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by BENJAMIN THOMAS, MD

“Don’t let me die,” he told me. As I 
provided supplemental oxygen 

to him at the head of the bed, I told him, 
“You are in good hands. Everything will 
be OK.” But everything wasn’t OK. He had 

multiple gunshot 
wounds to his ab-
domen and died on 
the operating room 
table 30 minutes 
later. He was only 
27 years old, not 
much younger than 

I at the time, and his last words were a plea 
to save his life. 

To his family and friends, this would be 
a tragic loss that would change their lives 

‘DON’T LET 
ME DIE’
Treating gunshot 
wounds, making a plea 
to stop the violence
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Eleanor (not her real name) talked to me at 
length about her experience as a patient who 

had been committed to a psychiatric unit. Eleanor 
came to the emergency department in distress. In 
fact, she was screaming inconsolably when a phy-
sician gave her an injection of a sedating medica-
tion and filled out a “5150,” the California jargon 
for an involuntary hold. Eleanor’s stay on the unit 
lasted three weeks. During that time, she was re-
peatedly held down by security guards and inject-
ed with medications, and she spent a good deal of 

Showing  
kindness and 

trying for voluntary 
admission can 

make a tense 
situation easier  

for everyone

by DINAH MILLER, MD
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Podcast shares experiences and advice 
from emergency medicine experts

EMPowering the EM Community

IMAGES 
IN EM

CONTINUED on page 9

IS 
INVOLUNTARY HOLD  

THE ONLY ANSWER?

by JOHN CORKER, MD; 
SHAMIE DAS, MD, MBA, 

MPH; AND ZACH JAROU, MD 

R emember the first time you 
felt “at home” in emergency 
medicine—like you were in 

the right place at the right time with 
the right people? Having a profession-
al home, somewhere you belong, can 
provide a sense of community and uni-
fied purpose that serves as a powerful 

antidote to physician burnout.
To this end, the Emergency Medi-

cine Residents’ Association (EMRA), 
in partnership with the award-win-
ning talk show Radio Rounds, recent-
ly developed an inspirational podcast 
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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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Help ACEP set the course of action for the 
College and emergency medicine. 

Write a Council resolution and submit it 
by July 30, 2017. Resolutions will be consid-
ered during the ACEP17 Council Meeting on 
Oct. 27–28. 

Each resolution must be submitted by at 
least two members of the College or have a let-

ter of endorsement from a section or chapter. 

Get more information, including submis-

sion and format details, at www.acep.org/

About-Us/Guidelines-for-Writing-Resolu-

tions. There is also a how-to article, “Make a 

Difference: Write That Council Resolution,” 

that provides advice on writing a resolution. 

Submit a Council 
Resolution Today

NEWS FROM THE COLLEGE

uPDATES AND AlERTS FROM ACEP

“Bandwagon Bias”

[Regarding “Is Bias Affecting You and Your 
Patients?” April 2017] The IAT does not pre-
dict behavior of racial bias whatsoever. Is 
credible science not important anymore? The 
bias here is “bandwagon bias.” Perhaps we 
should pause before jumping on board. 

It’s hard to disagree with the conclusion 
of Fiedler and his colleagues that it is only 
“fair and appropriate to treat the IAT with the 
same scrutiny and scientific rigour as other 
diagnostic procedures.” If that’s true, then be-
tween Project Implicit and cutting-edge diver-
sity trainings, the IAT has misled potentially 
millions of people. Over and over and over 
and over, the IAT, a test whose results don’t re-
ally mean anything for an individual test-tak-
er, has induced strong emotional responses 
from people who are told that it is measuring 
something deep and important in them. This 
is exactly what the norms of psychology are 
supposed to protect test subjects against.

—Mark Buettner, DO, FACEP

Dr. Lopez Responds
In my article, I never said that the IAT pre-
dicts behavior of racial bias. Much research 
has been done on the IAT since it was first de-
scribed. Thus, the test has undergone signifi-
cant scientific scrutiny and raises questions 
on just exactly what it measures. One school 
of thought is that the IAT may simply be meas-
uring the association of positive evaluations 
with the “in” or majority group and negative 
evaluations with the “out” or minority group 
and that it may not be a specific attribute ef-
fect but rather the manner in which humans 

behave. In my article, I describe a study that 
suggests that in-group/out-group member-
ship, and not nationality, was the important 
factor. 

Too often, people are told to take the test on 
their own. Therein lies the potential harm—
they read the results and may assume that 
they are prejudiced against a group. The test 
may also be used by diversity educators who 
may suggest the existence of prejudice. In this 
regard, I agree with Dr. Buettner that the IAT 
is misleading. In my article, I gave the opin-
ion that the IAT is a tool that can be used to 
stimulate thought about one’s unconscious 
biases but should NOT be used to measure 
one’s “prejudices.” Having a strong prefer-
ence for a certain group does not mean that 
one is prejudiced against another. Knowledge 
of this preference is useful when dealing with 
someone from “the other” group as it allows 
you to consider how your bias may affect cer-
tain behaviors and decisions. The use of the 
IAT needs to be done in a controlled setting 
that stresses the fact that it does not measure 
prejudice and that it should simply stimulate 
thought about one‘s unconscious biases.

I disagree with Dr. Buettner‘s statement 
that the IAT is a test whose results don’t real-
ly mean anything for an individual test-taker. 
For the individual, the results suggest a prefer-
ence. This preference, when used to stimulate 
thought (not measure prejudice) on potential 
biases, can be valuable in future interpersonal 
interactions.

—Bernard L. Lopez, MD, MS, CPE, 
FACEP, FAAEM

Philadelphia, Pennsylvania
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DIARRHEA: A 
SYMPTOM, NOT 
A DIAGNOSIS 

THE CASE

A 3-year-old boy with watery diarrhea 
for the past three days as well as vom-
iting and fever that started the day 

prior is brought to the emergency department 
by his mother. No recent traveling or antibi-
otic usage is reported. He has otherwise been 
in good health. On physical exam, the patient 
appears well-developed, nourished, alert, and 
oriented. The vitals are stable, and the abdo-
men is non-tender and non-distended. At shift 
change, the patient’s condition seems to be 
improving. He can tolerate apple juice and no 
longer has fever. The patient is signed out to 
the incoming physician with pending diagnos-
tic studies. 

However, the patient starts to develop 
tarry black stools shortly after shift change, 
and on reassessment, the patient’s blood 
pressure is 80/45. He appears to be pale with 
a rapidly deteriorating clinical status. The 
initial diagnostic studies are significant for 
hematuria, metabolic acidosis with elevated 
creatinine, and C-reactive protein. Abdomi-
nal X-ray shows increased bowel gas (see 
Figure 1), and abdominal ultrasound does 
not suggest any radiographic evidence of in-
tussusception. Two hours after shift change, 
the patient becomes more hypotensive, and 
his abdomen becomes more rigid. Emergent 
critical care transport is initiated while the 
patient is placed on vasopressors to main-
tain a systolic blood pressure above 90. The 
patient is transported to a tertiary pediatric 
facility, where his stool culture was positive 
for Escherichia coli 0157, the most common 
cause of hemolytic uremic syndrome (HUS) 
in the United States. Fortunately, the patient 
is diagnosed, treated for HUS, and makes a 
full recovery. 

DISCUSSION
This case highlights the importance of recog-
nizing the symptoms of HUS. HUS is a serious 
complication resulting from E. coli infection, 
most often with Shiga toxin–producing E. coli 
(STEC). The toxins produced by STEC activate 
the endothelium, create a prothrombotic state, 
and lead to inflammation. E. coli 0157 is the 
most common strain of STEC in the United 
States and accounts for more than 90 percent 
of HUS cases in children under 5 years of age. 

About 5 percent to 15 percent of people infect-
ed with STEC develop HUS. The incidence is 
about 2–3 per 100,000 children under 5 years 
of age in the United States.1,2 HUS can have se-
vere complications, and early recognition and 
treatment are paramount to preventing mor-
bidity and mortality. 

The clinical course of HUS is shown in Fig-
ure 2. Diarrhea, abdominal pain, fever, and 
vomiting develop a few days after inocula-
tion with the pathogen. Within a week, the 
patient’s condition can either resolve or de-
velop to full-blown HUS. HUS is defined by 
the classic triad of microangiopathic hemo-
lytic anemia, thrombocytopenia, and acute 
renal injury. Though the long-term prognosis 
for renal recovery is good, up to 50 percent of 
patients with HUS may require dialysis dur-
ing the acute phase. Additionally, HUS can 
affect many other organ systems, including 
the central nervous system (CNS), gastroin-
testinal tract, liver, pancreas, and heart. CNS 
involvement, including seizures, coma, and 
stroke, is seen in up to 20 percent of cases 
and is associated with increased mortality.3 
In this case, the patient was colonized with 
E. coli 0157 and had hematuria, rectal bleed-

ing, hypotension due to significant fluid loss, 
and early renal injury. Early recognition and 
treatment resulted in a complete recovery. 

REFERENCES
1. Mayer CL, Leibowitz CS, Kurosawa S, et al. 

Shiga toxins and the pathophysiology of hemolytic 
uremic syndrome in humans and animals. Toxins (Ba-
sel). 2012;4(11):1261-1287.

2. Noris M, Remuzzi G. Hemolytic uremic syndrome. J Am 
Soc Nephrol. 2005;16(4):1035.

3. Nathanson S, Kwon T, Elmaleh M, et al. Acute 
neurological involvement in diarrhea-associated 
hemolytic uremic syndrome. Clin J Am Soc Nephrol. 
2010;5(7):1218-1228.
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Management Associates 
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Monterey Park, California. 

MS. KWAN is a MS2 at 
Northwestern University 
Feinberg School of 
Medicine in Chicago. 
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FIGURE 2: Progression of E. coli 0157 infection in children.

FIGURE 1: Abdominal X-ray showing increased bowel gas.

Hemolytic uremic 
syndrome is a 

rare but serious 
complication of 
E. coli infection 
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by J. MATTHEW FIELDS, MD, FACEP

For those of you who haven’t been recent-
ly barraged by advertisements, a new 
organization called the Alliance for Phy-

sician Certification & Advancement (APCA) 
is offering a “special opportunity” to be cer-
tified in emergency ultrasound. 
It sounds awesome, except 
for a couple things: 1) It 
costs money, and 2) It’s 
completely unnec-
essary. The ACEP 
Emergency Ultra-
sound Guidelines 
already outline the 
pathways for emer-
gency ultrasound 
training, which are 
either residency- or 
practice-based. 

So why would a new 
organization suddenly of-
fer a certificate for emergency 
ultrasound to emergency physicians? 
I have two thoughts: money and power. AP-
CA’s POCUS Academy is an online program 
that costs hundreds of dollars to take and 
must be maintained annually. Since it is vir-
tual, it can be replicated at little cost to APCA. 

Who is APCA? APCA is under the umbrel-
la of a larger organization called Inteleos. In-
teleos also houses the American Registry for 
Diagnostic Medical Sonography (ARDMS). If 
ARDMS sounds familiar to you, it is because 
many emergency physicians have obtained 
Registered Diagnostic Medical Sonographer 
(RDMS) credentials. This past year, Inteleos 
restructured so that physician certification 
is done through APCA and technician certi-
fication is done through ARDMS. In the past, 
RDMS wasn’t so much a threat as an option 
for those of us who had done more scans and 
training. RDMS credentials may have helped 
many emergency ultrasound directors achieve 
recognition of ultrasound expertise when 
emergency ultrasound was in its infancy. 

Clinical ultrasound is now a Residency 
Review Committee requirement and an emer-
gency medicine milestone, so there is no need 
for any emergency physician to have RDMS 
credentials. Now that ARDMS has changed 
its robes to APCA and is attempting to profit 
from and exert control in our specialty, I feel 
it is time for emergency medicine and ARDMS 
to part ways.

External certification, in general, is bad for 
our specialty. In 1998, the American Medical 
Association created Resolution 802, which 
states that ultrasound is in the scope of prac-
tice of appropriately trained physicians and 
that training and education standards should 
be developed by each physician’s respective 

specialty. Since 2001, the emer-
gency ultrasound guide-

lines have become one of 
the most utilized doc-

uments for clinical 
(point-of-care) ultra-
sound in the world. 
By leading the way 
in emergency ul-
trasound, we have 
not only saved lives 
but also discovered 

uses for ultrasound 
that would otherwise 

never have been realized 
(eg, extended focused as-

sessment with sonography for 
trauma [FAST], critical care resuscita-

tion, and procedural guidance). By never al-
lowing external control, emergency medicine 
has been able to push the frontier of emergen-
cy ultrasound in modern medicine. It is incum-
bent on our specialty that we keep these tools 
under our supervision and never abdicate this 
responsibility to external entities.

Emergency medicine is probably just the 
beginning. APCA will likely expand to other 
specialties here and abroad. If we were crazy 
enough to buy into this unnecessary merit 
badge program, we would put APCA in a prime 
position to manipulate the set standards for ul-
trasound training and qualifications. We would 
essentially be letting a group not based in emer-
gency medicine tell us how to train and prac-
tice with one of our most beloved bedside tools.

What can we do? The best thing we can do 
is … nothing! Don’t sign up for unnecessary 
merit badge courses in emergency medicine. 
You are only hurting your peers when cre-
dentialing committees see you with a merit 
badge certificate and then start demanding 
it of others. 

DR. FIELDS is chair of 
the ACEP Emergency 
Ultrasound Section and a 
physician in the depart-
ment of emergency medi-
cine at Kaiser Permanente 
San Diego.

No Merit Badges 
for Emergency 
Ultrasound
The case against APCA and ARDMS 

“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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by JAMES WILLIAMS, DO, MS, FACEP

A recent New Mexico Supreme Court de-
cision has huge professional liability 
ramifications for physicians treating 

patients from another state. The March 13, 
2017, ruling is of importance to emergency 
physicians who, under EMTALA, are unable 
to deny a patient care due to illness, injury, 
inability to pay, or lack of health history. 

The issue at stake in Montaño v. Frezza 
was which state’s laws claim legal jurisdiction 
when a patient who resides in one state (New 
Mexico, in this case) receives care in another 
(Texas, in this case). 

Montaño-Frezza Case Background
More than a half million patients from eastern 
New Mexico rely on a range of medical care 
from physicians in Lubbock, Texas. Texas 
has significant medical liability reforms; New 
Mexico does not.

In 2003, Texas passed comprehensive re-
forms regarded nationally as the gold stand-
ard in medical liability legislation. These 
reforms included a $250,000 cap on pain-
and-suffering-type damages and a heightened 
willful and wanton standard of negligence for 
those providing emergency care.1 A voter-ap-
proved constitutional amendment affirmed 
the legality of the damage cap.2 Since 2003, 118 
counties have grown their base of emergency 
physicians, including 53 counties where pre-
viously no emergency physicians practiced.3,4

Eastern New Mexico is largely rural and 
has a significant shortage of primary and ter-
tiary care. Patients often drive 
one to three hours from New 
Mexico to Texas to receive 

needed care. Covenant Health, the dominant 
hospital system in the Texas Panhandle, ac-
cepts multiple critically ill patients from New 
Mexico daily. 

In 2004, Kimberly Montaño, a New Mexico 
resident, traveled to Lubbock to have gastric 
bypass surgery. The operation was performed 
in-network by bariatric surgeon Eldo Frezza, 
MD. At the time, Dr. Frezza was the chief of 
bariatric surgery at Texas Tech Hospital in 
Lubbock, a facility owned and operated by 
Texas Tech University Health Sciences Cent-
er. In the ensuing years, Dr. Frezza provided 
follow-up care for complications related to Ms. 
Montaño’s surgery. All of the care rendered by 
Dr. Frezza was in Texas. Dr. Frezza’s only con-
nection to New Mexico was the fact that he 
was the only bariatric surgeon on the Lovelace 
New Mexico Health Plan.

Ms. Montaño sued Dr. Frezza in a New Mex-
ico court. She argued her case should be tried 
under New Mexico law because her injuries 
“manifested” in New Mexico. 

The Courts’ Decisions
The New Mexico appellate court agreed with 
the plaintiff, concluding the “place of wrong” 
is the place where the injury manifested and 
not where the alleged injury occurred. 

The court also concluded the “choice of 
law” favored New Mexico since applying Texas 
liability law violated New Mexico public policy 
that provides a greater remedy for plaintiffs. 
The points of contention—place of the inju-
ry and the jurisdiction—affect physicians of 
every specialty.

The New Mexico Court of Appeals ruled 

that New Mexico law is controlling, but ulti-
mately, the state’s Supreme Court overturned 
that decision.5 The Texas College of Emergency 
Physicians and ACEP joined a “friend of the 
court” brief challenging the lower court’s rul-
ing.6

The New Mexico Supreme Court instructed 
the lower court to dismiss the complaint with-
out prejudice. Writing for the majority, Justice 
Edward Chavez stated, “The public interest 
in maintaining access to cross-border medi-
cal services is promoted by applying the law 
where such services were rendered.”5

The ruling, while not binding in all states, 
has persuasive authority, according to Alice 
Lorenz, New Mexico co-counsel for the Texas 
Alliance for Patient Access, the lead amicus 
who challenged the lower court’s ruling. In all, 
31 parties signed on to the brief: 10 from New 
Mexico, 18 from Texas, and three national or-
ganizations, including ACEP and the Ameri-
can Medical Association.

