAY AT OEMS
Dr. Jon Krohmer emphasizing team approach in role at NHTSA

In emergency care, every minute counts. 
It’s critical that everyone, from the 

emergency medical services (EMS) providers 
who first see the patient to emergency physi-
cians in the hospital, can communicate ef-
fectively and work as a team with the goal of 
providing the best care possible. This team 
approach is what Jon Krohmer, MD, recently 
named director of the Office of Emergency 
Medical Services (OEMS) for the National 
Highway Traffic Safety Administration (NHT-
SA), is emphasizing in his new role. As direc-
tor, he is responsible for guiding national 
policy and strategy for EMS systems. 

Dr. Krohmer recently sat down with ACEP 
Now Medical Editor in Chief Kevin Klauer, DO, 
EJD, FACEP, to discuss his new position and 
what he hopes to accomplish in the role.

KK: I‘m so excited to have this conversa-
tion. Tell us about the new position you‘re 
in.

JK: I’ve been named director of the OEMS for 
the NHTSA. I’m the first emergency physician 
director of the office. Historically, it has been 
someone who has come from the ranks of 
EMS state administration or EMS administra-
tive oversight. I’m very honored to be the first 
emergency physician in this position. 

KK: It’s definitely very exciting to have 
you in this role, representing emergency 
medicine. How did your career path guide 
you in this direction? 

JK: Working full-time in EMS was always my 
goal. I grew up, as many of us did, very inter-
ested in medicine and wanting to ultimately 
be a doc. I remember a time when I was a kid 
in the hospital and had an opportunity to chat 
with one of the orderlies who was taking care 
of me. That orderly also worked part-time as 
an ambulance attendant for the local funeral 
home who supplied the ambulance at that 
time. In college, I was watching the television 
show Emergency!—I kept thinking to myself, 
“Why are these docs that are doing this EMS 
stuff?” That was in the early ’70s, when they 
were really just starting EM residencies. My 
initial undergrad was in pharmacy. I served 
as an EMT for a volunteer rescue squad. I did 
my medical school at the University of Michi-
gan and knew that I was going to go into emer-
gency medicine and focus primarily on EMS. 

KK: How did you find your pathway into 
public service beyond EMS?

JK: While I was practicing in Western Michi-
gan as the medical director for a countywide 
EMS system, I started to become more and 
more involved in regional and state EMS ac-

tivities and trauma systems development and 
EMS and health system preparedness. Then, 
around 2005, a couple of years after the De-
partment of Homeland Security (DHS) had 
been created, they realized that they didn‘t 
have any medical resources to which they 
could turn when medical issues came up. At 
that time, Dr. Jeff Runge, who is also an emer-
gency physician, was the administrator at 
NHTSA. The deputy secretary of DHS asked 
Jeff to speak with them about medical issues 
relating to the discipline of homeland security. 
Based on their conversations, he was asked to 
become the first chief medical officer at DHS. 

He was looking to expand his staff. We 
had dinner one night, and we talked about 
the kind of things he was looking forward to 
doing at DHS. I talked with him about some of 
the programs I had been working on in Michi-
gan. I interviewed and was accepted for the 
position of the deputy chief medical officer in 
September 2006. 

KK: When were you offered this new role 
at NHTSA? 

JK: The position is a career civil service po-
sition. When the previous director of OEMS 
retired, they posted it, as they do all federal 
leadership positions. I had worked very closely 
with the folks in this office while I was at DHS, 
so I knew about the posting of the position, 

and I applied for it. There were roughly 30 folks 
who were considered for it, and I was lucky 
enough to get it. 

KK: We‘re all lucky that you‘re in this role. 
How does the role you‘re in differ from the 
role that, for instance, Dr. Ricardo Martin-
ez had several years ago?

JK: The position that Dr. Martinez had actually 
was the same position that Jeff Runge subse-
quently filled. They were both administrators 
of NHTSA. Ricardo was the first emergency 
physician to be in that position, and Jeff was 
the second. The position of the administrator 
really is the leader of NHTSA, which is one of 
the components within the Department of 
Transportation. NHTSA focuses primarily on 
motor vehicle standards and motor vehicle 
safety issues. 

KK: When did you officially start? 

JK: I started with NHTSA on Sept. 4, 2016. 

KK: What are you hoping to accomplish 
in this role?

JK: OEMS at NHTSA is the federal agency that 
has been involved in emergency medical ser-
vices activities and oversight the longest. This 
office was created shortly after the National 
Academy of Sciences paper that was published 
in 1966 called “Accidental Death and Disabil-

ity: The Neglected Disease of Modern Society.” 
We really focus on global policy and strategic 
issues of EMS systems growth, development, 
refinement, and all of the things that support 
the infrastructure for EMS at the local level. We 
have developed the EMS scope of practice and 
the EMS agenda for the future. We‘re focusing 
very significantly now on issues related to EMS 
data management and being able to help build 
up a more robust national infrastructure for 
EMS data collection and performance measure 
development and how we can improve data 
linkages with health information exchanges. 

KK: What changes do you think may be 
worthwhile that you might want to make? 

JK: Historically, EMS has focused on emer-
gency response and providing care for emer-
gency illnesses and injuries. There have been a 
lot of discussions about things like alternative 
transport destinations and alternative dispo-
sition activities for folks that EMS providers 
care for, including mobile integrated health 
care delivery. One of the other challenges that 
we‘re faced with is that EMS has grown so rap-
idly over recent years. The communication and 
collaboration among those organizations has 
been pretty good, but I think that we could 
probably still improve that a little bit. One of 
the things I really want to do is make sure that 
we identify all of the stakeholders as all of the 
activities move forward so that they have an 
opportunity to participate in the discussions 
and to be part of the process. We‘re very for-
tunate in emergency medicine that ACEP has 
been very involved in all of the activities asso-
ciated with EMS for a very long time. The ACEP 
EMS staff are an extremely talented group. 
Rick Murray, Pat Elmes, and several others do 
a phenomenal job of keeping on top of things 
and making sure that the Board, the EMS Com-
mittee, and the membership are aware of all of 
the EMS issues that are going on.

KK: In the course of the great career that 
you‘ve had so far, and the great career 
ahead of you, if you could accomplish one 
thing through this position that would im-
pact care delivery, what would it be, Jon?

JK: I think it would be that we continue to re-
inforce to everyone that is involved in EMS that 
EMS is very much a team sport. We have the 
folks in the field, clinical providers, educators, 
quality improvement coordinators, operation-
al administrators, and local and state regula-
tors. We all need to understand that we‘re all 
part of one team and continue to work togeth-
er. We also need to continue to reinforce to the 
folks in the hospital, to whom we transfer care, 
that we‘re all part of the same team. �

PHOTO:  JON KROHMER
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EXPERIENCING 
THE DANGERS 

OF MARIJUANA 
FIRSTHAND

Legalization does  
not equal safety

by BRAD ROBERTS, MD

Irecently finished my residency in emer-
gency medicine and began to practice in 
Pueblo, Colorado. I grew up there, and I 

was excited to return home. However, when 
I returned home, the Pueblo I once knew had 
drastically changed. Where there were once 
hardware stores, animal feed shops, and 
homes along dotted farms, I now found mari-
juana shops—and lots of them. As of January 
2016, there were 424 retail marijuana stores 
in Colorado compared with 202 McDonald’s 
restaurants.1

These stores are not selling the marijua-
na I had seen in high school. Multiple dif-
ferent types of patients are coming into the 
emergency department with a variety of un-
expected problems such as marijuana-in-
duced psychosis, dependence, burn injuries, 
increased abuse of other drugs, increased 
homelessness and its associated problems, 
and self-medication with marijuana to treat 
their medical problems instead of seeking ap-

propriate medical care. 
I watched one of my colleagues and several 

security guards restrain a psychotic teenage 
girl who was reportedly “dabbing” (heating 
highly concentrated, solidified THC, which 
is inhaled).  A short time later, a young adult 
male came in, having reportedly tried to hang 
himself three times. He stated that he had 
been smoking marijuana “all day, every day.” 
He was “seeing ghosts” that told him to kill 
himself. Not long after, a man presented in 
tears, saying that he had lost his job, was on 
the verge of losing his family, and needed help 
stopping the use of marijuana and didn’t know 
where go for help. Another colleague saw two 
young adult patients from a hash oil explosion 
that left them with very severe burns. I have 
certainly seen more cases of infective endocar-
ditis from injection drug use than I expected in 
this once-quaint town. 

I had expected to see more patients with 
cannabinoid hyperemesis syndrome (and I 
have), but they were the least of my concern. 
Our local homeless shelter reported seeing 

5,486 (unique) people between January and 
July 2016, while for the entire year of 2013 (be-
fore recreational marijuana) that number 
had been 2,444 people.2 Most disturbing, we 
weren’t seeing just homeless adults but entire 
families. It is a relatively common occurrence 
to have patients who just moved here for the 
marijuana show up to the emergency depart-
ment with multiple medical problems, with-
out any of their medications, often with poor 
or nonexistent housing, and with no plan for 
medical care other than to use marijuana. 
They have often left established medical care 
and support to move here for marijuana and 
show up to the emergency department, often 
with suitcase in hand.

Increasingly Potent & Dangerous Drug
This new commercialized marijuana is near 20 
percent tetrahydrocannabinol (THC, the psy-
choactive component of cannabis), while the 
marijuana of the 1980s was less than 2 percent 
THC. This tenfold increase in potency doesn’t 
include other formulations such as oils, “shat-
ter” (highly concentrated solidified THC), or 
“dabbing” (heated shatter that is inhaled to 
get an even more potent form) that have  up to 
80 or 90 percent THC.3

The greatest concern that I have is the 
confusion between medical and recreational 
marijuana. Patients are being diagnosed and 
treated from the marijuana shops by those 
without any medical training. I have had pa-
tients bring in bottles with a recommended 
strain of cannabis and frequency of use for 
a stated medical problem given at the rec-
ommendation of a marijuana shop employ-
ee. My colleagues report similar encounters, 
with one reporting seeing two separate pa-
tients with significantly altered sensorium 
and with bottles labeled 60 percent THC. 
They were taking this with opioids and ben-
zodiazepines. In some cases, places outside 
of medical clinics, like local marijuana shops, 
are being used to give screening examinations 
for medical marijuana cards.4 Reportedly, no 
records are available from these visits when 
requested by other medical providers. A large 
number of things treated with marijuana, of-
ten with no cited research at all or with severe 
misinterpretation of research, are advertised 
online. These include statements that mari-
juana treats cancer (numerous types), cystic 
fibrosis, both diarrhea and constipation, hy-

CONTINUED on page 8
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EMERGENCY MEDICINE

“A New Spin” is the personal perspective of the author and does 
not represent an official position of ACEP Now or ACEP. 
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poglycemia, nightmares, writer’s cramp, and 
numerous other conditions.5–7

Although there are likely some very ef-
fective ways to use the cannabinoid recep-
tor (probably better termed the anandamide 
receptor), putting shops on every street cor-
ner and having nonmedical personnel giving 
medical advice is a very poor way to use this as 
a medicine. Furthermore, to suggest that com-
bustion (smoking) be the preferred route of 
medication delivery is harmful.3,8–10 I am also 
concerned that this is being widely distributed 
and utilized as a medicine prior to safety and 
efficacy studies having been completed; wide-
ly varying dosing regimens, concentrations, 
and formulations are being developed, sold, 
and utilized. Patients are not being informed 
of the adverse effects associated with marijua-
na use, but instead, they are being told, “There 
are no adverse effects.” I am in favor of using 
the anandamide receptor for treatment pur-
poses. However, we should do this safely and 
appropriately. What is occurring now is nei-
ther safe nor appropriate.

