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PERIODICAL

PLUS

At its October 2017 meeting, the ACEP 
Council elected John Rogers, MD, 

FACEP, of Macon, Georgia, as ACEP’s Presi-
dent-Elect. Dr. Rogers will assume the presi-
dency at next year’s meeting in San Diego, 
California. He recently sat down with ACEP 
Now Medical Editor in Chief Kevin Klauer, 
DO, EJD, FACEP, to share his views on the 
specialty and his goals as President-Elect. 
Here is Part 1 of that conversation; Part 2 
will appear in the February issue.

KK: You’ll be President next year dur-
ing our 50th anniversary; what an ex-
citing time, John. Can you share your 

MEET ACEP 
PRESIDENT-ELECT 
DR. JOHN ROGERS 
Legacy experience 
combined with vision 
for the future

Is There an Electrician 
in the House?

Sometimes, the most clear-cut problems 
don’t necessarily have straightforward 
solutions. 

A 67-year-old male who had a past medi-
cal history of ischemic cardiomyopathy and 
had a left ventricular assist device (LVAD) 
placed arrived in our emergency department 
via ambulance in cardiac arrest after cutting 
the driveline to his LVAD. He had been at 

home sitting on the toilet and was attempt-
ing to cut off his Depend underwear when he 
cut the wire to the LVAD. The device’s alarms 
went off, and his wife came into the room. 
She reported that the patient had a synco-
pal episode but was intermittently awake 
and responsive. There was no report of any 
other complaints prior to this event. His wife 

Malfunctioning LVAD solved with construction worker skills
by WILLIAM RESNICK, DO, FACEP
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ACEP—You Make 50 Look 
Good!

As we begin 2018, we are officially 
marking the golden anniversary of 

the American College of Emergency Physi-
cians. Watch for events in our year-long cel-
ebration of ACEP’s 50th anniversary, which 
will culminate with a blowout celebration at 
ACEP18 in San Diego.

Want a sneak peek? Here are just a few 
of the celebratory events that ACEP has 
planned: 

• Release a new coffee table book that takes 
a look at how far the specialty has come 
in its relatively short life. Famed “Knife 
and Gun Club” photographer Eugene 
Richards turns his camera lens to a vari-
ety of emergency departments to capture 
a day in the life of emergency physicians, 
with perspective and insight on how we 
arrived at our current health care land-
scape. The book is scheduled to be re-
leased in May.

• Posts on social media each week of 2018, 
with “Throwback Thursday” and “What’s 
Your Moment?” campaigns that highlight 
the highs, lows, and life-changing mo-
ments for those of you who choose to be 
the innovative lifesavers in emergency 
medicine.

• Publish commemorative anniversary edi-
tions of ACEP Now and ACEP Frontline 
that celebrate the maverick spirit of emer-
gency physicians, in addition to recurring 
features in the pages of ACEP Now each 
month that honor the past while looking 
to the future.

• Host an interactive history museum at 
ACEP18 that showcases the journey of 
emergency medicine from battlefield to 
inner city to rural America, and every 
spot in between.

Want to get involved? Visit www.acep.
org/50years to see how you can share a 
video, a story, or an artifact, and be part of 

ACEP’s reflection on the past and vision for 
the future. 

ACEP Leadership Working 
to Change Maintenance of 
Certification Requirements 
and More

ACEP leadership is always working to im-
prove emergency medicine practice and 
policy to benefit physicians and patients 
alike. Here’s a quick rundown on December 
initiatives. To read about all initiatives, visit  
acep.org/leadershipreport.

ACEP was invited to a meeting of spe-
cialty societies, state medical associations, 
specialty boards, and the American Board 
of Medical Specialties (ABMS) to discuss the 
need for changes in Maintenance of Certi-
fication (MOC). It is very clear that there is 
discontent with the current programs in all 
specialties, and ABMS acknowledges the 
need for significant change. The specialty 
societies and state medical associations ex-
pressed the need for transparency of financ-
es and process, reestablishing trust among 
the groups, flexibility of testing, retaining 
self-regulation, and alternatives to the high-
stakes periodic examination. At the ACEP 
Council meeting in 2017, the American Board 
of Emergency Medicine announced that it, 
too, would be looking at alternatives to the 
current MOC program , including the Con-
Cert examination.

ACEP is working closely with the Ameri-
can Hospital Association (AHA) on a num-
ber of initiatives: physician wellness and 
resiliency; a hospital flow conference; a 
partnership to lead opioid-related educa-
tion, training, awareness, best-practice de-
velopment, and research; and discussions 
with AHA about their support for ACEP and 
state hospital associations regarding at-
tacks on the prudent layperson standard. 
Look for details on these in the months 
ahead. 
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Risks Versus Benefits of 
Cannabis a Complex Issue

I would like to thank Dr. Bier for writing the 
article “Cannabis: An Old Medicine Without 
a Package Insert” (October 2017), which was 
written in response to the article I published, 
“Dangers of Marijuana Experienced First-
hand” (May 2017). 

The article he wrote supporting using 
marijuana for medicinal purposes needs to 
be viewed from several important contexts. 
Dr. Bier is the CEO of Green Well, a marijuana-
based business, and has been quoted in the 
San Antonio Express-News speaking about 
the financial prospects of marketing mari-
juana.1 He did not disclose this significant 
conflict of interest. His article illustrates what 
we encounter here in Colorado; statements 
regarding cannabis often do not include fi-
nancial disclosures. He also does not practice 
where recreational marijuana is legal and has 
limited exposure to what we are experiencing 
in emergency departments in the “Napa Val-
ley of Cannabis,” as Pueblo, Colorado, has 
been called.

The dangers marijuana presents to our pa-
tients are very real. The experiences I shared 
are supported by a large body of recent lit-
erature, including the review by the Nation-
al Academy of Sciences, Engineering, and 
Medicine, which Dr. Bier referenced. These 
dangers include increased risk of develop-
ing psychosis, schizophrenia, social anxiety 
disorders, and depression; increased risk of 
suicide; impairments in cognitive domains 
of learning, memory, and attention; prob-
lem cannabis use; increased abuse of other 
substances (including opiates); pediatric 
exposures and overdoses; motor vehicle ac-
cidents; and increased risk of heart attacks, 
strokes, and poor respiratory outcomes with 
smoked cannabis.2–6

It is important going forward that we de-
fine what we are speaking about in regard to 
cannabis. High-THC smoked cannabis is dif-
ferent from cannabidiol (CBD) oil.

I am in favor of using CBD (or other parts 
of the cannabis plant) as medicine, provided 
peer-reviewed studies with low risk of bias 
show benefit over existing medications and 
the risk/benefit ratio is favorable to its use. 

In that circumstance, it should not have any 
stigma different from any other effective med-
ication. However, we should not be ignorant 
of the other possible effects and should not 
justify abusing marijuana and calling it medi-
cine.

Brad Roberts, MD
Pueblo, Colorado
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Impact of 2018  
Physician Fee Schedule
CENTERS FOR MEDICARE & MEDICAID SERVICES RELEASES FINAL FEE SCHEDULE

BY MICHAEL A. GRANOVSKY, 
MD, FACEP, CPC, AND DAVID 
A. MCKENZIE, CAE

T
he 2018 Medicare physician 
fee schedule was released 
on Nov. 2, 2017, with gener-
ally good news for emergen-
cy medicine. As anticipated, 
there were minimal changes 

to the ED evaluation and management (E/M) 
codes, critical care, and observation service 
values for 2018. Table 50 of the final rule lists 
the estimated impact by specialty based on 
changes to the work, practice expense, and 
professional liability insurance relative value 
units (RVUs) for 2018. Most of the specialties 
listed, including emergency medicine, had 
an estimated impact of 0 percent of overall 
revenue being changed. There were a few 
winners, such as clinical social work (3 per-
cent), podiatry (1 percent), and rheumatology 
(1 percent). The losers in 2018 were allergy/
immunology (-3 percent), diagnostic testing 
facilities (-4 percent), and urology and vas-
cular surgery (-1 percent). Keep in mind that 
rounding can play a big role in whether you 
are plus or minus 1 percent or end up with an 
estimated zero change.

Conversion Factor Increases
Physicians will see a small $0.11 increase to 
the Medicare payment per RVU in 2018. The 
Medicare Access and CHIP Reauthorization 
Act (MACRA) mandated a 0.5 percent increase 
to the conversion factor (the amount Medicare 
pays per RVU) for 2018. At the conclusion of 
2017, the Medicare conversion factor was set at 
$35.8887. MACRA provides for annual conver-
sion factor payment increases of 0.5 percent 
through 2019. With the application of the RVU 
budget neutrality adjustment and the target 
recapture amount related to misvalued proce-
dures, the 0.5 percent update was decreased. 
As a result, the 2018 final rule published a 
conversion factor of $35.9996, representing a 
roughly $0.11 increase.

2018 RVUs for ED E/M Services 
Remain Stable
Work RVUs represent the most critical 
component of emergency providers’ re-
imbursement. For 2018, the work RVUs 
for emergency medicine services 
remain unchanged. For ED E/M 
services 99281–99285, the total 

RVUs are impacted slightly based on practice 
expense and professional liability insurance 
components and are essentially unchanged 
for 2018 as well (see Table 1). Importantly, 
the Centers for Medicare an Medicaid Servic-
es (CMS) has recommended that the Relative 
Value Scale Update Committee (RUC) survey 
and potentially revalue the work RVUs associ-
ated with the 99281–99285 codes, citing that 
they are potentially misvalued. This survey 
could take place in 2018, and updated work 
RVUs, if any, would likely be in effect in 2019.

2018 CPT Changes for Emergency 
Medicine 
There are two changes to the 2018 CPT book 
that are relevant to emergency medicine.

The first is subtle, with the two words “out-
patient hospital” having been inserted into the 
preamble for the observation codes. The open-
ing sentence now reads, “The following codes 
are used to report encounter(s) by the super-
vising physician or other qualified health care 
professional with the patient when designat-
ed as outpatient hospital ‘observation status’ 
[emphases added].” Similar language has also 
been inserted into the code descriptors.

Depending on the context, this leaves open 
to interpretation whether a hospital-based lo-
cation is required for reporting observation 
services. 

The second change pertains to new chest 
X-ray codes, which will describe the number 
of views ordered rather than describe what 
those views entail. Codes 71010–71022 have 
been deleted in 2018 and have been replaced 
with codes 71045–71048. The new codes de-
scribe a radiological examination; chest sin-
gle view; and then two, three, and four or 
more views, respectively.

Merit-Based Incentive Payment 
System (MIPS)
MACRA has had many long-lasting effects. 
The hated Sustainable Growth Rate (SGR) for-
mula, which mandated years of potential dra-
conian double-digit provider reimbursement 
cuts, no longer impacts provider payments. 
However, CMS has moved forward a much 

more complex 
quality-reporting 
program. The pri-
or programs of the 

Physi-

cian Quality Reporting System (PQRS), the 
Value-Based Modifier, and Meaningful Use 
have now been rolled up into the Merit-Based 
Incentive Payment System (MIPS). Under 
MIPS, providers will see reimbursement ad-
justments impacting 2020 payments based on 
2018 reporting in four categories: 

• Quality
• Resource use
• Improvement activities  
• Meaningful use of an electronic health re-

cord (EHR) system
For the 2018 performance year (impacting 

2020 payments), the four MIPS categories 
will be simplified for most emergency phy-
sicians. The final rule assigned the resource 
use category a weighting of 10 percent for 2018 
(likely increasing to 30 percent for 2019). In 
addition, if providers deliver more than 75 
percent of their Medicare services in an emer-
gency department, they are excused from the 
meaningful use of EHR component. The con-
solidated program is then reweighted in 2018 
to 75 percent quality (the old PQRS program), 
10 percent cost, and 15 percent improvement 
activities (see Table 2).

Unlike the SGR’s annual changes, MIPS 
adjusts physician payments based on per-
formance. MIPS does not have an aggregate 
spending target, which is what previously 
created the need for annual congressional 
patches to prevent the mandated SGR cuts. 
MIPS started in 2017 at ±4 percent and in-
creases to ±9 percent by 2022 (based on 2020 
performance).

Future Changes to the Medicare 
1995 and 1997 Documentation 
Guidelines
CMS has become concerned that the current 
documentation guidelines, particularly the 
burdensome aspects of history and physical 
exam documentation, have not kept pace with 
technology and has discussed moving to a set 
of guidelines that are more centered on medi-
cal decision making.

Ultimately, in the 2018 Physician Final Rule 
CMS stated: “Stakeholders have long main-
tained that both the 1995 and 1997 
guidelines are administra-
tively burdensome and 
outdated with respect 

We received 
information 

suggesting that 
the work RVUs 
for emergency 

department 
visits did not 

appropriately 
reflect the full 

resources involved 
in furnishing these 

services. … We agree 
with the majority 

of commenters 
that these services 
may be potentially 

misvalued given the 
increased acuity 

of the patient 
population and 

the heterogeneity 
of the sites where 

emergency 
department visits 

are furnished. 
As a result, we 

look forward to 
reviewing the RUC’s 

recommendations 
regarding the 

appropriate 
valuation of these 

services”
—2018 Medicare Physician 

Fee Schedule Final Rule 

CONTINUED on page 6
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to the practice of medicine, stating that they 
are too complex, ambiguous, and that they 
fail to distinguish meaningful differences 
among code levels. In general, we agree that 
there may be unnecessary burden with these 
guidelines and that they are potentially out-
dated, and believe this is especially true for 
the requirements for the history and the physi-
cal exam.” 

Stay tuned, as CMS has forecasted making 
substantial revisions in the near future. 

DR. GRANOVSKY  is the president of Logix 
Health, an ED coding and billing company, 
and serves as the course director of ACEP’s 
coding and reimbursement courses as well 
as ACEP’s Reimbursement Committee. Mr. 
McKenzie is reimbursement director for 
ACEP

Table 1. 2018 Emergency Department E/M RVUs 99281–99285, 99291 

CODE
2017

WORK  
RVUS

2018 
WORK  
RVUS

2017
PE  

RVUS

2018
PE 

RVUS

2017
PLI 

RVUS

2018
PLI 

RVUS

2017
TOTAL 
RVUS

2018
TOTAL 
RVUS

99281 0.45 0.45 0.11 0.11 0.04 0.04 0.60 0.60

99282 0.88 0.88 0.21 0.21 0.08 0.08 1.17 1.17

99283 1.34 1.34 0.29 0.29 0.12 0.12 1.75 1.75

99284 2.56 2.56 0.53 0.53 0.23 0.23 3.32 3.32

99285 3.80 3.80 0.75 0.75 0.35 0.34 4.90 4.89

RVU= relative value units; PE=practice expense; PLI=professional liability insurance

Table 2. 2018 MIPS Scoring for Most Typical Emergency Providers

CATEGORY  2018 WEIGHTING

Quality 75%

Resource use 10%

Improvement activities  15%

Meaningful EHR use 0%

FEE SCHEDULE | CONTINUED FROM PAGE  4
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A “FIX ” for Improved  
Gender Equity in EM
When Dara Kass, MD, decided to 

expand her popular FemInEM 
online community beyond the 

digital world, she drew on the best parts of 
all the conferences she has attended in her 
career. The result—FIX 2017—brought togeth-
er 250 participants for three days of inspiring 
lectures, networking events, and workshops 
centered on the challenges women in emer-
gency medicine face. 

Recently, Dr. Kass, who is a clinical as-
sociate professor of emergency medicine at 

New York Universi-
ty School of Medi-
cine in New York 
City, sat down with 
ACEP Now Medi-
cal Editor in Chief 
Kevin Klauer, DO, 
EJD, FACEP, to talk 
about the accom-
plishments of FIX 
2017 and plans for 
this year’s encore 

conference. Here are some highlights from 
their conversation. 

KK: I am excited to talk to you about 
FemInEM’s first national conference: 
FIX 2017. Tell us what’s happening with 
the organization and where this title of 
“FIX 2017” came from.

DK:  FemInEM itself has grown exponen-
tially but, more importantly, deliberately 
over the past two years. We have expanded 
our website and added our speakers bureau, 
job boards, and sponsor content. We’ve seen 
an increase in the submissions across the 
board from men and women, physicians of 
all stripes and all ages. We’ve seen a natu-
ral increase in the variety of content we have 
published, and the frequency of submission 
has been pretty amazing. Our Twitter and Fa-
cebook profiles have grown.  