A Win for Emergency Physicians
Had the plaintiff prevailed, Texas doctors 
would have been twice bitten. They would 
have lost Texas medical liability protections 
and yet remained ineligible to buy into and 
receive the benefits of the New Mexico Pa-
tient Compensation Fund. The Patient Com-
pensation Fund provides an excess layer of 
liability coverage for doctors and hospitals 
that qualify under New Mexico’s Medical 
Malpractice Act. Dr. Frezza did not qualify to 
purchase such coverage because he practiced 
in Texas only. 

A loss in the Montaño case would likely 
have caused Texas doctors and hospitals to 
reconsider their willingness to accept trans-

fers or referrals of New Mexico patients. After 
all, why would or should doctors agree to as-
sume greater liability risk simply by agreeing 
to see New Mexican patients in Texas? Addi-
tionally, Texas hospitals, such as Covenant, 
would have had trouble retaining emergency 
physicians and trauma specialists who are re-
quired to meet the obligations of its regional 
trauma center.

ACEP President-Elect Paul Kivela, MD, 
MBA, FACEP, describes the court victory as “a 
win for minimizing venue shopping by plain-
tiffs’ attorneys and, more importantly, main-
taining patient access to care.”

Because of the victory in Montaño, the 
time-honored patient referral pipeline re-
mains open between New Mexico and Texas. 

The outcome is best summarized by one of 
Covenant Health’s patients, Lovington, New 
Mexico–resident Samuel Murphy. “I’d be 
dead today if not for the great care I received 
in Lubbock,” he said. “These were doctors and 
nurses I wanted to work on me. They gave me 
a fighting chance, and for that I am eternally 
grateful. Lots of people I know here in Loving-
ton rely on the availability of medical care in 
Lubbock. I like our local hospital, but Lubbock 
is our lifeline.”7  
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DR. WILLIAMS is clinical 
assistant professor of 
emergency medicine at 
Covenant Medical Center, 
Texas Tech University 
Health Science Center, and 
medical director of 

Neighbors HealthCare, both in Lubbock.

Court decision helps ensure patient access to care across state lines 

VENUE SHOPPING: 
PLAINTIFFS AVOIDING 
TORT REFORM

IL
LU

S
TR

A
TI

O
N

: C
H

R
IS

 W
H

IS
S

E
N

 &
 S

H
U

TT
E

R
S

TO
C

K
.C

O
M

8    ACEP NOW    July 2017 The Official Voice of Emergency Medicine

http://www.tapa.info/assets/118-tx-co.-see-gains-in-er-docs.pdf
http://www.tapa.info/assets/118-tx-co.-see-gains-in-er-docs.pdf
http://www.tapa.info/assets/53-tx-counties-add-first-er-doctor.pdf
http://www.tapa.info/assets/53-tx-counties-add-first-er-doctor.pdf
http://law.justia.com/cases/new-mexico/supreme-court/2017/35-214.html
http://law.justia.com/cases/new-mexico/supreme-court/2017/35-214.html
http://www.montanovfrezzabrief.info/assets/atl-final-amicus-brief.pdf
http://www.montanovfrezzabrief.info/assets/atl-final-amicus-brief.pdf
http://www.montanovfrezzabrief.info/samuel-murphy.html
http://www.montanovfrezzabrief.info/samuel-murphy.html


series, EMpower, as an extension of the EM-
power series in EM Resident magazine (www.
emresident.org/empower). 

The goal is to highlight the value of the 
community EMRA embodies by sharing the 
incredible stories of former EMRA members 
and other pioneers in our field who used their 
early involvement in organized medicine as a 
launching pad for their careers. These con-
versations capture the unique perspectives 
and motivations that have guided emergency 
medicine trailblazers to enduring and fulfill-
ing professional lives with the hopes of em-
powering current and future physicians to 
more effectively navigate the ever-changing 
landscape of our distinguished profession.

Together, EMRA and Radio Rounds have 
opened a fascinating window into the lives 
and careers of the best that emergency medi-
cine has to offer. For example, ACEP Presi-
dent Rebecca Parker, MD, FACEP, talks about 
emergency medicine’s transformative efforts 
to tackle perceived diversity deficiencies with-
in our profession head on. Kevin Klauer, DO, 
FACEP, reminds us that simply taking the best 
care of our patients is the surest form of “risk 
management.” John Rogers, MD, FACEP, re-

members some of his career’s most tragic 
losses and how they’ve formed him into a 
compassionate, resilient physician, and Jay 
Kaplan, MD, FACEP, reveals that everything 
he’s ever needed to know he learned from No-
ah’s Ark.

Available via free download and streaming 
audio online at www.emra.org/resources/em-
ra-cast or by podcast subscription in iTunes, 
EMpower is designed to teach, train, and en-
tertain. Unique in their scope and approach, 
these positive, forward-thinking, pearl-filled 
conversations have already garnered thou-
sands of downloads. The short, easy-to-digest 
podcasts provide helpful tips on how to im-
prove one’s practice as well as share myriad 
incredible accounts of life in one of the most 
interesting places anyone can work, our emer-
gency departments. 

DR. CORKER is an emergency medicine res-
ident at Parkland Hospital, UT Southwestern 
Medical Center in Dallas. DR. DAS is an 
emergency medicine resident at Emory 
University School of Medicine in Atlanta. DR. 
JAROU is an emergency medicine resident at 
Denver Health Medical Center.

EMPOWER PODCAST | CONTINUED FROM PAGE  1

CHECK OUT THESE EMPOWER EPISODES 

	Diversity & Inclusion and Leadership: Rebecca Parker, 
MD, FACEP 

	Policy and Public Health: L. Anthony Cirillo, MD, 
FACEP 

	EM Historical Perspective: Andrew Bern, MD, FACEP

	The Art of Medicine, Health Care Delivery and Risk 
Management: Kevin Klauer, DO, EJD, FACEP

	Health Policy and Public Health: Aisha Liferidge, MD, 
FACEP

	Physician Wellness and Leadership: Jay Kaplan,  
MD, FACEP 

	Insights on Leadership: John Rogers, MD, FACEP

	Insights into EM Advocacy: Alison Haddock, MD, 
FACEP

	An EM Leap of Faith: Steven Stack, MD, FACEP
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time in a seclusion room where she felt she 
was running out of oxygen. She crouched by 
the bottom of the door, trying to suck in air, all 
the while convinced that the staff were trying 
to kill her. It was a traumatic experience for 
Eleanor; to this day, she finds it difficult to ride 
in a car with the windows up, and years after 
her hospitalization, she continued to visit my 
psychiatry blog as part of an effort to process 
an experience she wanted never to repeat, one 
she readily called traumatizing.

Doorway to Psychiatric Care
The emergency department is the doorway to 
involuntary psychiatric care, and most emer-
gency departments don’t have psychiatrists 
on-site. The most crucial and controversial 
decision in psychiatry often falls on the shoul-
ders of an emergency physician, with or with-
out the help of a mental health professional. 
Patients are involuntarily committed because 
they are acutely suicidal, acutely psychotic, 
or both. Someone is worried they might be 
dangerous. 

The forces in play here are considerable. 
We have patients, who may be too impaired to 
make decisions or even see that they are ill and 
who should ideally have the right to autonomy 
over their medical decisions. We have society, 
which may worry that people with mental ill-
ness pose a danger to others. We have the fami-
lies, who watch a loved one suffer and miss 
the wonderful opportunities that life has to 
offer but who may have their own agendas for 

wanting a family member to be in the hospital. 
We have the doctor, who wants to do right by 
patients while simultaneously serving as the 
gatekeeper for resources (that rare psychiatric 
bed) and worrying about the malpractice im-
plications of a bad outcome. We have the tax-
payer, who pays for lost productivity, disability 
benefits, and institutionalization of these pa-
tients. Finally, we have the insurer, who wants 
to pay for as little as possible. All of these agen-
cies are quietly in the background whenever a 
decision is made to involuntarily hospitalize a 

patient (or not).
If doctors in the emergency depart-

ment begin with the idea that forced care is 
a good thing—that it helps people get well at 
times when they may be too sick to recognize 
that they are ill, and that treatment enables 
patients to stay housed, working, connected 
to their loved ones, and out of jail and institu-
tions—then they do it a lot, sometimes with a 
“better safe than sorry” approach. However, 
if doctors start off with the assumption that 
forced care is potentially traumatizing in a 
way that leaves some patients with years of 
distress, then the threshold for committing pa-
tients to involuntary treatment is significantly 
altered, and involuntary hospitalization gets 
viewed as a last resort.

Sometimes, there is simply no choice but 
to hospitalize people against their will and to 
use physical force to keep everyone safe, espe-
cially when patients are delusional, disorgan-
ized, and agitated. This is not something that 
should be done lightly. Involuntary treatment 
initiates a process whereby the treatment team 
becomes the adversary to the patients they are 
trying to serve. It makes for long and difficult 
days for everyone. Furthermore, when it comes 
to suicidal patients, we don’t know if involun-
tary care prevents suicide. Still, it can be very 
difficult to let a suicidal patient leave an emer-
gency department if the doctor believes the pa-
tient is at risk of dying. 

We know very little about involuntary psy-
chiatric treatment. There are no national sta-
tistics on how many people are involuntarily 
hospitalized each year, and there are no sta-
tistics on how common it is for people to be 
traumatized. What we do know is that in the 
battle over involuntary psychiatric care, there 
are no organized patient groups lobbying for 
legislation to make forced care easier. There 
are, however, organized groups of people who 
call themselves “psychiatric survivors,” who 
feel they have been injured by what psychia-
trists have to offer. There is no doubt that our 
treatment of those with psychiatric disorders 
needs to be more thoughtful and respectful. 
Ultimately, forced care puts us in the very awk-
ward position of being the adversaries to the 
people we are trying to serve.

Smoothing the Way for Psychiatric 
Treatment
So what’s a doctor in the emergency depart-
ment to do? I would contend that if, after 

careful assessment and consideration of less 
restrictive alternatives, there is no choice but 
to involuntarily hospitalize a patient, the first 
action should be to try to convince the pa-
tient to sign in voluntarily. This seems obvi-
ous, but it doesn’t always work out that way. 
Why would busy doctors expend the effort to 
convince patients to sign in if they could more 
easily force care? 

Remember that Eleanor came to the emer-
gency department seeking help; she would 
have signed in to the hospital, but that option 
was never offered. 

Obviously, the use of physical force should 
be avoided unless absolutely necessary to 
maintain a safe environment. While restraints, 
seclusion, and the forcible injection of medica-
tion may be necessary to keep everyone safe, 
the ED setting is one where patients easily 
escalate. They may have been brought from 
their homes by the police in handcuffs, and 
they may be required to wait hours or even 
days for evaluation and admission. From the 
point of view of anguished patients, this is em-
barrassing and difficult. Force should not be 
used for strict adherence to policy—for exam-
ple, to force a person in no obvious physical 
distress to have admission lab work. It didn’t 
serve United Airlines well, and it doesn’t serve 
psychiatry well!

Finally, I would say be nice to involuntary 
patients. They are some of our sickest and 
most dangerous patients and will likely bene-
fit from remaining in our care. They may make 
us angry, and they may be a lot of work, but 
these patients need us. Like all human beings, 
those in need of emergency care may well ap-
preciate small acts of kindness.

As difficult as involuntary care may be, 
the truth is that it’s better to have a trauma-
tized patient than a dead patient. Still, there 
are times when involuntary treatment could 
be avoided or when the trauma could be miti-
gated. It’s effort worth making. 

DR. MILLER is an 
instructor of psychiatry at 
Johns Hopkins School of 
Medicine and has a private 
psychiatry practice in 
Baltimore. She is coauthor 
of Committed: The Battle 

Over Involuntary Psychiatric Care and 
Shrink Rap: Three Psychiatrists Explain 
Their Work.

INVOLUNTARY HOLD | CONTINUED FROM PAGE  1
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by DEVORAH NAZARIAN, MD

In January 2017, the ACEP Board of Direc-
tors approved a clinical policy devel-

oped by the ACEP Clinical Policies Committee 
on critical issues in the diagnosis and man-
agement of adult psychiatric patients pre-
senting to the emergency department. This 
policy was published in the April issue of the 
Annals of Emergency Medicine, can be found 
on the ACEP website, and has been accepted 
for inclusion in the National Guideline Clear-
inghouse.

While the number of mental health-re-
lated visits to emergency departments has 
increased steadily, the number of inpatient 
psychiatric beds has decreased. Substantial 
declines in mental health resources have ad-
ditionally burdened emergency departments 
with increasing numbers of patients with 
mental health issues. The “boarding” pro-
cess for mental health patients in emergency 
departments nationwide averages seven to 
11 hours and often takes more than 24 hours 
when patients require transfer to an outside 
facility. New systems and resources need to be 
made available to better serve mental health 
patients.

Based on input from the ACEP member-
ship, the committee focused on the critical 
questions regarding the evaluation and man-
agement of adult psychiatric patients in the 
emergency department. A systematic review of 
the evidence was conducted, and the commit-
tee made recommendations (A, B, or C) based 
on the strength of evidence (see Table 1). This 
clinical policy underwent internal and exter-
nal review during a 60-day open-comment pe-
riod, and responses were used to refine and 
enhance this clinical policy.

CRITICAL QUESTIONS AND 
RECOMMENDATIONS

QUESTION 1. In the alert adult patient pre-
senting to the emergency department with 
acute psychiatric symptoms, should rou-
tine laboratory tests be used to identify 
contributory medical conditions (nonpsy-
chiatric disorders)?

Patient Management Recommendations
Level A: None specified.
Level B: None specified.
Level C: Do not routinely order laborato-

ry testing on patients with acute psychiatric 
symptoms. Use medical history, previous psy-
chiatric diagnosis, and physician examination 
to guide testing.

It is important to note that this is a level 
C recommendation because of the limited 
amount of data with sufficient quality to sup-
port a higher-level recommendation. However, 
this should not be interpreted to imply that 
there is strong evidence supporting the use of 
laboratory diagnostics in most emergency de-
partment mental health patients.

In addition, it is likely that subsets of pa-
tients with higher rates of disease (eg, elder-
ly, immunosuppressed, new-onset psychosis, 
substance abuse) may benefit from routine 
laboratory testing. Routine urine toxicology 
testing has not been shown to provide ben-

efit in terms of influencing the management or 
disposition of ED patients, but it may be help-
ful for an objective understanding of the pa-
tient’s potential substance abuse on transfer 
to a psychiatric facility.

QUESTION 2. In the patient with new-onset 
psychosis without focal neurologic deficit, 
should brain imaging be obtained acutely?

Patient Management Recommendations
Level A: None specified.
Level B: None specified.
Level C: Use individual assessment of risk 

factors to guide brain imaging in the emer-
gency department for patients with new-on-
set psychosis without focal neurologic deficit 
(consensus recommendation). 

There were no Class I, II, or III studies to 
answer this question. In the Class X studies 
that did categorize imaging abnormalities, 
the percentage of imaging findings described 
as being clinically relevant, influencing clini-
cal management, or altering diagnosis ranged 
from 0 percent to approximately 5 percent. 

QUESTION 3. In adult patients presenting 
to the emergency department with suicidal 
ideation, can risk-assessment tools in the 
emergency department identify those who 
are safe for discharge?

Patient Management Recommendations
Level A: None specified.
Level B: None specified.
Level C: In patients presenting to the emer-

gency department with suicidal ideation, 
physicians should not use currently available 
risk-assessment tools in isolation to identify 
low-risk patients who are safe for discharge. 
The best approach to determine risk is an ap-
propriate psychiatric assessment and good 
clinical judgment, taking patient, family, and 
community factors into account.

Class III studies were identified that inves-
tigated whether risk assessment can identify 
patients who are at risk for future self-harm. 
The designs of these studies were problem-
atic, and no tool has been demonstrated to 
accurately predict the risk of suicide among 
patients in the emergency department.

QUESTION 4. In the adult patient present-
ing to the emergency department with 
acute agitation, can ketamine be used 
safely and effectively?

Patient Management Recommendations
Level A: None specified.
Level B: None specified.
Level C: Ketamine is an option for imme-

diate sedation of the severely agitated patient 
who may be violent or aggressive (consensus 
recommendation).

Management of acutely agitated patients in 
the emergency department remains a critical 
issue. Most of these patients can be sedated 
safely with antipsychotics and/or benzodi-
azepines. However, there remains a subset 
of extremely agitated patients for whom this 
approach will not be effective. These patients 
have a significant effect on the emergency de-
partment staff in terms of time and dedicated 
resources required to maintain a safe environ-
ment for patients and others in the emergency 
department. Although there is a lack of Class 
I, II, or III studies establishing the safety and 
efficacy of ketamine to control acute agitation 
in the emergency department, the skills set of 
emergency physicians and their familiarity 
with the use of ketamine make it a reasonable 
choice when immediate control of the acutely 
agitated patient is required for patient and/or 
staff safety.  

DR. NAZARIAN is assistant professor of 
emergency medicine at Icahn School of 
Medicine at Mount Sinai in New York City. 

Table 1. Translation of Classes of Evidence to Recommendation Levels

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

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

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

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

New Policy on Psychiatric Boarding
ACEP clinical policy on adult mental health patients in the emergency department 
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NVAF
Indicated to reduce the risk  of 
stroke and systemic embolism 
 in patients with NVAF1

DVT/PE
Indicated for the treatment of 
DVT and PE, and to reduce the 
risk of recurrent DVT and PE 
following initial therapy1

INDICATIONS 
ELIQUIS is indicated to reduce the risk of stroke and systemic 
embolism in patients with nonvalvular atrial fi brillation (NVAF). 
ELIQUIS is indicated for the treatment of deep vein thrombosis 
(DVT) and pulmonary embolism (PE), and to reduce the risk of 
recurrent DVT and PE following initial therapy.