There are numerous adverse effects of mari-
juana that are significant. Marijuana use may 
lead to irreversible changes in the brain.3,9,11,12

Marijuana use correlates with adverse social 
outcomes.3 It is strongly associated with the 
development of schizophrenia.13–16 Depend-
ence can lead to problem use.17,18 There are 
adverse effects on cardiovascular function, 
and smoking leads to poor respiratory out-

comes.3,19,20 Traffic fatalities associated with 
marijuana have increased in Colorado.1 Preg-
nant women are using marijuana, which may 
lead to adverse effects on the fetus, and pedi-
atric exposures are a much more common oc-
currence.21,22

Different Approach Is Needed
We should approach mass marijuana produc-
tion and distribution as we would any other 
large-scale public health problem. We should 
do what we can to limit exposure, and we 
should provide clear, unbiased education. In 
the case of prevention efforts being unsuccess-
ful, we need to provide immediate treatment 
and assistance in stopping use. If we are going 
to use this as a medication, then we should 
use it as we use other medications. It should 
have to undergo the same scrutiny, Food and 
Drug Administration approval, and regulation 
that any other medication does. Why are we al-
lowing a pass on a medication that very likely 
would carry with it a black-box warning?

As emergency physicians, we are on the 
front lines. We treat affected patients; we 
need to be at the forefront of public policy 
recommendations at both state and national 
levels.  �
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mately one to two weeks prior to his emergen-
cy department visit due to the appearance of a 
rash. During his evaluation in the emergency 
department, he was persistently tachycardic 
with a heart rate of 120. He was given IV fluids, 
and multiple tests were performed, including 
blood cultures. Lab results showed that the pa-
tient was hyponatremic, had a stable hema-
tocrit of 30, and had a positive nasal swab for 
influenza. His white blood cell count was nor-
mal without a left shift, and his lactate level, 
urinalysis, and chest X-ray were also normal. 
The following day, preliminary results of the 
blood cultures were positive for gram-positive 
cocci. That day, a message was left on the pa-
tient’s voicemail, instructing him to return to 
the hospital. He did not return until three days 
later. He died shortly thereafter from septic 
shock, disseminated intravascular coagula-
tion, and multisystem organ failure.

The expert witness faulted the treating 
emergency physician for several issues. This 
review addresses the expert’s repeated asser-
tions that because blood cultures were per-
formed, the patient should have been admitted 
to the hospital and treated with intravenous 
antibiotics due to a suspicion of bacteremia.

Excerpts from the expert’s deposition testi-
mony include the following:

“One would not order blood cultures and 
discharge a patient home with a suspicion for 
bacteremia,” although at the same time noting 
that bacteremia “sometimes resolves sponta-
neously.”

“If blood cultures are ordered, that means 
that bacteremia in the bloodstream is suspect-
ed. There is no test to prove that it exists imme-
diately. So unless there is a reason to suspect 
that someone could have occult bacteremia, 
like the conditions I mentioned, the treatment 
is admission and intravenous antibiotics. Oth-
erwise, this happens [referring to the patient’s 
death from sepsis]. You don’t send otherwise 
relatively immunocompetent patients home 
with bacteremia. You treat them.” 

When questioned by the defense counsel 
about whether the expert was assuming that 
because blood cultures were ordered, the 
treating physician must have suspected bac-
teremia, the expert replied:

“I think doctors order things that have a 
low probability of being positive for a number 
of reasons, depending upon the disease. But in 
the case of blood cultures for bacteremia, it’s 
the only reason you do blood cultures. And if 
you suspect bacteremia in a patient who is im-
munocompetent, the treatment is antibiotics.” 

When asked if the facilities at which he 
works discharge patients with pending blood 
cultures, the expert stated:

“Under certain circumstances, we do dis-
charge patients with pending blood cultures—
infants occasionally who are suspected of 
having occult bacteremia; patients with HIV 
known to have low CD4 counts; patients who 
have a febrile illness who are dialysis patients; 
and on certain occasions, certain types of im-
munocompetent cancer patients will have 
blood culture sent from the emergency depart-
ment at discharge. Other than those patients, 
we do not do blood cultures on patients who 
are discharged because the only reason to do 
blood cultures is to suspect bacteremia, and 
bacteremia requires intravenous antibiotics.”

After reviewing the expert’s testimony and 
available literature on this topic, the Standard 
of Care Review Panel concluded that the expert 
witness presented opinions that did not repre-

sent the standard of care for several reasons.
1. Blood Cultures

A. The review panel was not able to find any 
studies providing definitive guidelines 
regarding when blood cultures should 
be ordered. In fact, one study specifically 
noted that “published guidelines do not 
clearly state when blood culture should 
be drawn.”1 This study also noted that 
there is only a 2 percent pretest probability 
of bacteremia in febrile ambulatory out-
patients and that isolated tachycardia was 
not helpful in improving the accuracy of 
diagnosing bacteremia.

B. The review panel also found literature 
noting that 3.8 percent of blood cultures 
obtained in patients discharged from 
the emergency department return posi-
tive and that 86 percent of those cultures 
were positive for pathogens that would 
typically necessitate inpatient antibiotic 
therapy. Only 50 percent of the patients 
in this study responded to a call for a re-
turn visit.2

C. With regard to the expert’s assertion 
that obtaining blood cultures mandates 
admission and antibiotic treatment, the 
review panel did not find any literature 
recommending such management, and 
they unanimously agreed that the state-
ment did not reflect the standard of care in 
emergency medicine. As the expert noted, 
and as many sources confirm, most occult 
bacteremia resolves spontaneously with-
out treatment. In addition, studies show 
that many blood cultures are falsely posi-
tive due to skin contaminants. 

D. Using the above data, mandatory admis-
sion and antibiotic treatment after obtain-
ing blood cultures in febrile ambulatory 
outpatients would result in a 50-fold in-
crease in hospital admissions for this pa-
tient demographic.

E. Finally, the expert’s own testimony con-
tradicted his statements about the stand-
ard of care. He noted that the facilities at 
which he works do discharge patients 
with pending blood cultures under some 
circumstances. The review panel noted 
that the types of patients the expert in-
ferred could be discharged pending blood 
cultures were at higher risk for bacteremia 

and sepsis than the general population 
since they included patients more likely 
to be immunocompromised such as those 
with HIV, those with cancer, and those on 
hemodialysis.

2. Risk of Bacteremia 
The review panel found one study show-
ing that the two-day mortality for patients 
with community-acquired bacteremia 
was 4.8 percent compared to 2.0 percent 
in culture-negative patients (0–2-day 
mortality rate ratio 1.9). After the first two 
days, mortality rates were 3.7 percent and 
2.7 percent, respectively, with a mortality 
rate ratio of 1.1. At 30 days, the mortal-
ity in both culture-positive and culture-
negative patients was approximately 10 
percent, with no significant difference in 
mortality between the groups.3 However, 
this study included patients who had 
blood cultures performed within two days 
of hospital admission and who had no 
hospitalizations within the preceding 30 
days, so the results may not necessarily 
apply to emergency department patients 
such as those presented in this review. 
This study also noted that as many as half 
of positive cultures were due to organ-
isms inoculated from the skin into culture 
bottles at the time of sample collection 
and did not reflect true bacteremia. These 
false-positive blood culture results from 
skin contaminants may lead to unneces-
sary investigations and treatments.

3. Retrospective Bias 
The Standard of Care Review Panel 
believed that the expert’s opinions in 
this case were influenced by retrospec-
tive bias. The expert repeatedly stated 
that the treating physician should have 
known that the patient was bacteremic 
because the culture results returned posi-
tive. However, the preliminary culture 

results did not return until the follow-
ing day. There is no way that the treating 
physician could have known the culture 
results at the time of treatment. It was the 
consensus of the Standard of Care Review 
Panel that strict prospective analysis is of 
utmost importance when reviewing the 
management of any patient care.

Conclusion
It was the consensus opinion of the review 
panel that obtaining blood cultures does not 
mandate antibiotic treatment or hospital ad-
mission. �
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DID YOU KNOW?
ACEP members can request a review of questionable expert wit-
ness testimony regarding emergency medicine’s standards of care. 
Procedures for this review are found on the ACEP website at www.
acep.org/Clinical---Practice-Management/Procedure-for-Review-of-
Testimony-Regarding-Standard-of-Care-in-Emergency-Medicine/. 
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NEITHER RAIN  
NOR SNOW
ACEP on the Hill at the Leadership & Advocacy Conference 

by L. ANTHONY CIRILLO, MD, FACEP

This year’s ACEP Leadership & Advocacy 
Conference (LAC) was perfectly timed 
to provide ACEP members an amazing 

opportunity to have their voices heard on the 
crucial issue of health care reform in Wash-
ington, D.C. With a new presidential admin-
istration and the newly seated 115th Congress 
considering a potential vote to repeal and 
replace the Affordable Care Act (ACA or Oba-
macare) at the time, the change in the timing 
of this meeting to March from the usual May 
scheduling seemed downright visionary. How-
ever, the weather was not as cooperative, with 
the possibility of a major snowstorm forcing 
significant changes to the conference agenda. 
Although it took some good old-fashioned 
emergency medicine flexibility and ingenuity, 
most of the conference attendees were able to 
make it to Capitol Hill to meet with members 
of Congress and their staff to carry the mes-
sage of how important emergency medicine 
is to the viability of our national health care 
system.

Although the conference didn’t officially 
start until Monday, March 13, there were many 
pre-meeting events and committee meetings 
where important business of the College got 
done. With 120 emergency medicine resi-
dents and medical student registrants at the 
meeting, the Emergency Medicine Residents’ 
Association (EMRA) and the ACEP Young 
Physicians Section (YPS) started the action 
on Sunday with their Health Policy Prim-

er program. This half-day session included 
great presentations beginning with an “In-
tro to Health Policy” talk by Rachel Solnick, 
MD, who serves as EMRA’s legislative advi-
sor, followed by insightful lectures on mental 
health, graduate medical education, the ACA, 
and how the Medicare Access and CHIP Reau-
thorization Act (MACRA) will affect physician 
payments for years to come. William Jaquis, 
MD, FACEP, from the ACEP Board of Directors 
closed the program with “A Roadmap to Get-
ting Involved,” encouraging the attendees to 
be persistent in their advocacy efforts and to 
work through ACEP’s many opportunities to 
be contributors in the health policy arena.

LAC is really two meetings in one. The first 
two days are the “Advocacy” part of the meet-
ing, which culminates with official Hill visits 
to members of Congress at the Capitol. The 
last day is the “Leadership” program, which 
focuses more on professional development 
and how to be a better leader and advocate for 
yourself, your colleagues, and your patients. 
This year’s leadership program offered great 
presentations, including: 
• “Leadership Resiliency During Times of 

Constant Change” by ACEP President Re-
becca Parker, MD, FACEP

• “Where the Rubber Meets the Road: The 
Intersection of Social Media and EM” mod-
erated by Ryan Stanton, MD, FACEP; and 
featuring Alicia M. Kurtz, MD; Howard K. 
Mell, MD, MPH, CMPE, FACEP; and Karolyn 
K. Moody, DO, MPH

• “The Impact of Implicit Bias: Leaders Be-
ware” moderated by Douglas M. Char, MD, 
FACEP; and featuring Adrian M. Daul, MD, 
FACEP;Vidya Eswaran, MD; Kevin M. Klau-
er, DO, FACEP; Aisha T. Liferidge, MD, 

FACEP; and Bernard L. Lopez, MD, FACEP
• “Leadership Under Fire: When Crisis De-

fines Us” moderated by Robert W. Strauss 
Jr., MD, FACEP; and featuring Kathleen J. 
Clem, MD, FACEP; and Chad Kessler, MD, 
MHPE, FACEP

This year’s advocacy conference agenda 
was full of timely and informative presenta-
tions, including:
• “Creating Solutions to the Opioid Crisis” 

by Eric Ketcham, MD, MBA, FACEP, FACHE; 
and Mark S. Rosenberg, DO, MBA, FACEP 

• “Reporting Under MACRA–CEDR” by 
Stephen K. Epstein, MD, MPP, FACEP; 
and Pawan Goyal, MD, MHA, CBA, PMP, 
FHIMSS, FAHIMA 

• “Out-of-Network/Balance Billing—Where 
Are We? A Federal/State Update” by Edward 
R. Gaines III, JD, CCP; Alison Haddock, MD, 
FACEP; and Nathan R. Schlicher, MD, JD, 
FACEP 

• “Affordable Care Act—Repeal or Replace? 
What’s Next” by Sen. Tim Kaine (D-VA), a 
2016 vice presidential candidate

Day one of the conference was closed with 
an informative and entertaining presentation 
by ZDoggMD, Zubin Damania, MD, who did 
his one-man show on physician burnout and 
how to be resilient in the difficult world of be-
ing a health care professional.