About a year ago, I was at a conference and 
thought, “If I could use these gifts of better 
presentation style and design, better speak-
ing skills, better opportunities to understand 
how to interact with the media, and women 
in medicine, we could really make a huge dif-
ference.” So I took all of the best conferences 
I’d ever been to and tried to include pieces 
of those conference to create what I thought 
would be, what I hoped would be, a wom-
en’s development conference that was really 
a physician development conference geared 
around the topics of gender equity and in-
clusion in emergency medicine. We built a 
curriculum that we thought would reflect the 
needs of the population, and we asked oth-
ers to just believe in us. We opened it up to 
250 people and said, “Here’s a conference. 
It’s new. It’s in New York. It’s exciting.” We 
had one workshop day at the end; we tried 
to hammer home some of the tools we had 
inspired people to develop in the first couple 
days, and we sold out. It was amazing. 

We really were thoroughly appreciative and 
impressed with how many people showed up, 

how many sponsors supported us, how many 
attendings sponsored a resident, and how 
many departments sent their residents and 
attendings to the conference. It was a huge 
success. We had a pretty big impact on the 
Twitter-sphere; we had over 18 million Twit-
ter impressions in two and a half days from a 
conference of only 250 people. It was really a 
magical space; it was supportive and inclusive 
and just a very cool experience. I couldn’t be 
more proud of what we put together. We’ll do 
it again because there’s no way that we can 
leave this as a one-hit wonder.

KK: Can you talk more in detail about 
what you did? Were there didactic lec-
tures and workshops? What were your 
goals? 

DK:  We were really just trying to have each 
person in the room reconnect with the thing 
that makes them passionate as a doctor and 
as a person. The first two days were entirely 
didactic-based; we had a lot of breaks for net-
working and talking to speakers and things 
like that. We wanted our different speakers 
to tell their story of what aspect of medicine 

and their human experience allows them to 
be who they are. For example, we had an EMS 
provider Kathy Staats talk about women in 
EMS crashing the party. We had a residency 
director talk about what inspired her as an 
educator. We had discussions on burnout 
and wellness, resilience, and so much more, 
like success and failure, imposter syndrome, 
patient safety, and inner-city violence. We 
had an entire session on institutional racism 
and how that affects women and others in 
medicine. We ended with Lynne Richardson 
talking about leadership development for 
physicians, including careers in research. 
The two days were infused with a lot of net-
working because one of the best skills we can 
give to women, but really anybody in medi-
cine, is the chance to connect with others.

KK: Were your goals to advance diver-
sity and inclusion in general or just for 
women in medicine?

DK:  The conference was 100 percent inclu-
sive. We had men, participants and speakers. 
We had women who were not in emergency 
medicine, even some who were not doctors. 

We included nurses, PAs, medical students, 
and EMTs. What was interesting to us was 
that the women in the room who were not 
emergency medicine doctors, who weren’t 
even doctors, felt as included in the con-
versation as those card-carrying emergency 
medicine providers. Some of the men said 
that this was the best development confer-
ence they’d ever been to. The journey of be-
ing a woman in medicine is actually more 
about being a person in medicine. When 
we’re talking about being a physician par-
ent whose child is ill, that is not exclusive 
to women. 

We had the speakers wear a feminist shirt—
it’s literally a shirt that said “Feminist.” We 
didn’t only give that shirt to women; we gave 
it to every single speaker. So, Scott Weingart, 
Adam Rosh, Michael Gisondi, and Rob Gore all 
stood on the stage and wore a shirt that said 
“Feminist.” There is nothing exclusive or divi-
sive about that because we should all be femi-
nists, caring about the needs, concerns, and 
interests of each other. 

KK: I think there can be a misconception 
that a conference like this is structured 

TOP LEFT: FIX 2017 speaker Amy Faith Ho, MD.

TOP RIGHT: IX 2017 speaker Jenice Forde-Baker, MD.

ABOVE:  FIX 2017 attendee Ellen Weber, MD, stands during one of the conference sessions.

RIGHT: FIX 2017 attendees network at one of the conference's breaks.
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From the founder of 
FemInEM, FIX 2017 
gathered women and 
men to share ideas 
and support
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for the sole purpose of women support-
ing women, but what we can learn from 
you, your organization, and from our spe-
cialty is this is about making sure that 
we’re supporting each other and making 
sure that people aren’t excluded. Some-
times that overarching principle may be 
overlooked. We all benefit from diver-
sity and inclusion because we all work 
together, and when we don’t recognize 
each other for the great value that we in-
dividually and collectively bring, we all 
lose, and we all fail. 

DK:  I agree, except that I honestly think we 
need to go beyond that. Studies have proven 
that women aren’t worse doctors and that 
there is a power discrepancy between wom-
en and men. It is time to accept that bias ex-
ists and that there are discrepancies between 
women and men in salary, promotion, ten-
ure. The tradition of privilege is something 
I always talk about in my lectures. If you’re 
not on the receiving end of bias, then to even 
consider how it could affect those around 
you is a really difficult thing to do. Any group 
that is underrepresented, whether it’s in race, 

gender, or anything else, needs support. So, I 
don’t really just expect better from our com-
munity anymore, I demand better of our 
community right now. One of the best things 
that we had at the end of that conference was 
the fact that 100 percent of the people there, 
regardless of how they got there, felt that it 
gave them something. That was our biggest 
victory.

KK: What are the plans for next year?

DK:  It’s going to be in New York again next 
year. It’s going to be shorter next year; it’ll 
be two days instead of three. The workshop 
day will either be a pre-day or at another time 
because we want to make it easier for people 
to travel. It’s going to be bigger, twice to three 
times the size. We’re going to open it up to 
the emergency medicine community first and 
foremost, but there’s been a lot of response 
from people outside of emergency medicine 
to come and experience it as well. Next year, 
it’ll be bigger, broader, shorter, and I think 
it’ll have a huge impact on whichever physi-
cians decide to join us. 

ON THIS PAGE: FIX 
2017 attendees mingle 
at some of the confer-
ence’s many networking 
events.
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INDICATIONS
XARELTO® is indicated for the treatment of deep vein thrombosis (DVT). XARELTO® is indicated for the 
treatment of pulmonary embolism (PE). XARELTO® is indicated for the reduction in the risk of recurrence of 
DVT and/or PE in patients at continued risk for recurrent DVT and/or PE after completion of initial treatment 
lasting at least 6 months.

IMPORTANT SAFETY INFORMATION

WARNING: (A) PREMATURE DISCONTINUATION OF 
XARELTO® INCREASES THE RISK OF THROMBOTIC EVENTS, 

(B) SPINAL/EPIDURAL HEMATOMA

A.  Premature discontinuation of XARELTO® increases
the risk of thrombotic events 

Premature discontinuation of any oral anticoagulant, 
including XARELTO®, increases the risk of thrombotic 
events. If anticoagulation with XARELTO® is 
discontinued for a reason other than pathological 
bleeding or completion of a course of therapy, 
consider coverage with another anticoagulant.

B. Spinal/epidural hematoma
Epidural or spinal hematomas have occurred in 
patients treated with XARELTO® 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 non-steroidal anti-infl ammatory 
drugs (NSAIDs), platelet inhibitors, other 
anticoagulants, see Drug Interactions  
  A history of traumatic or repeated epidural or spinal 
punctures 
 A history of spinal deformity or spinal surgery 
  Optimal timing between the administration of 
XARELTO® 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 for thromboprophylaxis.

Please see accompanying Brief Summary of full Prescribing Information, including Boxed WARNINGS, or visit www.XareltoHCP.com/PI.
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IMPORTANT SAFETY INFORMATION (cont’d) 
CONTRAINDICATIONS 
  Active pathological bleeding 
  Severe hypersensitivity reaction to XARELTO® (eg, anaphylactic reactions) 

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

  Risk of Bleeding: XARELTO® increases the risk of bleeding and can cause serious 
or fatal bleeding. Promptly evaluate any signs or symptoms of blood loss and 
consider the need for blood replacement. Discontinue XARELTO® in patients with 
active pathological hemorrhage. 
•  A specifi c antidote for rivaroxaban is not available. Because of high plasma protein 

binding, rivaroxaban is not expected to be dialyzable. 
•  Concomitant use of other drugs that impair hemostasis increases the risk of 

bleeding. These include aspirin, P2Y12 platelet inhibitors, other antithrombotic 
agents, fi brinolytic therapy, NSAIDs, selective serotonin reuptake inhibitors (SSRIs), 
and serotonin norepinephrine reuptake inhibitors (SNRIs).

  Spinal/Epidural Anesthesia or Puncture: When neuraxial anesthesia (spinal/
epidural anesthesia) or spinal puncture is employed, patients treated with 
anticoagulant 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. To reduce the potential risk of bleeding associated with 
the concurrent use of XARELTO® and epidural or spinal anesthesia/analgesia or 
spinal puncture, consider the pharmacokinetic profi le of XARELTO®. Placement or 
removal of an epidural catheter or lumbar puncture is best performed when the 
anticoagulant effect of XARELTO® is low; however, the exact timing to reach a 
suffi ciently low anticoagulant effect in each patient is not known. An indwelling 
epidural or intrathecal catheter should not be removed before at least 2 half-lives 
have elapsed (ie, 18 hours in young patients aged 20 to 45 years and 26 hours in 
elderly patients aged 60 to 76 years), after the last administration of XARELTO®. 
The next XARELTO® dose should not be administered earlier than 6 hours after the 
removal of the catheter. If traumatic puncture occurs, delay the administration of 
XARELTO® for 24 hours. Should the physician decide to administer anticoagulation 
in the context of epidural or spinal anesthesia/analgesia or lumbar puncture, monitor 
frequently to detect any signs or symptoms of neurological impairment, such as 
midline back pain, sensory and motor defi cits (numbness, tingling, or weakness in 
lower limbs), or bowel and/or bladder dysfunction. Instruct patients to immediately 
report if they experience any of the above signs or symptoms. If signs or symptoms 
of spinal hematoma are suspected, initiate urgent diagnosis and treatment including 
consideration for spinal cord decompression even though such treatment may not 
prevent or reverse neurological sequelae.

  Use in Patients With Renal Impairment: 
 •  Nonvalvular Atrial Fibrillation: Periodically assess renal function as clinically 

indicated (ie, more frequently in situations in which renal function may decline) 
and adjust therapy accordingly. Consider dose adjustment or discontinuation of 
XARELTO® in patients who develop acute renal failure while on XARELTO®.

 •  Treatment of Deep Vein Thrombosis (DVT), Pulmonary Embolism (PE), 
and Reduction in the Risk of Recurrence of DVT and of PE: Avoid the use 
of XARELTO® in patients with CrCl <30 mL/min due to an expected increase in 
rivaroxaban exposure and pharmacodynamic effects in this patient population.

 •  Prophylaxis of Deep Vein Thrombosis Following Hip or Knee 
Replacement Surgery: Avoid the use of XARELTO® in patients with 
CrCl <30 mL/min due to an expected increase in rivaroxaban exposure and 
pharmacodynamic effects in this patient population. Observe closely and promptly 
evaluate any signs or symptoms of blood loss in patients with CrCl 30 to 
50 mL/min. Patients who develop acute renal failure while on XARELTO® should 
discontinue the treatment.

  Use in Patients With Hepatic Impairment: No clinical data are available for 
patients with severe hepatic impairment. Avoid use of XARELTO® in patients with 
moderate (Child-Pugh B) and severe (Child-Pugh C) hepatic impairment or with any 
hepatic disease associated with coagulopathy, since drug exposure and bleeding risk 
may be increased.

  Use With P-gp and Strong CYP3A4 Inhibitors or Inducers: Avoid 
concomitant use of XARELTO® with known combined P-gp and strong CYP3A4 
inhibitors. Avoid concomitant use of XARELTO® with drugs that are known combined 
P-gp and strong CYP3A4 inducers.

  Risk of Pregnancy-Related Hemorrhage: In pregnant women, XARELTO® 
should be used only if the potential benefi t justifi es the potential risk to the mother 
and fetus. XARELTO® dosing in pregnancy has not been studied. The anticoagulant 
effect of XARELTO® cannot be monitored with standard laboratory testing nor 
readily reversed. Promptly evaluate any signs or symptoms suggesting blood loss (eg, 
a drop in hemoglobin and/or hematocrit, hypotension, or fetal distress).
  Patients With Prosthetic Heart Valves: The safety and effi cacy of XARELTO® 
have not been studied in patients with prosthetic heart valves. Therefore, use of 
XARELTO® is not recommended in these patients.
  Acute PE in Hemodynamically Unstable Patients/Patients Who Require 
Thrombolysis or Pulmonary Embolectomy: Initiation of XARELTO® is not 
recommended acutely as an alternative to unfractionated heparin in patients with 
pulmonary embolism who present with hemodynamic instability or who may receive 
thrombolysis or pulmonary embolectomy. 

DRUG INTERACTIONS
  Combined P-gp and strong CYP3A4 inhibitors increase exposure to rivaroxaban and 
may increase the risk of bleeding.

  Combined P-gp and strong CYP3A4 inducers decrease exposure to rivaroxaban and 
may increase the risk of thromboembolic events.

  XARELTO® should not be used in patients with CrCl 15 to <80 mL/min who 
are receiving concomitant combined P-gp and moderate CYP3A4 inhibitors (eg, 
erythromycin) unless the potential benefi t justifi es the potential risk.

  Coadministration of enoxaparin, warfarin, aspirin, clopidogrel, and chronic NSAID 
use may increase the risk of bleeding.

  Avoid concurrent use of XARELTO® with other anticoagulants due to increased 
bleeding risk, unless benefi t outweighs risk. Promptly evaluate any signs or 
symptoms of blood loss if patients are treated concomitantly with aspirin, other 
platelet aggregation inhibitors, or NSAIDs. 

USE IN SPECIFIC POPULATIONS 
  Pregnancy: The limited available data on XARELTO® in pregnant women are 
insuffi cient to inform a drug-associated risk of adverse developmental outcomes. 
Use XARELTO® with caution in pregnant patients because of the potential for 
pregnancy-related hemorrhage and/or emergent delivery with an anticoagulant that 
is not readily reversible. The anticoagulant effect of XARELTO® cannot be reliably 
monitored with standard laboratory testing. Consider the benefi ts and risks of 
XARELTO® for the mother and possible risks to the fetus when prescribing XARELTO® 
to a pregnant woman.
•  Fetal/Neonatal adverse reactions: Based on the pharmacologic activity of Factor 

Xa inhibitors and the potential to cross the placenta, bleeding may occur at any 
site in the fetus and/or neonate.

•  Labor or delivery: The risk of bleeding should be balanced with the risk of 
thrombotic events when considering the use of XARELTO® in this setting.

•  There are no adequate or well-controlled studies of XARELTO® in pregnant women, 
and dosing for pregnant women has not been established. Post-marketing 
experience is currently insuffi cient to determine a rivaroxaban-associated risk for 
major birth defects or miscarriage.

  Lactation: Rivaroxaban has been detected in human milk. There are insuffi cient 
data to determine the effects of rivaroxaban on the breastfed child or on milk 
production. The developmental and health benefi ts of breastfeeding should be 
considered along with the mother’s clinical need for XARELTO® and any potential 
adverse effects on the breastfed infant from XARELTO® or from the underlying 
maternal condition.

  Females and Males of Reproductive Potential: Females of reproductive potential 
requiring anticoagulation should discuss pregnancy planning with their physician.

  Pediatric Use: Safety and effectiveness in pediatric patients have not been established. 

OVERDOSAGE 
  Discontinue XARELTO® and initiate appropriate therapy if bleeding complications 
associated with overdosage occur. A specifi c antidote for rivaroxaban is not 
available. The use of activated charcoal to reduce absorption in case of XARELTO® 
overdose may be considered. Due to the high plasma protein binding, rivaroxaban 
is not dialyzable. 

ADVERSE REACTIONS IN CLINICAL STUDIES 
  The most common adverse reactions with XARELTO® were bleeding complications.