IMPORTANT SAFETY INFORMATION 

WARNING: (A) PREMATURE DISCONTINUATION OF 
ELIQUIS INCREASES THE RISK OF THROMBOTIC EVENTS, 
(B) SPINAL/EPIDURAL HEMATOMA
(A) Premature discontinuation of any oral anticoagulant, 
including ELIQUIS, increases the risk of thrombotic events. 
If anticoagulation with ELIQUIS is discontinued for a reason 
other than pathological bleeding or completion of a course 
of therapy, consider coverage with another anticoagulant. 
(B) Epidural or spinal hematomas may occur in patients 
treated with ELIQUIS who are receiving neuraxial anesthesia 
or undergoing spinal puncture. These hematomas may result 
in long-term or permanent paralysis. Consider these risks 
when scheduling patients for spinal procedures. Factors 
that can increase the risk of developing epidural or spinal 
hematomas in these patients include:
•  use of indwelling epidural catheters
•   concomitant use of other drugs that affect hemostasis, 

such as nonsteroidal anti-infl ammatory drugs (NSAIDs), 
platelet inhibitors, other anticoagulants

•   a history of traumatic or repeated epidural or spinal punctures
•  a history of spinal deformity or spinal surgery
•   optimal timing between the administration of ELIQUIS 

and neuraxial procedures is not known
Monitor patients frequently for signs and symptoms of 
neurological impairment. If neurological compromise is 
noted, urgent treatment is necessary.
Consider the benefi ts and risks before neuraxial intervention 
in patients anticoagulated or to be anticoagulated. 

CONTRAINDICATIONS
•  Active pathological bleeding 
•   Severe hypersensitivity reaction to ELIQUIS 

(e.g., anaphylactic reactions)

WARNINGS AND PRECAUTIONS
•   Increased Risk of Thrombotic Events after Premature 

Discontinuation: Premature discontinuation of any oral 
anticoagulant, including ELIQUIS, in the absence of adequate 
alternative anticoagulation increases the risk of thrombotic 
events. An increased rate of stroke was observed during the 
transition from ELIQUIS to warfarin in clinical trials in atrial 
fi brillation patients. If ELIQUIS is discontinued for a reason other 
than pathological bleeding or completion of a course of 
therapy, consider coverage with another anticoagulant.

•   Bleeding Risk: ELIQUIS increases the risk of bleeding and can 
cause serious, potentially fatal, bleeding. 

 –  Concomitant use of drugs affecting hemostasis increases 
the risk of bleeding, including aspirin and other antiplatelet 
agents, other anticoagulants, heparin, thrombolytic agents, 
SSRIs, SNRIs, and NSAIDs. 

–  Advise patients of signs and symptoms of blood loss and 
to report them immediately or go to an emergency room. 
Discontinue ELIQUIS in patients with active pathological 
hemorrhage.

–  There is no established way to reverse the anticoagulant effect 
of apixaban, which can be expected to persist for at least 
24 hours after the last dose (i.e., about two half-lives). 
A specifi c antidote for ELIQUIS is not available. 

•   Spinal/Epidural Anesthesia or Puncture: Patients treated with 
ELIQUIS undergoing spinal/epidural anesthesia or puncture may 
develop an epidural or spinal hematoma which can result in 
long-term or permanent paralysis.

  The risk of these events may be increased by the postoperative 
use of indwelling epidural catheters or the concomitant use of 
medicinal products affecting hemostasis. Indwelling epidural 
or intrathecal catheters should not be removed earlier than 
24 hours after the last administration of ELIQUIS. 

The next dose of ELIQUIS should not be administered earlier 
than 5 hours after the removal of the catheter. The risk may 
also be increased by traumatic or repeated epidural or spinal 
puncture. If traumatic puncture occurs, delay the administration 
of ELIQUIS for 48 hours.

  Monitor patients frequently and if neurological compromise is 
noted, urgent diagnosis and treatment is necessary. Physicians 
should consider the potential benefi t versus the risk of neuraxial 
intervention in ELIQUIS patients.

•   Prosthetic Heart Valves: The safety and effi cacy of ELIQUIS 
have not been studied in patients with prosthetic heart valves 
and is not recommended in these patients.

•   Acute PE in Hemodynamically Unstable Patients or Patients 
who Require Thrombolysis or Pulmonary Embolectomy: 
Initiation of ELIQUIS is not recommended as an alternative to 
unfractionated heparin for the initial treatment of patients 
with PE who present with hemodynamic instability or who may 
receive thrombolysis or pulmonary embolectomy.

ADVERSE REACTIONS
•   The most common and most serious adverse reactions reported 

with ELIQUIS were related to bleeding.

TEMPORARY INTERRUPTION FOR SURGERY AND OTHER 
INTERVENTIONS
•   ELIQUIS should be discontinued at least 48 hours prior to elective 

surgery or invasive procedures with a moderate or high risk of 
unacceptable or clinically signifi cant bleeding. ELIQUIS should be 
discontinued at least 24 hours prior to elective surgery or invasive 
procedures with a low risk of bleeding or where the bleeding 
would be noncritical in location and easily controlled. Bridging 
anticoagulation during the 24 to 48 hours after stopping ELIQUIS 
and prior to the intervention is not generally required. ELIQUIS 
should be restarted after the surgical or other procedures as 
soon as adequate hemostasis has been established.

ELIQUIS® and the ELIQUIS logo are trademarks of Bristol-Myers Squibb Company. 
© 2017 Bristol-Myers Squibb. All rights reserved. 432US1701443-02-01 05/17

NVAF: nonvalvular atrial fi brillation. DVT: deep vein thrombosis; 
PE: pulmonary embolism.

Explore the effi cacy and safety data 
at hcp.eliquis.com

Reference: 1. ELIQUIS® Package Insert. Bristol-Myers Squibb Company, Princeton, NJ, 
and Pfi zer Inc, New York, NY.

Please see Brief Summary of Full Prescribing Information, 
including Boxed WARNINGS, on adjacent pages.

Clinical Trial 
Results Matter

WARNINGS AND PRECAUTIONS (cont’d)
DRUG INTERACTIONS
•   Strong Dual Inhibitors of CYP3A4 and P-gp: Inhibitors of 

cytochrome P450 3A4 (CYP3A4) and P-glycoprotein (P-gp) 
increase exposure to apixaban and increase the risk of bleeding. 
For patients receiving ELIQUIS doses of 5 mg or 10 mg twice 
daily, reduce the dose of ELIQUIS by 50% when ELIQUIS is 
coadministered with drugs that are strong dual inhibitors of 
CYP3A4 and P-gp (e.g., ketoconazole, itraconazole, ritonavir, or 
clarithromycin). In patients already taking 2.5 mg twice daily, 
avoid coadministration of ELIQUIS with strong dual inhibitors of 
CYP3A4 and P-gp.  

•   Strong Dual Inducers of CYP3A4 and P-gp: Avoid concomitant 
use of ELIQUIS with strong dual inducers of CYP3A4 and P-gp 
(e.g., rifampin, carbamazepine, phenytoin, St. John’s wort) 
because such drugs will decrease exposure to apixaban and 
increase the risk of stroke and other thromboembolic events.  

•   Anticoagulants and Antiplatelet Agents: Coadministration of 
antiplatelet agents, fi brinolytics, heparin, aspirin, and chronic 
NSAID use increases the risk of bleeding. APPRAISE-2, a placebo- 
controlled clinical trial of apixaban in high-risk post-acute coronary 
syndrome patients treated with aspirin or the combination of 
aspirin and clopidogrel, was terminated early due to a higher 
rate of bleeding with apixaban compared to placebo.  

PREGNANCY CATEGORY B
•   There are no adequate and well-controlled studies of ELIQUIS 

in pregnant women. Treatment is likely to increase the 
risk of hemorrhage during pregnancy and delivery. ELIQUIS 
should be used during pregnancy only if the potential benefi t 
outweighs the potential risk to the mother and fetus.
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NVAF
Indicated to reduce the risk  of 
stroke and systemic embolism 
 in patients with NVAF1

DVT/PE
Indicated for the treatment of 
DVT and PE, and to reduce the 
risk of recurrent DVT and PE 
following initial therapy1

INDICATIONS 
ELIQUIS is indicated to reduce the risk of stroke and systemic 
embolism in patients with nonvalvular atrial fi brillation (NVAF). 
ELIQUIS is indicated for the treatment of deep vein thrombosis 
(DVT) and pulmonary embolism (PE), and to reduce the risk of 
recurrent DVT and PE following initial therapy.

IMPORTANT SAFETY INFORMATION 

WARNING: (A) PREMATURE DISCONTINUATION OF 
ELIQUIS INCREASES THE RISK OF THROMBOTIC EVENTS, 
(B) SPINAL/EPIDURAL HEMATOMA
(A) Premature discontinuation of any oral anticoagulant, 
including ELIQUIS, increases the risk of thrombotic events. 
If anticoagulation with ELIQUIS is discontinued for a reason 
other than pathological bleeding or completion of a course 
of therapy, consider coverage with another anticoagulant. 
(B) Epidural or spinal hematomas may occur in patients 
treated with ELIQUIS who are receiving neuraxial anesthesia 
or undergoing spinal puncture. These hematomas may result 
in long-term or permanent paralysis. Consider these risks 
when scheduling patients for spinal procedures. Factors 
that can increase the risk of developing epidural or spinal 
hematomas in these patients include:
•  use of indwelling epidural catheters
•   concomitant use of other drugs that affect hemostasis, 

such as nonsteroidal anti-infl ammatory drugs (NSAIDs), 
platelet inhibitors, other anticoagulants

•   a history of traumatic or repeated epidural or spinal punctures
•  a history of spinal deformity or spinal surgery
•   optimal timing between the administration of ELIQUIS 

and neuraxial procedures is not known
Monitor patients frequently for signs and symptoms of 
neurological impairment. If neurological compromise is 
noted, urgent treatment is necessary.
Consider the benefi ts and risks before neuraxial intervention 
in patients anticoagulated or to be anticoagulated. 

CONTRAINDICATIONS
•  Active pathological bleeding 
•   Severe hypersensitivity reaction to ELIQUIS 

(e.g., anaphylactic reactions)

WARNINGS AND PRECAUTIONS
•   Increased Risk of Thrombotic Events after Premature 

Discontinuation: Premature discontinuation of any oral 
anticoagulant, including ELIQUIS, in the absence of adequate 
alternative anticoagulation increases the risk of thrombotic 
events. An increased rate of stroke was observed during the 
transition from ELIQUIS to warfarin in clinical trials in atrial 
fi brillation patients. If ELIQUIS is discontinued for a reason other 
than pathological bleeding or completion of a course of 
therapy, consider coverage with another anticoagulant.

•   Bleeding Risk: ELIQUIS increases the risk of bleeding and can 
cause serious, potentially fatal, bleeding. 

 –  Concomitant use of drugs affecting hemostasis increases 
the risk of bleeding, including aspirin and other antiplatelet 
agents, other anticoagulants, heparin, thrombolytic agents, 
SSRIs, SNRIs, and NSAIDs. 

–  Advise patients of signs and symptoms of blood loss and 
to report them immediately or go to an emergency room. 
Discontinue ELIQUIS in patients with active pathological 
hemorrhage.

–  There is no established way to reverse the anticoagulant effect 
of apixaban, which can be expected to persist for at least 
24 hours after the last dose (i.e., about two half-lives). 
A specifi c antidote for ELIQUIS is not available. 

•   Spinal/Epidural Anesthesia or Puncture: Patients treated with 
ELIQUIS undergoing spinal/epidural anesthesia or puncture may 
develop an epidural or spinal hematoma which can result in 
long-term or permanent paralysis.

  The risk of these events may be increased by the postoperative 
use of indwelling epidural catheters or the concomitant use of 
medicinal products affecting hemostasis. Indwelling epidural 
or intrathecal catheters should not be removed earlier than 
24 hours after the last administration of ELIQUIS. 

The next dose of ELIQUIS should not be administered earlier 
than 5 hours after the removal of the catheter. The risk may 
also be increased by traumatic or repeated epidural or spinal 
puncture. If traumatic puncture occurs, delay the administration 
of ELIQUIS for 48 hours.

  Monitor patients frequently and if neurological compromise is 
noted, urgent diagnosis and treatment is necessary. Physicians 
should consider the potential benefi t versus the risk of neuraxial 
intervention in ELIQUIS patients.

•   Prosthetic Heart Valves: The safety and effi cacy of ELIQUIS 
have not been studied in patients with prosthetic heart valves 
and is not recommended in these patients.

•   Acute PE in Hemodynamically Unstable Patients or Patients 
who Require Thrombolysis or Pulmonary Embolectomy: 
Initiation of ELIQUIS is not recommended as an alternative to 
unfractionated heparin for the initial treatment of patients 
with PE who present with hemodynamic instability or who may 
receive thrombolysis or pulmonary embolectomy.

ADVERSE REACTIONS
•   The most common and most serious adverse reactions reported 

with ELIQUIS were related to bleeding.

TEMPORARY INTERRUPTION FOR SURGERY AND OTHER 
INTERVENTIONS
•   ELIQUIS should be discontinued at least 48 hours prior to elective 

surgery or invasive procedures with a moderate or high risk of 
unacceptable or clinically signifi cant bleeding. ELIQUIS should be 
discontinued at least 24 hours prior to elective surgery or invasive 
procedures with a low risk of bleeding or where the bleeding 
would be noncritical in location and easily controlled. Bridging 
anticoagulation during the 24 to 48 hours after stopping ELIQUIS 
and prior to the intervention is not generally required. ELIQUIS 
should be restarted after the surgical or other procedures as 
soon as adequate hemostasis has been established.

ELIQUIS® and the ELIQUIS logo are trademarks of Bristol-Myers Squibb Company. 
© 2017 Bristol-Myers Squibb. All rights reserved. 432US1701443-02-01 05/17

NVAF: nonvalvular atrial fi brillation. DVT: deep vein thrombosis; 
PE: pulmonary embolism.

Explore the effi cacy and safety data 
at hcp.eliquis.com

Reference: 1. ELIQUIS® Package Insert. Bristol-Myers Squibb Company, Princeton, NJ, 
and Pfi zer Inc, New York, NY.

Please see Brief Summary of Full Prescribing Information, 
including Boxed WARNINGS, on adjacent pages.

Clinical Trial 
Results Matter

WARNINGS AND PRECAUTIONS (cont’d)
DRUG INTERACTIONS
•   Strong Dual Inhibitors of CYP3A4 and P-gp: Inhibitors of 

cytochrome P450 3A4 (CYP3A4) and P-glycoprotein (P-gp) 
increase exposure to apixaban and increase the risk of bleeding. 
For patients receiving ELIQUIS doses of 5 mg or 10 mg twice 
daily, reduce the dose of ELIQUIS by 50% when ELIQUIS is 
coadministered with drugs that are strong dual inhibitors of 
CYP3A4 and P-gp (e.g., ketoconazole, itraconazole, ritonavir, or 
clarithromycin). In patients already taking 2.5 mg twice daily, 
avoid coadministration of ELIQUIS with strong dual inhibitors of 
CYP3A4 and P-gp.  

•   Strong Dual Inducers of CYP3A4 and P-gp: Avoid concomitant 
use of ELIQUIS with strong dual inducers of CYP3A4 and P-gp 
(e.g., rifampin, carbamazepine, phenytoin, St. John’s wort) 
because such drugs will decrease exposure to apixaban and 
increase the risk of stroke and other thromboembolic events.  

•   Anticoagulants and Antiplatelet Agents: Coadministration of 
antiplatelet agents, fi brinolytics, heparin, aspirin, and chronic 
NSAID use increases the risk of bleeding. APPRAISE-2, a placebo- 
controlled clinical trial of apixaban in high-risk post-acute coronary 
syndrome patients treated with aspirin or the combination of 
aspirin and clopidogrel, was terminated early due to a higher 
rate of bleeding with apixaban compared to placebo.  

PREGNANCY CATEGORY B
•   There are no adequate and well-controlled studies of ELIQUIS 

in pregnant women. Treatment is likely to increase the 
risk of hemorrhage during pregnancy and delivery. ELIQUIS 
should be used during pregnancy only if the potential benefi t 
outweighs the potential risk to the mother and fetus.
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Patients with Prosthetic Heart Valves
The safety and efficacy of ELIQUIS (apixaban) have not been studied in patients with prosthetic 
heart valves. Therefore, use of ELIQUIS is not recommended in these patients.

Acute PE in Hemodynamically Unstable Patients or Patients who Require Thrombolysis or 
Pulmonary Embolectomy
Initiation of ELIQUIS is not recommended as an alternative to unfractionated heparin for the initial 
treatment of patients with PE who present with hemodynamic instability or who may receive 
thrombolysis or pulmonary embolectomy.

ADVERSE REACTIONS
The following serious adverse reactions are discussed in greater detail in other sections of the 
prescribing information.

• Increased risk of thrombotic events after premature discontinuation [see Warnings and 
Precautions]

• Bleeding [see Warnings and Precautions]
• Spinal/epidural anesthesia or puncture [see Warnings and Precautions]
Clinical Trials Experience
Because clinical trials are conducted under widely varying conditions, adverse reaction rates 
observed in the clinical trials of a drug cannot be directly compared to rates in the clinical trials of 
another drug and may not reflect the rates observed in practice.