The Hot Topic
Although ACEP has legislation that has been 
introduced in the 115th Congress on a number 
of important topics, such as EMTALA liability 
reform, this year’s legislative focus was clearly 
on the Republican proposal to repeal and re-
place the ACA, titled the American Health Care 
Act (AHCA). During the meeting, the Congres-
sional Budget Office (CBO) provided a scor-

LAC: A 
Resident’s 
Perspective
by GARTH NYAMBI WALKER, MD, MPH

Caring for all emergency department 
patients is important to residents and 
attendings. However, some of the most 

critical challenges facing our patient popula-
tions cannot be addressed within the confines 
of an examination room. How does insurance 
affect care after disposition? How can the 
emergency department address mental health 
effectively for individuals who may not have 
access to adequate outpatient resources? How 
does innovation interface, or even interfere, 
with health care delivery? These are just a few 
of the difficult questions raised in the context 
of emergency care that may require legislative 
or regulatory solutions. 

Health care policy plays a critical role 
in advancing the efficiency and efficacy of 
emergency care, but lawmakers cannot do it 
on their own. The doctors on the front lines 
have firsthand knowledge of the challenges 
facing the system and which policies may 
affect positive change. As one of those doc-
tors, I felt a responsibility to get involved in 
health care policy but wasn’t sure how to do 
so. In January, I joined the Emergency Medi-
cine Residents’ Association (EMRA) Board of 
Directors, which spends a great deal of time 
discussing the issues affecting emergency 
physicians, residents, and patients. We also 
attend the ACEP Leadership & Advocacy Con-
ference (LAC) together as a board. This year 
was my first opportunity to participate in the 
conference, but it definitely won’t be my last. 

The beauty of LAC is that it celebrates ac-
complishments in emergency medicine while 
also highlighting, for the benefit of congres-
sional leaders, the challenges of delivering the 
high-quality care our patients deserve. The di-
verse selection of speakers this year was in-
credible, and the leadership represented ran 
the gamut of experience from Rachel Solnick, 
MD, a rising PGY2 resident who presented the 
nuts and bolts of the Affordable Care Act, to 
established academicians such as Arjun Ven-
katesh, MD, MBA, MHS, who discussed strat-
egies to contain cost and general practice 
variation within the emergency department. 

As a first-time attendee, I found ACEP’s 
LAC to be an inspiring and invaluable expe-
rience. We learned not only how we as physi-
cians can be effective leaders but also how we 
can work the governmental levers to address 
critical social and economic issues that affect 
our patients. LAC is a tremendous platform to 
shape policy affecting our practice and also 
serves as a critical reminder that we must ad-
vocate for our patients and our specialty.

DR. WALKER is a resident 
physician at the University of 
Chicago EM section and the 
member-at-large on the EMRA 
Board of Directors. ACEP and EMRA members pose in front of the Washington Monument during the NEMPAC reception at LAC17.
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ing of the original bill introduced in the U.S. 
House. The CBO is a nonpartisan office of the 
federal government that provides a fiscal note 
to a bill. This fiscal note delineates the pro-
posed financial effects of a bill over a 10-year 
period. With the CBO report highlighting the 
fact that about 24 million people would lose 
health care coverage over the 10-year period, 
the conference attendees were focused on 
making sure emergency medicine’s message 
made it to the Hill. Under the leadership of 
Dr. Parker, ACEP developed a position of sup-
porting key principles for evaluating any pro-
posed health care reform legislation. Rather 
than being “for” or “against” a bill or reform 
plan, ACEP stood committed to making sure 
that our public leaders recognize the impor-
tance of emergency medicine in any health 
care system reform.

ACEP issued the following emergency 
medicine health care reform principles that it 
considers indispensable to any replacement 
legislation. The principles are aimed at maxi-
mizing access to medical care while improving 
its quality and lowering its costs. 
• Maintain emergency services as a covered 

benefit for any insurance plan.
• Ensure the federal prudent layperson stand-

ard extends to Medicaid fee-for-service and 
that compliance measures are in place for 
all other health plans. The prudent layper-
son standard requires health insurance 
companies to cover claims based on a pa-
tient’s symptoms, not the final diagnosis. 
It means, for example, if a patient has chest 

pain but the diagnosis is ultimately a less 
urgent medical condition, such as a panic 
attack, the health insurance company can-
not retrospectively deny coverage. 

• Require health insurance companies to be 
transparent with the data used to determine 
in- and out-of-network reimbursement rates 
for their patients’ medical care. Ensure ap-
propriate reimbursement rates for emergen-
cy services.

• Eliminate the need for prior authorization 
for emergency services and guarantee parity 
in coverage and patient co-payments for in- 
and out-of-network emergency care services.

• Retain protections for preexisting condi-
tions, no lifetime limits, and allowing chil-

dren to remain on their parents’ insurance 
plan until age 26.

• Enact meaningful medical liability reforms, 
including protections for physicians who 
provide federally mandated EMTALA-relat-
ed services, who care for patients in a feder-
ally declared disaster area, and who follow 
clinical guidelines established by national 
medical specialty societies.

• Ensure any continuation or expansion of 
health savings accounts, health reimburse-
ment accounts, association health plans, 
and individual health pools provides mean-
ingful health insurance benefits and cover-
age for individuals and families, including 
access to emergency care services.

• Repeal the Independent Payment Advisory 
Board and the excise tax on high-cost em-
ployer health benefit plans. Delay repeal 
of the Center for Medicare & Medicaid In-
novation until at least 2020 or amend it to 
eliminate mandatory provider participation 
in Medicare models. This will allow an ade-
quate transition period for the Transforming 
Clinical Practice Initiative grants aimed at 
lowering costs, improving health outcomes, 
and delivering more effective care.

• Acknowledge the role of freestanding emer-
gency centers and other health care delivery 
models as crucial to encouraging coverage 
innovation.

• Protect the most vulnerable populations 
in this country by making sure Medicare, 
Medicaid, and the Children’s Health Insur-
ance Program (CHIP) remain available and 

solvent for current and future generations.

Although the AHCA was eventually pulled 
from the floor of the U.S. House before a vote 
was taken, there is no doubt that there will be 
renewed attempts to reform the health care 
delivery and financing system in the near fu-
ture. The principles ACEP have adopted will 
continue to serve as the guidepost for whether 
ACEP will support future proposed legislation.

Be There Next Year
Given the continued pressures on the health 
care system to deliver high-quality, accessible, 
and affordable care to this nation, there will al-
ways be a need for emergency physicians and 
emergency care. However, it is exactly those 
same pressures that threaten to reduce the 
funding and support for emergency medicine 
as health care expenditures rise and the popu-
lation grows and ages. LAC is a great opportu-
nity for you to become more educated about 
the issues facing health care and our specialty 
and to have your voice heard directly by mem-
bers of Congress.

Make sure that you come to the next LAC 
meeting, May 20–23, 2018, to be part of the 
voice of emergency medicine on Capitol Hill! �

DR. CIRILLO is director of 
health policy and legislative 
advocacy for US Acute Care 
Solutions in Canton, Ohio, and 
chair of the ACEP Federal 

Government Affairs Committee.

LAC | CONTINUED FROM PAGE  11

ACEP President Dr. Rebecca Parker (left) and 
Senator Tim Kaine during LAC17.
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EMPRN 
Assesses Emergency 
Medicine Practice
Examining the treatment of deep vein thrombosis 

Physician Wellness
by CATHERINE A. MARCO, MD; MICHELLE 
D. LALL, MD, MHS; MATTHEW L. WONG, 
MD, MPH; AND RAQUEL M. SCHEARS, 
MD, MPH; ON BEHALF OF THE ACEP 
ETHICS AND WELLNESS COMMITTEES

Physician wellness is associated with ca-
reer satisfaction.1 Compared to other spe-
cialties, emergency physicians suffer from 

high rates of burnout.2–6 In addition to personal 
career satisfaction, wellness and resilience are im-
portant to maintaining patient safety and quality 
of care. We demonstrate some important prin-

ciples of wellness and quality through five case 
scenarios.

Case 1: No Duty Hours for Attendings
You are recovering from a painful divorce. Although 
suffering from some depression and sleep depriva-
tion, your financial needs necessitate moonlighting 
to pay for your kids’ college tuition, and you are 
working 60–70 hours per week. Colleagues have 
remarked you are becoming forgetful. On a few 
occasions, you have forgotten to hand off patients 
properly to floor providers and lost track of treat-

ments in progress for your ED patients. Who should 
monitor wellness and quality?

The Accreditation Council for Graduate Medi-
cal Education duty hour restrictions were set in 
place in 2003 and updated in 2011. These guide-
lines were instituted to enhance patient safety and 
improve the working conditions and education of 
resident physicians.1,2 Unfortunately, there are no 
restrictions on attending physician duty hours. 
The lack of regulatory oversight makes it impera-

WELLNESSYOU HAVE 
YOUR HEALTH UNTIL 

YOU DON’T

DR. MARCO is professor of emergency 
medicine at Wright State University Boonshoft 
School of Medicine in Dayton, Ohio. 
DR. LALL is assistant professor and assistant 
residency director in the department of emer-
gency medicine at Emory University School of 
Medicine in Atlanta. 

DR. WONG is an instructior of emergency 
medicine at Beth Israel Deaconess Medical 
Center and Harvard Medical School in Boston.
DR. SCHEARS is studying social justice 
and microeconomics at Brandeis University in 
Waltham, Massachusetts; she is due to gradu-
ate in May 2017

CONTINUED on page 14

by SANDRA SCHNEIDER, MD, FACEP

The Emergency Medicine Practice Re-
search Network (EMPRN) was de-
signed to provide a means of assessing 

the real-life practice of emergency medicine. 
Too often, research studies are performed 
within urban academic centers whose pa-
tients and providers are not representative 
of the real practice setting. Using EMPRN, we 
can examine a more typical population. By be-
coming part of EMPRN, individuals agree to 
participate in three to four short surveys each 
year. Participation helps provide information 
important to ACEP’s advocacy, planning, and 
practice efforts.

EMPRN recently performed a survey of 
practicing emergency physicians on how they 
are treating patients with deep vein thrombo-
sis (DVT). 

How would you treat an otherwise healthy 
patient with a provoked DVT? The graphs at 

right show how your colleagues answered that 
question. 

Many thanks to the members of the EM-
PRN network who participated. If you have 
questions regarding EMPRN or would like 
to propose a topic for a future survey, email 
sschneider@acep.org. �

DR. SCHNEIDER is a 
project leader for EMPRN.
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tive for individual physicians, colleagues, and 
departments to monitor workload and fatigue.