XARELTO® is licensed from Bayer HealthCare AG, 51368 Leverkusen, Germany. 
© Janssen Pharmaceuticals, Inc. 2017 November 2017 070936-171018

Janssen Pharmaceuticals, Inc.

Please see accompanying Brief Summary of full Prescribing Information, 
including Boxed WARNINGS, or visit www.XareltoHCP.com/PI.  
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Brief Summary of Prescribing Information for XARELTO® (rivaroxaban) 
XARELTO® (rivaroxaban) tablets, for oral use 
See package insert for full Prescribing Information

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

(B) SPINAL/EPIDURAL HEMATOMA
A. Premature discontinuation of XARELTO increases the risk of 

thrombotic events
Premature discontinuation of any oral anticoagulant, including 
XARELTO, increases the risk of thrombotic events. If anticoagulation 
with XARELTO 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 (2.3, 2.8), in full 
Prescribing Information, Warnings and Precautions, and Clinical 
Studies (14.1) in full Prescribing Information].
B. Spinal/epidural hematoma
Epidural or spinal hematomas have occurred in patients treated with 
XARELTO 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 

non-steroidal 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 XARELTO and 

neuraxial procedures is not known
[see Warnings and Precautions and Adverse Reactions].
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 for thrombo-
prophylaxis [see Warnings and Precautions].

INDICATIONS AND USAGE
Reduction of Risk of Stroke and Systemic Embolism in Nonvalvular Atrial 
Fibrillation: XARELTO is indicated to reduce the risk of stroke and systemic 
embolism in patients with nonvalvular atrial fibrillation.
There are limited data on the relative effectiveness of XARELTO and warfarin 
in reducing the risk of stroke and systemic embolism when warfarin therapy 
is well-controlled [see Clinical Studies (14.1) in full Prescribing Information].
Treatment of Deep Vein Thrombosis: XARELTO is indicated for the treatment 
of deep vein thrombosis (DVT).
Treatment of Pulmonary Embolism: XARELTO is indicated for the treatment of 
pulmonary embolism (PE).
Reduction in the Risk of Recurrence of Deep Vein Thrombosis and/or 
Pulmonary Embolism: XARELTO is indicated for the reduction in the risk of 
recurrence of DVT and/or PE in patients at continued risk for recurrent DVT 
and/or PE after completion of initial treatment lasting at least 6 months.
Prophylaxis of Deep Vein Thrombosis Following Hip or Knee Replacement 
Surgery: XARELTO is indicated for the prophylaxis of DVT, which may lead to 
PE in patients undergoing knee or hip replacement surgery.
CONTRAINDICATIONS
XARELTO is contraindicated in patients with:
• active pathological bleeding [see Warnings and Precautions]
• severe hypersensitivity reaction to XARELTO (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 XARELTO, in 
the absence of adequate alternative anticoagulation increases the risk of 
thrombotic events. An increased rate of stroke was observed during the 
transition from XARELTO to warfarin in clinical trials in atrial fibrillation 
patients. If XARELTO 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 (2.3, 2.8) and Clinical 
Studies (14.1) in full Prescribing Information].
Risk of Bleeding: XARELTO increases the risk of bleeding and can cause 
serious or fatal bleeding. In deciding whether to prescribe XARELTO to 
patients at increased risk of bleeding, the risk of thrombotic events should be 
weighed against the risk of bleeding.
Promptly evaluate any signs or symptoms of blood loss and consider the 
need for blood replacement. Discontinue XARELTO in patients with active 
pathological hemorrhage. The terminal elimination half-life of rivaroxaban is  
5 to 9 hours in healthy subjects aged 20 to 45 years.
Concomitant use of other drugs that impair hemostasis increases the risk of 
bleeding. These include aspirin, P2Y12 platelet inhibitors, other antithrombotic 
agents, fibrinolytic therapy, non-steroidal anti-inflammatory drugs (NSAIDs) 
[see Drug Interactions], selective serotonin reuptake inhibitors, and serotonin 
norepinephrine reuptake inhibitors.
Concomitant use of drugs that are known combined P-gp and strong CYP3A4 
inhibitors increases rivaroxaban exposure and may increase bleeding risk 
[see Drug Interactions].
Reversal of Anticoagulant Effect: A specific antidote for rivaroxaban is not 
available. Because of high plasma protein binding, rivaroxaban is not 
expected to be dialyzable [see Clinical Pharmacology (12.3) in full Prescribing 
Information]. Protamine sulfate and vitamin K are not expected to affect the 
anticoagulant activity of rivaroxaban. Partial reversal of prothrombin time 
prolongation has been seen after administration of prothrombin complex 
concentrates (PCCs) in healthy volunteers. The use of other procoagulant 
reversal agents like activated prothrombin complex concentrate (APCC) or 
recombinant factor VIIa (rFVIIa) has not been evaluated.
Spinal/Epidural Anesthesia or Puncture: When neuraxial anesthesia (spinal/
epidural anesthesia) or spinal puncture is employed, patients treated with 
anticoagulant 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 [see Boxed Warning].
To reduce the potential risk of bleeding associated with the concurrent use 
of XARELTO and epidural or spinal anesthesia/analgesia or spinal puncture, 
consider the pharmacokinetic profile of XARELTO [see Clinical Pharmacology 
(12.3) in full Prescribing Information]. Placement or removal of an epidural 
catheter or lumbar puncture is best performed when the anticoagulant effect 
of XARELTO is low; however, the exact timing to reach a sufficiently low 
anticoagulant effect in each patient is not known.
An indwelling epidural or intrathecal catheter should not be removed before at 
least 2 half-lives have elapsed (i.e., 18 hours in young patients aged 20  
to 45 years and 26 hours in elderly patients aged 60 to 76 years), after the  
last administration of XARELTO [see Clinical Pharmacology (12.3) in full 
Prescribing Information]. The next XARELTO dose should not be administered 
earlier than 6  hours after the removal of the catheter. If traumatic puncture 
occurs, delay the administration of XARELTO for 24 hours.

Should the physician decide to administer anticoagulation in the context of 
epidural or spinal anesthesia/analgesia or lumbar puncture, monitor 
frequently to detect any signs or symptoms of neurological impairment, such 
as midline back pain, sensory and motor deficits (numbness, tingling, or 
weakness in lower limbs), bowel and/or bladder dysfunction. Instruct 
patients to immediately report if they experience any of the above signs or 
symptoms. If signs or symptoms of spinal hematoma are suspected, initiate 
urgent diagnosis and treatment including consideration for spinal cord 
decompression even though such treatment may not prevent or reverse 
neurological sequelae.
Use in Patients with Renal Impairment: Nonvalvular Atrial Fibrillation: 
Periodically assess renal function as clinically indicated (i.e., more frequently 
in situations in which renal function may decline) and adjust therapy 
accordingly [see Dosage and Administration (2.4) in full Prescribing 
Information]. Consider dose adjustment or discontinuation of XARELTO in 
patients who develop acute renal failure while on XARELTO [see Use in 
Specific Populations].
Treatment of Deep Vein Thrombosis (DVT), Pulmonary Embolism (PE), and 
Reduction in the Risk of Recurrence of DVT and of PE: Avoid the use of 
XARELTO in patients with CrCl <30  mL/min due to an expected increase in 
rivaroxaban exposure and pharmacodynamic effects in this patient 
population [see Use in Specific Populations].
Prophylaxis of Deep Vein Thrombosis Following Hip or Knee Replacement 
Surgery: Avoid the use of XARELTO in patients with CrCl <30  mL/min due to 
an expected increase in rivaroxaban exposure and pharmacodynamic effects 
in this patient population. Observe closely and promptly evaluate any signs or 
symptoms of blood loss in patients with CrCl 30 to 50  mL/min. Patients who 
develop acute renal failure while on XARELTO should discontinue the 
treatment [see Use in Specific Populations].
Use in Patients with Hepatic Impairment: No clinical data are available for 
patients with severe hepatic impairment.
Avoid use of XARELTO in patients with moderate (Child-Pugh B) and severe 
(Child-Pugh C) hepatic impairment or with any hepatic disease associated 
with coagulopathy since drug exposure and bleeding risk may be increased 
[see Use in Specific Populations].
Use with P-gp and Strong CYP3A4 Inhibitors or Inducers: Avoid concomitant 
use of XARELTO with known combined P-gp and strong CYP3A4 inhibitors 
[see Drug Interactions].
Avoid concomitant use of XARELTO with drugs that are known combined 
P-gp and strong CYP3A4 inducers [see Drug Interactions].
Risk of Pregnancy-Related Hemorrhage: In pregnant women, XARELTO 
should be used only if the potential benefit justifies the potential risk to the 
mother and fetus. XARELTO dosing in pregnancy has not been studied. The 
anticoagulant effect of XARELTO cannot be monitored with standard 
laboratory testing nor readily reversed. Promptly evaluate any signs or 
symptoms suggesting blood loss (e.g., a drop in hemoglobin and/or 
hematocrit, hypotension, or fetal distress).
Patients with Prosthetic Heart Valves: The safety and efficacy of XARELTO 
have not been studied in patients with prosthetic heart valves. Therefore, use 
of XARELTO is not recommended in these patients.
Acute PE in Hemodynamically Unstable Patients or Patients Who Require 
Thrombolysis or Pulmonary Embolectomy: Initiation of XARELTO is not 
recommended acutely as an alternative to unfractionated heparin in patients 
with pulmonary embolism who present with hemodynamic instability or who 
may receive thrombolysis or pulmonary embolectomy.
ADVERSE REACTIONS
The following adverse reactions are also discussed in other sections of the 
labeling:
•  Increased risk of stroke after discontinuation in nonvalvular atrial 

fibrillation [see Boxed Warning and Warnings and Precautions]
• Bleeding risk [see Warnings and Precautions]
•  Spinal/epidural hematoma [see Boxed Warning and 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 clinical practice.
During clinical development for the approved indications, 18560 patients 
were exposed to XARELTO. These included 7111 patients who received 
XARELTO 15 mg or 20 mg orally once daily for a mean of 19 months (5558 for 
12 months and 2512 for 24 months) to reduce the risk of stroke and systemic 
embolism in nonvalvular atrial fibrillation (ROCKET AF); 6962 patients who 
received XARELTO 15 mg orally twice daily for three weeks followed by  
20 mg orally once daily to treat DVT or PE (EINSTEIN DVT, EINSTEIN PE),  
10 mg or 20 mg orally once daily (EINSTEIN Extension, EINSTEIN CHOICE) to 
reduce the risk of recurrence of DVT and/or PE; and 4487 patients who 
received XARELTO 10 mg orally once daily for prophylaxis of DVT following 
hip or knee replacement surgery (RECORD 1-3).
Hemorrhage: The most common adverse reactions with XARELTO were 
bleeding complications [see Warnings and Precautions].
Nonvalvular Atrial Fibrillation: In the ROCKET AF trial, the most frequent 
adverse reactions associated with permanent drug discontinuation were 
bleeding events, with incidence rates of 4.3% for XARELTO vs. 3.1% for 
warfarin. The incidence of discontinuations for non-bleeding adverse events 
was similar in both treatment groups.
Table 1 shows the number of patients experiencing various types of bleeding 
events in the ROCKET AF trial.
Table 1: Bleeding Events in ROCKET AF*- On Treatment Plus 2 Days

Parameter XARELTO
N=7111

n (%/year)

Warfarin
N=7125

n (%/year)

XARELTO vs.  
Warfarin

HR 
(95% CI)

Major Bleeding† 395 (3.6) 386 (3.5) 1.04 (0.90, 1.20)

Intracranial  
Hemorrhage (ICH)‡

55 (0.5) 84 (0.7) 0.67 (0.47, 0.93)

Hemorrhagic Stroke§ 36 (0.3) 58 (0.5) 0.63 (0.42, 0.96)
Other ICH 19 (0.2) 26 (0.2) 0.74 (0.41, 1.34)

Gastrointestinal (GI)¶ 221 (2.0) 140 (1.2) 1.61 (1.30, 1.99)
Fatal Bleeding# 27 (0.2) 55 (0.5) 0.50 (0.31, 0.79)

ICH 24 (0.2) 42 (0.4) 0.58 (0.35, 0.96)
Non-intracranial 3 (0.0) 13 (0.1) 0.23 (0.07, 0.82)

Abbreviations: HR = Hazard Ratio, CI = Confidence interval, CRNM = Clinically 
Relevant Non-Major.
*  Major bleeding events within each subcategory were counted once  

per patient, but patients may have contributed events to multiple 
subcategories. These events occurred during treatment or within 2 days  
of stopping treatment.

†  Defined as clinically overt bleeding associated with a decrease in 
hemoglobin of ≥2 g/dL, a transfusion of ≥2 units of packed red blood cells 
or whole blood, bleeding at a critical site, or with a fatal outcome.

‡  Intracranial bleeding events included intraparenchymal, intraventricular, 
subdural, subarachnoid and/or epidural hematoma.

§  Hemorrhagic stroke in this table specifically refers to non-traumatic 
intraparenchymal and/or intraventricular hematoma in patients on 
treatment plus 2 days.

¶  Gastrointestinal bleeding events included upper GI, lower GI, and rectal 
bleeding.

#  Fatal bleeding is adjudicated death with the primary cause of death from 
bleeding.

Figure 1 shows the risk of major bleeding events across major subgroups.
Figure 1:   Risk of Major Bleeding Events by Baseline Characteristics in 

ROCKET AF – On Treatment Plus 2 Days

Note: The figure above presents effects in various subgroups all of which are 
baseline characteristics and all of which were pre-specified (diabetic status 
was not pre-specified in the subgroup, but was a criterion for the CHADS2 
score). 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.
Treatment of Deep Vein Thrombosis (DVT) and/or Pulmonary Embolism (PE): 
EINSTEIN DVT and EINSTEIN PE Studies: In the pooled analysis of the 
EINSTEIN DVT and EINSTEIN PE clinical studies, the most frequent adverse 
reactions leading to permanent drug discontinuation were bleeding events, 
with XARELTO vs. enoxaparin/Vitamin K antagonist (VKA) incidence rates of 
1.7% vs. 1.5%, respectively. The mean duration of treatment was 208 days for 
XARELTO-treated patients and 204 days for enoxaparin/VKA-treated patients.
Table 2 shows the number of patients experiencing major bleeding events in 
the pooled analysis of the EINSTEIN DVT and EINSTEIN PE studies.
Table 2:  Bleeding Events* in the Pooled Analysis of EINSTEIN DVT and 

EINSTEIN PE Studies

Parameter

XARELTO†

 N=4130
n (%)

Enoxaparin/
VKA†

N=4116
n (%)

Major bleeding event 40 (1.0) 72 (1.7)
Fatal bleeding 3 (<0.1) 8 (0.2)

Intracranial 2 (<0.1) 4 (<0.1)
Non-fatal critical organ bleeding 10 (0.2) 29 (0.7)

Intracranial‡ 3 (<0.1) 10 (0.2)
Retroperitoneal‡ 1 (<0.1) 8 (0.2)
Intraocular‡ 3 (<0.1) 2 (<0.1)
Intra-articular‡ 0 4 (<0.1)

Non-fatal non-critical organ bleeding§ 27 (0.7) 37 (0.9)
Decrease in Hb ≥ 2 g/dL 28 (0.7) 42 (1.0)
Transfusion of ≥2 units of whole blood or 
packed red blood cells

18 (0.4) 25 (0.6)

Clinically relevant non-major bleeding 357 (8.6) 357 (8.7)
Any bleeding 1169 (28.3) 1153 (28.0)

* Bleeding event occurred after randomization and up to 2 days after the last 
dose of study drug. Although a patient may have had 2 or more events, the 
patient is counted only once in a category.