Reduction of Risk of Stroke and Systemic Embolism in Patients with Nonvalvular 
Atrial Fibrillation
The safety of ELIQUIS was evaluated in the ARISTOTLE and AVERROES studies [see Clinical 
Studies (14) in full Prescribing Information], including 11,284 patients exposed to ELIQUIS 5 mg 
twice daily and 602 patients exposed to ELIQUIS 2.5 mg twice daily. The duration of ELIQUIS 
exposure was ≥12 months for 9375 patients and ≥24 months for 3369 patients in the two 
studies. In ARISTOTLE, the mean duration of exposure was 89 weeks (>15,000 patient-years). In 
AVERROES, the mean duration of exposure was approximately 59 weeks (>3000 patient-years).

The most common reason for treatment discontinuation in both studies was for bleeding-
related adverse reactions; in ARISTOTLE this occurred in 1.7% and 2.5% of patients treated 
with ELIQUIS and warfarin, respectively, and in AVERROES, in 1.5% and 1.3% on ELIQUIS and 
aspirin, respectively.

Bleeding in Patients with Nonvalvular Atrial Fibrillation in ARISTOTLE and AVERROES

Tables 1 and 2 show the number of patients experiencing major bleeding during the treatment 
period and the bleeding rate (percentage of subjects with at least one bleeding event per 100 
patient-years) in ARISTOTLE and AVERROES.

Table 1: Bleeding Events in Patients with Nonvalvular Atrial Fibrillation in 
ARISTOTLE*

ELIQUIS 
N=9088 
n (per  

100 pt-year)

Warfarin 
N=9052 
n (per  

100 pt-year)

Hazard Ratio 
(95% CI)

P-value

Major† 327 (2.13) 462 (3.09) 0.69 (0.60, 0.80) <0.0001
 Intracranial (ICH)‡ 52 (0.33) 125 (0.82) 0.41 (0.30, 0.57) -
  Hemorrhagic 
  stroke§

38 (0.24) 74 (0.49) 0.51 (0.34, 0.75) -

  Other ICH 15 (0.10) 51 (0.34) 0.29 (0.16, 0.51) -
 Gastrointestinal (GI)¶ 128 (0.83) 141 (0.93) 0.89 (0.70, 1.14) -
 Fatal** 10 (0.06) 37 (0.24) 0.27 (0.13, 0.53) -
  Intracranial 4 (0.03) 30 (0.20) 0.13 (0.05, 0.37) -
  Non-intracranial 6 (0.04) 7 (0.05) 0.84 (0.28, 2.15) -

* Bleeding events within each subcategory were counted once per subject, but subjects 
may have contributed events to multiple endpoints. Bleeding events were counted during 
treatment or within 2 days of stopping study treatment (on-treatment period).

† Defined as clinically overt bleeding accompanied by one or more of the following: a decrease 
in hemoglobin of ≥2 g/dL, a transfusion of 2 or more units of packed red blood cells, bleeding 
at a critical site: intracranial, intraspinal, intraocular, pericardial, intra-articular, intramuscular 
with compartment syndrome, retroperitoneal or with fatal outcome.

‡ Intracranial bleed includes intracerebral, intraventricular, subdural, and subarachnoid 
bleeding. Any type of hemorrhagic stroke was adjudicated and counted as an intracranial 
major bleed.

§ On-treatment analysis based on the safety population, compared to ITT analysis presented in 
Section 14.

¶ GI bleed includes upper GI, lower GI, and rectal bleeding.
** Fatal bleeding is an adjudicated death with the primary cause of death as intracranial 

bleeding or non-intracranial bleeding during the on-treatment period.

ELIQUIS® (apixaban) tablets, for oral use
Brief Summary of Prescribing Information. For complete prescribing information consult 
official package insert.

WARNING: (A) PREMATURE DISCONTINUATION OF ELIQUIS INCREASES THE RISK OF 
THROMBOTIC EVENTS

(B) SPINAL/EPIDURAL HEMATOMA
(A)  PREMATURE DISCONTINUATION OF ELIQUIS INCREASES THE RISK OF THROMBOTIC 

EVENTS
Premature discontinuation of any oral anticoagulant, including ELIQUIS, increases 
the risk of thrombotic events. If anticoagulation with ELIQUIS is discontinued for 
a reason other than pathological bleeding or completion of a course of therapy, 
consider coverage with another anticoagulant [see Dosage and Administration, 
Warnings and Precautions, and Clinical Studies (14.1) in full Prescribing Information].
(B)  SPINAL/EPIDURAL HEMATOMA
Epidural or spinal hematomas may occur in patients treated with ELIQUIS who are 
receiving neuraxial anesthesia or undergoing spinal puncture. These hematomas 
may result in long-term or permanent paralysis. Consider these risks when 
scheduling patients for spinal procedures. Factors that can increase the risk of 
developing epidural or spinal hematomas in these patients include:
• use of indwelling epidural catheters
• concomitant use of other drugs that affect hemostasis, such as nonsteroidal 

anti-inflammatory drugs (NSAIDs), platelet inhibitors, other anticoagulants
• a history of traumatic or repeated epidural or spinal punctures
• a history of spinal deformity or spinal surgery
• optimal timing between the administration of ELIQUIS and neuraxial procedures 

is not known
[see Warnings and Precautions]
Monitor patients frequently for signs and symptoms of neurological impairment. 
If neurological compromise is noted, urgent treatment is necessary [see Warnings 
and Precautions]. 
Consider the benefits and risks before neuraxial intervention in patients 
anticoagulated or to be anticoagulated [see Warnings and Precautions].

INDICATIONS AND USAGE

Reduction of Risk of Stroke and Systemic Embolism in Nonvalvular Atrial Fibrillation— 
ELIQUIS® (apixaban) is indicated to reduce the risk of stroke and systemic embolism in patients 
with nonvalvular atrial fibrillation.

Prophylaxis of Deep Vein Thrombosis Following Hip or Knee Replacement Surgery— 
ELIQUIS is indicated for the prophylaxis of deep vein thrombosis (DVT), which may lead to 
pulmonary embolism (PE), in patients who have undergone hip or knee replacement surgery.

Treatment of Deep Vein Thrombosis—ELIQUIS is indicated for the treatment of DVT.

Treatment of Pulmonary Embolism—ELIQUIS is indicated for the treatment of PE.

Reduction in the Risk of Recurrence of DVT and PE—ELIQUIS is indicated to reduce the risk 
of recurrent DVT and PE following initial therapy.

DOSAGE AND ADMINISTRATION (Selected information)

Temporary Interruption for Surgery and Other Interventions
ELIQUIS should be discontinued at least 48 hours prior to elective surgery or invasive procedures 
with a moderate or high risk of unacceptable or clinically significant bleeding. ELIQUIS should be 
discontinued at least 24 hours prior to elective surgery or invasive procedures with a low risk of 
bleeding or where the bleeding would be non-critical in location and easily controlled. Bridging 
anticoagulation during the 24 to 48 hours after stopping ELIQUIS and prior to the intervention is 
not generally required. ELIQUIS should be restarted after the surgical or other procedures as soon 
as adequate hemostasis has been established. (For complete Dosage and Administration section, 
see full Prescribing Information.)

CONTRAINDICATIONS
ELIQUIS is contraindicated in patients with the following conditions:

• Active pathological bleeding [see Warnings and Precautions and Adverse Reactions]
• Severe hypersensitivity reaction to ELIQUIS (e.g., anaphylactic reactions) [see Adverse 

Reactions]

WARNINGS AND PRECAUTIONS

Increased Risk of Thrombotic Events after Premature Discontinuation
Premature discontinuation of any oral anticoagulant, including ELIQUIS, in the absence of 
adequate alternative anticoagulation increases the risk of thrombotic events. An increased rate 
of stroke was observed during the transition from ELIQUIS to warfarin in clinical trials in atrial 
fibrillation patients. If ELIQUIS is discontinued for a reason other than pathological bleeding or 
completion of a course of therapy, consider coverage with another anticoagulant [see Dosage 
and Administration (2.4) and Clinical Studies (14.1) in full Prescribing Information].

Bleeding
ELIQUIS increases the risk of bleeding and can cause serious, potentially fatal, bleeding [see 
Dosage and Administration (2.1) in full Prescribing Information and Adverse Reactions].

Concomitant use of drugs affecting hemostasis increases the risk of bleeding. These include 
aspirin and other antiplatelet agents, other anticoagulants, heparin, thrombolytic agents, 
selective serotonin reuptake inhibitors, serotonin norepinephrine reuptake inhibitors, and 
nonsteroidal anti-inflammatory drugs (NSAIDs) [see Drug Interactions].

Advise patients of signs and symptoms of blood loss and to report them immediately or go to an 
emergency room. Discontinue ELIQUIS in patients with active pathological hemorrhage.

Reversal of Anticoagulant Effect

A specific antidote for ELIQUIS is not available, and there is no established way to reverse the 
bleeding in patients taking ELIQUIS. The pharmacodynamic effect of ELIQUIS can be expected 
to persist for at least 24 hours after the last dose, i.e., for about two drug half-lives. Use of 
procoagulant reversal agents, such as prothrombin complex concentrate (PCC), activated 
prothrombin complex concentrate or recombinant factor VIIa, may be considered but has 
not been evaluated in clinical studies [see Clinical Pharmacology (12.2) in full Prescribing 
Information]. When PCCs are used, monitoring for the anticoagulation effect of apixaban 
using a clotting test (PT, INR, or aPTT) or anti-factor Xa (FXa) activity is not useful and is not 
recommended. Activated oral charcoal reduces absorption of apixaban, thereby lowering 
apixaban plasma concentration [see Overdosage].
Hemodialysis does not appear to have a substantial impact on apixaban exposure [see 
Clinical Pharmacology (12.3) in full Prescribing Information]. Protamine sulfate and vitamin K 
are not expected to affect the anticoagulant activity of apixaban. There is no experience with 
antifibrinolytic agents (tranexamic acid, aminocaproic acid) in individuals receiving apixaban. 
There is no experience with systemic hemostatics (desmopressin and aprotinin) in individuals 
receiving apixaban and they are not expected to be effective as a reversal agent.

Spinal/Epidural Anesthesia or Puncture
When neuraxial anesthesia (spinal/epidural anesthesia) or spinal/epidural puncture is employed, 
patients treated with antithrombotic agents for prevention of thromboembolic complications are 
at risk of developing an epidural or spinal hematoma which can result in long-term or permanent 
paralysis.

The risk of these events may be increased by the postoperative use of indwelling epidural 
catheters or the concomitant use of medicinal products affecting hemostasis. Indwelling epidural 
or intrathecal catheters should not be removed earlier than 24 hours after the last administration 
of ELIQUIS. The next dose of ELIQUIS should not be administered earlier than 5 hours after the 
removal of the catheter. The risk may also be increased by traumatic or repeated epidural or 
spinal puncture. If traumatic puncture occurs, delay the administration of ELIQUIS for 48 hours.

Monitor patients frequently for signs and symptoms of neurological impairment (e.g., numbness 
or weakness of the legs, bowel, or bladder dysfunction). If neurological compromise is noted, 
urgent diagnosis and treatment is necessary. Prior to neuraxial intervention the physician should 
consider the potential benefit versus the risk in anticoagulated patients or in patients to be 
anticoagulated for thromboprophylaxis.

In ARISTOTLE, the results for major bleeding were generally consistent across most major 
subgroups including age, weight, CHADS2 score (a scale from 0 to 6 used to estimate risk of 
stroke, with higher scores predicting greater risk), prior warfarin use, geographic region, and 
aspirin use at randomization (Figure 1). Subjects treated with apixaban with diabetes bled more 
(3.0% per year) than did subjects without diabetes (1.9% per year).

Table 2:   Bleeding Events in Patients with Nonvalvular Atrial Fibrillation in AVERROES

ELIQUIS (apixaban)  
N=2798 

n (%/year)

Aspirin 
N=2780 

n (%/year)
Hazard Ratio 

(95% CI) P-value

Major 45 (1.41) 29 (0.92) 1.54 (0.96, 2.45) 0.07
 Fatal 5 (0.16) 5 (0.16) 0.99 (0.23, 4.29) -
 Intracranial 11 (0.34) 11 (0.35) 0.99 (0.39, 2.51) -
Events associated with each endpoint were counted once per subject, but subjects may have 
contributed events to multiple endpoints.

Other Adverse Reactions

Hypersensitivity reactions (including drug hypersensitivity, such as skin rash, and anaphylactic 
reactions, such as allergic edema) and syncope were reported in <1% of patients receiving 
ELIQUIS.
Prophylaxis of Deep Vein Thrombosis Following Hip or Knee Replacement Surgery
The safety of ELIQUIS has been evaluated in 1 Phase II and 3 Phase III studies including 
5924 patients exposed to ELIQUIS 2.5 mg twice daily undergoing major orthopedic surgery of 
the lower limbs (elective hip replacement or elective knee replacement) treated for up to 38 days.
In total, 11% of the patients treated with ELIQUIS 2.5 mg twice daily experienced adverse 
reactions.
Bleeding results during the treatment period in the Phase III studies are shown in Table 3. 
Bleeding was assessed in each study beginning with the first dose of double-blind study drug.

Table 3:   Bleeding During the Treatment Period in Patients Undergoing Elective Hip 
or Knee Replacement Surgery

Bleeding 
Endpoint*

ADVANCE-3 
Hip Replacement 

Surgery

ADVANCE-2 
Knee Replacement 

Surgery

ADVANCE-1 
Knee Replacement 

Surgery

ELIQUIS  
2.5 mg 
po bid 

35±3 days

Enoxaparin 
40 mg 
sc qd 

35±3 days

ELIQUIS 
2.5 mg 
po bid 

12±2 days

Enoxaparin 
40 mg 
sc qd 

12±2 days

ELIQUIS 
2.5 mg 
po bid 

12±2 days

Enoxaparin 
30 mg 

sc q12h 
12±2 days

First dose 
12 to 24 

hours post 
surgery

First dose 
9 to 15 

hours prior 
to surgery

First dose 
12 to 24 

hours post 
surgery

First dose 
9 to 15 

hours prior 
to surgery

First dose 
12 to 24 

hours post 
surgery

First dose 
12 to 24 

hours post 
surgery

All treated N=2673 N=2659 N=1501 N=1508 N=1596 N=1588

Major 
(including surgical 
site)

22 
(0.82%)†

18 
(0.68%)

9 
(0.60%)‡

14 
(0.93%)

11 
(0.69%)

22 
(1.39%)

 Fatal 0 0 0 0 0 1 
(0.06%)

  Hgb decrease 
≥2 g/dL

13 
(0.49%)

10 
(0.38%)

8 
(0.53%)

9 
(0.60%)

10 
(0.63%)

16 
(1.01%)

  Transfusion of 
≥2 units RBC

16 
(0.60%)

14 
(0.53%)

5 
(0.33%)

9 
(0.60%)

9 
(0.56%)

18 
(1.13%)

  Bleed at 
critical site§

1 
(0.04%)

1 
 (0.04%)

1 
 (0.07%)

2 
(0.13%)

1 
(0.06%)

4 
(0.25%)

Major 
+ CRNM¶

129 
(4.83%)

134 
(5.04%)

53 
(3.53%)

72 
(4.77%)

46 
(2.88%)

68 
(4.28%)

All 313 
(11.71%)

334 
(12.56%)

104 
(6.93%)

126 
(8.36%)

85 
(5.33%)

108 
(6.80%)

* All bleeding criteria included surgical site bleeding.
†  Includes 13 subjects with major bleeding events that occurred before the first dose of 

apixaban (administered 12 to 24 hours post surgery).
‡  Includes 5 subjects with major bleeding events that occurred before the first dose of 

apixaban (administered 12 to 24 hours post surgery).
§  Intracranial, intraspinal, intraocular, pericardial, an operated joint requiring re-operation or 

intervention, intramuscular with compartment syndrome, or retroperitoneal. Bleeding into 
an operated joint requiring re-operation or intervention was present in all patients with 
this category of bleeding. Events and event rates include one enoxaparin-treated patient in 
ADVANCE-1 who also had intracranial hemorrhage.

¶ CRNM = clinically relevant nonmajor.