The primary responsibility lies with the 
emergency physician. Despite financial pres-
sures, duty to patient safety and quality of care 
must supersede personal financial interests. 
The determination of an appropriate workload 
that allows for rest, exercise, nutrition, and so-
cial wellness should be made by the individual 
physician. At times, if judgment is clouded by 
personal circumstances, colleagues or medi-
cal directors may appropriately discuss these 
issues with the physician and arrive at a mutu-
ally agreeable plan of action.

Case 2: I Never Call in Sick!
 After traveling from a busy week at ACEP’s an-
nual meeting, you are scheduled to work three 
back-to-back shifts. You will only be able to get 
about three hours of sleep before your next shift, 
and you are already exhausted. Should you call 
in sick?

Emergency physicians display a high de-
gree of responsibility to the profession. Many 
emergency physicians feel such a sense of re-
sponsibility and loyalty that they will work 
while ill, fatigued, or otherwise impaired. 
Many feel that to shirk such a responsibility 
would be an undue imposition on already-
stressed colleagues.

The solution to this problem must be multi-
faceted. Insight and prevention are the prima-
ry pillars of the solution. Whenever possible, 
physicians should anticipate stressful sched-
ules and situations and plan accordingly. In 
this case, it should have been anticipated that 
an early shift after a trip would not be condu-
cive to wellness and optimal function.

When unforeseen circumstances arise, 
such as illness or injury, physicians should 
work together to come to the best solution on a 
case-by-case basis. Departments should strive 
to develop a jeopardy call system if feasible. If 
this is not feasible, such as in a small group, 
physicians should work together to ensure 

that physicians are functioning at their best 
to ensure patient safety and quality of care. 
This may necessitate trading shifts or work-
ing extra shifts to cover for a physician who is 
not fit for duty.

Case 3: I Smell Alcohol
Dr. A arrives at work late, disheveled, and with 
alcohol on her breath. What is the duty of the 
physician she will be relieving?

Emergency physicians routinely interact 
at shift change. This is an opportunity to in-
teract with each other to ensure fitness for 
duty. On rare occasions, it may be evident 
that a colleague is impaired in some way, 
such as by fatigue, stress, mental health 
issues, or substance abuse. In such cases, 
physicians have a duty to work together to 
support each other and arrive at a plan of 
action to ensure patient safety. In the short 
term, a physician who is impaired should 
not be providing patient care. This may be 
very uncomfortable to address and may ne-
cessitate involvement of the department 
chair or medical director. A plan of action 
may include temporary removal from clini-
cal duties, a mental health evaluation, and 
inpatient or outpatient treatment to ensure 
physician recovery. Failure to address issues 
that directly affect patient safety are an abdi-
cation of professional responsibility.

Case 4: Caring for the Carer 

Dr. B, one of your longstanding colleagues, re-
turned from a tour of duty in Iraq within the last 
year. Lately, he has appeared more quiet and 
withdrawn and is slower and less interested in 
his patients. As quality assurance (QA) direc-
tor, you know he has also had several patient 
complaints in the last three months with the 
similar theme of patient dissatisfaction with 
not receiving opioids for chronic pain. Has he 
provided a lower quality of care for not “ade-
quately” addressing pain? For lacking empa-
thy? Does your role as QA director give you any 

additional insights in helping your friend navi-
gate under the circumstances? 

Dr. B’s decreased interest in his patients is 
worrisome and the central issue of this case. 
This decreased interest may represent a lack 
of empathy or something else. Physician em-
pathy is a crucial part of interacting with pa-
tients. Conversationally, it often provides hope 
and the shared understanding needed by the 
patient for healing purposes and provides a 
meaningful dimension to the medical profes-
sional’s work life. If it is potentially missing or 
coincides with personality changes, it may be 
indicative of underlying psychiatric issues or 
substance abuse or dependence. Dr. B should 
be reminded of any services or resources of-
fered by the department or hospital. 

Patient experience of care surrounding opi-
oid analgesics for chronic pain is a challenge 
we face in emergency medicine. While it’s im-
portant to treat pain in all of our patients, best 
practices recommend against the use of opi-
oids for chronic pain.7 Additionally, chronic 
pain is best managed by a primary care provid-
er, not an emergency physician. Complaints of 
poor patient experience for this reason should 
be reviewed, but if some kind of analgesia was 
provided or recommended, Dr. B has likely ad-
equately addressed the pain complaint. From 
a quality assurance prospective, patient com-
plaints such as this may offer a useful path to 
discuss what may be far more substantive and 
helpful to Dr. B. 

Case 5: Physician, to Heal Thyself, 
First Do No Harm 
Dr. C has a high rate of opioid prescriptions and 
orders in the emergency department. A nurse 
informs the department chair that she believes 
he has pocketed some ordered opioids. Who 
should monitor possible substance abuse and 
diversion?

Suspected substance abuse and diver-
sion should be directly addressed with Dr. C 
by his supervisor (eg, department chair) and, 

perhaps, employee health. If there is concern 
about substance use before shift or on shift, 
he should be pulled off the clinical schedule 
and undergo a fit-for-duty evaluation. In many 
states, if a physician self-reports abuse to the 
medical board, the disciplinary action of the 
board is often more favorable than if the phy-
sician is reported by someone else. There are 
several national groups that facilitate physi-
cian rehabilitation and return to the work-
place. Normally, an employer may not take 
action against the employee because the em-
ployee has exercised the right to partake in the 
Family and Medical Leave Act 

(FMLA) for treatment for substance 
abuse.8 However, if the employer has an es-
tablished policy applied in a nondiscrimina-
tory manner that has been communicated to 
all employees and that states under certain 
circumstances an employee may be terminat-
ed for substance abuse, pursuant to that pol-
icy the employee may be terminated whether 
or not the employee is presently using leave 
under the FMLA. �
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Thank You

ACEP proudly recognizes these groups that have  
ALL eligible emergency physicians  

enrolled* as members. 

For more information about how your group can participate in the 100% Club, please contact Kelly Govan at 800-798-1822, ext. 3186 or kgovan@acep.org

Visit acep.org/grouprecognition for program details

*as of April 2017
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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

ous conditions like spinal epidural abscess, 
osteomyelitis, cauda equina syndrome, and 
pathological fractures. Multiple red flag lists 
have been published to help physicians iden-
tify patients at risk for some of these serious 
conditions (eg, TUNA FISH, see Table 1). While 
no list is complete, they can be helpful.

Patient demands for imaging can be anoth-
er source of frustration.  The ACEP Choosing 
Wisely recommendation encourages physi-
cians to avoid lumbar spine imaging: 

Avoid lumbar spine imaging in the 
emergency department for adults 
with non-traumatic back pain unless 
the patient has severe or progressive 
neurologic deficits or is suspected 
of having a serious underlying con-
dition (such as vertebral infection, 
cauda equina syndrome, or cancer 
with bony metastasis).

An additional frustration is the lack of 
efficacious treatments for low back pain.  
Acetaminophen has been shown not to affect 
recovery time compared to placebo.1 Add-
ing cyclobenzaprine or oxycodone/acetami-
nophen to naproxen alone was shown not to 
improve functional outcomes.2

There are also concerns about the appropri-
ate use of opioids. ACEP has a clinical policy 
on prescribing opioids and specifically ad-
dresses ED patients with acute low back pain.3 
It gives three Level C recommendations:

For the patient being discharged from the 
emergency department with acute low back 
pain, the emergency physician should ascer-
tain whether nonopioid analgesics and non-
pharmacologic therapies will be adequate for 
initial pain management.

Given a lack of demonstrated evidence of 
superior efficacy of either opioid or nonopioid 
analgesics and the individual and community 
risks associated with opioid use, misuse, and 
abuse, opioids should be reserved for more se-
vere pain or pain refractory to other analgesics 
rather than routinely prescribed.

If opioids are indicated, the prescription 
should be for the lowest practical dose for a 
limited duration (eg, one week), and the pre-
scriber should consider the patient’s risk for 
opioid misuse, abuse, or diversion.

Finally, it is important to be supportive of 
patients with acute low back pain while at the 
same time setting realistic expectations. They 
need to know that their pain may not be 100 
percent relieved in the emergency department 
and that symptoms could persist for weeks or 
even months.4–6 

Clinical Question 
In patients with acute nontruamatic, non-
radicular low back pain, will a short course of 
diazepam added to naproxen improve func-
tional outcomes at one week?

Reference 
Friedman BW, Irizarry E, Solorzano C, et al. 
Diazepam is no better than placebo when add-
ed to naproxen for acute low back pain (pub-
lished online ahead of print Jan. 19, 2017). Ann 
Emerg Med. pii:S0196-0644(16)31214-8.

• Population: Adult patients presenting to 
the emergency department with acute low 
back pain ≤2 weeks of duration that caused 
functional impairment (score >5 on the 
Roland-Morris Disability Questionnaire 
[RMDQ]) and discharged home. 

• Exclusions: Radicular pain, pain >2 weeks 
or a baseline low pain frequency of at least 
once per month, absence of other non-
musculoskeletal causes of pain, no direct 
trauma to the back, unavailable for follow-
up, pregnant or breastfeeding, those with 
chronic pain syndrome, and those allergic 
or intolerant to the use of the investigation-
al medications. 

• Intervention: Educational session, nap-
roxen 500 mg PO every 12 hours as needed, 
plus diazepam 5–10 mg PO every 12 hours 
as needed.  

• Comparison: Educational session, nap-
roxen 500 mg PO every 12 hours as needed, 
plus 1–2 placebo every 12 hours as needed.  

• Outcome: 
 · Primary:Improvement in the RMDQ 
score between ED discharge and one 
week follow-up.
 · Secondary: Pain intensity at one week 
and three months measured on a four-
point descriptive scale and adverse 
events. 

Authors’ Conclusions 
“Among ED patients with acute, nontrau-
matic, nonradicular low back pain, naproxen 
plus diazepam did not improve functional out-

comes or pain compared with naproxen plus 
placebo one week and three months after ED 
discharge.”

Key Results 
The study enrolled 114 patients (mean age mid-
30s and about 55 percent men). 

Primary Outcome: No improvement in 
functional outcome at one week when diaz-
epam was added to naproxen. Both groups 
improved by 11 points on the RMDQ.

Secondary Outcome: Pain intensity at 
one week and three months was comparable 
between the two groups. Adverse events were 
infrequent and comparable between the two 
groups, with no serious unexpected adverse 
events reported. 

Evidence-Based  
Medicine Commentary 
Inclusion/Exclusion: Only 21 percent (114 of 
545) of the patients screened were included in 
the study. This limits the results to only a spe-
cific subset of patients presenting to the emer-
gency department with back pain.

Recall Bias: Many of the inclusion/exclu-
sion criteria and RMDQ were susceptible to 
recall bias, an error that can occur when par-
ticipants are asked to remember events or ex-
periences for a study.

Patient Population: Patients were re-
cruited from an urban health care system in a 
socioeconomically depressed population. So-
cioeconomic factors may be associated with 
back pain outcomes, and these results may not 

necessarily apply to other patient populations.  
Unbalanced Groups: Patients in the diaz-

epam arm were more likely to be unemployed. 
This is a known prognostic factor in recovery 
in back pain patients. 

Blinding: Patients in the benzodiazepine 
group may have been unblinded. While the au-
thors reported no difference in those feeling 
dizzy or tired “a lot,” they did not report how 
many participants felt these side effects “a lit-
tle.” However, you would expect any lack of 
blinding to have favored the diazepam group. 

Bottom Line 
Diazepam should not be routinely added to a 
NSAID for outpatient management of acute, 
nontraumatic low back pain patients present-
ing to the emergency department.

Case Resolution 
The man is encouraged to use his naproxen if 
he feels it provides some benefit, stay active, 
follow up with his primary care physician, and 
return to the emergency department if any red 
flags develop. He also is reassured that symp-
toms may persist for weeks to months. 