† Treatment schedule in EINSTEIN DVT and EINSTEIN PE studies: XARELTO 
15 mg twice daily for 3 weeks followed by 20  mg once daily; enoxaparin/
VKA [enoxaparin: 1  mg/kg twice daily, VKA: individually titrated doses to 
achieve a target INR of 2.5 (range: 2.0-3.0)]

‡ Treatment-emergent major bleeding events with at least >2 subjects in any 
pooled treatment group

§ Major bleeding which is not fatal or in a critical organ, but resulting in a 
decrease in Hb ≥  2 g/dL and/or transfusion of ≥2 units of whole blood or 
packed red blood cells

Reduction in the Risk of Recurrence of DVT and/or PE: EINSTEIN CHOICE 
Study: In the EINSTEIN CHOICE clinical study, the most frequent adverse 
reactions associated with permanent drug discontinuation were bleeding 
events, with incidence rates of 1% for XARELTO 10 mg, 2% for XARELTO  
20 mg, and 1% for acetylsalicylic acid (aspirin) 100 mg. The mean duration of 
treatment was 293 days for XARELTO 10 mg-treated patients and 286 days for 
aspirin 100 mg-treated patients.
Table 3 shows the number of patients experiencing bleeding events in the 
EINSTEIN CHOICE study.
Table 3: Bleeding Events* in EINSTEIN CHOICE 

Parameter XARELTO†

10 mg
N=1127
n (%)

Acetylsalicylic Acid 
(aspirin)† 100 mg

N=1131
n (%)

Major bleeding event 5 (0.4) 3 (0.3)
Fatal bleeding 0 1 (<0.1)
Non-fatal critical organ bleeding 2 (0.2) 1 (<0.1)
Non-fatal non-critical organ 
bleeding§

3 (0.3) 1 (<0.1)

Clinically relevant non-major 
(CRNM) bleeding¶

22 (2.0) 20 (1.8)

Any bleeding 151 (13.4) 138 (12.2)
* Bleeding event occurred after the first dose and up to 2 days after the 

last dose of study drug. Although a patient may have had 2 or more events, 
the patient is counted only once in a category.

† Treatment schedule: XARELTO 10 mg once daily or aspirin 100 mg once 
daily.
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§ Major bleeding which is not fatal or in a critical organ, but resulting in a 
decrease in Hb ≥ 2 g/dL and/or transfusion of ≥ 2 units of whole blood or 
packed red blood cells.

¶ Bleeding which was clinically overt, did not meet the criteria for major 
bleeding, but was associated with medical intervention, unscheduled 
contact with a physician, temporary cessation of treatment, discomfort for 
the patient, or impairment of activities of daily life.

In the EINSTEIN CHOICE study, there was an increased incidence of 
bleeding, including major and CRNM bleeding in the XARELTO 20 mg group 
compared to the XARELTO 10 mg or aspirin 100 mg groups.
Prophylaxis of Deep Vein Thrombosis Following Hip or Knee Replacement 
Surgery: In the RECORD clinical trials, the overall incidence rate of adverse 
reactions leading to permanent treatment discontinuation was 3.7% with 
XARELTO.
The rates of major bleeding events and any bleeding events observed in 
patients in the RECORD clinical trials are shown in Table 4.
Table 4:  Bleeding Events* in Patients Undergoing Hip or Knee 

Replacement Surgeries (RECORD 1-3)
XARELTO 

10 mg
Enoxaparin†

Total treated patients N=4487
n (%)

N=4524
n (%)

Major bleeding event 14 (0.3) 9 (0.2)
Fatal bleeding 1 (<0.1) 0
Bleeding into a critical organ 2 (<0.1) 3 (0.1)
Bleeding that required re-operation 7 (0.2) 5 (0.1)
Extra-surgical site bleeding requiring 
transfusion of >2 units of whole blood  
or packed cells

4 (0.1) 1 (<0.1)

Any bleeding event‡ 261 (5.8) 251 (5.6)
Hip Surgery Studies N=3281

n (%)
N=3298
n (%)

Major bleeding event 7 (0.2) 3 (0.1)
Fatal bleeding 1 (<0.1) 0
Bleeding into a critical organ 1 (<0.1) 1 (<0.1)
Bleeding that required re-operation 2 (0.1) 1 (<0.1)
Extra-surgical site bleeding requiring 
transfusion of >2 units of whole blood  
or packed cells

3 (0.1) 1 (<0.1)

Any bleeding event‡ 201 (6.1) 191 (5.8)
Knee Surgery Study N=1206

n (%)
N=1226
n (%)

Major bleeding event 7 (0.6) 6 (0.5)
Fatal bleeding 0 0
Bleeding into a critical organ 1 (0.1) 2 (0.2)
Bleeding that required re-operation 5 (0.4) 4 (0.3)
Extra-surgical site bleeding requiring 
transfusion of >2 units of whole blood  
or packed cells

1 (0.1) 0

Any bleeding event‡ 60 (5.0) 60 (4.9)
* Bleeding events occurring any time following the first dose of double-blind 

study medication (which may have been prior to administration of active 
drug) until two days after the last dose of double-blind study medication. 
Patients may have more than one event.

† Includes the placebo-controlled period for RECORD 2, enoxaparin dosing 
was 40 mg once daily (RECORD 1-3)

‡ Includes major bleeding events 
Following XARELTO treatment, the majority of major bleeding complications 
(≥60%) occurred during the first week after surgery.
Other Adverse Reactions: Non-hemorrhagic adverse reactions reported in 
≥1% of XARELTO-treated patients in the EINSTEIN DVT and EINSTEIN PE 
studies are shown in Table 5.

Table 5:  Other Adverse Reactions* Reported by ≥1% of XARELTO-Treated 
Patients in EINSTEIN DVT and EINSTEIN PE Studies

Body System
Adverse Reaction

EINSTEIN DVT Study
XARELTO 20 mg

N=1718
n (%)

Enoxaparin/VKA
N=1711
n (%)

Gastrointestinal disorders

Abdominal pain 46 (2.7) 25 (1.5)
General disorders and 
administration site conditions

Fatigue 24 (1.4) 15 (0.9)
Musculoskeletal and 
connective tissue disorders

Back pain 50 (2.9) 31 (1.8)
Muscle spasm 23 (1.3) 13 (0.8)

Nervous system disorders

Dizziness 38 (2.2) 22 (1.3)
Psychiatric disorders

Anxiety 24 (1.4) 11 (0.6)
Depression 20 (1.2) 10 (0.6)
Insomnia 28 (1.6) 18 (1.1)

EINSTEIN PE Study
XARELTO 20 mg

N=2412
n (%)

Enoxaparin/VKA
N=2405
n (%)

Skin and subcutaneous tissue 
disorders

Pruritus 53 (2.2) 27 (1.1)
* Adverse reaction with Relative Risk >1.5 for XARELTO versus comparator

Non-hemorrhagic adverse reactions reported in ≥1% of XARELTO-treated 
patients in RECORD 1-3 studies are shown in Table 6.

Table 6:  Other Adverse Drug Reactions* Reported by ≥1% of XARELTO-
Treated Patients in RECORD 1-3 Studies

Body System
Adverse Reaction

XARELTO
10 mg

N=4487
n (%)

Enoxaparin†

N=4524
n (%)

Injury, poisoning and procedural 
complications

Wound secretion 125 (2.8) 89 (2.0)
Musculoskeletal and connective tissue 
disorders

Pain in extremity 74 (1.7) 55 (1.2)
Muscle spasm 52 (1.2) 32 (0.7)

Nervous system disorders
Syncope 55 (1.2) 32 (0.7)

Skin and subcutaneous tissue disorders
Pruritus 96 (2.1) 79 (1.8)
Blister 63 (1.4) 40 (0.9)

* Adverse reaction occurring any time following the first dose of double-
blind medication, which may have been prior to administration of active 
drug, until two days after the last dose of double-blind study medication

† Includes the placebo-controlled period of RECORD 2, enoxaparin dosing 
was 40 mg once daily (RECORD 1-3)

Other clinical trial experience: In an investigational study of acute medically 
ill patients being treated with XARELTO 10  mg tablets, cases of pulmonary 
hemorrhage and pulmonary hemorrhage with bronchiectasis were observed.
Postmarketing Experience: The following adverse reactions have been 
identified during post-approval use of XARELTO. Because these reactions are 
reported voluntarily from a population of uncertain size, it is not always 
possible to reliably estimate their frequency or establish a causal relationship 
to drug exposure.
Blood and lymphatic system disorders: agranulocytosis, thrombocytopenia
Gastrointestinal disorders: retroperitoneal hemorrhage
Hepatobiliary disorders: jaundice, cholestasis, hepatitis (including hepato-
cellular injury)
Immune system disorders: hypersensitivity, anaphylactic reaction, 
anaphylactic shock, angioedema
Nervous system disorders: cerebral hemorrhage, subdural hematoma, 
epidural hematoma, hemiparesis
Skin and subcutaneous tissue disorders: Stevens-Johnson syndrome
DRUG INTERACTIONS
General Inhibition and Induction Properties: Rivaroxaban is a substrate of 
CYP3A4/5, CYP2J2, and the P-gp and ATP-binding cassette G2 (ABCG2) 
transporters. Combined P-gp and strong CYP3A4 inhibitors increase exposure 
to rivaroxaban and may increase the risk of bleeding. Combined P-gp and 
strong CYP3A4 inducers decrease exposure to rivaroxaban and may increase 
the risk of thromboembolic events.
Drugs that Inhibit Cytochrome P450 3A4 Enzymes and Drug Transport 
Systems: Interaction with Combined P-gp and Strong CYP3A4 Inhibitors: 
Avoid concomitant administration of XARELTO with known combined P-gp 
and strong CYP3A4 inhibitors (e.g., ketoconazole and ritonavir) [see Warnings 
and Precautions and Clinical Pharmacology (12.3) in full Prescribing 
Information].
Although clarithromycin is a combined P-gp and strong CYP3A4 inhibitor, 
pharmacokinetic data suggests that no precautions are necessary with 
concomitant administration with XARELTO as the change in exposure is 
unlikely to affect the bleeding risk [see Clinical Pharmacology (12.3) in full 
Prescribing Information].
Interaction with Combined P-gp and Moderate CYP3A4 Inhibitors in Patients 
with Renal Impairment: XARELTO should not be used in patients with CrCl 15 
to <80 mL/min who are receiving concomitant combined P-gp and moderate 
CYP3A4 inhibitors (e.g., erythromycin) unless the potential benefit justifies the 
potential risk [see Warnings and Precautions and Clinical Pharmacology 
(12.3) in full Prescribing Information].
Drugs that Induce Cytochrome P450 3A4 Enzymes and Drug Transport 
Systems: Avoid concomitant use of XARELTO with drugs that are combined 
P-gp and strong CYP3A4 inducers (e.g., carbamazepine, phenytoin, rifampin, 
St. John’s wort) [see Warnings and Precautions and Clinical Pharmacology 
(12.3) in full Prescribing Information].
Anticoagulants and NSAIDs/Aspirin: Coadministration of enoxaparin, 
warfarin, aspirin, clopidogrel and chronic NSAID use may increase the risk of 
bleeding [see Clinical Pharmacology (12.3) in full Prescribing Information].
Avoid concurrent use of XARELTO with other anticoagulants due to increased 
bleeding risk unless benefit outweighs risk. Promptly evaluate any signs  
or symptoms of blood loss if patients are treated concomitantly with  
aspirin, other platelet aggregation inhibitors, or NSAIDs [see Warnings and 
Precautions].
USE IN SPECIFIC POPULATIONS
Pregnancy: Risk Summary: The limited available data on XARELTO in pregnant 
women are insufficient to inform a drug-associated risk of adverse 
developmental outcomes. Use XARELTO with caution in pregnant patients 
because of the potential for pregnancy related hemorrhage and/or emergent 
delivery with an anticoagulant that is not readily reversible. The anticoagulant 
effect of XARELTO cannot be reliably monitored with standard laboratory 
testing. Consider the benefits and risks of XARELTO for the mother and 
possible risks to the fetus when prescribing XARELTO to a pregnant woman 
[see Warnings and Precautions].
Adverse outcomes in pregnancy occur regardless of the health of the mother 
or the use of medications. The estimated background risk of major birth 
defects and miscarriage for the indicated populations is unknown. In the U.S. 
general population, the estimated background risk of major birth defects and 
miscarriage in clinically recognized pregnancies is 2–4% and 15–20%, 
respectively.
Clinical Considerations: Disease-Associated Maternal and/or Embryo/Fetal 
Risk: Pregnancy is a risk factor for venous thromboembolism and that risk is 
increased in women with inherited or acquired thrombophilias. Pregnant 
women with thromboembolic disease have an increased risk of maternal 
complications including pre-eclampsia. Maternal thromboembolic disease 
increases the risk for intrauterine growth restriction, placental abruption and 
early and late pregnancy loss. 
Fetal/Neonatal Adverse Reactions: Based on the pharmacologic activity of 
Factor Xa inhibitors and the potential to cross the placenta, bleeding may 
occur at any site in the fetus and/or neonate.
Labor or Delivery: All patients receiving anticoagulants, including pregnant 
women, are at risk for bleeding and this risk may be increased during labor 
or delivery [see Warnings and Precautions]. The risk of bleeding should be 
balanced with the risk of thrombotic events when considering the use of 
XARELTO in this setting. 
Data: Human Data: There are no adequate or well-controlled studies of 
XARELTO in pregnant women, and dosing for pregnant women has not been 
established. Post-marketing experience is currently insufficient to determine 
a rivaroxaban-associated risk for major birth defects or miscarriage. In an  
in vitro placenta perfusion model, unbound rivaroxaban was rapidly 
transferred across the human placenta.

Animal Data: Rivaroxaban crosses the placenta in animals. Rivaroxaban 
increased fetal toxicity (increased resorptions, decreased number of live 
fetuses, and decreased fetal body weight) when pregnant rabbits were given 
oral doses of ≥10 mg/kg rivaroxaban during the period of organogenesis. This 
dose corresponds to about 4 times the human exposure of unbound drug, 
based on AUC comparisons at the highest recommended human dose of  
20 mg/day. Fetal body weights decreased when pregnant rats were given 
oral doses of 120 mg/kg during the period of organogenesis. This dose 
corresponds to about 14 times the human exposure of unbound drug. In rats, 
peripartal maternal bleeding and maternal and fetal death occurred at the 
rivaroxaban dose of 40 mg/kg (about 6 times maximum human exposure of 
the unbound drug at the human dose of 20 mg/day).
Lactation: Risk Summary: Rivaroxaban has been detected in human milk. 
There are insufficient data to determine the effects of rivaroxaban on the 
breastfed child or on milk production. Rivaroxaban and/or its metabolites 
were present in the milk of rats. The developmental and health benefits of 
breastfeeding should be considered along with the mother’s clinical need for 
XARELTO and any potential adverse effects on the breastfed infant from 
XARELTO or from the underlying maternal condition (see Data).
Data: Animal data: Following a single oral administration of 3 mg/kg of 
radioactive [14C]-rivaroxaban to lactating rats between Day 8 to 10 
postpartum, the concentration of total radioactivity was determined in milk 
samples collected up to 32 hours post-dose. The estimated amount of 
radioactivity excreted with milk within 32 hours after administration was 2.1% 
of the maternal dose.
Females and Males of Reproductive Potential: Females of reproductive 
potential requiring anticoagulation should discuss pregnancy planning with 
their physician.
Pediatric Use: Safety and effectiveness in pediatric patients have not been 
established.
Geriatric Use: Of the total number of patients in the RECORD 1-3 clinical 
studies evaluating XARELTO, about 54% were 65 years and over, while about 
15% were >75  years. In ROCKET AF, approximately 77% were 65 years and 
over and about 38% were >75 years. In the EINSTEIN DVT, PE and Extension 
clinical studies approximately 37% were 65  years and over and about 16% 
were >75 years. In EINSTEIN CHOICE, approximately 39% were 65 years and 
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thoughts on the Council election pro-
cess?

JR:   My observations on these elections are 
that they’re almost always very close, and 
it was again this year. The [President-Elect] 
candidates are all excellent. They’re all very 
skillful, knowledgeable, and have committed 
and dedicated themselves not only to the spe-
cialty but the College for many years. I truly 
feel honored to have been elected. I hope it 
was because everyone felt that I was the right 
person for the job at this time. I did my best 
to convey that I possess the skills to do the 
job, especially during our 50th anniversary. 
Having experienced our wonderful specialty, 
going back decades to a time when residency 
training was very limited, and sharing the spe-
cialty’s core value today that the gold stand-
ard is exclusively residency training and board 
certification, I hope to help bridge generations 
of emergency physicians.

KK: It’s a rare situation for a President-
Elect candidate to be elected their first 
year running. I don’t remember the last 
time that happened. You ran last year 
also and didn’t  get elected. Why did the 
Council elect you this year?