Figure 1:  Major Bleeding Hazard Ratios by Baseline Characteristics – ARISTOTLE Study

Apixaban
Better

Warfarin
Better

n of Events / N of Patients (% per year)

Subgroup Apixaban Warfarin Hazard Ratio (95% CI)
All Patients 327 / 9088 (2.1) 462 / 9052 (3.1) 0.69 (0.60, 0.80)
Prior Warfarin/VKA Status
 Experienced (57%) 185 / 5196 (2.1) 274 / 5180 (3.2) 0.66 (0.55, 0.80)
 Naive (43%) 142 / 3892 (2.2) 188 / 3872 (3.0) 0.73 (0.59, 0.91)
Age
 <65 (30%) 56 / 2723 (1.2) 72 / 2732 (1.5) 0.78 (0.55, 1.11)
 ≥65 and <75 (39%) 120 / 3529 (2.0) 166 / 3501 (2.8) 0.71 (0.56, 0.89)
 ≥75 (31%) 151 / 2836 (3.3) 224 / 2819 (5.2) 0.64 (0.52, 0.79)
Sex
 Male (65%) 225 / 5868 (2.3) 294 / 5879 (3.0) 0.76 (0.64, 0.90)
 Female (35%) 102 / 3220 (1.9) 168 / 3173 (3.3) 0.58 (0.45, 0.74)
Weight
 ≤60 kg (11%) 36 / 1013 (2.3) 62 / 965 (4.3) 0.55 (0.36, 0.83)
 >60 kg (89%) 290 / 8043 (2.1) 398 / 8059 (3.0) 0.72 (0.62, 0.83)
Prior Stroke or TIA
 Yes (19%) 77 / 1687 (2.8) 106 / 1735 (3.9) 0.73 (0.54, 0.98)
 No (81%) 250 / 7401 (2.0) 356 / 7317 (2.9) 0.68 (0.58, 0.80)
Diabetes Mellitus
 Yes (25%) 112 / 2276 (3.0) 114 / 2250 (3.1) 0.96 (0.74, 1.25)
 No (75%) 215 / 6812 (1.9) 348 / 6802 (3.1) 0.60 (0.51, 0.71)
CHADS2 Score
 ≤1 (34%) 76 / 3093 (1.4) 126 / 3076 (2.3) 0.59 (0.44, 0.78)
 2 (36%) 125 / 3246 (2.3) 163 / 3246 (3.0) 0.76 (0.60, 0.96)
 ≥3 (30%) 126 / 2749 (2.9) 173 / 2730 (4.1) 0.70 (0.56, 0.88)
Creatinine Clearance
 <30 mL/min (1%) 7 / 136 (3.7) 19 / 132 (11.9) 0.32 (0.13, 0.78)
 30-50 mL/min (15%) 66 / 1357 (3.2) 123 / 1380 (6.0) 0.53 (0.39, 0.71)
 >50-80 mL/min (42%) 157 / 3807 (2.5) 199 / 3758 (3.2) 0.76 (0.62, 0.94)
 >80 mL/min (41%) 96 / 3750 (1.5) 119 / 3746 (1.8) 0.79 (0.61, 1.04)
Geographic Region
 US (19%) 83 / 1716 (2.8) 109 / 1693 (3.8) 0.75 (0.56, 1.00)
 Non-US (81%) 244 / 7372 (2.0) 353 / 7359 (2.9) 0.68 (0.57, 0.80)
Aspirin at Randomization
 Yes (31%) 129 / 2846 (2.7) 164 / 2762 (3.7) 0.75 (0.60, 0.95)
 No (69%) 198 / 6242 (1.9) 298 / 6290 (2.8) 0.66 (0.55, 0.79)

 0.125 0.25 0.5 1 2

Note: The figure above presents effects in various subgroups, all of which are baseline characteristics and all of which were pre-specified, if not the groupings. The 95% confidence limits that are 
shown do not take into account how many comparisons were made, nor do they reflect the effect of a particular factor after adjustment for all other factors. Apparent homogeneity or heterogeneity 
among groups should not be over-interpreted.
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Table 7:  Bleeding Results in the AMPLIFY-EXT Study

ELIQUIS (apixaban) 
2.5 mg bid 

N=840 
n (%)

ELIQUIS 
5 mg bid 
N=811 
n (%)

Placebo
 

N=826 
n (%)

Major 2 (0.2) 1 (0.1) 4 (0.5)

CRNM* 25 (3.0) 34 (4.2) 19 (2.3)

Major + CRNM 27 (3.2) 35 (4.3) 22 (2.7)

Minor 75 (8.9) 98 (12.1) 58 (7.0)

All 94 (11.2) 121 (14.9) 74 (9.0)

* CRNM = clinically relevant nonmajor bleeding.
Events associated with each endpoint were counted once per subject, but subjects may have 
contributed events to multiple endpoints.

Adverse reactions occurring in ≥1% of patients in the AMPLIFY-EXT study are listed in Table 8.

Table 8:   Adverse Reactions Occurring in ≥1% of Patients Undergoing Extended 
Treatment for DVT and PE in the AMPLIFY-EXT Study

ELIQUIS 
2.5 mg bid 

N=840 
n (%)

ELIQUIS 
5 mg bid 
N=811 
n (%)

Placebo
 

N=826 
n (%)

Epistaxis 13 (1.5) 29 (3.6) 9 (1.1)

Hematuria 12 (1.4) 17 (2.1) 9 (1.1)

Hematoma 13 (1.5) 16 (2.0) 10 (1.2)

Contusion 18 (2.1) 18 (2.2) 18 (2.2)

Gingival bleeding 12 (1.4) 9 (1.1) 3 (0.4)

Other Adverse Reactions

Less common adverse reactions in ELIQUIS-treated patients in the AMPLIFY or AMPLIFY-EXT 
studies occurring at a frequency of ≥0.1% to <1%:

Blood and lymphatic system disorders: hemorrhagic anemia

Gastrointestinal disorders: hematochezia, hemorrhoidal hemorrhage, gastrointestinal 
hemorrhage, hematemesis, melena, anal hemorrhage

Injury, poisoning, and procedural complications: wound hemorrhage, postprocedural 
hemorrhage, traumatic hematoma, periorbital hematoma

Musculoskeletal and connective tissue disorders: muscle hemorrhage

Reproductive system and breast disorders: vaginal hemorrhage, metrorrhagia, 
menometrorrhagia, genital hemorrhage

Vascular disorders: hemorrhage

Skin and subcutaneous tissue disorders: ecchymosis, skin hemorrhage, petechiae

Eye disorders: conjunctival hemorrhage, retinal hemorrhage, eye hemorrhage

Investigations: blood urine present, occult blood positive, occult blood, red blood cells urine 
positive

General disorders and administration-site conditions: injection-site hematoma, vessel 
puncture-site hematoma

DRUG INTERACTIONS

Apixaban is a substrate of both CYP3A4 and P-gp. Inhibitors of CYP3A4 and P-gp increase 
exposure to apixaban and increase the risk of bleeding. Inducers of CYP3A4 and P-gp decrease 
exposure to apixaban and increase the risk of stroke and other thromboembolic events.

Strong Dual Inhibitors of CYP3A4 and P-gp

For patients receiving ELIQUIS 5 mg or 10 mg twice daily, the dose of ELIQUIS should be  
decreased by 50% when it is coadministered with drugs that are strong dual inhibitors of 
CYP3A4 and P-gp (e.g., ketoconazole, itraconazole, ritonavir, or clarithromycin) [see Dosage and 
Administration (2.5) and Clinical Pharmacology (12.3) in full Prescribing Information].

For patients receiving ELIQUIS at a dose of 2.5 mg twice daily, avoid coadministration  
with strong dual inhibitors of CYP3A4 and P-gp [see Dosage and Administration (2.5) and 
Clinical Pharmacology (12.3) in full Prescribing Information].

Strong Dual Inducers of CYP3A4 and P-gp

Avoid concomitant use of ELIQUIS with strong dual inducers of CYP3A4 and P-gp  
(e.g., rifampin, carbamazepine, phenytoin, St. John’s wort) because such drugs will decrease 
exposure to apixaban [see Clinical Pharmacology (12.3) in full Prescribing Information].

Anticoagulants and Antiplatelet Agents

Coadministration of antiplatelet agents, fibrinolytics, heparin, aspirin, and chronic NSAID use 
increases the risk of bleeding.

APPRAISE-2, a placebo-controlled clinical trial of apixaban in high-risk, post-acute coronary 
syndrome patients treated with aspirin or the combination of aspirin and clopidogrel,  
was terminated early due to a higher rate of bleeding with apixaban compared to placebo.  
The rate of ISTH major bleeding was 2.8% per year with apixaban versus 0.6% per year with 
placebo in patients receiving single antiplatelet therapy and was 5.9% per year with apixaban 
versus 2.5% per year with placebo in those receiving dual antiplatelet therapy.

In ARISTOTLE, concomitant use of aspirin increased the bleeding risk on ELIQUIS from  
1.8% per year to 3.4% per year and concomitant use of aspirin and warfarin increased  
the bleeding risk from 2.7% per year to 4.6% per year. In this clinical trial, there was limited 
(2.3%) use of dual antiplatelet therapy with ELIQUIS.

USE IN SPECIFIC POPULATIONS

Pregnancy

Pregnancy Category B 

There are no adequate and well-controlled studies of ELIQUIS in pregnant women. Treatment  
is likely to increase the risk of hemorrhage during pregnancy and delivery. ELIQUIS should  
be used during pregnancy only if the potential benefit outweighs the potential risk to the  
mother and fetus.

Treatment of pregnant rats, rabbits, and mice after implantation until the end of gestation  
resulted in fetal exposure to apixaban, but was not associated with increased risk for 
fetal malformations or toxicity. No maternal or fetal deaths were attributed to bleeding.  
Increased incidence of maternal bleeding was observed in mice, rats, and rabbits at maternal 
exposures that were 19, 4, and 1 times, respectively, the human exposure of unbound drug, 
based on area under plasma-concentration time curve (AUC) comparisons at the maximum 
recommended human dose (MRHD) of 10 mg (5 mg twice daily).

Labor and Delivery

Safety and effectiveness of ELIQUIS during labor and delivery have not been studied in  
clinical trials. Consider the risks of bleeding and of stroke in using ELIQUIS in this setting  
[see Warnings and Precautions].

Treatment of pregnant rats from implantation (gestation Day 7) to weaning (lactation Day 21) 
with apixaban at a dose of 1000 mg/kg (about 5 times the human exposure based on unbound 
apixaban) did not result in death of offspring or death of mother rats during labor in association 
with uterine bleeding. However, increased incidence of maternal bleeding, primarily during 
gestation, occurred at apixaban doses of ≥25 mg/kg, a dose corresponding to ≥1.3 times the 
human exposure.

Nursing Mothers

It is unknown whether apixaban or its metabolites are excreted in human milk. Rats excrete 
apixaban in milk (12% of the maternal dose).

Women should be instructed either to discontinue breastfeeding or to discontinue 
ELIQUIS (apixaban) therapy, taking into account the importance of the drug to the mother.

Pediatric Use

Safety and effectiveness in pediatric patients have not been established.

Geriatric Use

Of the total subjects in the ARISTOTLE and AVERROES clinical studies, >69% were  
65 and older, and >31% were 75 and older. In the ADVANCE-1, ADVANCE-2, and ADVANCE-3 
clinical studies, 50% of subjects were 65 and older, while 16% were 75 and older. In the  
AMPLIFY and AMPLIFY-EXT clinical studies, >32% of subjects were 65 and older and  
>13% were 75 and older. No clinically significant differences in safety or effectiveness were 
observed when comparing subjects in different age groups.

Renal Impairment
Reduction of Risk of Stroke and Systemic Embolism in Patients with Nonvalvular  
Atrial Fibrillation
The recommended dose is 2.5 mg twice daily in patients with at least two of the following 
characteristics [see Dosage and Administration (2.1) in full Prescribing Information]:

• age ≥80 years

• body weight ≤60 kg

• serum creatinine ≥1.5 mg/dL

Patients with End-Stage Renal Disease on Dialysis

Clinical efficacy and safety studies with ELIQUIS did not enroll patients with end-stage 
renal disease (ESRD) on dialysis. In patients with ESRD maintained on intermittent  
hemodialysis, administration of ELIQUIS at the usually recommended dose [see Dosage and 
Administration (2.1) in full Prescribing Information] will result in concentrations of apixaban 
and pharmacodynamic activity similar to those observed in the ARISTOTLE study [see Clinical 
Pharmacology (12.3) in full Prescribing Information]. It is not known whether these concentrations 
will lead to similar stroke reduction and bleeding risk in patients with ESRD on dialysis as was 
seen in ARISTOTLE.

Prophylaxis of Deep Vein Thrombosis Following Hip or Knee Replacement Surgery, and 
Treatment of DVT and PE and Reduction in the Risk of Recurrence of DVT and PE

No dose adjustment is recommended for patients with renal impairment, including those with 
ESRD on dialysis [see Dosage and Administration (2.1) in full Prescribing Information]. 

Clinical efficacy and safety studies with ELIQUIS did not enroll patients with ESRD on dialysis 
or patients with a CrCl <15 mL/min; therefore, dosing recommendations are based on 
pharmacokinetic and pharmacodynamic (anti-FXa activity) data in subjects with ESRD 
maintained on dialysis [see Clinical Pharmacology (12.3) in full Prescribing Information].

Hepatic Impairment

No dose adjustment is required in patients with mild hepatic impairment (Child-Pugh class 
A). Because patients with moderate hepatic impairment (Child-Pugh class B) may have  
intrinsic coagulation abnormalities and there is limited clinical experience with ELIQUIS in these 
patients, dosing recommendations cannot be provided [see Clinical Pharmacology (12.2) in  
full Prescribing Information]. ELIQUIS is not recommended in patients with severe hepatic 
impairment (Child-Pugh class C) [see Clinical Pharmacology (12.2) in full Prescribing Information].

OVERDOSAGE

There is no antidote to ELIQUIS. Overdose of ELIQUIS increases the risk of bleeding [see Warnings 
and Precautions].

In controlled clinical trials, orally administered apixaban in healthy subjects at doses up to  
50 mg daily for 3 to 7 days (25 mg twice daily for 7 days or 50 mg once daily for 3 days) had  
no clinically relevant adverse effects.

In healthy subjects, administration of activated charcoal 2 and 6 hours after ingestion of 
a 20-mg dose of apixaban reduced mean apixaban AUC by 50% and 27%, respectively.  
Thus, administration of activated charcoal may be useful in the management of apixaban 
overdose or accidental ingestion.

PATIENT COUNSELING INFORMATION

Advise patients to read the FDA-approved patient labeling (Medication Guide).

Advise patients of the following:

• Not to discontinue ELIQUIS without talking to their physician first.

• That it might take longer than usual for bleeding to stop, and they may bruise or  
bleed more easily when treated with ELIQUIS. Advise patients about how to recognize 
bleeding or symptoms of hypovolemia and of the urgent need to report any unusual bleeding 
to their physician.

• To tell their physicians and dentists they are taking ELIQUIS, and/or any other product  
known to affect bleeding (including nonprescription products, such as aspirin or NSAIDs), 
before any surgery or medical or dental procedure is scheduled and before any new drug 
is taken.

• If the patient is having neuraxial anesthesia or spinal puncture, inform the patient to watch  
for signs and symptoms of spinal or epidural hematomas [see Warnings and Precautions].  
If any of these symptoms occur, advise the patient to seek emergent medical attention.

• To tell their physicians if they are pregnant or plan to become pregnant or are  
breastfeeding or intend to breastfeed during treatment with ELIQUIS [see Use in Specific 
Populations].

• How to take ELIQUIS if they cannot swallow, or require a nasogastric tube [see Dosage and 
Administration (2.6) in full Prescribing Information].

• What to do if a dose is missed [see Dosage and Administration (2.2) in full Prescribing 
Information].
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Adverse reactions occurring in ≥1% of patients undergoing hip or knee replacement surgery in 
the 1 Phase II study and the 3 Phase III studies are listed in Table 4.

Table 4:   Adverse Reactions Occurring in ≥1% of Patients in Either Group 
Undergoing Hip or Knee Replacement Surgery

ELIQUIS (apixaban), 
 n (%) 

2.5 mg po bid 
 

N=5924

Enoxaparin,  
n (%) 

40 mg sc qd or 
30 mg sc q12h 

N=5904

Nausea 153 (2.6) 159 (2.7)

Anemia (including postoperative and hemorrhagic 
anemia, and respective laboratory parameters)

153 (2.6) 178 (3.0)

Contusion 83 (1.4) 115 (1.9)

Hemorrhage (including hematoma, and vaginal 
and urethral hemorrhage)

67 (1.1) 81 (1.4)

Postprocedural hemorrhage (including 
postprocedural hematoma, wound hemorrhage, 
vessel puncture site hematoma and catheter site 
hemorrhage)

54 (0.9) 60 (1.0)

Transaminases increased (including alanine 
aminotransferase increased and alanine 
aminotransferase abnormal)

50 (0.8) 71 (1.2)

Aspartate aminotransferase increased 47 (0.8) 69 (1.2)

Gamma-glutamyltransferase increased 38 (0.6) 65 (1.1)

Less common adverse reactions in apixaban-treated patients undergoing hip or knee 
replacement surgery occurring at a frequency of ≥0.1% to <1%:

Blood and lymphatic system disorders: thrombocytopenia (including platelet count decreases)

Vascular disorders: hypotension (including procedural hypotension)

Respiratory, thoracic, and mediastinal disorders: epistaxis

Gastrointestinal disorders: gastrointestinal hemorrhage (including hematemesis and melena), 
hematochezia

Hepatobiliary disorders: liver function test abnormal, blood alkaline phosphatase increased, 
blood bilirubin increased

Renal and urinary disorders: hematuria (including respective laboratory parameters)

Injury, poisoning, and procedural complications: wound secretion, incision-site hemorrhage 
(including incision-site hematoma), operative hemorrhage

Less common adverse reactions in apixaban-treated patients undergoing hip or knee 
replacement surgery occurring at a frequency of <0.1%:

Gingival bleeding, hemoptysis, hypersensitivity, muscle hemorrhage, ocular hemorrhage 
(including conjunctival hemorrhage), rectal hemorrhage

Treatment of DVT and PE and Reduction in the Risk of Recurrence of DVT or PE

The safety of ELIQUIS has been evaluated in the AMPLIFY and AMPLIFY-EXT studies, including 
2676 patients exposed to ELIQUIS 10 mg twice daily, 3359 patients exposed to ELIQUIS 5 mg 
twice daily, and 840 patients exposed to ELIQUIS 2.5 mg twice daily.

Common adverse reactions (≥1%) were gingival bleeding, epistaxis, contusion, hematuria, 
rectal hemorrhage, hematoma, menorrhagia, and hemoptysis.