Thank you to Anand Swaminathan, MD, 
MPD, from Core EM  and EM:RAP for his help 
with this review. Dr. Swaminathan is an assis-
tant professor of emergency medicine in the 
department of emergency medicine at NYU/
Bellevue Hospital in New York City.  

Remember to be skeptical of anything you 
learn, even if you heard it on the Skeptics’ 
Guide to Emergency Medicine. �
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Table 1: Red Flag Symptoms of Back Pain
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Milking Migraines
Comparing the use of propofol to other agents for treatment of migraines
by TERRANCE MCGOVERN, DO, MPH; 
AND JUSTIN MCNAMEE, DO

Migraines remain a common present-
ing complaint in the emergency de-
partment. Accounting for 2.1 million 

visits annually, they can be one of the most 
frustrating conditions to take care of.1,2 Near-
ly 45 percent of migraine sufferers receive the 
wrong treatment in the emergency depart-
ment, which may lead to poor patient satis-
faction and frequent bounce backs.3 When 
your department’s “migraine cocktail” doesn’t 
work and you’ve even tried dipping into some 
dexamethasone or sumatriptan without much 
success, you are probably out of options. Most 
emergency physicians around the country are 
comfortable with using propofol for rapid-se-
quence intubation and procedural sedation, 
but what about for migraines? 

A group working in an outpatient head-
ache and pain clinic was the first to acciden-
tally discover the beneficial effects of propofol 
on intractable headaches.4 Krusz et al began 
noticing a trend after their patients were given 
a preprocedural dose of propofol for its anxio-
lytic and antiemetic properties: the patients’ 
headaches would nearly disappear.4 This 
occurred in six patients prior to receiving a 
nerve block. The group then began to study 
this treatment more formally. They enrolled 77 
patients who had a refractory headache un-
responsive to their typical rescue medication 
regimen from their outpatient clinic. Propofol 
was administered in 20–30 mg boluses every 
three to five minutes intravenously, with an av-
erage total dose of 110 mg needed to complete-
ly abolish the headache or achieve maximal 
reduction. There was a pain reduction of 95.4 
percent on a 0–10 visual analog scale (VAS) in 
the 77 patients enrolled, with 82 percent hav-
ing complete resolution of their headache. 
Unfortunately, the doses were not reported as 
mg/kg doses, which makes it difficult to apply 
to different populations, but they did report 
that none of their patients fell asleep or lost 
consciousness during treatment with propo-
fol. This study gave rise to multiple case re-
ports and even some randomized trials. 

Propofol Versus Dexamethasone
The use of dexamethasone in the treatment 
of migraines has been well researched but 
with conflicting results. When used in con-
junction with other medications, it appears 
to help, but when used alone, it may not be as 
efficacious.5–9 Its benefit in preventing recur-
rent or relapsing migraines arguably may be 
its biggest benefit.10–12 In a prospective, double-
blind, randomized, controlled trial (DBRCT), 
dexamethasone 0.15 mg/kg (max 16 mg) was 
compared to 10 mg aliquots of propofol every 
five to 10 minutes (max 80 mg) in 90 adult pa-
tients diagnosed with a migraine headache 
(defined by the International Headache Soci-

ety).13 The two groups were not significantly 
different in terms of age, sex, symptoms, 
and VAS pain score prior to treatment. When 
comparing the rate of response to treatment, 
propofol was faster and more efficacious than 
dexamethasone when using the VAS as the 
marker for resolution.13 This study was done 
in Iran, where they do not have access to intra-
venous NSAIDs or sumatriptan, and thus lacks 
generalizability to the United States since the 
majority of practitioners are not using dexa-
methasone as a single agent for treating mi-
graines in the emergency department. 

Propofol Versus Sumatriptan
In another DBRCT, propofol was compared 
to sumatriptan as a rescue medication in the 

emergency department setting.14 Ninety adult 
patients between the ages of 18 and 45 with the 
diagnosis of an acute migraine attack were ran-
domly assigned to either receive 6 mg of sub-
cutaneous sumatriptan or a 30–40 mg bolus of 
propofol, with intermittent dosing of 10–20 mg 
to achieve a Ramsay Sedation Scale score of 3 
to 4 (ie, responding to commands or a stimu-
lus). The propofol cohort had significantly less 
pain 30 minutes after administration com-
pared to the sumatriptan group, but the pain 
reduction evened out after one and two hours. 
There were no instances of hemodynamic in-
stability or desaturation (<90 percent). Addi-
tionally, the recurrence rate for sumatriptan 24 
hours after discharge was found to be 55.3 per-
cent, whereas propofol was only 17.1 percent.  

Conclusion
There are some practical limitations that can 
be expected with the use of propofol for treat-
ing migraines. Are you really going to stay in 
the room for 30–60 minutes to rebolus propo-
fol and monitor the patient, while the waiting 
room piles up and there is an emergency de-
partment full of patients waiting to be seen? 
While we do have some randomized trials 
comparing propofol to dexamethasone and 
sumatriptan, neither of these are the current 
standard for the initial management of head-
aches in the emergency department. We need 
more formal studies comparing propofol to 
our current “migraine cocktails” that we use 
in the United States. For now, propofol is prob-
ably just another trick up your sleeve that you 
can use safely in the emergency department 
if you are willing to devote some time to that 
patient; otherwise, I don’t know if we’re quite 
ready to start milking all migraines when they 
hit the door. �
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Propofol

Nearly 45 percent of migraine sufferers 
receive the wrong treatment in the emergency 
department, which may lead to poor patient 
satisfaction and frequent bounce backs.
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Fluids: The Enemy of  
Everything in the Airway
Tips and tricks to manage gushers 
by RICHARD M. LEVITAN, MD, FACEP; 

YEN CHOW, MD; & JIM DUCANTO, MD

It has long been assumed in emergency 
airway management that the fundamen-

tal priorities are oxygenation and ventilation. 
Apart from instances of severe acidosis with 
compensatory respiratory alkalosis, ventila-
tion is rarely as time critical as oxygenation. 
Desaturation and severe hypoxemia kills in 
seconds to minutes; the lack of ventilation 
causes a buildup of carbon dioxide and even-
tually acidosis, but it is only critical when pa-
tients start out severely acidotic (eg, diabetic 
ketoacidosis, salicylate overdose, acute renal 
failure, rhabdomyolysis, etc.). 

Next to oxygenation, the priorities of 
emergency airway management are the man-
agement of fluids and the prevention of regur-
gitation and aspiration. Fluid regurgitation 
and vomiting has been underaddressed as a 
life threat in emergency airways.

Every seasoned clinician has encountered 
clinical situations where fluids impeded la-
ryngoscopy and ventilation. Fluids are, in 
fact, the enemy of everything in the airway. 
They make direct and video laryngoscopy 
more challenging because they obscure land-
marks. Look-around-the-curve video devices 
fail when fluid splatters across the optical el-
ement. Endoscopes are particularly useless 
when there is significant fluid in the airway 
as it is nearly impossible to keep the lens clean 
and discern an open pathway. 

The most serious threat of fluids in the air-
way is not with laryngoscopy but rather with 
oxygenation. Apneic oxygenation, bag-mask 
ventilation, and rescue devices like the la-
ryngeal mask airway and King LT all function 
poorly, if at all, when there is a high volume 
of fluid in the airway. In fact, there is only one 
airway management technique that can over-
come massive fluids in the upper airway: cut-
ting the neck. Cricothyrotomy, with a cuffed 
tube in the trachea, separates the airway from 
the shared aerodigestive tract through which 
all other means of oxygenation are dependent 
upon. When fluids are uncontrollable, it may 
be the only option and must be done quickly.

Dr. DuCanto, an anesthesiologist with a 
unique passion for the airway, created a vom-
iting mannequin on which to practice intuba-
tion in the face of massive fluids. Dr. Levitan 
has been lucky enough to teach with him and 
Dr. Chow. Dr. DuCanto and Dr. Chow have 
thought about vomit in the airway more than 
anyone else on the planet.

The following tips and tricks for managing 
fluids in the airway are a combination of Dr. 
Levitan's suggestions and techniques from Dr. 
DuCanto and Dr. Chow.
1. Preoxygenate as upright as possible. 

This will give patients the longest safe ap-

nea time, and is especially critical in obese 
patients. Do this with a standard nasal can-
nula and a mask (either continuous positive 
airway pressure therapy, bag-valve mask, or 
non-rebreather mask). Positive end-expir-
atory pressure (PEEP) is essential in many 
obese patients and those with fluid-filled 
alveoli. Single-use disposable PEEP valves 
should be on every bag-valve mask in the 
ED (see Figure 1).

2. Decompress the gastrointestinal  bleed-
ers and bowel-obstructed patients with 
an nasogastric (NG) tube before induc-
tion. The volume of fluid that can come 
up in these instances can be catastrophic. 

I prefer to remove the NG tube (suctioning as 
it is withdrawn) just prior to laryngoscopy 
(but after induction) because I don’t want to 
work around it during intubation. In situa-
tions where the fluids are just not stopping, 
I would leave it in during the intubation and 
work around the NG.

3. Positioning is critical during intubation. 
Head elevation is best for opening alveoli, 
especially in obese patients. In fluid-filled 
airways, you want the fluids to go posteri-
orly into the esophagus. Also, as fluid fills 
the esophagus when muscular tone is lost 
from rapid-sequence intubation (RSI) or un-
consciousness, you want gravity to keep it 

from going into the pharynx. In the sickest of 
these patients, an upright intubation, either 
facing the patient or the operator standing 
on the bed or stool, may be best.

4. Have two suction setups with the larg-
est suction catheters available. Test them 
before induction. It’s amazing how compli-
cated the suction setups seem in the midst 
of chaos; getting the right tubing connected 
to the correct ports on the canister can be a 
challenge. This should be done before start-
ing the procedure. A standardized location 
for the suction is best as it can be difficult 
to find and is easily knocked to the ground 
when things become chaotic. We suggest 
that they be tucked under the right shoulder 
or corner of the bed. Large-bore rigid suc-
tion catheters are available from at least two 
medical device companies and can be a tre-
mendous upgrade in the handling of fluids. 
The two principle products in the United 
States are the Big Yank by ConMed and the 
DuCanto catheter by SSCOR, Inc. (Dr. Du-
Canto, invented this device, and he receives 
royalties on this product.) Tracheal tubes 
can also be used as suction devices when 
connected to suction tubing either with a 
meconium aspirator or by flipping the en-
dotracheal tube connector around on a 7.0 
to 8.0 mm tracheal tube (see Figure 2). An-
other option is to use a meconium aspirator 
connected to an adult-sized tracheal tube.1

5. Suction before blade insertion. It makes 
no sense to immerse a video device into the 
fluid pool. Even a direct laryngoscope is 
compromised if the light is buried in the 
fluid. The rigid suction catheter can be 
used to assist control of mouth opening 
and tongue control during initial laryn-
goscope blade insertion to improve the ef-
ficiency of laryngoscopy and potentially 
improve success at first-pass laryngosco-
py.  Dr. DuCanto and Dr. Chow  advocate 
using the rigid suction catheter as a means 
of opening the mouth, manipulating the 
tongue, and draining fluids to progressive-
ly expose landmarks.

6. After suctioning with one Yankauer 
or other device, place this first suction 
catheter to the left of the laryngoscope 
blade into the hypopharynx (below the 
larynx), where it can continue to drain flu-
ids from the esophagus while reducing its 
potential to evacuate supplemental oxygen 
supplied via the nasal cannula. In this posi-
tion, the rigid suction catheter will be held 
by the laryngoscope blade (medially) and 
the patient's pharynx (laterally) (see Fig-
ure 3). Some Yankauer catheters require a 
vent hole to be occluded in order to gener-
ate suction; tape up the vent hole if needed 

DR. CHOW is assistant pro-
fessor in emergency medi-
cine/family practice at the 
Northern Ontario School of 
Medicine in Thunder Bay.