JR:  Many of the councillors don’t really know 
all of the candidates well. As a candidate for 
President- Elect, you have five minutes to talk 
to the Council, and then you have three ses-
sions where you answer their questions. I 
think the first year is mainly an introduction. 
Then the second year, they are a little more 
comfortable with you. I truly believe my mes-
sage this year really resonated with people.

KK: For those who don’t know you, tell us 
about your background. 

JR:  I’ll start way back. I grew up in Iowa and 
got a swimming scholarship to a university 
in Ohio. I had every intention of becoming 
an architect. I spent two years in architecture 
and then came to realize that really wasn’t 
for me. I got introduced to the idea of medi-
cal school and came back home and went to 
a local college in Illinois, Augustana College. 
Ultimately, I attended medical school at the 
University of Iowa in 1974. The internal medi-
cine department strongly recruited me, but I 
felt more in tune with the surgeons because of 
the type of work that they did, caring for the 
acutely ill and injured. They’re the ones that 
ran the emergency department back then. I did 
my first year at Iowa and then moved down 
to Georgia and completed my surgery train-
ing. From about 1979 on, I also began working 
in the emergency department independently 
as the attending, and I continued doing that 
throughout my career until about 1994, when 
I really was doing emergency medicine full-
time, following closure of the American Board 
of Emergency Medicine [ABEM] practice track 
to board certification, which occurred in 1988.

KK: So you were board certified as a sur-
geon?

JR:  Correct. Yes, board certified in surgery. I 
was supposed to begin a surgical oncology fel-
lowship in Illinois, and I had to call them and 
say, “I can’t do this. This isn’t right for me.” 
And so I stepped away from all of that.

KK: Well, we’re glad you did, John. You 
said you were elected by the ACEP Coun-
cil because you’re the right person for the 
right time. Well, we’ve come a long way 
in almost 50 years. Tell us why someone 
who trained in surgery and was board 
certified in surgery is the right choice to 
be the President of ACEP next year.

JR:  I think the particular skills that our Pres-
ident needs, that I believe the Council rec-
ognized in me, are the ability to speak and 
persuade and to represent the organization, 
the specialty, and those that practice it. The 
50th anniversary marks the end of the first 
50 years. The 51st marks the beginning of the 
next 50. I clearly see the value and benefits 
of residency training and board certification 
that I didn’t have the honor of experiencing. 
Because of that, and many other reasons, I 
strongly support residency training and board 
certification in emergency medicine, and most 
importantly, I always strongly support and ad-
vocate for our specialty. This symbolic passing 
of the torch provides an opportunity to reflect 
on, acknowledge, and respect our past while 
securing a bright future for the next 50 years for 
those who represent what the gold standard is 
today and what the future should be tomorrow. 

KK: What I’m hearing in your words and 
what I see in you as a great leader, John, 
is that you have experienced, and come 
from, a time where emergency medicine 
wasn’t fully developed, and you are a 
legacy member of the organization that 
sees the future and the vision of where 
the specialty absolutely should go. We 
can’t evolve appropriately as a specialty 
if we do not only recognize but also em-
brace our past. 

JR:  There were no emergency physicians, and 
certainly none board certified, when I was in 
medical school or during residency. There was 
no one for me to model myself after. People 

that came closest were the surgeons, but there 
was not a board-certified surgeon in my com-
munity until 1989. In Augusta, the emergency 
medicine program here in Georgia didn’t get 
started until the late ’80s, and the one at Emo-
ry didn’t get started until the early ’90s. 

KK: Some may believe 50 years ago EM 
began and was instantly ubiquitous. 
However, in reality, it started in just a few 
places and wasn’t available everywhere, 
so the beginning of emergency medicine 
in Georgia may not have been 50 years 
ago. What did your surgery colleagues 
say about you when you said, “I don’t 
want to be a surgeon anymore”?

JR:  They thought I’d lost my mind. I was in my 
mid-40s with kids, and it was difficult. Back 
then, the doctors working in the emergency 
department were often viewed as inferior. Even 
now, in many rural areas—not only where I got 
my start but throughout the country—emer-
gency medicine is still delivered by those who 
are not trained in emergency medicine or even 
board certified. In some communities, it’s only 
delivered by a physician assistant or a nurse 
practitioner. Some may have misinterpreted 
what I have said about membership and in-
cluding those that are not board certified and 
my thoughts on the Board of Certification in 

Emergency Medicine [BCEM].

KK: What were the misunderstandings 
about that, John?

JR:  It’s about the College recognizing its duty 
to improve emergency care regardless of the 
setting or who is delivering it. Over the years, 
and during my term on the Board, I think we’ve 
recognized it is our duty to pay more attention 
to rural emergency medicine. I really think a 
well-trained emergency physician has a great 
deal of impact when they go into a rural com-
munity. 

It’s never been about saying residency 
training is unnecessary or there ought to be 
a different kind of board. No. I truly believe 
the only way to enter the specialty now is by 
residency training, and I truly believe the 
only boards are the two that we currently rec-
ognize. For those who don’t have the ability 
to go through residency and take the ABEM 
or American Osteopathic Board of Emergen-
cy Medicine examination, I think the BCEM 
exam has some value, not in certification but 
in the preparation one has to go through to 
learn and elevate one’s knowledge and skill. 
There is no substitute for residency training 
and board certification via our recognized cer-
tifying bodies.

MEET DR. ROGERS 
CONTINUED FROM PAGE  1

THEN
CLOCKWISE FROM 
TOP LEFT: ACEP 
logo sketch; pre-1962 
ED; nurse from 1961; 
1968 ACEP meeting; 
news clippings from 
1961; and Dr. James 
Mills caring for a child. 
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KK: Now I understand. Are you currently 
board certified? 

JR:  No. I did recertify in surgery once, but then 
I wasn’t practicing surgery and I thought there 
was no reason to recertify again.

KK: Why did you choose not to pursue 
ABEM certification?

JR:  I never had the opportunity. I never had 
the hours by the time the practice track closed. 
I understand why the practice track closed but 
regret that I never had the ability to take the 
exam. 

KK: Sure, I understand. I don’t know that 
that would be obvious to people. I think 
some may just assume you chose not to, 
which would certainly devalue the pro-
cess. It was not available to you because 
of the timing of your career transition. 

What are your feelings about residency 
training and board certification as the 
standard for the practice of emergency 
medicine currently and in the future?

JR:  I think it’s a mistake for anyone to think 
they can just do this work without residency 
training. Someone who is residency trained 
and board certified is distinctly different, to 

me, then someone who is not. My commit-
ment to the residents should be evidenced by 
the fact that, in Boston a few years ago, the 
Emergency Medicine Residents’ Association 
[EMRA] was asking for more representation 
on the Council. I was the member of the Board 
that stood up and supported them. 

KK: Your words aren’t forgotten. It’s also 
been noted that you said, “EMRA is the 
crucible in which the future of emergen-
cy medicine is forged.” Why did you say 
that? Was that just campaign rhetoric?

JR:  No. I wasn’t campaigning for anything at 
that time. I was just standing up and speaking 
from my heart. I fully meant it.

KK: To summarize, it is not only possible 
but in your case the reality that someone 
that has practiced in a different era who 
didn’t have the same training and cer-
tification options can see the value and 
the foundational importance of residen-
cy training and board certification and 
recognize that as our future.

JR:  Of course. Even when I was a resident—
and this may surprise many people—there 
were many surgeons who were fellows of the 
American College of Surgeons who were not 
board certified. We should be committed to 

perfecting our craft. It’s our obligation, regard-
less of our background, to make sure that we 
develop emergency medicine, ensuring our 
specialty is on the right trajectory.

KK: Is it a conflict for you that you em-
brace residency training and board cer-
tification but you are a legacy physician? 
Are you not supporting ACEP’s legacy 
members?

JR:  I support them to continue their careers, 
to fulfill their lifelong dream of being an emer-
gency physician; I support them fully. That 
should not be seen as demeaning emergency 
medicine residency training or board certifica-
tion. We’re talking about people that entered 
the specialty a long time ago. We’re not talking 
about now and in the future. 

KK: What should our workforce look like 
today with the non-EM-trained physi-
cians and also advanced practice pro-
viders [APPs]?

JR:  The crux of it has to do with two main is-
sues: 1) scope of practice and 2) distribution. I 
do think the time will come that our workforce 
will be entirely composed of those who are 
residency trained and board certified. There’s 
cognitive dissonance where it’s acceptable for 
an APP to be sometimes practicing indepen-
dently in the emergency department, but it’s 
not OK for a physician who doesn’t have resi-
dency training or board certification to do the 
same. It is a complex issue, but it just seems 
odd that we’re willing to accept someone who 
is not even a physician but not a physician 
who is dedicated to emergency medicine. 
Again, I don’t think those physicians should 
be entering the workforce now, but the ones 
that are there should be supported and em-
braced.

My personal observation is here in Georgia. 
You could not be able to come close to meeting 
the workforce needs if it were not for physicians 
who are not residency trained or board certi-
fied. Even at my local hospital, 40,000 visits per 
year, we only have two. We do not have equal 

distribution of our workforce, and we certainly 
want the most well-qualified person caring for 
every emergency department patient.

KK: How will you, in your presidency, help 
to keep residents in training and young 
physicians engaged in membership and 
leadership opportunities?

JR:  They will be involved in committees, task 
forces, projects, and workgroups. Their in-
volvement is critical to our success.

KK: John, your elevator speech: What is 
the value of ACEP membership?

JR:  ACEP will give you what you need in the 
different phases of your career. Early on, 
ACEP will give you networking, camaraderie, 
education, getting back together with your 
residents to reconnect, and a sense of family. 
In the middle part of your career, ACEP gives 
you opportunities for leadership. It gives you 
opportunities to give back to the specialty 
and allows you opportunities to grow and 
expand personally and professionally. I see 
ACEP becoming your voice in advocacy. Later, 
like in my stage, it’s really about mentorship. 
It’s about giving back to the specialty. It’s my 
duty and it’s my role and my obligation to 
set the ground for those that are coming up 
behind me. That is an extremely rewarding 
thing to do. 

KK: What are your goals for your presi-
dency?

JR:  There are three things:

1. The first is the whole mental health issue. 
We can’t wait for others to fix this. We’re 
just going to have to step up and do it our-
selves, like we have so many other times 
before. Whenever there’s a gap, emergen-
cy physicians step forward and fix it and 
always have, whether it be ultrasound, 
toxicology, or EMS. We are often the only 
ones developing creative solutions.

2. Another is burnout, but I really think 
that’s the wrong word. Physician well-
ness and resiliency seem much more 
fitting. We are being robbed of our oppor-
tunity to spend time with patients, to have 
that truly full patient-doctor relationship 
that is crucial and that patients are hun-
gry for, that doctors are begging for. When 
you’re not allowed to have that time, you 
feel like you’re not fully doing your job. 
That may start to make you feel resent-
ful. That resentment carries on from day 
to day until it manifests itself as burnout. 
I really think we need to take back con-
trol of our profession. We can’t continue 
to allow regulators and administrators 
and legislators to control our profession. 
The only way we can regain it is through 
leadership. We must be very strategic and 
intentional about developing emergency 
physicians to take their rightful place in 
the C-suite, in the statehouse, and on Cap-
itol Hill. 

3. I would begin to lay the groundwork for 
a leadership development program, not 
confined to the College, in a variety of ven-
ues, whether politics or administration. I 
want to start thinking much broader and 
really infiltrate emergency physicians 
throughout that whole broad spectrum 
of leadership in health care, and I believe 
that is our best strategy to begin to regain 
control of our profession.  

Now
CLOCKWISE FROM TOP LEFT: rally to save emergency 
care; patient arriving by helicopter; ACEP's new headquar-
ters; ACEP17 crowd; and modern emergency care team.
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called EMS. When they arrived, the patient 
was minimally responsive, with his LVAD 
nonfunctional. He then lost consciousness 
and was pulseless. CPR was started en route to 
the hospital. The Mayo Clinic cardiothoracic 
surgical team contacted us regarding further 
recommendations, which included vasopres-
sors, standard CPR, and our own Depends, as 
needed.

The patient’s past medical history includ-
ed-end stage heart failure, insulin-dependent 
diabetes mellitus, chronic kidney disease, and 
hypertension. His social history included no 
reported tobacco or alcohol abuse. 

The patient arrived at our facility about 20 
minutes after the wires were cut. His initial 
physical exam showed an unresponsive el-
derly male with CPR in progress, no obvious 
signs of trauma. His pupils were equal, and he 
had no spontaneous movement. Vital signs 
showed sinus tachycardia, and his blood pres-
sure was not obtainable. Although he had no 
spontaneous movement on arrival, he briefly 
opened his eyes and began moving his ex-
tremities before losing consciousness again. 
The remainder of his examination was typical 
for a patient in cardiopulmonary arrest.

He was intubated on arrival, and he was 
initially resuscitated with IV fluids and vaso-
pressors.

After initial evaluation, it appeared quite 
clear that this was actually an electrical prob-
lem. Unfortunately, the battery pack was left 
at the patient’s house, but the house was quite 
close to the hospital. A police officer who was 
in the emergency department went with lights 
and sirens on to the house to recover it. Al-
though installing an LVAD may be beyond 
the scope of an emergency physician, “Mac-
Gyvering” a solution certainly is not. I have 
an extensive background in construction, so 
while waiting for the battery pack, our staff 
and I used wire strippers to remove the outer 
plastic coating of the cable and exposed five 
separate colored wires. When the battery pack 
arrived, we completed the same procedure on 
the wires connected to the battery. Each in-
dividual wire was spliced back together, re-
connecting the LVAD to the battery pack (see 
Figure 1). The wires were made of some type of 
fiber-optic material and required hemostats to 
maintain the electrical connection (see Figure 
2). The LVAD immediately restarted, and per-
fusion improved dramatically. The patient’s 
condition stabilized, and other than some 
mild tachycardia, he had no other cardiac is-
sues. Electrical tape was used to secure the 
hemostats, which were then taped to the pa-
tient’s arm to prevent any dislodgment (see 
Figure 3).

My follow-up conversation with the cardio-
thoracic surgeon noted normal cardiac output 
via right heart catheterization and normal left 
ventricular function on echocardiogram. The 
patient lived and had normal LVAD function 
for the next seven days but unfortunately did 
not regain consciousness. Eventually, care 
was withdrawn.

The case illustrates a rare complication of an 
accidental disruption of the external driveline 
of an LVAD resulting in cardiac arrest and a cre-
ative bedside solution. To date, this is the only 
known case of rewiring of an LVAD driveline. 

DR. RESNICK  is an emergency physician at 
Yavapai Regional Medical Center in Prescott, 
Arizona. 
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Figure 1: Successfully reconnected LVAD battery 
pack. Each cut wire was spliced back together, 
allowing the LVAD to restart. 
Figure 2: Hemostatic clamps were used to recon-
nect the LVAD driveline.
Figure 3: Electrical tape was used to secure the 
hemostats, which were taped to the patient’s arm. 
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Vision in Action at VCU
Virginia Commonwealth University improved flow to  
take its emergency department to the next level

by SHARI WELCH, MD, FACEP

The emergency department at Virginia 
Commonwealth University (VCU) in 
Richmond is one of the busiest teach-

ing hospital emergency departments in the 
country. Seeing 95,000 visits a year, the adult 
and pediatric emergency departments were 
engaged in flow projects that improved their 
operational metrics. However, they wanted 
to take the adult emergency department to 
the next level. 

The ED leadership—Harinder Dhindsa, 
MD, MPH; Jeremy Sauer, MD; Kathy Baker, 
RN, PhD; Christi Adams, RN, MSN; Anne 
Jackson, RN; and Jonathan Heller—had al-
ready implemented a “physician in triage” 
model, which reduced door-to-provider 
times. However, bottlenecks often meant 
patients went back to the waiting room, and 
they often eloped. In addition, the fast track, 
which was staffed by advanced practice pro-
viders, was underperforming, often seeing 
only 12 patients a day. The mid track was 
also not optimized. Using data-driven flow 
strategies, the leadership team crafted a flow 
model specific to its needs. It dubbed the new 
model “Vision in Action.”