AMPLIFY Study

The mean duration of exposure to ELIQUIS was 154 days and to enoxaparin/warfarin was 
152 days in the AMPLIFY study. Adverse reactions related to bleeding occurred in 417 (15.6%) 
ELIQUIS-treated patients compared to 661 (24.6%) enoxaparin/warfarin-treated patients. 
The discontinuation rate due to bleeding events was 0.7% in the ELIQUIS-treated patients 
compared to 1.7% in enoxaparin/warfarin-treated patients in the AMPLIFY study.

In the AMPLIFY study, ELIQUIS was statistically superior to enoxaparin/warfarin in the primary 
safety endpoint of major bleeding (relative risk 0.31, 95% CI [0.17, 0.55], P-value <0.0001).

Bleeding results from the AMPLIFY study are summarized in Table 5.

Table 5:   Bleeding Results in the AMPLIFY Study

ELIQUIS 
N=2676 

n (%)

Enoxaparin/Warfarin 
N=2689 

n (%)

Relative Risk  
(95% CI)

Major 15 (0.6) 49 (1.8) 0.31 (0.17, 0.55) 
p<0.0001

CRNM* 103 (3.9) 215 (8.0)

Major + CRNM 115 (4.3) 261 (9.7)

Minor 313 (11.7) 505 (18.8)

All 402 (15.0) 676 (25.1)

* CRNM = clinically relevant nonmajor bleeding.
Events associated with each endpoint were counted once per subject, but subjects may have 
contributed events to multiple endpoints.

Adverse reactions occurring in ≥1% of patients in the AMPLIFY study are listed in Table 6.

Table 6:   Adverse Reactions Occurring in ≥1% of Patients Treated for DVT and PE in 
the AMPLIFY Study

ELIQUIS  
N=2676  

n (%)

Enoxaparin/Warfarin  
N=2689 

n (%)

Epistaxis 77 (2.9) 146 (5.4)

Contusion 49 (1.8) 97 (3.6)

Hematuria 46 (1.7) 102 (3.8)

Menorrhagia 38 (1.4) 30 (1.1)

Hematoma 35 (1.3) 76 (2.8)

Hemoptysis 32 (1.2) 31 (1.2)

Rectal hemorrhage 26 (1.0) 39 (1.5)

Gingival bleeding 26 (1.0) 50 (1.9)

AMPLIFY-EXT Study

The mean duration of exposure to ELIQUIS was approximately 330 days and to placebo 
was 312 days in the AMPLIFY-EXT study. Adverse reactions related to bleeding occurred 
in 219 (13.3%) ELIQUIS-treated patients compared to 72 (8.7%) placebo-treated patients. 
The discontinuation rate due to bleeding events was approximately 1% in the ELIQUIS-treated 
patients compared to 0.4% in those patients in the placebo group in the AMPLIFY-EXT study.

Bleeding results from the AMPLIFY-EXT study are summarized in Table 7.
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All Charged Up & No Place To Go
Proposed algorithm for shock-resistant ventricular fibrillation
by ANTON HELMAN, MD, CCFP(EM), 

FCFP

The Case
You get a call that a 50-year-old woman col-
lapsed while running a marathon. Bystanders 
started CPR immediately. Nearby paramedics 
found her to be in ventricular fibrillation (VF). 
She was shocked three times and given 3 amps 
of epinephrine. She is still in VF when she ar-
rives at your emergency department.

Advanced cardiac life support (ACLS) was 
originally designed to give us a common lan-
guage and help us avoid paralysis in a crisis 
situation. However, with each year that pass-
es, it seems like ACLS has become more and 
more simplified to appeal to a broader scope 
of rescuers, including those who rarely run 
codes. Yet cardiac arrest physiology just isn’t 
that simple. Managing these patients requires 
a lot more finesse. Practitioners working in 
settings where they manage codes regularly 
(eg, the emergency department) should be ex-
pected to have a more sophisticated approach 
when standard ACLS algorithms aren’t effec-
tive. In this month’s column, I’ll suggest four 
strategies to improve the chances of return 
of spontaneous circulation (ROSC) in shock-
resistant VF and, perhaps, survival to hospi-
tal discharge. Shock-resistant VF, or electrical 
storm, is defined as three or more sustained 
episodes of VF in a 24-hour period.

1. Prepare Your Team
Team-based preparation prior to patient ar-
rival is essential to optimizing cardiac arrest 
care and takes fewer than five minutes. It can 
be broken down into three points to be dis-
cussed in a team huddle:

• What do we know? What do we expect 
to see? What are the possibilities? Run 
through the most likely immediate life-
threatening issues.

• What do we do? What actions will you 
take, and what contingency plans will you 
have in place if those actions fail? Teams 
respond more efficiently and decidedly if 
they have anticipated failure rather than 
having failure of a plan surprise them.

• Role assignment: Assign logistical tasks to 
team members, including definitive airway 
management, chest compressions, medica-
tion administration, and defibrillation.

In this case, consider premixing amiodar-
one 300 mg and esmolol 500 mcg/kg and set-
ting up for dual-shock therapy.

2. Consider Stopping Epinephrine 
Epinephrine is associated with increased my-
ocardial oxygen consumption and ventricular 
dysrhythmias and has never been shown to im-
prove survival to hospital discharge in cardiac 
arrest.1 Epinephrine, in the doses used in car-
diac arrest, causes cerebral vasoconstriction 
that may impair tissue oxygenation and brain 

perfusion and compromise neurological re-
covery.2 There is an argument to be made that 
epinephrine should be decreased or elimi-
nated in all patients with shock-refractory VF 
because of its catecholamine effects. It makes 
little physiologic sense to add catecholamine 
fuel, like epinephrine, to the catecholamine 
firestorm of refractory VF. In fact, we want to 
achieve the opposite: Block the catecholamine 
surge so that the VF breaks. 

3. Block Sympathetic Tone
Shock-resistant VF increases sympathetic tone, 
which leads to a vicious cycle of fibrillation and 
increased sympathetic tone.3 Esmolol decreas-
es sympathetic tone and counteracts the en-
dogenous and exogenous catecholamine surge 
theorized to occur during refractory VF arrest. 
Esmolol is the only drug in the management of 
cardiac arrest that has shown an increased rate 
of survival to hospital discharge with favorable 
neurologic outcomes. Albeit in a small study, 
patients who received esmolol after three de-

fibrillations and 3 mg of epinephrine had a 50 
percent survival to hospital discharge with a 
favorable neurologic outcome compared to 11 
percent of patients who did not receive esmo-
lol.4 Larger randomized controlled trials are 
needed. However, in the meantime, there is 
little downside to giving esmolol in this setting.

If you have the point-of-care ultrasound 
skills necessary, a second method to block 
sympathetic tone is to administer a stellate 
ganglion block.5 Case studies and one small 
randomized trial suggest reduced mortality in 
refractory VF with this method. The stellate 
ganglion at the level of C7 conducts sympa-
thetic activity to the heart. 

Directly blocking sympathetic outflow to 
the heart may decrease the sensitivity of the 
myocardium to arrhythmias.6

4. Consider Dual-Shock 
Defibrillation
If standard defibrillation isn’t working, con-
sider double defibrillation. Animal studies 

show that most failed shocks are actually suc-
cessful shocks but that the patient goes back 
into VF in less than one second. Eighty per-
cent of patients who are resistant to a single 
shock will respond to dual shock.7 The idea 
is that you need to depolarize 90 percent of 
the myocardium to achieve effective defibril-
lation. If the patient has defibrillator pads in 
the traditional positions on the chest, attach a 
second set of pads from a second defibrillator 
in the anterior-posterior “sandwich” position 
(see image). At the time of defibrillation, both 
shock buttons are depressed simultaneously.

Adding a second set of pads changes the en-
ergy vectors through the myocardium, which 
helps achieve that 90 percent threshold. A few 
small studies have shown promising results 
for ROSC, with one showing 70 percent conver-
sion with dual shock and 30 percent achieving 
ROSC in the field.8 It is important to note that 
the largest study to date on dual defibrillation 
in refractory VF did not show any benefit for 
neurologically intact survival.7

Don’t forget that since many patients with 
shock-resistant VF have an underlying cardiac 
ischemic event as the primary cause, cardiac 
arrest experts recommend consulting an in-
terventional cardiologist for consideration of 
immediate transfer to the cath lab for all VF 
patients who have achieved ROSC.

Thanks to Jordan Chenkin, Paul Dorian, 
Laurie Morrison, and Steve Lin for their con-
tributions to the podcasts that inspired this 
article. 
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To perform dual-shock defibrillation, place one set of defibrillator pads in the traditional posi-
tions on the chest (blue pads) and attach a second set of pads from a second defibrillator in the 
anterior-posterior “sandwich” position (red pads).

Episode 71 ACLS Guidelines 2015–Cardiac Arrest 
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Journal Jam 7–Amiodarone vs Lidocaine vs Placebo 
in Cardiac Arrest: The ALPS Trial: emergencymedi-
cinecases.com/amiodarone-vs-lidocaine-vs-placebo-
alps-trial/
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forever. To the greater world around him, he is sadly anoth-
er unfortunate statistic of inner-city gun violence. The pho-
tos shown this month are not of this particular patient but of 
those who shared the same fear, pain, and stress of being a 
victim of violence.

This topic of inner-city violence strikes a chord with me. Be-
ing an African-American physician, I cannot help but lament 
over the loss of life in the community I serve. Normally, I try to 
place some mental and emotional distance between myself and 
the tragic events that I frequently encounter in the emergency 
department to preserve my humanity. However, that distance 
becomes hard to place when you are continually treating peers 
who look like you and come from a similar background as you. 
I cannot help but feel something. Despair? Anger? Guilt? Maybe 
all of the above? Whatever the feeling is, it drives the question 
of how we, as a society, can stop the violence.

Injuries from gun violence account for nearly 37,000 emer-
gency department visits annually. Firearms are the second 
leading cause of death among youths (14–24 years of age) in 
the United States and disproportionately affect youth and adult 
populations in minority communities stricken by poverty and 
neglect.1 Individuals victimized by firearms are at higher risk to 
be reinjured and rehospitalized, especially within the first year 
after their injury. They experience higher rates of functional 
disability, PTSD, and depression.2 Furthermore, the societal 
costs associated with firearm violence, injury, and death are 
not trivial. Every year, an estimated $630 million is spent on 
acute medical care alone, and there is approximately $32 bil-
lion in lost wages and productivity.3 

A handful of interventions such as blight remediation and 
therapist-delivered interventions have been shown to decrease 
firearm and non-firearm violence.3,4 However, there is still a 
paucity of medical literature and validated interventions on 

how we as a medical community can ameliorate the effects 
of gun violence. As emergency physicians, we are on the front 
lines of this epidemic and have a unique but powerful capacity 
to make change. I am by no means advocating for the infringe-
ment on people’s Second Amendment rights. My plea is that 
we do more in curtailing this epidemic by supporting more re-
search around this issue, investing in community-based inter-
ventions, and advocating for future victims who may become 
nameless statistics. 
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Stab Wound Taxonomy
Listen carefully, wounds have a story to tell

by RALPH J. RIVIELLO, MD, MS, 
FACEP; AND HEATHER V. ROZZI, MD, 

FACEP

THE CASE: A 58-year-old male presents to the 
emergency department in cardiac arrest after 
sustaining a stab wound to the left neck (zone 
1). The patient was apneic with a faint pulse 
at the scene but arrested en route to the emer-
gency department. Medics have the patient 
intubated, and two large-bore IVs have been 
initiated with crystalloids infusing. He is still 
pulseless in the emergency department. A fo-
cused assessment with sonography for trauma 
(FAST) exam is negative. After brief resusci-
tative efforts in the trauma bay, the patient is 
pronounced dead.

Forensic Pearls 
A stab wound is a form of sharp-force trau-
ma caused by a thrusting action whose inju-
ry length on the body surface is less than its 
depth of penetration into the body. The force 
is delivered along the long axis of a narrow, 
sharply pointed object. The impact force is 
concentrated at the tip of the object—and the 
sharper the tip, the more easily it can pene-
trate the skin. Stab wounds can be homicidal, 
self-inflicted, or accidental. Internal and exter-
nal hemorrhage are of concern when treating 
stabbing victims. Knives tend to make up the 
majority of weapons used in stabbings. How-
ever, any pointed object can be a weapon (eg, 
pencil, screwdriver, barbecue fork, scissors, 
awl, etc.).

The skin edges of a stab wound are called 
the wound’s margins, and the ends or tips are 
the wound’s angles. The length of the wound 
is measured from one angle to the other. A line 
drawn between the two angles is the long/lon-
gitudinal axis. The longitudinal axis can be de-
scribed as vertical, horizontal, or angled. The 
width is the widest measurement between the 
two margins. 

Several factors should be considered when 
determining the characteristics of a stab 
wound. These include motion used, force ap-
plied, sharpness/dullness of the tip, type/na-
ture of the weapon, and type/nature of tissue 
encountered. 

There are several things that can be learned 
about the weapon from looking at the wound 
itself. However, determining the dimensions 
of the weapon and depth of penetration are 
not among them. This is due to the effect of 
elasticity of skin shrinking slightly on with-
drawal of the object (by up to 2 mm). Also, 
when the blade has entered the skin at an 
oblique angle, the length of the entry slit may 
be longer than expected. Skin elasticity and 
Langer’s lines (orientation of collagen fibers 
in the dermis) can cause wounds to gape, con-
tributing to miscalculations. If the weapon has 
not fully entered the skin, the wound depth 
will correspond to the part that has penetrated 
the skin and will not represent the maximum 

length of the weapon. In addition, objects are 
rarely pushed into the body and withdrawn 
at exactly the same angle, and rocking of the 
knife distorts a wound’s appearance. Finally, 
compressible body parts, like the abdomen or 
chest wall, often indent during the stabbing, 
and thus the area penetrated can be at a depth 
greater than the weapon. 

Characteristics of Stab Wounds
• Stab wounds have clean-cut edges.
• Single-edge knives (like kitchen knives) 

cause wounds that have a clearly pointed 
edge.

• Serrated knives may leave serrations when 
the knife has been drawn over the skin 
surface. This is, however, not a consist-
ent feature of serrated knife stab wounds, 
and they are usually indistinguishable 
from wounds caused by other single-edge 
knives.

• Knives or weapons with two sharp edges 
(double-edge blades), such as military 
knives, bayonets, and ceremonial dag-
gers, show pointed edges on both sides of 
the wound or a spindle-shaped entry slit 
tapered at both ends.

• Knives with blade guards (at the handle 
end closest to the blade) can produce dis-
tinctive bruising/abrasions to the side of 
one of the wound angles.

• Bruising may also be present where the 
assailant’s fist impacts against the skin 
during the stabbing, depending on the 

amount of force used and depth of weap-
on penetration.

• Wounds caused by other implements may 
cause patterned wounds characteristic 
of the sharp end of the weapon, such as 
an X-shaped wound from a Phillips head 
screwdriver. 

• Traditional screwdrivers and chisels usu-
ally produce rectangular wounds with 
abraded margins.

• Ice picks and awls produce wounds that 
can be mistaken for small caliber gunshot 
wounds (rounded defect surrounded by 
thin rimmed abrasion).

• Scissors may produce different wounds 
depending upon their design and posi-
tion (open or closed) at the time of the in-
jury. Closed scissor wounds are single and 
Z-shaped. Open scissor wounds are paired, 
with varying distances between the pair. 

• Barbecue forks will produce paired stab 

wounds with a fixed distance between 
the pair. Forks should produce wounds 
that match the number of tines, maintain-
ing a fixed distance between the wounds.

Forensic Documentation
When caring for a stabbing victim, there are 
several forensically important considera-
tions. Stab wounds should be documented in 
terms of their anatomic position and their rela-
tive position to fixed anatomical landmarks. 
The overall wound length, width, and direc-
tionality should be documented and the ap-
pearance of the wound’s margins and angles 
described. If the wound is gaping, the mar-
gins can be held together to better evaluate 
the wound angles. This can be done by sim-
ply holding the margins together or using clear 
tape over the wound. If there are multiple stab 
wounds, each needs to be documented sep-
arately. Preprinted body diagrams/drawings 
can be used for documentation, and of course, 
photographic documentation should be used 
whenever possible. 

The hands and arms should be inspected 
for the presence of defensive wounds. If the 
patient presents with the weapon, care should 
be taken to handle the weapon as little as pos-
sible; gloves should be worn. The weapon 
should be placed in a protective covering or 
commercial storage device and turned over to 
law enforcement.

The treating physician should never guess 
the directionality of the wound tract and the 
degree or depth of penetration. The weapon 
could have entered directly perpendicular to 
the body or at upward or downward angles, 
drastically changing the possibility of struc-
tures injured. The depth of penetration can 
be shorter than, equal to, or longer than the 
weapon’s length. The physician should rely on 
computed tomography or direct surgical ex-
ploration to determine wound tract direction, 
penetration depth, and injury. 

Case Resolution
Based on the wound angle characteristics, it 
is suspected the weapon was a double-edge 
knife. A suspect is apprehended carrying a 
military knife that has the victim’s blood on 
it. At autopsy, it is determined that the blade 
entered at a downward angle and severed his 
proximal subclavian artery. 

FORENSIC 
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A 58-year-old male with a stab wound to the left neck (zone 1). 
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1. Sepsis & 2.Near Drowning
Serum lactate screening for sepsis and prophylactic antibiotics in near drowning called into 
question.  You decide!

by LANDON JONES, MD, AND RICHARD M. 