DR. LEVITAN is an adjunct 
professor of emergency med-
icine at Dartmouth College's 
Geisel School of Medicine in 
Hanover, New Hampshire.

DR. DUCANTO is a staff 
anesthesiologist and director 
of simulation center at Aurora 
St. Luke’s Medical Center in 
Milwaukee. 
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Figure 1 (ABOVE): PEEP valve attached to bag-valve mask. Notice 
nasal cannula under the mask, as well as hand positioning of op-
erators. The first operator holding the bag has his hand under the 
bag for balance. The second operator is holding the mask tightly 
against the patient’s face while actively moving the mandible for-
ward at the same time. This patient positioning and two-operator 
coordination are far superior to trying this flat and pushing the 
mask down onto the mandible.

Figure 2 (LEFT): Flipping over the connector of a 7.0–8.0 mm tra-
cheal tube, allowing it to be connected to standard suction tubing.

Figure 3 (BELOW): Two suction catheters during laryngoscopy. 
The operator has stabilized the first catheter in the hypopharynx 
with the left hand (with same hand holding the laryngoscope). 
The second catheter is in the operator’s right hand, being used for 
additional suctioning, immediately before placing the tube. 
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Occult Knee Dislocation
Spot this rare but potentially devastating injury 
by ANTON HELMAN, MD, CCFP(EM), FCFP

The Case
A 40-year-old man lost control while driving and collided 
into a barrier at 45 miles per hour. He was belted, no airbag 
was deployed, and there was no passenger intrusion. He 
did not lose consciousness and had full recollection of the 
event. He only complained of severe right knee pain. 

On examination, his primary survey was unremarkable. 
On secondary survey, there were no signs of head injury, but 
there was slight cervical spine tenderness without thoracic 
or lumbar spine tenderness. His chest and abdominal ex-
ams were normal. His focused assessment with sonography 
for trauma (FAST) exam was negative. His pelvis was stable. 
His extremity exam revealed a swollen tender right knee 
with an obvious effusion and very limited range of motion.

Discussion
One of the differential diagnoses that we don’t often think 
about is that of the occult knee injury. A cognitive forcing 
strategy should be employed every time we are confronted 
with a patient who presents to the emergency department 
with a significant knee injury but has a normal or near nor-
mal X-ray: 

1. Quadriceps tendon rupture
2. Patella tendon rupture
3. Lateral tibial plateau fracture
4. Knee dislocation with spontaneous reduction
5. Locked knee
6. Compartment syndrome

Here, we will review some physical exam pearls to help 
improve our assessment of the knee and elucidate pitfalls 
in the diagnosis and management of one of the more seri-
ous but rare occult knee injuries. Spontaneously reduced 
occult knee dislocation is often missed and may result in 
ischemic complications culminating in limb amputation.

Knee Examinations in Patients with Severe Knee 
Pain
Many patients who have suffered an acute knee injury will 
experience pain that limits the physical exam. Clinicians 
may short-change their examination of the knee because 
they don’t want to cause more pain. Nonetheless, there are 
several tips to help patients relax enough to help facilitate 
provocative testing and the essential maneuvers. First, pa-
tients must be supine on a stretcher (not sitting in a chair), 
with both knees fully exposed. Place a pillow or roll un-
der the distal femur so that the knee is relaxed at about 20 
degrees of flexion to allow for provocative knee testing. If 
necessary, inject 3 mL of 1% lidoocaine into the knee joint 
before attempting provocative maneuvers.

The Case Continued 
After placing a roll under the patient’s distal femur and in-
jecting the knee joint with lidocaine, a full knee exam, in-
cluding neurovascular examination of the lower extremity, 
was completed. This revealed normal pedal pulses bilater-
ally. However, there was significant ligamentous laxity of 
the knee. After the cervical spine was cleared and the pa-
tient was observed for six hours with serial examinations, 
he was placed in a full leg posterior splint and sent home 
with orthopedic follow-up. 

Three days later, the patient returned to the emergency 
department with severe foot pain and a cold, pulseless foot. 
Emergency vascular surgery was performed for a massive 
popliteal thrombosis; he never recovered full function of 
his right lower extremity.

When to Suspect an Occult Knee Dislocation
About 20 percent to 50 percent of all knee dislocations spon-
taneously reduce before patients arrive at the emergency 
department, and while patients may feel a shift of the knee 
joint, they may not recognize that their knee is dislocated. 
One pitfall in the history is assuming that a low-energy 
mechanism cannot cause a knee dislocation. A low-energy 
mechanism such as stepping off a curb in patients with a 
body mass index greater than 40 accounts for a significant 
proportion of missed occult knee dislocations. One study 
found that 47 percent of knee dislocations were due to low-
energy trauma (eg, slips and falls), with 75 percent being in 
obese patients. Obese patients with low-energy trauma were 
more likely to have associated neurovascular injury than 
high-energy trauma patients in this cohort.

If patients have severe knee pain and a large effusion, 
check for a “loose knee.” Sometimes it is obvious that there 
is multidirectional ligamentous laxity when the examiner 
stabilizes the thigh and attempts to move the lower leg with 
the knee slightly flexed. A helpful rule of thumb is three 
of four knee ligament disruptions should be considered a 
knee dislocation until proven otherwise. Another clue: if pa-
tients complain of the knee buckling and are found to have 
a foot drop, then a knee dislocation should be suspected as 
the dislocation can cause a common peroneal nerve palsy. 
Lastly, upon lifting the patients’ legs by their heels, the dis-
located knee may fall into hyperextension compared to the 
contralateral knee.

Workup of Suspected Knee Dislocation
The presence of normal distal pulses does not preclude oc-
cult popliteal artery injury as this has been shown to have 
a rate of 5 percent to 15 percent when normal pulses are 
present.

Ankle brachial index (ABI) and Doppler ultrasound im-
aging may miss small intimal injuries that clot after a few 
days. The gold standard is an arteriogram, but CT angio-
gram is more readily available. 

Until recently, all patients with suspected knee disloca-
tion underwent CT angiogram to assess for vascular injury. 
However, since the vast majority of patients who do have 
a vascular injury but have normal serial neurovascular ex-
ams and normal serial ABIs have intimal tears that do not 
require surgery, some experts recommend simply adminis-
tering anticoagulants and admitting patients for observa-
tion without performing a CT angiogram.

If you suspect an occult knee dislocation, immediately 
consult orthopedics as revascularization within six to eight 
hours of popliteal artery injury is recommended to prevent 
ischemic complications. 

Occult Knee Dislocation Take-Home
Don’t send home patients who tell you that it felt like their 
knee shifted out of place and they have a big swollen knee 
with laxity in multiple directions on exam until you’re sure 
they haven’t had a vascular injury related to a spontaneous-
ly reduced knee dislocation. Even if they have palpable pe-
ripheral pulses and a normal ABI, speak to your orthopedic 
surgeon, considering a CT angiogram to rule out a popliteal 
injury, and admit. Remember to have a high index of suspi-
cion in any obese person with even a low-force mechanism. 

A special thanks to Dr. Arun Sayal and Dr. Hossein Meh-
dian for their participation in the EM Cases podcast on which 
this article is based. �

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).
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Above: posterior knee dislocation. Below: anterior knee dislocation.
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We Are Not Alone
EM Docs share leadership goals and tips for treating pain and charting 

by K. KAY MOODY, DO, MPH

EM Docs is evolving! The original intent was to share 
the joys and challenges of practicing emergency 

medicine. Currently, upon the writing of this article, there are 
12,590 members, with 99 awaiting verification. EM Docs con-
tinues to be an oasis of wellness for emergency medicine phy-
sicians around the world by bringing us out of isolation and 
providing a safety net for one another. The educational aspect 
is growing. Knowledge translation is accelerating by creating a 
network of learners and educators. Some residency programs 
have started using EM Docs discussions as a springboard for 
academic discussions. 

Physicians as CEOs
There has been much discussion on EM Docs regarding phy-
sician-led care. The top hospitals, according to U.S. News & 
World Report, are disproportionately led by physician CEOs. 

Currently, too many decisions that affect patient care are 
made without physician input. For example, on EM Docs, our 
poll demonstrated that almost 100 percent of the time, when 
a physician determines that their emergency department has 
reached a dangerous level and is at an unsafe number of pa-
tients, the decision to divert is made by an administrator, some-
one with no patient care experience, someone who is not in 
the emergency department or able to see the surge of critical 
patients. The decision seems to be financial rather than based 
on patient safety. Many EM Docs feel this represents a conflict 
of interest. 

Some EM Docs are currently studying for their MBAs, law 
degrees, and MHAs. Most agree that they would like to see peo-
ple with medical know-how in charge. Many pointed out in 
our discussions that MBAs are a “dime-a-dozen” and it is more 

about experience, saying, “There is no MBA that can match 
what an MD [physician] with experience brings to the table.” 
One made the point that “the letters certainly open doors.” Car-
rie de Moor, MD, a board-certified emergency physician who is 
CEO of multiple freestanding emergency departments in Texas 

said, “Physician-owned and -led hospitals are proven more 
profitable with better patient experience. Medicine should be 
led across the board by doctors.” One EM Docs member said 
that her two-physician family chose a hospital partly because 
it was physician-led. 

Success Stories of Lidocaine
So many EM Docs continue to share success stories in the quest 
to avoid opioids. The use of lidocaine for headache and for re-
nal colic has gotten recent attention on the site. For headaches, 
you can nebulize 2 mL of 2% lidocaine (without epi) mixed with 
1 mL of normal saline. For renal colic, administer 1.5 mg/kg of 
2% lidocaine (maximum dose 200 mg) mixed with 100 mL of 
normal saline given over 10 minutes (or longer to avoid nausea 
and lightheadedness). 

Tips for Getting Charts Done
EM Docs continue to “poll” one another for tips and tricks of 
the trade. One recent discussion was about suggestions for get-
ting charts done during a shift to avoid staying late to finish 
them. Solutions? Scribes. Build macros and favorites. Chart 
as you go. Get two-thirds of the chart done after walking out 
of the room. Do the discharge papers when you do the chart 
for patients without a workup. For patients with workup, do 
orders, history of present illness, review of symptoms, physical 
examination, and initial medical decision making, save/share/
pend the note, and finish at disposition. Only stray from this 
for unstable patients. Take a laptop into the room, ask a few 
open-ended questions, and do the orders and the note while 
patients talk. It keeps away distractions and nurses and staff 
asking you to do something else. If there is an emergency, the 
staff will find you. Patients are happy because they think you 
are transcribing every word.  �

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
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 A self-portrait of Dr. Moody. 

to provide continuous suction. (This is one 
of design advantages of Dr. DuCanto’s cath-
eter—there is no vent hole.)

7. Use a second suction device to suction 
the hypopharynx (with the right hand) im-
mediately before placing the tracheal tube. 

8. Pay particular attention to progressive 
visualization of landmarks in the setting 
of massive fluids. Find the palatal arch, 
the uvula, and the horizontal edge of the 
epiglottis, and work the suction tip deep-
er until the posterior cartilages and glottic 
opening are seen (see Figure 4).