The Plan
The new model (see Figure 1) has all patients 
screened upon arrival, and no matter if pa-
tients arrive by EMS or they were ambulatory, 
the greeter nurse does a quick-look Emergen-
cy Severity Index (ESI) and streams them to 
major care or to see the physician in triage. 
If the patient is assigned an ESI 1 or 2, the 
patient goes straight to the major care area, 
which includes two acute care zones and a 
resuscitation bay for critical patients. All 
other patients (ESI 3, 4, and 5) go through 
a physician intake area for assessment and 
bed placement. 

The physician-streaming model includes 
ESI level and also anticipated length of stay 
in determining where the patient should go. 
The fast track throughput goal is to be in and 
out in 90 minutes, and this area is dedicat-
ed to quick, focused care without advanced 
imaging or complex workups. The mid track 
goal is to be in and out in three hours or few-
er. In addition, the mid track was redesigned 
to involve treating patients in recliners and 
using fewer IV starts and more oral medica-
tions. By cleaning up the patient streams 
and getting the right patients to the right 
space and resources, new efficiencies were 
achieved. 

The newly designed flow model also in-
volved the creation of small internal waiting 
rooms (see Figure 2) to keep patients moving 
forward, with a goal of never sending them 
back to the main waiting room.

DR. WELCH  is a practicing emergency physician with Utah Emergency 
Physicians and a research fellow at the Intermountain Institute for Health 
Care Delivery Research. She has written numerous articles and three books 
on ED quality, safety, and efficiency. She is a consultant with Quality Matters 
Consulting, and her expertise is in ED operations.
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ABOVE, Figure 1: Vision in Action patient flow model. 

LEFT, Figure 2: Fast track internal waiting room.

Virginia Commonwealth University emergency department leadership, from left to right: Kathy Baker, RN, PhD; Harinder Dhindsa, MD, MPH; Christi 
Adams, RN, MSN; Jeremy Sauer, MD; and Anne Jackson, RN.
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Table 2. Pre- and Postimplementation Performance Metrics

PERFORMANCE 
METRIC

VCU BEFORE, 
YTD

VCU RCT #1 VCU RCT #2 VCU RCT #3 VCU RCT #4

PPD 216 284 248 225 253

D2D 24 27.9 14.8 7.5 8.0

LOS Overall 279 257 222 197 214

LOS Admitted 369 423 404 289 312

LOS Discharged 259 240 205 180 203

LOS FT 143 122 108 106 132

LOS MT 241 255.5 212 168 205

LBE 4.2% 1.8% .8% .9% 1.6%

RCT=rapid cycle test; PPD=patients per day (24-hour period); D2D=door-to-doctor time; LOS=length of stay; FT=fast track; MT=mid track; LBE=left 
before examination

Table 1. Patient Volume Processed Through Each Area 

SINCE JULY 20
PATIENT VOLUME 

BASELINE

RCT #1
PATIENT VOLUME

RCT #2
PATIENT VOLUME

RCT #3
PATIENT VOLUME

RCT #4
PATIENT VOLUME

FAST TRACK 12 41 33 27 25

Mid Track 19.8 42 44 32 38

Minor Care 31.8 83 77 59 63

RCT=rapid cycle test
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Finally, a front flow facilitator monitored 
flow into the department and kept things 
moving in the front of the department, while 
a back flow facilitator monitored flow in the 
major care areas and into the hospital. These 
highly trained and experienced nurses per-
formed no direct patient care but rather func-
tioned like air traffic controllers, making sure 
that flow into and out of the department was 
smooth and efficient.

The Results
The results were astounding. First, the pro-
ductivity of the minor care areas more than 
doubled. The variation was proportional to 
the ESI breakdown of arrivals that 24-hour 
cycle (see Table 1).

Then in terms of measured operational 
performance, the new model really rocked. 
The VCU emergency department is now post-
ing median wait times to see the physician of 
fewer than 10 minutes and walkaway rates of 
less than 1 percent (see Table 2). 

Most departments of such high volume, 
with teaching missions and tertiary care de-
livery, find it hard to achieve this kind of per-
formance. By engaging the physicians and 
staff early and delegating pieces of this glob-
al improvement project to individuals, they 
moved the entire department forward. The 
VCU leadership team refused to accept me-
diocre metrics, and together it put its vision 
in action! 

SPECIAL OPS | CONTINUED FROM PAGE  17

Decision Support is in Your Hands.

www.evidence.care

EvidenceCare puts patient-focused clinical decision support in your hands, 

at the point-of-care, in just a few seconds. Designed by an ER physician 

and curated by the names you know like Je� Kline, Amal Mattu and Peter 

DeBlieux, EvidenceCare works the way you work. And, users can earn CME 

credits accredited by ACEP just for using the tool.

 
Access to all content is always FREE. ACEP Members receive a member 

benefit of an upgrade to the premium version (which includes CME credits 

and easy EHR documentation of each encounter) for 40% OFF. Get started 

today by visiting www.app.evidence.care/benefits/ACEPEC.

A new member benefit brought to you by ACEP. 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.



GASP: Games Adolescents 
Shouldn't Play
Recognizing signs in older children and adolescents who partake  
in the choking game, (self-asphyxia), which can lead to cerebral hypoxia and death
by RALPH J. RIVIELLO, MD, MS, 
FACEP; AND HEATHER V. ROZZI, MD, 
FACEP

The Case
A 15-year-old-male complaining of a headache 
(HA) is brought to the emergency department 
by his parents. They report that he has had a 
diffuse HA intermittently over the past few 
months. The HA is described as a “pressure” 
and tends to occur in the late afternoon after 
school and early evening. It is not associated 
with nausea, vomiting, vision changes, or 
neurological symptoms. There is no signifi-
cant past medical, surgical, family, or social 
history. On physical exam, his vital signs and 
neurological examination are normal. You no-
tice faint petechiae around his orbits bilater-
ally. You ask him to remove his hoodie, and 
you notice an interesting finding on his neck 
(see Figure 1). What is the diagnosis?

Discussion
The diagnosis is nonfatal strangulation from 
“the choking game.” The image depicts a liga-
ture mark on his neck.

The choking game, or self-asphyxial risk-
taking behavior (SAB), is defined as “self-

strangulation or 
strangulation by an-
other person with the 
hands or a noose/liga-
ture to achieve a brief 
euphoric state caused 
by cerebral hypox-
ia.”1,2 The SAB activity 
causes obstruction of 
the cerebral venous 
and arterial blood 
flow, along with an 

increase in carbon dioxide, leading to a dizzy 
sensation. This brief euphoric or “high” feel-
ing just before unconsciousness is then fol-
lowed by a “rush” from the surge of blood flow 
when the constriction is removed.2–6 Unfortu-
nately, serious injuries, long-term complica-
tions, and even death can occur as a result of 
this behavior. 

“The choking game” is actually a misno-
mer. The pressure applied to the neck is ac-
tually strangulation, while choking refers to 
asphyxia due to internal airway obstruction. 
There are several other names for this form of 
SAB, including gasp, space monkey, suffoca-
tion roulette, funky chicken, sleeper hold, 
pass out, snuff, choke out, space cowboy, 
cloud nine, flatliner, dream game, knockout, 
breath play, rush, and the French term jeu du 
foulard.2,7 

Signs and symptoms of the choking game 
are related to strangulation and cerebral hy-

poxia. Common manifestations include head-
ache, loss of consciousness, unexpected neck 
bruising, seizures, bloodshot eyes, subcon-
junctival hemorrhages, facial/neck petechi-
ae, disorientation after being alone, sudden 
visual loss, behavioral changes, head or mus-
culoskeletal trauma due to falls, and ropes, 
belts, and scarves tied to bedroom furniture/
doorknobs or found knotted on the floor. A 
thorough history and physical examination 
should be performed on patients ages 9 to 21 
who present with any of these complaints. 
Direct questioning of the patient (without 
parents) may be needed. Treatment is based 
on identifying underlying injuries such as 
airway trauma, stroke, or possible carotid 
dissection. In cases of death, ED personnel 
should handle the case as possible suicide. 
Law enforcement and the medical examin-
er/coroner should be contacted to conduct a 
thorough investigation.

The choking game is most commonly per-
formed by those ages 9 to 19 years (it peaks at 
13 years of age), with a male-to-female ratio 
of 2-to-1.1,8,9 A review of choking game deaths 
by the Centers for Disease Control and Pre-
vention (CDC) found 86.6 percent were males, 
with 13.3 years as the mean age. In the major-
ity of deaths, the children died alone.7 Studies 
have shown that 6.6 percent to 17 percent of 
children/adolescents have performed the ac-
tivity, and the vast majority of them have heard 
of the activity.2,5,8–11. Rural youth performed it 
more often than urban youth. Death rates are 
difficult to obtain because many cases may be 
misclassified as suicide. The CDC reported 82 
deaths from the choking game from 1995 to 
2007.7 The website GASP (Games Adolescents 

Shouldn’t Play) tracks choking game deaths 
from all over the world and has recorded more 
than 1,000 deaths.12 

Despite children/adolescents’ knowledge 
of the activity, awareness among parents and 
physicians is much more variable.1,13,14 Stud-
ies have found that 40 percent to 50 percent 
of young people perceived no risk from SAB, 
making prevention and educational programs 
important. It is key not to sensationalize the 
behavior.2,15 A study showed that the popular-
ity of SAB has been fueled by the Internet.8 The 
researchers found 419 YouTube videos of the 
choking game were viewed 22 million times. 
They postulated that the Internet has normal-
ized the activity. 

The choking game is a common yet poten-
tially harmful activity that affects older chil-
dren and adolescents. Physicians need to be 
educated about the activity, including the re-
gional terms used to describe it as well as the 
common signs and symptoms participants 
may exhibit. 

Key Points
• The choking game, or self-asphyxial risk-

taking behavior, can occur in older chil-
dren, adolescents, and young adults.

• The behavior is perceived as a safer, harm-
less way to get “high,” although there may 
be serious injury and death.

• There may be regional variations in the 
terms used to described the activity.

• The actual mechanism is asphyxia lead-
ing to cerebral hypoxia due to alterations 
in cerebral blood flow.

• Parents and physicians need to be aware of 
the activity and have a high index of suspi-

cion in appropriate patients.  
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1: A ligature mark 
on the 15-year-
old male patient’s 
neck.
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Control Hip Fracture Pain  
Without Opioids
Reduce reliance on opioids in patients with acute femoral neck  
fractures via ultrasound-guided fascia iliaca compartment block 
by MICHAEL LAJEUNESSE MD; AARON CRONIN PA-
C, DSC; MARIA TAKAHASHI MD; JOSHUA KNUDSEN 
PA-C; AND ARUN NAGDEV MD

Annually, more than 300,000 adults older than age 65 
are hospitalized for hip fractures, which frequently 
result from ground-level falls.1 Emergency medical 

professionals are tasked with providing care and analgesia 
for patients with femoral neck fractures. Monotherapy with 
intravenous opioids can often lead to undesired complications 
(eg, delirium, diminished respiratory drive, and nausea).2–4 The 
ultrasound-guided femoral nerve block (USGFNB) and ultra-
sound-guided fascia iliaca compartment block (USGFICB) offer 
improved pain control as well as reduced side effects in com-
parison with monotherapy with intravenous opioids.4,5 

Even though USGFNB has been described extensively in the 
emergency medicine literature, its use has not become com-
monplace. The perceived technical difficulty of the USGFNB 
may contribute to its current underutilization in acute trau-
matic femoral neck fractures.6,7 However, the USGFICB may be 
a potentially easier technique for the novice sonographer. Evi-
dence supporting this theory includes the technique’s proven 
efficacy in the hands of a variety of clinicians, including resi-
dent physicians, nurses, and paramedics.8–10

Anatomy
Sensory innervation of the femoral neck is primarily provided 
by articular branches of the femoral nerve with minor contri-
butions from the obturator nerve and the superior and inferior 
gluteal nerves. The femoral nerve (L2–L4) and the obturator 
nerve (L2–L4) both transverse a compartment that spans the 
lower abdomen and anterior thigh and is confined anteriorly 
by the fascia iliaca (ie, fascia iliaca compartment). While both 
the femoral and obturator nerves course through the same 
compartment, deposition of large volumes of local anesthesia 
under the fascia iliaca (as with USGFICB) seldom successfully 
blocks the obturator nerve.11 That said, available evidence also 
suggests that the obturator nerve minimally contributes to dis-
tal sensory innervation.12

To perform a USGFICB, two approaches exist. Both have the 
goal of injecting local anesthetic into the compartment lateral 
to the femoral nerve, which lies lateral and adjacent to the vas-
cular bundle (see Figure 1). The two approaches are the infrain-
guinal (see Figure 2A) and the suprainguinal (see Figure 2B).

Supplies
1. High-frequency linear transducer (6–10 MHz) with sterile 

lubricant
2. 0.5% ropivacaine (5 mg/mL): dilute 30 mL 0.5% ropivacaine 

into 30 mL 0.9% normal saline 
a. Max dose is commonly considered 3 mg/kg.
b. Ropivacaine is the preferred local anesthetic due to its 

long-acting duration with a greater safety profile than 
bupivacaine.13 

c. Mixing of local anesthetics is not currently advised due 
to less predictable onset, duration, and potency.13

3. 22-gauge blunt-tipped echogenic needle (Whitacre and 
Sprotte needles are blunt-tipped needles, which provide 
better tactile feedback when “popping through” the fascia 
lata and fascia iliaca.)

4. IV tubing connected to a 30 or 60 mL syringe
5. Chlorhexidine scrub or alcohol prep sponge

6. Local anesthetic for cutaneous anesthesia (eg, 12% lido-
caine without epinephrine)

7. Personal protection equipment including sterile gloves
8. Second provider present for assistance
9. Airway supplies and 20% lipid emulsion available

 With   the above   supplies   prepared   and   on   standby,   perform   
a   preprocedure   scan   to determine   the patient’s   specific   anat-
omy.  Prepare  the    selected   injection  site with chlorhexidine or 
isopropyl alcohol  . A skin marker may help maintain proper 
orientation to the injection site. Next, flush the premixed 30   mL   
of   ropivacaine   and   normal saline    through  the line and echo-
genic needle.

Preprocedural Nerve Block
As with any proximal nerve block, several steps should be ad-
dressed prior to beginning the procedure. First, a thorough 
neurological exam should be performed. Discussion with the 
orthopedic service at your institution is recommended be-
fore US-guided nerve blocks for hip fractures are performed. 
A detailed lower extremity neurovascular examination must 
be performed and documented. Patients should be placed on 
continuous cardiac monitoring and pulse oximetry to monitor 
for local anesthetic systemic toxicity. The risk of local anes-
thetic systemic toxicity (both neurological and cardiovascular) 
is highest in cases of unintentional intravascular injection. In 
addition to supportive, anti-seizure, and cardiac resuscitation 
measures, early administration of lipid emulsion antidote is 
recommended with prolonged seizure and/or any cardiac ar-
rhythmia. Providers should be aware of Intralipid (20% lipid 
emulsion) availability and dosing  prior to injecting large vol-
umes of local anesthetic.14 Lipid emulsion effectively creates 
a “lipid sink” where the local anesthetic is soluble with, and 
bound by, the lipid molecules. 

To perform a USGFICB, place the patient supine (slight Tren-
delenburg position if tolerated) and place the US system con-
tralateral to the extremity being blocked. This will allow the 
clinician to have a clear view of the US screen when performing 
the block. Perform a preprocedure scan of the anatomy with a 
linear transducer (6–10MHz) (see Figures 3A and 3B).  If   aber-
rant   anatomy   distorts landmarks and the proper fascial layers 
cannot be properly identified, consider aborting the procedure. 
Clean the target needle entry site and probe and make a small 
skin wheal with 1–2% lidocaine. Clean the area with a chlo-
rhexidine scrub.

Nerve Block Procedures
Infrainguinal USGFICB. Place your US transducer perpendicu-
lar to the inguinal ligament at a third of the distance between 
the anterior superior iliac spine and pubic symphysis (see Fig-
ure 4A), with the transducer indicator oriented cephalad. After 
visualizing the pulsating femoral artery, locate the hyperechoic 
femoral nerve immediately lateral. Slide the transducer later-
ally to identify the sartorius muscle caudad and iliacus muscle 
cephalad, with the fascia lata and fascia iliaca forming a “bow 
tie” over the iliacus muscle. Place a skin wheal just caudal to the 
transducer, marking the location that the block needle will enter.