CANTOR, MD, FAAP, FACEP

The best questions often stem from the inquisitive 
learner. As educators, we love, and are always hum-
bled by, those moments when we get to say, “I don’t 
know.” For some of these questions, you may already 
know the answers. For others, you may never have 
thought to ask the question. For all, questions, com-
ments, concerns, and critiques are encouraged. Wel-
come to the Kids Korner.

Question 1: Are serum lactate levels good screen-
ing tools for sepsis in pediatric patients?
In adults, a screening serum lactate ≥4 mmol/L 
identifies patients at significantly higher risk of 
death from sepsis, serving as a valuable risk strati-

fication tool.1 For this reason, it is 
common practice to obtain this test 
in adult patients suspected of hav-
ing sepsis. However, in children, 
there are considerably less data on 
this topic. 

The literature on this topic has 
typically been limited to pediatric ICU 
patients. One early study was a very 
small (n=11) prospective pediatric ICU 
study.2 The authors evaluated children 
ages 1 to 18 years in septic shock who 
required mechanical ventilation. In 
these 11 children, they drew 53 serum 
lactate samples—an initial sample in 
each, plus six-hour trending follow-up 
samples. In these patients, only 15 of 53 
(29 percent) samples were >1.8 mmol/L. 
Of the initial lactates drawn, only 2 of 11 
(18 percent) were >4 mmol/L, suggesting 
that serum lactates are not good screening 
tests for severe sepsis/septic shock in pedi-
atric patients. Another retrospective study 

of 289 children younger than 18 years evalu-
ated screening serum lactate measurements 
as an outcome predictor in a pediatric emer-
gency department.3 Death was not predicted 
by the serum lactate in that study.

A later prospective observational co-
hort study (n=239) evaluated screening se-
rum lactate levels in children younger than 
19 years if they met systemic inflammatory 
response syndrome (SIRS) criteria.4 Prede-
fined levels of serum lactates were normal (< 
2 mmol/L), intermediate (2–4 mmol/L), and 
hyperlactatemia (>4 mmol/L). The primary 
endpoint was end-organ dysfunction within 
24 hours. For patients with hyperlactatemia 
(>4 mmol/L), the sensitivity for end-organ dys-
function was only 31 percent (4 of 13); the ma-
jority of patients with end-organ damage within 
24 hours of ED presentation presented in the <4 
mmol/L group. While the relative risk of end-or-
gan damage within 24 hours was higher (5.5; 95% 
CI,1.9–16) in the hyperlactatemia group, having 
a serum lactate <4 mmol/L did not rule out a se-
riously septic child, suggesting that practitioners 
should not use screening serum lactates alone to 

risk-stratify pediatric patients sus-
pected of having sepsis.

A recent pediatric prospec-
tive, observational, cohort study 
(n=1,299), similar to previous adult 
studies, evaluated whether an ele-
vated screening serum lactate >36 
mg/dL (>4 mmol/L) was associated 
with increased mortality in pediat-
ric patients.5 The primary outcome 
was in-hospital, all-cause mortality 
within 30 days. The overall mortal-
ity was 1.9 percent (25 of 1,299). In 
patients with lactates >36 mg/dL, 
the mortality was 4.8 percent (5 of 
103) versus 1.7 percent (20 of 1,196) 
in the group <36 mg/dL. While the 
mortality in the hyperlactatemia 
group (>36 mg/dL) was higher, the 
difference in mortality was not 
nearly as robust as in the adult lit-
erature. For this reason, screening 
serum lactates in children should 
not be routine. More important, a 
serum lactate in the 18–36 mg/dL 
group (2–4 mmol/L) should not 
falsely reassure the practitioner 
that a child is not sick, as there were a number of 
deaths in this group. 

While screening pediatric patients for sepsis 
with serum lactates is not routine, there are data 
to suggest that trending lactates for clearance is as-
sociated with less persistent organ dysfunction at 
48 hours.6 

Conclusion: Serum lactate measurements 
in children do not provide the robust sepsis risk 
stratification demonstrated in the adult literature. 
While hyperlactatemia (>4 mmol/L) may suggest a 
sicker patient, it is very important to recognize that 
a normal or intermediate lactate level should not 
falsely reassure you that a child is not sick.

Question 2: Do prophylactic antibiotics decrease 
the likelihood of drowning-associated pneumo-
nias in children?
In general, the data are scarce and based on a mix-
ture of adult and pediatric patients. One of the ear-
liest studies on this topic was a retrospective study 
of 91 consecutive children and adults (ages 1 to 79).7 
Of these patients, 81 of 91 (89 percent) survived, and 
they appeared to have a variety of presentations, 
with 33 patients requiring intubation. The data are 
very limited, and the authors noted, “More patients 
died who received prophylactic antibiotic therapy [7 
of 54 (13.0 percent)] than did those from whom such 
therapy was withheld until gram staining, culture, 
and the clinical course suggested the presence of 
active infection [2 of 36 (5.6 percent)].” There was 
one patient unaccounted for and no mention of 
statistical significance. They did not mention the 
patients’ ages or the severity of illness for patients 
who received prophylactic antibiotics. 

An older retrospective study of 40 patients, with 
33 of the patients younger than 17 years, found that 
prophylactic antibiotics given to 31 of 40 patients 

“had no apparent benefit” in the patient popu-
lation.8 An additional retrospective study of 125 
submersion victims included an unspecified break-
down of children versus adults and found no signifi-
cant benefit from prophylactic antibiotics.9 

Conclusion: While there has been no reported 
benefit from prophylactic antibiotics in cases of near 
drowning, there have been no prospective trials as-
sessing this topic. Current expert consensus on this 
very limited topic by the Wilderness Medical Soci-
ety recommends that “there is no evidence to sup-
port empiric antibiotic therapy in the treatment of 
drowning patients.”10 Thus, the use of prophylactic 
antibiotics remains at the discretion of the treating 
physician . 
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University in Syracuse, New York.

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

PHOTO: WELLS RG. DIAGNOSTIC IMAGING OF INFANTS AND CHILDREN; 2015. © 2017 MCGRAW-HILL EDUCATION. 

ALL RIGHTS RESERVED. MCGRAW-HILL EDUCATION MAKES NO REPRESENTATIONS OR WARRANTIES AS TO THE 

ACCURACY OF ANY INFORMATION RELATED TO THIS IMAGE. IN NO EVENT SHALL MCGRAW-HILL EDUCATION HAVE 

ANY LIABILITY TO ANY PARTY FOR SPECIAL, INCIDENTAL, TORT, OR CONSEQUENTIAL DAMAGES ARISING OUT OF 

OR IN CONNECTION WITH IT.

There is a patchy distribution of pulmonary edema  
in this 6-year-old near-drowning patient.
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by KEN MILNE, MD, MSC, CCFP-EM, 
FCFP, FRRMS

The Case
Johnny is a 10-year-old boy who presents to 
the emergency department after a 24-hour 
history of abdominal pain. It started in the 
periumbilical region and is located in the 
right lower quadrant. The pain is increasing 
in severity. His mother knew something was 
wrong when he did not want to eat dinner or 
play soccer with friends after school. He was 
nauseated and developed a low-grade fever.  
On examination, he is maximally tender over 
McBurney’s point. An ultrasound confirms 
acute, uncomplicated appendicitis. 

Background
One of the most common pediatric surgical 
emergencies is appendicitis. The peak inci-
dent is in the second decade of life, with a 
lifetime risk of 7 percent to 8 percent.1

The standard treatment for acute appen-
dicitis, ever since Dr. Charles McBurney de-
scribed it in 1889, has been appendectomy.2 
This surgical approach has been highly suc-
cessful for more than a century. 

There have been a number of recent publi-
cations suggesting a nonoperative treatment 
(NOT) of appendicitis in adults.3,4 They pro-
pose using antibiotics rather than surgery to 
manage this common condition. 

Clinical Question
Is NOT safe and effective in pediatric patients 
with acute, uncomplicated appendicitis? 

Reference
Georgiou R, Eaton S, Stanton MP, et al. Efficacy 
and safety of nonoperative treatment for acute 
appendicitis: a meta-analysis [published on-
line ahead of print Feb. 17, 2017]. Pediatrics. 
2017:139(3). 

• Population: Patients under 18 years of age 
with acute, uncomplicated appendicitis.

• Exclusions: Complicated appendicitis (ie, 
perforation, rupture, abscess, or appendix 
mass), studies of mixed adults and chil-
dren, or studies of acute appendicitis only 
in children with malignancy.

• Intervention: Intravenous antibiotics.
• Comparison: Primary appendectomy.
• Outcomes: 
• Primary: Discharge from hospital without 

appendectomy. 
• Secondary: Serious adverse effects of 

NOT, complications, long-term efficacy 
(no appendectomy at final reported follow-
up), recurrent appendicitis (confirmed by 
histology or treated with second course of 
NOT), and hospital length of stay.

Authors’ Conclusion
“Current data suggest that NOT is safe. It ap-
pears effective as initial treatment in 97 per-
cent of children with acute, uncomplicated 
appendicitis, and the rate of recurrent ap-

pendicitis is 14 percent. Longer-term clinical 
outcomes and cost-effectiveness of NOT com-
pared with appendectomy require further 
evaluation, preferably in large randomized 
trials, to reliably inform decision-making.”

Key Results
Ten studies were included that had a total of 
413 pediatric patients selected or randomized 
to NOT. 

Primary Outcome: NOT was successful in 
97 percent of cases (95% CI, 95–99%).

Secondary Outcome: 
Serious Adverse Events: None reported.
Long-Term Efficacy of NOT: 82 percent 

(95% CI, 77–87%). 
Recurrent Appendicitis: 14 percent (95% 

CI, 7–21%). 
Hospital Length of Stay: Mean difference 

0.5 days fewer with appendectomy (95% CI, 
0.2–0.8; P=0.002).

Evidence-Based  
Medicine Commentary
Quality of Studies: Nine of the 10 studies 
were observational studies. This is a low level 
of evidence. Only associations can be con-
cluded, not cause and effect. Four of these 
studies had no comparison group. Only one 
small randomized pilot study of 50 patients 
was included.  

Lack of Blinding: There was no blinding 
in any of the studies. It would be difficult to 
conduct a study with a sham surgery group to 
address this bias.

Antibiotic Regimes: There was no stand-
ard antibiotic protocol. While this may be 
pragmatic, it makes it difficult to know what 
would be the best antibiotic regimen for acute, 

CONTINUED on page 23

Appendicitis? NOT a Problem!
Nonoperative treatment of pediatric appendicitis 

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
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The Emergency Medicine Foundation (EMF) is 
launching our Physician Group Giving Society for 
groups who have exhibited an unparalleled 
commitment to the specialty of emergency medicine. 
These are groups committed to the growth of their 
individual physician members. They understand the 
impact of leadership giving and are taking their 
support to the next level.   

GIVING
SOCIETY

BE A PART OF THE

ENGAGE YOUR GROUP.
MOBILIZE THEIR SUPPORT.
FULFILL THE MISSION OF EMF. 

emfoundation.org/groupgiving
Contact Jana Nelson at 469-499-0157 for more information.



CONTINUED on page 22

Focus on the end of the  
relationship, not the beginning 
by KEVIN M. KLAUER, DO, EJD, FACEP

QUESTION: I’m getting ready to look for my 
first job as an emergency physician. What 
should I know about negotiating my first 
employment contract? 

ANSWER: This is a great question. My re-
sponse is fairly brief and not intended to give 
adequate treatment to employment or inde-
pendent contractor agreements but merely to 
provide some practical tips that every emer-
gency physician should be aware of regard-
ing employment or independent contractor 
agreements.

1. Contracts should be written in plain Eng-
lish. The concept of writing contracts with 
the overly laborious use of the Queen’s 
English has long since passed. Although 
you shouldn’t be expected to fully under-
stand the legal effect of every legal term, 
you should be able to read the contract and 
come away with a general understanding 
of the intent. If you don’t understand it, 
don’t sign it. It’s not a sign of weakness to 
ask for clarification. There’s a pretty good 
chance that the person who obtained it 
from an attorney—or, worse, from the In-
ternet—can’t explain it either.

2. Professional liability coverage should be 
expected but not assumed. You should ei-
ther have occurrence-based medical mal-
practice coverage or claims-made coverage 
with a tail. Basically, occurrence-based 
coverage provides you coverage for any 
occurrence during the policy duration re-
gardless of when the claim is filed. So if 
you work for a group in 2017, leave in 2018, 
and are sued in 2020, you will be covered 
by an occurrence-based policy that was 
for the coverage year 2017. However, if you 
had a claims-made policy and didn’t have 
a tail, the claim would not be covered. 
Claims-made is a face-value term. When a 
claim is made, the claim is covered if your 
policy is in force. However, when the pol-
icy ends, no prior acts are covered. So if 
you work for a group in 2017 and leave in 
2018, any claims filed after the coverage 
year 2017 would not be covered unless you 
have tail coverage, which covers those pri-
or acts. These terms must be clear in your 
agreement.

3. Integration is a very important concept in 
contract law. An integrated agreement is 
the entire agreement. When you sign your 
employment or independent contractor 
agreement, integration ensures that both  
parties understand they are bound by the 
terms in the contract and of that agreement 
only. In other words, if someone promised 
you something but it’s not in the integrated 
agreement, they have no legal obligation 

to perform to that promise. 

4. Outside activities can be limited by a fu-
ture employer. This is seen more often in 
academic contracts. A clause may exist 
limiting time spent on outside pursuits 
or discouraging such conduct by requir-
ing that earnings for such activities be re-
mitted to the employer. At some places, 
this may be required. However, if you are 
uncomfortable, ask to have that clause re-
moved or amended. For instance, if you 
are already engaged in writing a book or 
teaching advanced cardiac life support, 
the compromise could be to have those 
activities excluded.

5. Sign-on (signing) bonuses can be tricky. 
Don’t focus on the cash; focus on the 
terms. Spending money is generally pret-
ty easy, but paying money back that you 
don’t have isn’t. Pay close attention to the 
repayment terms. How do you fulfill your 
obligations, and what happens if you leave 
prior to the fulfillment date? Chances are, 
if you bail early, they are going to want 
their money back. My advice is to save 
that money until you have fulfilled that 
portion of your agreement. You don’t want 
to finance the repayment of your sign-on 
bonus if you decide you want to leave pre-
maturely. If you do spend it, make certain 

you save enough to cover your tax liability 
the following year.

6. Noncompete clauses and restrictive cov-
enants are very common. They are not 
unique to health care and certainly not to 

emergency medicine. The intended goal 
is to protect a business interest. I think 
most would agree that if a group, big or 
small, spends time, money, and other 

Tips for Negotiating Employment Contracts

DR. KLAUER is an ACEP Board member; chief medical officer–
emergency medicine, chief risk officer, and executive director–patient 
safety organization at TeamHealth; ACEP Now medical Editor-in-
Chief; and clinical assistant professor, University of Tennessee and 
Michigan State University College of Osteopathic Medicine.

WHAT I WISH  
I KNEW...

AVOID THE HAZARDS 
OF EM PRACTICE: 

FAQs FROM yOuNG 
PHySICIANS

Nida F. Degesys, MD, is an EM resident at the 
University of California, San Francisco–San 
Francisco General Hospital and the Emergency 
Medicine Residents’ Association (EMRA) repre-
sentative to the ACEP Board of Directors. Alicia 
Kurtz, MD, is an EM resident at the University of 
California, San Francisco–Fresno and President 
of EMRA.
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resources to obtain an ED contract, staff 
and manage that department, and devel-
op a long-standing relationship with the 
hospital, they are entitled to protect their 
investment from one of their employees.  
 However, the extent of that business 
interest and that of the restrictions placed 
on the physician are the greatest points 
of contention. Many would agree that the 
business interest, in most cases, begins 
and ends at the front door of that hospital. 
In other words, a noncompete that disal-
lows a physician to work anywhere in the 
state would be far beyond a reasonable 

business interest. The enforceability of 
such clauses varies from state to state and 
with the specific circumstances of a given 
case. It isn’t right or wrong to have non-
compete clauses, to sign them, or to not 
sign them. Just make certain that you can 
live with whatever restrictions are listed 
when and if you choose to separate.

7. Contract reviews are worth the relatively 
minimal amount you’ll pay for them. Al-
though you are likely to spend $500 to 
$1,000 for a contract review, this will en-
sure that the rights and obligations of both 

parties are thoroughly understood by you 
and that your interests are met. I have 
heard from many residents that their at-
tendings have offered to perform such re-
views. That certainly may be of value but 
shouldn’t be your only source of input. If 
attendings have no formal education in 
contract law, what would qualify them to 
opine on such matters? Just because some-
one has been around the block a few times 
and has read many contracts does not 
qualify them to interpret a legal document 
and its full impact on the parties. When 
you have a leaky faucet, who do you call? 

Chances are, you call a plumber. When you 
need legal advice, call a lawyer.

Philosophers have said that funerals are for 
the living, not the dead. Contracts are similar 
in that they are most important when you’re 
leaving, not when you’re staying. Early in 
your employment, the relationship is often at 
its best, so it’s easy not to become overly wor-
ried about the details of an agreement. How-
ever, you should read your agreement from the 
perspective you’ll have if and when you leave. 
If you can’t live with the terms, don’t sign the 
agreement. 

WHAT I WISH I KNEW | CONTINUED FROM PAGE  21
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�The Greater Kansas City metropolitan area offers a vibrant city, flourishing suburban communities, rolling hills and tree-lined 
boulevards, a thriving economy, well-regarded schools, numerous cultural attractions, acclaimed dining and affordable living.