9. Check the cuff after placement. Proper 
inflation and seal are especially important. 
Verify end-tidal CO2, check the post-intuba-
tion X-ray, and make sure to return the NG 
tube to suction.
Some institutions have subglottic suc-

tion tubes. These tubes have a thick sidewall 
(about a millimeter thicker than a standard 
tube) and port that is just above the cuff. This 
allows suctioning of fluids below the cords but 
above the cuff of the tube. These tubes mark-
edly reduce the incidence of ventilator-asso-
ciated pneumonia. They are made by several 
different manufacturers and would be a good 

idea in situations where blood or secretions 
are prodigious. I am not sure it would have any 
benefit in situations with vomitus, depending 
on the particulate size, as the subglottic suc-
tion hole is relatively small.

Two final points: Have surgical airway 
tools ready. If intubation from above is im-
possible, the only way to oxygenate your pa-

tient may be a cricothyrotomy. It should be at 
the bedside and should be discussed with eve-
ryone on the team. This lowers the cognitive 
threshold for making the decision. Most sur-
gical airways fail not because of technical dif-
ficulty but because they are initiated on dead 
patients. If intubation from above is unsuc-
cessful, cut before the patient codes.

Lastly, gown up and use eye protection. 
In the words of Mike Tyson, “Everyone has a 
plan, until they get hit in the face!” �

Reference
1. Weingart S. A novel set-up to allow suctioning during 

direct endotracheal and fiberoptic intubation. EMCrit 
website. Available at emcrit.org/blogpost/ett-as-suction-
device. Accessed on April 25, 2017. 
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Figure 4: Image sequence for landmark visualization in the setting of massive fluids.
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Testing, Testing
Understanding the data on 
diagnostic testing allows 
for the development of new 
metrics as quality indicators 

by JAMES AUGUSTINE, MD, FACEP

Emergency departments have appropri-
ately developed a role as the diagnostic 
and treatment center of excellence (and 

availability) in the health system. Diagnostic 
testing has changed over the years but still 
consists mostly of obtaining and analyzing 
blood, urine, and other body fluids; obtaining 
tracings of electrical activity in the body; and 
obtaining images of the body using a broad 
range of modalities (ionizing radiation, mag-
netic resonance, positron emissions, and ul-
trasound). These sophisticated tools provide 
unprecedented evaluation of patients present-
ing with a wide array of illness and injury. 

There is significant interest in the use of di-
agnostic testing, particularly imaging, in the 
emergency department. Quality measures are 
being developed that compare the use of di-
agnostic procedures among different emer-
gency departments and among individual 
practitioners. It is necessary to have histori-
cal comparatives and trend data on the use 
of diagnostics to prepare for the use of new 
metrics as quality indicators. It is also neces-
sary to understand the difference in utilization 
among emergency departments that serve dif-
ferent patient populations. 

The Emergency Department Benchmark-
ing Alliance (EDBA) uses a voluntary data 
submission process for a large number of 
emergency departments and has collected 
and reported on data through the year 2016. 
Definitions for the various performance meas-
ures are uniform.1 The EDBA measures ED uti-
lization of diagnostic testing in the number of 
procedures performed per 100 patients seen. 
The latest survey is compiling data from ap-
proximately 1,400 emergency departments 
that saw 55 million patients in 2016 and re-
ports in cohorts based on type and volume of 
patients seen in the emergency department 
(see Table 1). The data would be considered 
“macro data” in measuring the performance 
of the entire large set of emergency depart-
ments and not for individual emergency phy-
sician performance.

Table 1 shows differences in utilization of 
diagnostic testing based on volume served 
and patient population that is predominant-
ly served in the emergency department. There 
are very significant increases in use of diag-
nostic testing in adult-serving emergency de-
partments when compared to those serving 
pediatric populations. Pediatric emergency 
departments only use CT imaging about four 
times per 100 patients seen. Plain diagnos-
tic X-rays show little difference in utilization 

CONTINUED on page 22

DR. AUGUSTINE is chair of the National Clinical Governance 
Board of US Acute Care Solutions in Canton, Ohio; clinical 
professor of emergency medicine at Wright State University 
in Dayton, Ohio; vice president of the Emergency Department 
Benchmarking Alliance; and on the ACEP Board of Directors.

BENCHMARKING 
ALLIANCE

BRINGING DATA 
TO THE 

BEDSIDE

Table 1: ECG and Imaging Procedure Utilization per 100 Patients in 2016 by EDBA Data Cohort

ED TYPE ECGS MRI PROCEDURES 
ULTRASOUND 
PROCEDURES CT PROCEDURES

SIMPLE X-RAY 
PROCEDURES 

All EDs (N=1,400) 27 1.6 7 20 42

Under 20K volume 20 0.6 3 17 40

20–40K 22 1.0 6 19 41

40–60K 27 1.5 7 22 44

60–80K 29 1.7 7 22 45

80–100K 29 1.9 8 24 48

Over 100K volume 32 1.9 8 24 46

Pediatric EDs 3 0.8 4 4 25

Adult EDs 34 1.8 7 26 49

Freestanding EDs 20 5 16 41

Table 2: ECG and Imaging Procedure Utilization per 100 Patients, EDBA Data Surveys Trend Data

YEAR ECGS PER MRI PROCEDURES
ULTRASOUND 
PROCEDURES CT PROCEDURES

SIMPLE X-RAY 
PROCEDURES

2016 27 1.6 7 20 42

2015 25 1.5 6 21 44

2014 26 1.2 5 20 46

2013 26 1.3 4 20 46

2012 26 1.1 N/A 20 48

2011 26 N/A N/A 22 48

2010 23 N/A N/A 22 44

2009 23 N/A N/A 21 43

2008 22 N/A N/A 22 44

2007 20 N/A N/A 22 48

2006 19 N/A N/A 22 48

2005 18 N/A N/A 18 48

Table 3: Diagnostic Utilization and Acuity Characteristics of Trauma and Non-Trauma Centers, EDBA Data Survey 2016

 
ADULT LEVEL I AND II 
TRAUMA CENTERS

ALL LEVEL I AND II 
TRAUMA CENTERS

LEVEL III AND IV TRAUMA 
CENTERS 

NO TRAUMA CENTER 
DESIGNATION

Number of Hospitals 81 285 234 840

High Acuity % 73% 68% 67% 63%

Admit % 25% 22% 15.5% 14.6%

EMS Arrival % 26% 23% 16% 15%

Median Length of Stay 
(mins)

274 226 163 169

X-rays Per 100 50 46 42 44

CT Per 100 26 23 19 20

MRI Per 100 2.0 1.8 1.0 1.0
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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

NORTH FLORIDA 
Fort Walton Beach Medical Center 
(Ft. Walton Beach) 
Oviedo Medical Center (Oviedo) 
Bay Medical Center (Panama City) 
Bay Medical FSED (Panama City) 
Gulf Coast Regional Medical 
Center (Panama City) 
CENTRAL FLORIDA
Blake Medical Center (Bradenton) 
Oak Hill Hospital (Brooksville) 
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) 
Lakewood Ranch FSED (Sarasota) 
Brandon Regional Hospital
(Tampa Bay) 
Citrus Park ER (Tampa Bay) 
Medical Center of Trinity 
(Tampa Bay) 
Northside Hospital (Tampa Bay) 
Palm Harbor ER (Tampa Bay) 
Regional Medical Center at 
Bayonet 
Point (Tampa Bay) 
Tampa Community Hospital 
(Tampa Bay) 
SOUTH FLORIDA
Broward Health, 4-hospital system
(Ft. Lauderdale)   
Northwest Medical Center
(Ft. Lauderdale) 
Plantation General Hospital 
(Ft. Lauderdale)   
University Medical Center (Ft. 
Lauderdale)   
Westside Regional Medical Center 
FSED (Ft. Lauderdale)   
Lawnwood Regional Medical 
Center (Ft. Pierce) 
Raulerson Hospital (Okeechobee) 

St. Lucie Medical Center 
(Port St. Lucie) 
Palms West Hospital 
(West Palm Beach) 
JFK North (West Palm Beach)
GEORGIA
Cartersville Medical Center 
(Cartersville) 
Newton Medical Center (Covington) 
Habersham Medical Center 
(Demorest) 
Fairview Park (Dublin) 
Piedmont Fayette Hospital 
(Fayetteville) 
Coliseum Medical Center (Macon) 
Mayo Clinic at Waycross 
(Waycross) 
INDIANA 
Terre Haute Regional Hospital 
(Terre Haute) 
KANSAS
Menorah Medical Center 
(Overland Park) 
KENTUCKY
Greenview Regional 
(Bowling Green) 
TJ Health Cave City Clinic 
(Cave City) 
Frankfort Regional (Frankfort) 
Pavilion Urgent Care Clinic 
(Glasgow) 
TJ Samson Community Hospital
(Glasgow) 
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 
(Independence)

Research Medical Center 
Brookside (Kansas City)
Liberty Hospital (Liberty)
Western Missouri Medical Center 
(Warrensburg)

NEW HAMPSHIRE
Parkland Medical Center (Derry) 
Portsmouth Regional Hospital 
(Portsmouth) 
Portsmouth Regional Hospital 
Seabrook ER (Seabrook) 
SOUTH CAROLINA 
McLeod Health, 4 hospital system 
(Dillon, Little River, Manning, Myrtle 
Beach) 
TEXAS 
CHRISTUS Spohn Hospital - Alice 
(Alice) 
CHRISTUS Spohn Hospital -  
Beeville (Beeville) 
CHRISTUS Hospital - St. Elizabeth 
(Beaumont)
CHRISTUS Hospital - St. Elizabeth 
Minor Care (Beaumont) 
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 Southeast Texas 
Outpatient Center - Mid County 
(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) 
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) 
VIRGINIA 
Spotsylvania Regional Medical 
Center (Fredericksburg)

LEADERSHIP 
OPPORTUNITIES
Greenview Regional 
(Bowling Green) 
Oak Hill Hospital (Brooksville) 
Golden Valley Memorial Hospital 
Clinton, MO) 
Northwest Medical Center 
(Ft. Lauderdale, FL)
 Assistant Medical Director 
CHRISTUS Jasper Memorial 
Hospital (Jasper, TX) 
Coliseum Medical Center 
(Macon, GA) 
EM Residency Program Director  
Aventura Hospital and Medical 
Center 
(Miami)   
HealthOne Emergency Care 
Fairmont  (Pasadena, TX) 
Brandon Regional Hospital 
(Tampa Bay, FL) Assistant Medical 
Director
Brandon Regional Hospital 
(Tampa Bay, FL) EM Residency 
Program Director 
Citrus Park ER (Tampa Bay, FL) 
Assistant Medical Director 

Medical Center of Trinity 
(Tampa Bay, FL) 
Assistant Medical Director
Terre Haute Regional
(Terre Haute, IN) 
Mayo Clinic at Waycross 
(Waycross, GA) 
 
PEDIATRIC EM 
OPPORTUNITIES
Broward Health Children’s 
Hospital (Ft. Lauderdale, FL) 
Northwest Medical Center 
(Ft. Lauderdale) 
Plantation General Hospital 
(Ft. Lauderdale, FL) 
Clear Lake Regional Medical 
Center (Houston, TX)
Coliseum Medical Center
(Macon, GA) 
Kingwood Medical Center
(Kingwood, TX) 
Centennial Medical Center
(Nashville, TN)
Gulf Coast Medical Center
(Panama City, FL) 
Overland Park Regional Medical 
Center (Overland Park, KS) 
Brandon Regional Hospital 
(Tampa Bay, FL) 
Mease Countryside Hospital 
(Tampa Bay, FL) 
The Children’s Hospital at Palms 
West (West Palm Beach, FL)

FULL-TIME,
PART- TIME, 

PER DIEM
AND TRAVEL 

OPPORTUNITIES! 

Ask about our referral bonus 
program. Refer a provider. 

Receive a bonus!
It’s that simple.

based on volume. Volume over 40,000 pa-
tients per year also results in more frequent 
use of testing, including 12-lead ECGs.