Insert the needle in-plane to provide a long view of the nee-
dle. Guide the needle below the inguinal ligament and through 
the fascia lata and fascia iliaca at the center of the “bow tie.” 
When using a blunt-tipped needle, a palpable “pop” may be 
felt when puncturing these two fascial layers. Once through 
the fascia iliaca, aspirate and then inject 2–3 mL of local an-
esthetic to confirm needle placement (see Figures 4B and 4C). 
Hydro-dissection of the fascia iliaca from the iliacus muscle 
demonstrates correct placement. Gently continue to hydro-dis-
sect with 30–60 mL of local anesthetic in 5 mL increments with 

SOUND ADVICEOnE MOrE rEaSOn 
nOT TO OrDEr 

an X-ray

Figure 1. The inguinal ligament may be divided into thirds, 
with the target site for injection being the lateral one-third 
mark. This lies lateral to the femoral nerve and vasculature.
Figure 2. A: In the infrainguinal approach, the fascia lata 
and fascia iliaca form a “bow tie” when overlapping be-
tween the sartorius caudad and internal oblique cephalad, 
with underlying iliacus muscle spanning over the ilium. B: 
In the suprainguinal approach, the sartorius overlies the 
iliacus muscle on its lateral border, with the fascia iliaca 
separating the two muscles. The femoral nerve and vascu-
lar bundle lie medial to the iliacus muscle, and the lateral 
femoral cutaneous nerve lies between the muscle bodies. 
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gentle aspirations between injections to ensure avoidance 
of inadvertent vascular puncture. 

Suprainguinal USGFICB. Place the transducer just su-
perior and parallel to the inguinal ligament (see Figure 
5A). Slide the transducer medially to visualize common so-
noanatomy (eg, femoral vein, femoral artery, and femoral 
nerve). Slowly move the transducer laterally to visualize the 
sartorius muscle overlying the iliacus muscle. Place a skin 
wheal just lateral to the transducer, marking the location 
that the block needle will enter. Insert the needle in-plane 
from lateral to medial, visualizing the needle in long axis. 
The needle should course through the sartorius muscle or 
just superficial and sit between the iliacus muscle and fas-
cia iliaca, lateral to the neurovascular bundle.15 Once deep 
to the fascia iliaca, aspirate and inject 2–3 mL of local anes-
thetic to confirm needle placement (see Figures 5B and 5C). 
If there is separation between the fascia iliaca and iliacus 
muscle, gently hydro-dissect with 30–60 mL of local anes-
thetic in 5 mlL increments with gentle aspirations between 
injections to ensure lack of inadvertent vascular puncture.

Summary
A multimodal pain management approach that incorporates 
USGFICB for patients with acute femoral neck fractures has 
been demonstrated to reduce the reliance on opioids.16 Spe-
cifically in the elderly patient, this bedside intervention can 
reduce unwanted side effects commonly seen with opioids 
while offering significant pain control. USGFICB may be an 
ideal option for sonographers who are less comfortable per-
forming USGFNB.
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California. Figure 5. A: Suprainguinal approach (lateral to medial). B: Unlabeled infiltration view. C: Labeled infiltration view. 

Figure 4. A: Infrainguinal approach (perpendicular to inguinal ligament). B: Unlabeled infrainguinal preprocedure scan. C: Labeled image with 
infiltration. 

Figure 3. A: Unlabeled preprocedure scan of infrainguinal approach. B: Unlabeled preprocedure scan of suprainguinal approach.
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Question 2: For pediatric patients 
with suspected appendicitis, can a 
normal C-reactive protein (CRP) rule 
out acute appendicitis?
A prospective study by Sengupta et al evaluat-
ed the diagnostic accuracy of white blood cell 
(WBC) count and CRP for acute appendicitis.1 
This study included 98 patients, of whom only 
20 were pediatric patients. The authors found 
that a combined normal WBC (lower than 
11,000) and a normal CRP (less than 10 mg/L) 
demonstrated a 100 percent negative predic-
tive value (NPV) in patients younger than 18 
years of age. Separately, the sensitivities of an 
elevated WBC and elevated CRP were 85 per-
cent and 65 percent, respectively, for diagnos-
ing histologically proven acute appendicitis. 
The authors stated, “No patient with a normal 
white cell count and CRP needed appendecto-
my, and therefore, depending on other clinical 
criteria, these patients do not require admis-
sion to the hospital.” 

That was a single study with a very small 
pediatric patient population (n=20 children), 
and a number of other articles would suggest a 
different conclusion. For instance, in a single 
retrospective cohort study from two separate in-
stitutions by Vaughan-Shaw et al that included 
297 patients (both adults and children), 17 pa-
tients with histologically proven acute appen-
dicitis would have been sent home if the exact 
same criteria for WBC and CRP as stated above 
were used.2 That’s 5 percent and 8 percent of the 
histologically proven appendicitis cases from 
the two institutions examined in that study. 

That research included both adults and chil-
dren. So what have pediatric-specific studies 
found? A recent prospective study by Zouari 
et al evaluated 292 pediatric patients with the 
combination of Alvarado score (see Table 1), 
CRP, and ultrasound.3 Alone, the sensitivity of 
CRP was 77 percent, so it is an ineffective test 
for diagnosing appendicitis. When combining 
a negative ultrasound (defined as a normal ap-
pendix or no appendix visualized) with an Al-
varado score of less than 4 and a normal CRP, 
the NPV was only 92 percent, which is still not 
a great NPV. The NPV was even worse (73 per-
cent) if the Alvarado score was 5–6. In the end, 
the negative CRP demonstrated poor diagnos-
tic ability for acute appendicitis. 

In another prospective pediatric study by 
Benito et al, of 185 patients between 2 and 14 

years of age, a CRP of less than 2 mg/dL dem-
onstrated poor sensitivity (35 percent). Prada-
Arias et al found a similarly poor sensitivity (43 
percent) in a prospective study of 275 admitted 
children.4,5 These authors did not evaluate the 
combination of a normal WBC and normal CRP 
in these studies. With regard to a combined 
normal WBC and normal CRP, a retrospective 
pediatric-only study by Buyukbese Sarsu et al 
found that a WBC lower than 13,100 μL and 
CRP less than 1.17 mg/dL still missed six out of 
278 (2.1 percent) cases of acute appendicitis.6 

Summary
A normal CRP alone is an inadequate test to 
evaluate for acute appendicitis and should 
not change a practitioner’s suspicion of ap-
pendicitis by itself. In cases with a normal 

WBC and normal CRP, the literature suggests 
a lower likelihood of acute appendicitis, but 
these results do not rule out acute appendi-
citis.  
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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 humbled 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, comments, concerns, and critiques are encouraged. Welcome to the Kids Korner.

Question 1: What is the incidence of 
pulmonary embolism (PE) in pediatric 

patients?
As expected, PE is a very uncommon 

diagnosis in children. Before 1962, there 
were fewer than 50 cases of PE reported in 
the medical literature.1 When specified, 

we’ll address the rate of venous thromboem-
bolism (VTE, defined as deep vein thrombosis 

[DVT] and PE) versus PE alone. Stein 
et al evaluated the incidence of VTE 

in infants and children from a national 
database that sampled approximately 8 
percent of non-federal hospitals in the 

United States and about 1 percent of the dis-
charges.1 These data are from patients admitted 
to the hospital, so the overall numbers of those 
presenting to the emergency department are 
likely much lower. 

This National Hospital Discharge Survey 
(NHDS) found thromboembolism diagnosis 
(PE plus DVT) incidence to be 4.9 per 100,000 
children per year. For DVT alone, the incidence 
was 4.2 per 100,000 children per year. For PE, it 
was much lower, at 0.9 per 100,000 children per 
year. Interestingly, each of these incidences was 

much more common in the 0–1 year age group 
and 15–17 year age group when compared with 
the 2–14 year age group. The authors found that 
in the 0–1 year age group, the incidence of diag-
nosis was associated with an indwelling cath-
eter in 89 percent of cases. In the 15–17 year age 
group, females were twice as likely to experience 
thromboembolism, with an increased incidence 
in both pregnant females and females on birth 
control. Overall, the incidence of VTE was ex-
tremely low. 

Another study by van Ommen et al was data 
from a prospectively collected Dutch database 
of patients 18 years of age or younger.2 The in-
cidence of VTE in this population was 0.14 per 
10,000 children per year. There were 99 cases of 
VTE, with 47 of these cases in neonates and 94 
percent (44 of 47) of those neonates with DVT 
from an associated indwelling catheter. Exclud-
ing neonates, the incidence of VTE in children 
was extremely low, at 0.5 per 10,000 children. 
The authors reported only 10 cases of PE over two 
years in a pediatric population of about 3.6 mil-
lion. The authors stated that the incidence of PE 
in the adult population during this time period 
was 1–2 per 1,000 adults per year. 

A final study by Agha et al retrospectively 
evaluated the incidence of PE in children (young-
er than 21 years of age) presenting to a pediatric 
emergency department and found it to be 2.1 per 
100,000 visits.3 The median age of patients was 
15 years, with 76 percent presenting with high-
acuity Emergency Severity Index levels (1 and 2), 
suggesting the majority appeared clinically ill. 
The most common risk factors were a BMI 25 or 
above, oral contraceptive usage, and history of 
previous PE. 

Summary
While pulmonary embolism may commonly be 
included in a practitioner’s differential diagno-
sis, PEs in children are extremely uncommon. 
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Table 1. Alvarado Score for Diagnosing Acute Appendicitis

VALUE

Symptoms Migration 1

Anorexia-acetone 1

Nausea-vomiting 1

Signs Tenderness in right lower quadrant 2

Rebound pain 1

Elevation of temperature 1

Laboratory Leukocytosis 2

Shift to the left 1

Total score 10

CREDIT: ALVARADO A. A PRACTICAL SCORE FOR THE EARLY DIAGNOSIS OF ACUTE APPENDICITIS. ANN EMERG MED. 1986;15(5):557-564.

Pulmonary Embolism in Kids

CRP for Appendicitis—Yes or No
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EMERGENCY	MEDICINE	FACULTY	

◊	Clinician-Educator	◊	Clinical-Researcher	◊	Critical	Care	Medicine	◊	

	◊	Pediatric	Emergency	Medicine	◊	Ultrasound	◊	

The Department of Emergency Medicine at East Carolina University Brody School of Medicine 
seeks BC/BP emergency physicians and pediatric emergency physicians for tenure or clinical 
track positions at the rank of assistant professor or above, depending on qualifications.  We 
continue to expand our faculty to meet the clinical needs of our patients and the educational 
needs of our learners.  We envision further program development in clinical education, 
emergency ultrasound, EM-critical care, pediatric EM, and clinical research. Our current faculty 
possesses diverse interests and expertise leading to extensive state and national-level 
involvement. The emergency medicine residency includes 12 EM and 2 EM/IM residents per 
year. We treat more than 130,000 patients per year in a state-of-the-art ED at Vidant Medical 
Center. VMC is a 960+ bed level 1 trauma center and regional referral center for cardiac, 
stroke, and pediatric care. Our tertiary care catchment area includes more than 1.5 million 
people in eastern North Carolina.  Additionally, we provide clinical coverage at two community 
hospitals within our health system.  We are responsible for medical direction of East Care, our 
integrated mobile critical care and air medical service, and multiple county EMS systems. Our 
exceptional children’s ED opened in July 2012 and serves approximately 25,000 children per 
year.  Greenville, NC is a university community offering a pleasant lifestyle and excellent cultural 
and recreational opportunities.  Beautiful North Carolina beaches are nearby. Compensation is 
competitive and commensurate with qualifications; excellent fringe benefits are provided. 
Successful applicants will be board certified or prepared in Emergency Medicine or Pediatric 
Emergency Medicine. They will possess outstanding clinical and teaching skills and qualify for 
appropriate privileges from ECU Physicians and VMC. 

Confidential inquiry may be made to: 
Theodore Delbridge, MD, MPH 

Chair, Department of Emergency Medicine 
delbridget@ecu.edu 

ECU is an EEO/AA employer and accommodates individuals with disabilities. Applicants must comply with the Immigration Reform 
and Control Act. Proper documentation of identity and employability required at the time of employment. Current references must 

be provided upon request. 

www.ecu.edu/ecuem/   ● 252-744-1418 

Brody	School	of	Medicine	 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

UTI: The Evidence Is In—Less Is More
Avoiding overdiagnosis and overtreatment of patients who present in the emergency department

by ANTON HELMAN, MD, CCFP(EM), 

FCFP 

Each year, there are more than 1 million ED 
visits for urinary tract infection (UTI) in 
the United States.1 Antibiotic 

treatment for UTIs is avoidable 
in a significant proportion of 
patients. Emergency phy-
sicians tend to overdiag-
nose and overtreat because 
asymptomatic bacteriuria 
is very common in all age 
groups, urine cultures are 
frequently ordered without 
an appropriate indication, 
and urinalysis results are often 
misinterpreted. In this column, my 
aim is for you to reflect on your practice when it 
comes to UTI diagnosis and treatment.

Which Historical Features Are 
Useful? 

No single clinical symptom, sign, or lab 
test is accurate enough to rule in or out a 

UTI.2 Only about  half of patients 
who present  with  dysuria and 

frequency  will have a UTI. 
However, for those patients 
who present with dysuria 
and frequency and do 
not have any symptoms 
suggesting vaginitis or 
cervicitis (vaginal irritation, 
bleeding, and discharge), the 

likelihood of a UTI increases 
to more than 90 percent, with 

a positive likelihood ratio (+LR) of 
24.6.2 Other helpful historical features include 
a self-diagnosed UTI, which has a +LR of 4 (as 

good as a positive dipstick), and cloudy urine 
appearance in a noncatheterized patient, 
which has a specificity of 96 percent for UTI.2

 Which Patients Require a Workup?
Urine tests are not required for the majority 
of patients with suspected lower UTI, as it is 
a clinical diagnosis and the urine tests can be 
misleading, resulting in over- and undertreat-
ment. Urine tests are usually not necessary 
for very-low-risk patients or for patients with 
a very convincing clinical presentation,  as 
your posttest probability will not be changed 
significantly. 

Indications for urine tests for suspected 
lower UTI include those patients with an in-
termediate pretest probability for UTI, immu-
nocompromised patients, a history of multiple 
courses of antimicrobial therapy, a history of 
antibiotic resistance, or a history of multiple 

drug allergies. Remember that even a urine 
culture has a 5 percent false-positive rate due, 
in large part, to asymptomatic bacteriuria and 
a 25 percent false-negative rate due to antibi-
otic use and sample overdilution.2

Think About Differential Diagnosis 
of Pyuria
Not all pyuria is caused by UTI. Pyuria can re-
sult from a wide array of conditions. Dehydra-
tion, acute renal failure, sexually transmitted 
infections, appendicitis, diverticulitis, and the 
presence of a bladder catheter can all cause 
white blood cell counts of more than 5 cells/
mL on microscopy. While pyuria on its own 
has a sensitivity as high as 94 percent, its spec-
ificity is poor unless combined with positive 
nitrite. Pyuria and positive nitrite in the set-
ting of a clinical history for UTI has a specific-

DR. HELMAN  is an emergency physician at North York General Hospital in 
Toronto. He is an assistant professor at the University of Toronto, Division of 
Emergency Medicine, and the education innovation lead at the Schwartz/Reisman 
Emergency Medicine Institute. He is the founder and host of Emergency Medicine 
Cases podcast and website (www.emergencymedicinecases.com).
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Featured Physician and Leadership Opportunities

For more information, call or text: 727.253.5466 
or email: SouthEastOpportunities@EmCare.com
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FLORIDA 
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Brooksville
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Bowling Green
Cave City
Frankfort
Glasgow
Murray

LOUISIANA
Alexandria
Houma
Lake Charles
Shreveport
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Little River
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Knoxville
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Nashville

LEADERSHIP 
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Brooksville, FL
Bowling Green, KY
Ft. Walton Beach, FL
Kissimmee, FL
Tampa Bay, FL
Waycross, GA

PEDIATRIC EM  
OPPORTUNITIES
Brooksville, FL
Ft. Lauderdale, FL
Macon, GA
Nashville, TN
Orlando, FL 
Panama City, FL 
Tampa Bay, FL
West Palm Beach, FL
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      Leadership Development   

      Exceptional Practice Support

      Robust Referral Program  

      Malpractice with Tail Coverage 

      Stable, Long-Term Contracts  

      CME Allowance

      National Leadership Programs

Featured locations

ity of 100 percent. However, if microscopy in 
isolation is used, the result is overtreating 44 
percent and undertreating 11 percent of UTIs.4 

The urine dipstick is even worse. If the dipstick 
is used in isolation, UTIs are overtreated 47 
percent and undertreated 13 percent.