Pursue Your Passion for Emergency Medicine

MEDICAL DIRECTOR OPENINGS in the Kansas City Metropolitan Area

CONTACT PHYSICIAN RECRUITING:
Travis Saunders

Call or Text: 913.709.7870
Email: Travis.Saunders@EmCare.comwww.EmCare.com

THESE LEADERSHIP POSITIONS OFFER:
■� �Comprehensive Benefit Package, CME 

Allowance and Malpractice Coverage
■� �National Leadership Programs and 

Exceptional Practice Support
■� �Stable, Long-Term Contracts

■� �$10,000 Referral Bonus

GOLDEN VALLEY MEMORIAL HOSPITAL 
Clinton, MO
■� �Brand new, 14-bed state-of-the-art ED with an annual 

volume of 20,000 visits

■� �Physician Coverage: 24 hours daily

■� �APP Coverage: 10 hours daily

■� $40K Sign-On and Relocation Bonus

■� �Compensation Package in Excess of $450,000+

■� �Ideal opportunities for an EM Physician looking for career 
advancement and leadership track

■� �Must be BC in Emergency Medicine (ABEM or AOBEM)

WESTERN MISSOURI MEDICAL CENTER 
Warrensburg, MO
■� �12-bed ED with an annual volume of 20,000 visits

■� �Physician Coverage: 24 hours daily

■� �APP Coverage: 12 hours daily

■� �Level III Stroke and Trauma Center

■� �$40K Sign-On and Relocation Bonus

■� ��Compensation Package in Excess of $450,000+

■� �Ideal opportunities for an EM Physician looking for career 
advancement and leadership track

■� �Must be BC in Emergency Medicine (ABEM or AOBEM)

Western Missouri 

Medical Center

Golden Valley 

Memorial Hospital



uncomplicated pediatric appendicitis.  
Safety: While researchers did not report 

any serious adverse events with NOT, the total 
number of patients managed nonoperatively 
is too small to claim safety. 

Diagnosis of Acute, Uncomplicated 
Appendicitis: It is much easier to diagnose 
complicated appendicitis than uncomplicated 
appendicitis. In addition, the diagnostic accu-
racy of ultrasound and CT are not 100 percent.

Bottom Line
While NOT of acute, uncomplicated pediat-
ric appendicitis is interesting, there is not 

enough high-quality evidence to recommend 
it at this time.

Case Resolution
The surgeon is called, obtains informed con-
sent from Johnny’s parents, and successfully 
performs an appendectomy.  

Thank you to Dr. Ross Fisher from www.ffol-
liet.com his help with this review. Dr. Fisher is 
a pediatric surgeon working at Sheffield Chil-
dren’s Hospital in Sheffield, UK.  

Remember to be skeptical of anything 
you learn, even if you heard it on the Skep-
tics’ Guide to Emergency Medicine. 
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ogy of  appendicitis and appendectomy in  the United 

States. Am J Epidemiol. 1990;132(5):910-925. 

2. Charles McBurney. Wikipedia website. Available at: 

https://en.wikipedia.org/wiki/Charles_McBurney_(sur-

geon). Accessed June 21, 2017.

3. Varadhan KK, Neal KR, Lobo DN. Safety and efficacy of 

antibiotics compared with appendicectomy for treatment 

of uncomplicated acute appendicitis: meta-analysis of 
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4. Kirby A, Hobson RP, Burke D, et al. Appendicectomy for 

suspected uncomplicated appendicitis is associated with 

fewer complications than conservative antibiotic manage-

ment: a meta-analysis of post-intervention complications. 
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While NOT of acute, 
uncomplicated 
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appendicitis is 

interesting, there  
is not enough  

high-quality evidence 
to recommend it  
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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) 
North Florida Regional - West End 
ER (Newberry) 
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) 
Largo Medical Center (Tampa Bay)
Mease Countryside Hospital 
(Tampa Bay) 
Mease Dunedin Hospital (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)   

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) 
Eastside Medical Center - South 
Campus (Snellville) 
Memorial Satilla Health (Waycross) 
INDIANA 
Terre Haute Regional Hospital 
(Terre Haute) 
KANSAS 
Menorah Medical Center 
(Overland Park) 
Overland Park Regional 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 Schumpert Highland 
Hospital (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) 
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 Alon/Creekside FSED 
(San Antonio) 
Metropolitan Methodist 
(San Antonio) 
Methodist Texsan (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
CHRISTUS St. Frances Cabrini 
Hospital (Alexandria, LA) 
Greenview Regional
(Bowling Green, KY) 
Golden Valley Memorial Hospital 
(Clinton, MO) 
CHRISTUS Spohn Hospital South
(Corpus Christi, TX) 
CHRISTUS Jasper Memorial 
Hospital (Jasper, TX) 
Aventura Hospital and Medical 
Center (Miami, FL)   
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

Palm Harbor FSED (Tampa Bay, FL)
Terre Haute Regional 
(Terre Haute, IN) 
Western Missouri Medical Center 
(Warrensburg, MO) 
Memorial Satilla Health 
(Waycross, GA) 
 
PEDIATRIC EM 
OPPORTUNITIES
Broward Health Children’s 
Hospital (Ft. Lauderdale, FL) 
Northwest Medical Center 
(Ft. Lauderdale, FL) 
Plantation General Hospital 
(Ft. Lauderdale, FL) 
Clear Lake Regional Medical 
Center (Houston, TX)
Kingwood Medical Center 
(Kingwood, TX) 
Coliseum Medical Center
(Macon, GA) 
Centennial Medical Center 
(Nashville, TN)
Overland Park Regional Medical 
Center (Overland Park, KS) 
Gulf Coast Medical Center
(Panama City, 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.

http://www.ffoliet.com
http://www.ffoliet.com
https://en.wikipedia.org/wiki/Charles_McBurney_(surgeon)
https://en.wikipedia.org/wiki/Charles_McBurney_(surgeon)
www.ACEPNOW.COM
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Emergency Medicine Faculty
The Department of Emergency Medicine at Rutgers Robert Wood Johnson Medical 
School, one of the nation’s leading comprehensive medical schools, is currently 
recruiting Emergency Physicians to join our growing academic faculty.

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

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

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

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

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

Rutgers, The State University of New Jersey, is an Affirmative Action/Equal Opportunity Employer, M/F/D/V
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Join our team
teamhealth.com/join or call 855.615.0010

FEATURED OPPORTUNITIES

 Physician Led,
 Patient Focused.

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

Baptist Medical Center 
Montgomery, AL
64,000 volume 

St. Joseph Hospital  – 
Medical Director
Lexington, KY
30,000 volume

ACADEMIC POSITIONS 

Emergency Medicine Faculty (all ranks) 
 Clinical 

 Critical Care (ACCM pathway preferred) 

 Director of Medical Simulation 

 Director of Ultrasound 

 Research 

 Ultrasound 

Fellowships  
 Administration, Operations & Quality 

 Climate & Health Policy 

 Critical Care-Anesthesia          

 Emergency Medical Services 

 Research 

 Toxicology 

 Ultrasound 

 Wilderness Medicine 

 

COMMUNITY POSITIONS 
Chief of Emergency Services  

at UCHealth Highlands Ranch Hospital 

Community Practice Physicians 

The academic Department of Emergency Medicine at 
the CU School of Medicine is dedicated to excellence in 
clinical care, teaching and mentoring, research and 
scholarship, and innovation. We have 75 faculty  
emergency physicians and are looking to grow our  
faculty. 
 
The University of Colorado Anschutz Medical Campus is 
among the top institutions nationally in clinical care, 
education and research. More than 4,000 students 
learn alongside faculty members who also make  
meaningful medical discoveries and provide expert  
clinical care. We teach residents in the Denver Health 
Residency. A hub for research and innovation, CU  
Anschutz receives over $400 million in research awards 
each year and has filed 1,300 patent applications and 
formed 53 new companies since 2002. University of 
Colorado Hospital sees over 100,000 inpatient visits, 
over 2.5 million outpatient visits, and employs over 
15,000 providers and staff. The Emergency Department 
at Anschutz sees over 100,000 patients annually and 
our regular faculty primarily staff this location.  
UCHealth, our large hospital-based health system, is 
expanding along the Rocky Mountain front range. Our 
community-based physicians will primarily staff these 
locations at new hospitals and freestanding EDs. 
 
Denver is a highly desirable place to live, work, and 
raise a family. We offer salaries commensurate with 
qualifications, relocation assistance, physician  
incentive program and a CME allowance, and a  
comprehensive benefit package.   

Learn more about us at: 

www.medschool.ucdenver.edu/em 

For additional information, please contact: 

Frances Schulz, HR Manager, Emergency Medicine 

frances.schulz@ucdenver.edu 

Seeking Emergency Physicians to join our Academic Department of EM 
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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

Emergency Physicians of Tidewater (EPT) is a 
physician-owned, physician-run, democratic group 
of ABEM/AOBEM eligible/certified EM 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.  Very competitive financial 
package and schedule.  Beautiful, affordable coastal 
living.  
Please send CV to eptrecruiter@gmail.com or call 
(757) 467-4200 for more information.

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

OUR PHYSICIANS 
LOVE WORKING 
IN TEXARKANA!

CHRISTUS St. Michael Health System

• 54,000 annual ED volume

• Beautiful setting with 
excellent specialty backup

• Challenging mix of trauma,  
critical care, pediatrics, and  
general medicine

• No state income tax!

• Physician-owned group

MEDICAL DIRECTOR OPENING!

Einstein Healthcare Network (EHN) in 
Philadelphia is seeking full-time, board-
certified/board-eligible physicians to join our 
growing regional Emergency Medicine 
program. We are looking for:

• Attending Physicians

• Associate Residency Program Director

• Medical Student Clerkship Director

• Faculty in the Division of EMS

• Faculty in the Division of
Ultrasonography

Our EM department covers Einstein Medical 
Center Philadelphia, Einstein Medical Center 
Elkins Park and Einstein Medical Center 
Montgomery with over 40 board-certified 
faculty and over 20 Physician Assistants. 
EHN has the region’s largest Emergency 
Medicine Residency Program and is dually 
accredited by the ACGME-RRC and AOA.

The successful candidate would be interested 
in joining a lively, energetic and committed 
group of ED physicians providing quality 
emergency care to our patients and solid 

evidence-based education to our residents, 
medical students and PA trainees. We 
welcome ED physicians interested in being 
involved in all aspects of Emergency 
Medicine, including trauma, pediatric care, 
toxicology, EMS, education, ultrasonography, 
research, quality and safety, simulation and 
observation medicine. 

EHN offers a competitive salary, sign-on 
bonus, relocation assistance, CME 
allowance, defined benefit pension plan, 
excellent health insurance and other benefits. 
Academic appointments are through the 
Sidney Kimmel Medical School of the 
Thomas Jefferson University and are 
commensurate with candidate experience.

Philadelphia is an affordable, walkable, large 
city with a diverse population and world-class 
educational institutions, medical facilities, 
museums, entertainment/sports venues and 
restaurants. 

Applicants must be board-certified or board-
eligible in Emergency Medicine and have or 
be eligible for a Pennsylvania medical license. 

Emergency Physicians

EOE

Please send curriculum vitae to: Kim Hannan, 
Physician Recruiter, Einstein Healthcare  

Network, Recruitment and Placement Center,  
Phone: 267-421-7435, HannanKi@einstein.edu

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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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.

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.

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

 

Exciting Emergency Medicine Opportunities 

Academic Faculty & Clinical Faculty Opening 
 

The Department of Emergency Medicine at Baylor College of Medicine is looking for Faculty who are interested in 
a career in Academic Emergency Medicine.  We are currently hiring faculty of all ranks commensurate with prior 
experience and 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.  
 
The Department of Emergency Medicine at Baylor College of Medicine, a top medical school, is located in the 
world’s largest medical center, in Houston, Texas. The Baylor Emergency Medicine Residency was established in 
2010, and we recently received department status in Jan 2017. Our residency program has grown to 14 residents 
per year in a 3-year format. We offer a highly competitive academic salary and benefits commiserate to academic 
level and experience. 

Our academic program is based out of Ben Taub General Hospital and Baylor St. Luke's Medical Center. Ben Taub 
General Hospital is the largest Level 1 trauma center in southeast Texas with certified stroke and STEMI programs 
that sees nearly 100,000 emergency visits per year. Baylor St. Luke's Medical Center is home to the Texas Heart 
Institute and with freestanding Baylor St. Luke’s Emergency Centers offers multiple additional practice sites for 
Baylor faculty.  BCM has a collaborative affiliation 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. 

Those interested in a position or further information may contact Dr. Dick Kuo via email dckuo@bcm.edu or by 
phone at 713-873-7044. Please send a CV and cover letter with your past experience and interests.  
 

 

 

 

 

THE DEPARTMENT OF 
EMERGENCY MEDICINE 

 

  Service. Education. Leadership  
 

Assistant/Associate Program Director Opening 

The Department of Emergency Medicine at Baylor College of Medicine in Houston, TX is seeking outstanding 
candidates for the position of Assistant/Associate Program Director.  

Applicants should have a strong background in medical education with a career path directed towards 
graduate medical education. Duties of this position will include a focus on developing and implementing 
innovative educational strategies in the CLER pathways (Patient Safety, Health Care Quality, etc.) that meet and 
exceed the ACGME accreditation standards. In addition, we are searching for applicants who will contribute to 
our missions of promoting academic excellence, diversity, and teamwork in service to our patients.  

Interested applicants should submit a CV, letter of intent, and 1 letter of recommendation to the Program 
Director, Dr. Tyson Pillow (pillow@bcm.edu).  

 
 

Exceptional Emergency 
Medicine Opportunity 

Antelope Valley, California
 
Antelope Valley Emergency Medical 
Associates (AVEMA) seeks:
 
(1) Experienced, board certified 
Emergency Physician for full-time/part-
time work with IC status
(2)  PAs or NPs with EM/Acute Care 
experience
 

Hourly compensation is among the 
highest in Southern California.

 
AVEMA is a stable, independent, 
democratic group that has staffed the ED 
for over 40 years.  
 
Antelope Valley Hospital is a public, 
not for profit hospital in Lancaster, 
California, with 120,000 ED visits.  We 
have trauma, stroke, STEMI, EDAP, and 
chest pain center status.  Full specialty 
call panel 24/7.  Also:  Scribe coverage 
for all physicians/NPs/PAs, efficient EHR, 
radiologist real-time reading of all imaging, 
paid malpractice, housing between shifts, 
excellent nurses and medical staff.
 
As the community-training site for the 
UCLA/OVMC EM residency program, 
residents are in the ED most days.  UCLA 
faculty appointment is possible for our 
attendings.
 
This is an amazing opportunity!  We look 

forward to hearing from you.
  

Contact: Thomas Lee, MD,  
tomlee@ucla.edu 323-642-7127

Emergency Department Physician 

Opportunity in Homer, Alaska is nestled on the 
shores of Kachemak Bay and overlooking the 
Kenai Mountain Range. Homer is known for 
fishing, the arts, eco-tourism, and a high quality 
of life. 

South Peninsula Hospital, voted in the top 100 
Critical Access Hospitals, is offering an excellent 
employed or independent contractor Emergency 
Dept physician position with excellent earning 
potential. Full Time employees would be eligible 
for health, life insurance and pension plan 
participation. 

The following skills are required: 
• Alaska license  
• Board Certified Emergency Physician or 

Boarded in Family Practice with 3  years’ 
experience working as ER Physician.  

• Desire to be active member of collegial and 
progressive ER and Medical Staff.  

• Strong interest in teaching and sharing 
knowledge with nursing/ancillary staff. 

Send CV’s to Robert Letson 
 rfl@sphosp.org   
www.sphosp.org 

Full and Part Time Physician Opportunities at 
University of Maryland Baltimore Washington 
Medical Center (BWMC) in Glen Burnie, MD

Outstanding opportunity for a high energy, 
experienced BC/BE EM physician to join our staff 
of dynamic, highly regarded ED practitioners.

Fully democratic, single hospital, provider-led 
practice

Profit Sharing based on productivity, efficiency, 
and hours worked among other criteria

Winner of AAEM Workplace Fairness Award

Generous CME, vested pension, paid professional 
membership, license reimbursement

Malpractice insurance with tail coverage

Scribes for all shifts

95,000 annual ED visits

62-bed ED with dedicated Urgent Care, Pediatric 
(staffed by pediatricians) and Behavioral Health 

unit

Primary Stroke Center; On-site acute PCI

Excellent sub-specialty back-up

Located between Baltimore and Annapolis, enjoy 
the beautiful Chesapeake Bay, excellent schools, 
sports, and easy access to every imaginable 
outdoor recreational activity.

Direct Contact Information: 

chirag.chaudhari@umm.edu 410-787-4270

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

Kevin Dunn:  kdunn@cunnasso.com

Cynthia Kucera: ckucera@cunnasso.com

Phone: 201-767-4170
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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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At US Acute Care Solutions, we believe family  

life is just as important as a robust career. As the 

largest physician-owned group in the country, 

we’re empowered to deliver both. How? We keep 

leadership in the hands of physicians by making 

every full-time physician in our group an owner.  

The result? Benefits like our ground-breaking  

parental leave policy for families. Take the first  

step. Visit USACS.com and discover how you  

can have it all. 

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

 Take a career step in the right direction.

VISIT US AT BOOTH 1407

4/C Process    Baby Ad      10.875x15