Table 2 displays the trend data for 11 years 
of comparison. There is a trend to increasing 
utilization of ECGs, ultrasound, and MRI im-
aging. MRI utilization across all emergency 
departments has now reached about 1.6 proce-
dures per 100 patients seen, but this increases 
to 2.0 in trauma centers. The reporting of MRIs 
has only occurred over the last five years, and 
the reporting of ultrasound has only occurred 
over the last four years, with each showing 
expanding use. The 11-year trend shows a de-
crease in the use of simple X-rays and a slight 
reduction in the use of CT imaging.

To further characterize performance, hos-
pitals have been sorted based on trauma cent-
er designation (see Table 3). The four cohorts 
are adult-serving Level I and II trauma cent-
ers, all Level I and II trauma centers, Level III 
and IV trauma centers, and all other emer-
gency departments. A comparison of these 
cohorts finds that designation of the hospital 
as a Level I or II trauma center is associated 
with a significant increase in the utilization 
of diagnostic imaging. In the subset of trauma 
centers serving a population that is almost ex-
clusively adults, there is a further increase in 
the use of imaging. 

The management of trauma volumes is as-
sociated with an overall increase in the acuity 

of patients as measured by the percentage of 
patients who are reported as CPT code 99284, 
99285, or 99291 (high acuity). Trauma desig-
nation also results in higher arrival rates by 
EMS, higher admission rates, and longer me-
dian lengths of stay for all patients served in 
the emergency department. There is about a 30 
percent difference in CT utilization based on 
higher-level trauma center status and a dou-
bling of the use of MRI procedures.

The emergency department has a critical 
and growing role as the diagnostic center for 
the medical community. This role is particu-
larly important for patients who are being 
evaluated for potential admission to the hos-
pital related to an acute episode of injury or 

illness. Because about 66 percent of inpatients 
are processed through the emergency depart-
ment, physicians are responsible for a dispro-
portionate share of diagnostic testing and the 
patient-flow issues related to it. Emergency 
physicians must understand the data on di-
agnostic testing in their department and have 
comparison data available. This will allow for 
better decision making by all parties involved 
in utilization management and the rate of use 
of diagnostic imaging as a marker of quality. �

Reference
1. Wiler JL, Welch S, Pines J, et al. Emergency department 

performance measures update: proceedings of the 2014 
Emergency Department Benchmarking Alliance Consen-
sus Summit. Acad Emerg Med. 2015;22(5):542-553. 
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Emergency Physicians of Tidewater (EPT) is a 
physician-owned, physician-run, democratic group 
oI $%(M�$2%(M eligible�certified (M physicians 
serving the Norfolk/Virginia Beach area for the past 
40+ years.  We provide coverage to 5 hospital-based 
EDs and 2 free-standing EDs in the area.  Facilities 
include a Level 1 trauma center, Level 3 trauma center, 
academic medicine and community medicine sites.  
All EPT physicians serve as community faculty to the 
EVMS Emergency Medicine residents.  EMR via EPIC.  
Great opportunities for involvement in administration, 
EMS, ultrasound, hyperbarics and teaching of medical 
students and residents.  9ery coPpetitive financial 
package and schedule.  Beautiful, affordable coastal 
living.  
Please send CV to eptrecruiter@gmail.com or call 
(757) 467-4200 for more information.

Discover the heart of the Golden State.

The Permanente Medical Group, Inc.

Central

California

EMERGENCY MEDICINE PHYSICIANS
Central California (Modesto/Manteca)
Robust Salary + $350,000
FORGIVABLE LOAN PROGRAM 
THE PERMANENTE MEDICAL GROUP, INC. (TPMG)
Our Central Valley Service Area is currently seeking BC/BE 
Emergency Medicine Physicians to join our department in Modesto 
and Manteca, California. 

• Physician-led organization–career growth and leadership 
• Professional freedom
• State-of-the-art facilities
• Multi-specialty collaboration and integration
• Technology driven
• Mission driven, patient care-centered and one of the largest
   progressive medical groups in the nation!

EXTRAORDINARY BENEFITS
• Shareholder track • Unparalleled stability–70 years strong
• Shared call  • Moving allowance
• No cost medical and dental • Malpractice and tail insurance
• Three retirement plans,  • Home loan assistance
   including pension   (approval required)
• Paid holidays, sick leave, education leave  (with generous stipend)

Life is good in the Central Valley: an hour from the Bay Area, an hour 
from the ski slopes, minutes from world-class wineries, excellent 
public schools, and affordable real estate (yes, in California).

Please send CV to: EDrecruitingCVA@kp.org

EMERGENCY MEDICINE PHYSICIANS
Central California (Modesto/Manteca)
Robust Salary + $350,000
FORGIVABLE LOAN PROGRAM 
THE PERMANENTE MEDICAL GROUP, INC. (TPMG)
Our Central Valley Service Area is currently seeking BC/BE 
Emergency Medicine Physicians to join our department in Modesto 
and Manteca, California. 

• Physician-led organization–career growth and leadership 
• Professional freedom
• State-of-the-art facilities
• Multi-specialty collaboration and integration
• Technology driven
• Mission driven, patient care-centered and one of the largest
   progressive medical groups in the nation!

EXTRAORDINARY BENEFITS
• Shareholder track • Unparalleled stability–70 years strong
• Shared call  • Moving allowance
• No cost medical and dental • Malpractice and tail insurance
• Three retirement plans,  • Home loan assistance
   including pension   (approval required)
• Paid holidays, sick leave, education leave  (with generous stipend)

Life is good in the Central Valley: an hour from the Bay Area, an hour 
from the ski slopes, minutes from world-class wineries, excellent 
public schools, and affordable real estate (yes, in California).

Please send CV to: EDrecruitingCVA@kp.org
We are an EOE/AA/M/F/D/V Employer. 
VEVRAA Federal Contractor

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
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FEATURED OPPORTUNITIES

 Physician Led,
 Patient Focused.

Saint Joseph Hospital –
Medical Director 
Martin, KY
16,000 Volume

Soldiers and Sailors 
Memorial Hospital – 
Medical Director
Wellsboro, PA
17,500 Volume 

North Colorado 
Medical Center  – 
Medical Director
Greeley, CO
55,000 Volume



APPLY TODAY: 
(512) 610-0378  •  beckerg@usacs.com

ADULT & PEDIATRIC EM OPENINGS

Providence Health Center
•	 Busy	73,000-volume	ED	
•	 Physician	and	APP	opportunities
•	 Scribe	coverage	&	NP/PA	support
•	 Certified	stroke	and	chest	pain	center
•	 Partnership	track	with	physician-owned	group
•	 Impressive	sign-on	bonus,	plus	extensive	health	
and	wellness	benefits	and	401(k)	retirement	plan

LOS ANGELES
CALIFORNIA
DOWNTOWN LOS ANGELES:

Quality STEM Stroke Center, good Metrics, paramedic receiving 
(no peds inpatients). Physician coverage 38-40 hrs/day with 
NP & PA 12-20 hrs/day. 1.9 pts/hr, stable 26yr contract, core 

group physicians average 23 years tenure. Require Board certi-
fied or Board eligible (residency trained) with experience. Day & 

night shifts (max 5 nights/mo.). Salary competitive.

TUSTIN – ORANGE COUNTY:
New ER opening December, parametic Receiving, 110-bed 

hospital, 9 bed ER, Anticipate 600-900 visits/mo. 
Base + Incentive (patient volume + RVU) 24 hr. Shifts

LOS ANGELES:
Low volume 700/mo. urgent care non-Paramedic receiving, less 

stress, 20 yr. contract w/stable history. Patients 1/hr. 
Base + incentive

NORWALK:
Low volume 600/mo. Paramedic receiving. Patients 8/hr. 10-year 

history stable. $110/hr. 24hr shifts available

FAX CV to 213-482-0577
or call 213-482-0588, or email

neubauerjanice@gmail.com

WASHINGTON, Olympia: 

Full-time, partnership 

trackopportunity for 

residency trained BC/

BE emergency physician.  

Established, independent, 

fee-for-service democratic 

group. Annual volume 

70,000+. State-of-the-art 

department located on the 

scenic Puget Sound.

Send CV to Kathleen Martin, 413 

Lilly Rd. NE., Olympia, WA 98506  

or kathleen.martin@providence.org

MetroHealth Medical Center 
Correctional Health Program

Seeking ER/FP physician to join MetroHealth 
Correctional Health Care program serving the 
Cuyahoga County Correctional Center in beautiful 
downtown Cleveland.  

Join exceptional health care team in the growing 
specialty of correctional medicine, which 
encompasses a broad procedural skill set. 

Comprehensive correctional health program includes 
full laboratory, pharmacy, digital imaging, ultrasound, 
and telemedicine services for annual patient census 
of approximately 30,000.

 Consistent with national trends, aging patient 
population presents with multiple medical/surgical/
acute care needs.  

Complete range of consultation, emergency medical 
and surgical services provided by MetroHealth 
Medical Center, a Level I trauma center.

Qualified candidates should be board certified 
or board eligible in emergency medicine or 
family medicine with ER experience. Competitive 
MetroHealth salary and extensive benefit package.
……………………………………………………

Send CV and inquiries to ttallman@metrohealth.org.  
Thomas A Tallman, DO, MMM, FACEP, Medical 
Director, MetroHealth Correctional Health Program,  
216 704 4296.

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.

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

EMERGENCY MEDICINE
RESIDENCY PROGRAM

EMERGENCY MEDICINE 

OPPORTUNITIES 

AT LEVEL 1 TRAUMA CENTER IN 

SAN FRANCISCO BAY AREA!

VEP Healthcare is recruiting for EM trained 
board certified/prepared physicians 

to work at Santa Clara Valley Medical 
Center in San Jose, CA. Located in SF’s 
south bay, in the heart of Silicon Valley 

and a short distance to all the amenities 
the San Francisco Bay Area offers. This 

medical center is affiliated with Stanford 
Emergency Medicine Program and offers a 

pathway to professorship. 

For more information contact Ben Aguilar 
at  baguilar@vephealthcare.com or 

925-482-8253.
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OWN YOUR CAREER

GOING TO SAEM17? 

VISIT US AT BOOTH #211 FOR FUN PRIZES.

We do too.

Leaders challenge  
convention and turn 
ideas into action.  

Whether your leadership 
goals are large or small,  
CEP America will be there 
with you every step of  
your journey.

DO YOU  
KNOW  
A LEADER  
WHEN YOU  
SEE ONE?

Download your own  
Leadership Growth Guide at: 
go.cep.com/ReachYourGoals 
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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
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Own your future now. Visit usacs.com
 or call Darrin Grella at 800-828-0898.  dgrella@usacs.com

 We believe in physician ownership.

Physician ownership matters. At US Acute 
Care Solutions, physician ownership is the key  
to loving what we do. It empowers us to make a  
difference in the lives of our patients by keeping 
clinical decisions in the hands of clinicians. We 
believe in the high level of ideas and dedication 
that ownership creates. That’s why every full-time 
physician in our group becomes an owner.   
We believe that discovery, camaraderie and 
the pursuit of excellence don’t end when your 
residency does. If you’re looking for an  
exciting home for your career, we believe 
you’ll find it at USACS. #ownershipmatters

USACS is made up of over 1,900 physician owners and growing. 
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New lectures to help reduce risk to you and your patients!
HIGH RISK EMERGENCY MEDICINE

September 15 – 16, 2017
Las Vegas, NV

The Paris Hotel

May 25 – 26, 2017
New Orleans, LA

The Ritz-Carlton

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

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

More than 12,000 of your colleagues  
      have attended this course!

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

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

        (800) 651-CEME (2363)
           To register online, visit our website at: www.ceme.org

More than 12,000 of your colleagues 
      have attended this course!

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