Interpreting Epithelial Cells and 
Bacteria on Urine Microscopy
The classic teaching is that more than five epi-
thelial cells per high-powered field represents 
an uncontaminated sample.4 However, while 
a “contaminated” sample may negatively af-

fect the ability to obtain a reliable culture, it 
does not affect the accuracy of the dipstick or 
microscopy to the same degree. While bacte-
ria seen on microscopy is predictive of a posi-
tive culture, it is not necessarily diagnostic of 
a UTI, as the positive culture could represent a 
contaminant or asymptomatic bacteriuria. Just 
as bladder catheters can cause pyuria, they 
can cause bacteriuria without UTI as well.5

Which Patients Require Antibiotics 
for Asymptomatic Bacteriuria?
According to the Infectious Diseases Soci-

ety of America, asymptomatic bacteriuria is 
not linked to long-term adverse outcomes, 
and treatment does not decrease the rate 
of symptomatic UTI.6 Asymptomatic bacte-
riuria is very common in all age groups and 
is often misdiagnosed as a UTI. Antibiotics 
for asymptomatic bacteriuria should only 
be considered in patients undergoing an in-
vasive urologic procedure and in pregnant 
patients. 

There is no evidence that routine prophy-
lactic antibiotic treatment in patients with 
bladder catheters in the emergency depart-

ment reduces the incidence of UTI.7 It is im-
portant to remember that nearly all patients 
with an indwelling catheter are colonized 
with two to five organisms within two weeks 
of placement, and the number of white blood 
cells found is not predictive of UTI.5 Candida 
is commonly found in the urine of catheter-
ized patients. Do not treat with antifungals 
unless the patient is neutropenic or has risk 
factors for systemic candidiasis. Conservative 
management, which includes replacement or 
removal of the catheter and observation, will 
suffice for most.

EM CASES | CONTINUED FROM PAGE  23
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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 

Exciting Emergency Medicine Opportunities
Academic Faculty & Clinical Faculty Opening

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). 

 Academic Emergency Medicine Physicians

The University of Chicago’s Department of Medicine, Section of Emergency 
Medicine, is seeking full-time faculty members to serve as Emergency 
Physicians as we prepare to open a new adult emergency department and 
establish an adult Level 1 Trauma Center. Academic rank is dependent on 
qualifications. Applicants are required to be board certified or board eligible 
in emergency medicine and to be eligible for Illinois licensure by the start 
of appointment. Responsibilities will include teaching in the educational 
programs sponsored by the Section and participation in scholarly activity. 
We seek candidates looking to develop an academic niche that builds upon 
our faculty expertise in basic and translational research, health equity and 
bioethics research, geriatric emergency care, global emergency medicine, 
medical education, prehospital medicine, aero-medical transport, and 
ultrasound. We host one of the oldest Emergency Medicine Residency 
programs in the country and serve as a STEMI receiving hospital, a 
Comprehensive Stroke Center, a Burn Center, and a Chicago South EMS 
regional resource hospital. The Adult ED has an annual volume of 65,000 and 
our Pediatric ED cares for 30,000 patients per year, including 1,000 level 1 
trauma patients. 

This position provides competitive compensation and an excellent 
benefits package. Those interested must apply by uploading a cover letter 
and current CV online at academiccareers.uchicago.edu/applicants/
Central?quickFind=55160. Review of applications will continue until all 
available positions are filled.

The University of Chicago is an Affirmative Action/Equal Opportunity/Disabled/Veterans 
Employer and does not discriminate on the basis of race, color, religion, sex, sexual 

orientation, gender identity, national or ethnic origin, age, status as an individual with a 
disability, protected veteran status, genetic information, or other protected classes under the 
law. For additional information please see the University’s Notice of Nondiscrimination at 
http://www.uchicago.edu/about/non_discrimination_statement/. Job seekers in need of a 

reasonable accommodation to complete the application process should call 773-702-0287 or 
email ACOppAdministrator@uchicago.edu with their request.

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.

ST PETERSBURG, Florida
Bayside Emergency Physicians 

is recruiting for a BC/BE 
Emergency Physician at its new 

State-of-the-Art Emergency 
Center with 65,000 annual 
visits. BEP is an established 

independent democratic group 
with a partnership track. 
Competitive Guaranteed 

Hourly/ RVU Based 
Compensation.

Full benefit package including 
401k with employer match and 

profit sharing.
Please submit CV’s to Alice 
Gent: AGent@Bayep.com         

WWW.BAYEP.COM

Approach to Altered Older Patient 
with Abnormal Urine Microscopy
Clinically stable older patients with acute 
altered mental status (AMS) without other 
signs or symptoms of UTI who are found to 
have bacteriuria and/or pyuria in the emer-
gency department should be observed for 
resolution of confusion for 24–48 hours with-
out antibiotics.8,9 Attributing AMS in an older 
patient to a UTI in the absence of other signs 
and symptoms of UTI can result in premature 
closure and missing life-threatening alterna-
tive causes of AMS. The diagnosis of UTI in the 
altered older patient should be thought of as a 
diagnosis of exclusion. 

 Choosing Antibiotics for UTI
Choose a narrow-spectrum antibiotic with 
the safest side effect profile, taking local re-
sistance patterns into consideration whenever 
possible. The antibiotic choice should reflect 
its ability to eradicate E. coli, the most common 
bacteria found in 70 percent to 95 percent of 
lower UTIs, rather than more infrequently col-
onized bacteria such as Pseudomonas, which 
are found predominantly in patients with up-
per UTI, immunocompromised patients, or 
those with genitourinary anatomical abnor-
malities. Fluoroquinolones, such as cipro-
floxacin, that Pseudomonas are susceptible to 
should be avoided for the treatment of lower 
UTI because resistance to ciprofloxacin is in-
creasing globally.10 Note also that a three- to 

six-day duration of therapy is sufficient for 
the majority of patients with lower UTI.11 Fos-
fomycin has the advantage of requiring only a 
single oral dose, but it should be reserved for 
outpatient management of multidrug-resistant 
recurrent UTIs.12

 Are Urinary Anesthetics Such as 
Phenazopyridine Recommended?
While phenazopyridine may provide symp-
tomatic relief for UTI, it has the potential to 
cause serious side effects such as hemolysis 
in patients with G6PD deficiency and methe-
moglobinemia.13

 Take-Home Points for UTIs
• UTI is a clinical diagnosis, not a laboratory 

one. Dysuria and urinary frequency in the 
absence of symptoms of vaginitis/cervicitis 
is diagnostic.

• No single clinical symptom, sign, or lab test 
is accurate enough to rule in or out UTI.

• Most patients with a clinical picture con-
sistent with lower UTI do not require urine 
tests.

• The indications for urine tests for suspect-
ed lower UTI include those with moderate 
pretest probability, immunocompromised 
patients, history of multiple courses of an-
timicrobial therapy, history of antibiotic 
resistance, and history of multiple drug 
allergies.

CONTINUED on page 26
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JOIN OUR 
EMERGENCY 

MEDICINE TEAM
as a Medical Director

MEDICAL DIRECTOR CRITERIA 
�	Must be BC in EM (ABEM or AOBEM) 
�		Previous leadership/administrative  

experience required

OFFERING 
�	Generous compensation package
�	Sign-on and relocation bonus

OUR PHYSICIANS ENJOY 
� Comprehensive benefits package 
� CME allowance and malpractice coverage 
� National leadership programs 
� Exceptional practice support 
� Stable, long-term contracts 
�  Referral bonuses up to $10,000 at specific 

sites, for a limited time

FLORIDA 

Fort Walton Beach Medical 
Center, Fort Walton Beach, FL 
>	22-bed ED 
>	55,000 annual patient visits 
>	46 hrs phy cvg + 36 hrs APP cvg

Medical Center of Trinity 
Trinity, FL 
Associate Medical Director 
>	39-bed ED 
>	55,000 annual ED volume 
>	51 hrs phy cvg + 52 hrs APP cvg

Osceola Regional Medical Center 
Kissimmee, FL 
>	55-bed ED 
>	82,000 annual patient visits 
>		60-68 hrs phy cvg + 36 hrs APP cvg

Regional Medical Center  
at Bayonet Point, Hudson, FL 
(Tampa Bay) 
>	30-bed ED 
>	Level II Trauma Center 
>	46,000 annual ED volume 
>	54 hrs phy cvg + 27 hrs APP cvg 

GEORGIA 

Memorial Satilla Health 
Waycross, GA 
>	21-bed ED 
>	45,000 annual ED volume 
>	36 hrs phy cvg + 24 hrs APP cvg

KENTUCKY 

Murray-Calloway Hospital 
Murray, KY 
>	13-bed ED 
>	18,000 annual patient visits 
>	24 hrs phy cvg + 10 hrs APP cvg

FOR MORE INFORMATION: Call or Text: 727.253.5466  |  Email: Success@EmCare.com

• While the finding of bacteria on micros-
copy is predictive of a positive culture, it 
is not necessarily diagnostic of UTI, as the 
positive culture could represent contami-
nant or asymptomatic bacteriuria.

• A common pitfall is treating nonpregnant 
patients with asymptomatic bacteriuria 
with antibiotics. Asymptomatic bacteriu-
ria is very common in all age groups and 
is often misdiagnosed as UTI.

• Do not routinely treat catheterized patients 
with pyuria or Candida in their urine.

• A common pitfall is to assume that the 
cause of AMS in an older patient is a UTI 
upon finding pyuria or bacteriuria on uri-
nalysis, leading to premature closure and 
missing a more serious diagnosis.

• Three- to six-day duration of therapy is suf-
ficient for the vast majority of lower UTIs. 
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Ocala, Florida
ED Physicians opportunities 
at Munroe Regional Medical 
Center located in Ocala, FL. 

Affordable housing, great schools 
with numerous recreational 

activities and nearby attractions 
- Florida living at its finest! New 

compensation package up to 
$450,000 a year and a $100,000 

sign on bonus. 
For more details, please contact 

Craig McGovern, Physician 
Recruiter, at 727-437-0846 or 

Craig.McGovern@EmCare.com. 

Orlando, Florida
Medical Director opportunity 
at our prestigious practice at 

Osceola Regional Medical Center 
located in Kissimmee, Florida. 

Candidates must be Board 
Certified in Emergency Medicine 

with previous leadership and 
administrative experience.  55-Bed 
ED with 82,000 annual ED visits 

staffed with 60-68 hrs of  physician 
coverage and 36 hrs of  APP 

coverage.  
For more information contact 

Shawn Stampfli 850-428-5819 or 
shawn.stampfli@emcare.com. 

Fort Pierce, Florida
EM Physician opportunities at 
Lawnwood Regional Medical 
Center located in Fort Pierce, 
Florida. Candidates must be 

Board Certified in Emergency 
Medicine. 41-Bed ED with 80,000 
annual ED visits, Level II Trauma 

Center, staffed with 67 hrs of  
physician coverage and 32 hrs 

of  APP coverage. Generous sign 
on bonus package available. For 
more information contact Lisa 

Chamerski 727-507-2508 or lisa.
chamerski@emcare.com. 

Bowling Green, Kentucky

Seeking EM Physicians to 
practice at TriStar Greenview 
Regional Hospital a 211-bed 

community hospital located in 
Bowling Green, Kentucky, an 
hour north of Nashville, TN.  

20-Bed ED with 32,000 annual 
ED visits staffed with 40 hrs. of 

physician coverage and 32 hrs of 
APP coverage.  

For more information contact 
Christie Sharpe 865-531-9984 or 

christie_sharpe@emcare.com. 

Georgia
Envision Physician Services has 
ED Physician and Leadership 

opportunities located in Augusta, 
Dublin and Waycross, Georgia.  
We’re offering competitive pay, 
sign-on bonus and relocation 

assistance. Full-time, part-time and 
per diem opportunities. Ask about 
our limited time $10,000 referral 
bonus program. For more details, 

please call or text Lori Higbee 
at 727.253.0707 or lori.higbee@
emcare.com. For a complete list 
of  openings, visit www.Envision 

PhysicianServices.com. 

North Carolina – Asheville
 
Stable long term democratic 
group looking to add new 
partners. Have the best of all 
worlds – work in a busy level II 
trauma center that sees 100k 
pts/year and live in an awesome 
small city in the mountains. We 
are a fee for service model with 
competitive compensation. 
Employment model available 
in nearby regional hospitals. 
Looking for motivated full time 
Physicians to join our team.

Send CV to Chris Flanders at 
Chris.flanders@msj.org.

Tampa Bay, FL

Medical Director opportunity 
at our prestigious practice 

at Regional Medical Center 
at Bayonet Point located in 

Hudson, Florida. Candidates 
must be Board Certified in 
Emergency Medicine with 

previous leadership and 
administrative experience. 

Regional Medical Center at 
Bayonet Point is a 290-bed acute 

care hospital with an annual 
ED volume of  42,000 visits.  

30-bed ED. Staffed with 54 hrs 
Physician coverage and 27 hrs 

APP coverage. Level II Trauma 
Center. Stellar subspecialty 

back up.  

For more information contact: 
Frances Miller at 727-507-2507 
or Frances.Miller@emcare.com.
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FOR SOME OF OUR MOST ELITE SOLDIERS,
THIS IS THE THEATER OF OPERATIONS.
Becoming an emergency physician and officer on the U.S. Army health care team is an opportunity 
like no other. You can build a distinguished medical career by diagnosing and treating illnesses and 
injuries that require immediate attention. With this specialized team,  
you will be a leader – not just of Soldiers, but in critical health care.

See the benefits of being an Army medical professional at healthcare.goarmy.com/kj34



Full page

Assistant Medical Director
Pediatric Emergency Medicine Leadership

Assistant Program Director
Vice Chair, Research

Susan B. Promes, Professor and Chair, Department of Emergency Medicine c/o Heather Peffl ey, 
Physician Recruiter, Penn State Health Milton S. Hershey Medical Center

500 University Drive, MC A595, P O Box 855, Hershey PA 17033  
Email: :  hpeffl ey@pennstatehealth.psu.edu

or apply online at: http://hmc.pennstatehealth.org/careers/physicians
The Penn State Health Milton S. Hershey Medical Center is committed to affi rmative action, equal opportunity and the diversity of its workforce. Equal Opportunity Employer – Minorities/Women/Protected Veterans/Disabled.

What We’re Offering:
• We’ll foster your passion for patient care and cultivate a collaborative 

environment rich with diversity 
• Salaries commensurate with qualifi cations
• Sign-On Bonus
• Relocation Assistance
• Retirement options
• Penn State University Tuition Discount
• On-campus Fitness Center, day care, credit union and so much more!  

What We’re Seeking:
• Experienced leaders with a passion to inspire a team 
• Ability to work collaboratively within diverse academic and clinical environments
• Demonstrate a spark for innovation and research opportunities for Department
• Completion of an accredited Emergency Medicine Residency Program
• BE/BC by ABEM or ABOEM
• Observation experience is a plus

What the Area Offers: 
We welcome you to a community that 
emulates the values Milton Hershey 
instilled in a town that holds his name.  
Located in a safe family-friendly setting, 
Hershey, PA, our local neighborhoods 
boast a reasonable cost of living 
whether you prefer a more suburban 
setting or thriving city rich in theater, 
arts, and culture.  Known as the home 
of the Hershey chocolate bar, Hershey’s 
community is rich in history and 
offers an abundant range of outdoor 
activities, arts, and diverse experiences.  
We’re conveniently located within a 
short distance to major cities such 
as Philadelphia, Pittsburgh, NYC, 
Baltimore, and Washington DC. 

FOR ADDITIONAL INFORMATION PLEASE CONTACT:

Job Opportunities{ }


