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now, injectable droperidol is back, courtesy
of manufacturer American Regent. Much of

/ i the body of knowledge regarding the clini-
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cal use of droperidol has eroded over time,
so here’s what you need to know:
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4 Dosing and Benefits

i First, droperidol at the 5-10 mg doses (in-
travenous [IV] or intramuscular [IM]) used
for sedation and control of agitation is safe.
¢ Onset of action can be expected within 5-10
minutes IM, and a bit faster IV, though stud-
ies suggest full effects may not be apparent
¢ for up to 20—30 minutes, at which time re-
dosing can be considered. IM haloperidol,
on the other hand, works far more slowly
than droperidol, often taking 20—-30 min-
utes for onset. In fact, the main advantage of
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NEWS FROM THE COLLEGE

UPDATES AND ALERTS FROM ACEP

#ACEPNation Hits
Membership Milestone

In August 2019, we reached 40,000 mem-

ACEP4U: New Medicare
Payment Codes

bers for the first time in our history. We’re so

proud to stand beside you. Here’s to the next
50 years! Customize your membership prefer-

ences at www.acep.org/membership.

Medicare Payment Rule
Adjusts Value of EM Services

The Centers for Medicare & Medicaid Servic-
es (CMS), the agency responsible for running
Medicare and Medicaid, recently issued its
proposed Medicare physician fee schedule
for 2020. CMS included a proposal to revalue
the ED evaluation and management codes, the
most commonly billed services for emergency

physicians.

Visit acepnow.com for the
full backstory explaining
how ACEP's 2018 RUC
Advisors, Ethan Booker,
MD, FACEP, and Jordan
Celeste, MD, FACEP,
worked with ACEP staff
to present compelling
data for an increase in
emergency department
evaluation and
management codes.

As the only EM organization represent-

ed on the AMA Relative Value Scale Update
Committee (RUC), which develops values
for physician service codes, ACEP advocated
strongly for this revaluation. (Read the full sto-
ry about how our regulatory and reimburse-
ment teams advocated for the revaluation at
ACEPNow.com.)

The RUC accepted our recommendations,
and CMS is proposing to accept the RUC’s rec-
ommended values. If finalized, this revalua-
tion would increase Medicare reimbursement

for ED visit codes by approximately $137 mil-

lion in 2020, when the policy becomes effec-
tive. The increased values would become the
new standard for each year after that. Next

tives from the CDC, the Office of the National
Coordinator for Health Information Tech-
i nology, the Veterans Health Administration,
Cerner, Epic, and more, brainstorming about
the future of care delivery and data sciences.
What’s the ideal future state of health care IT,
and how do we get there? How do data acquisi-
! tion, artificial intelligence, data transparency,
population health, quality initiatives, policy,
advocacy, predictive modeling, and data-driv-
en networks factor into future plans?

The work product of this summit will
be summarized to serve as a guidebook for
i ACEP’s future planning, policy, and advoca-
cy related to administrative burden and EHR.

month, ACEP Now will feature a detailed anal- :

ysis of the CMS proposed rule and its implica-
tions for emergency medicine.

Stay updated on this proposed rule and
other regulations that affect you on our reg-
ulatory blog, Regs & Eggs, at www.acep.org/
regsandeggs.

ACEP Shares Opioid
Resources with FDA

The U.S. Food and Drug Administration (FDA)
is interested in the development of resources
to reduce the use of opioids where alternatives
exist, so ACEP shared its extensive opioid re-
sources. To view those resources, visit www.
acep.org/opioids. Our two opioid-related
point-of-care tools—MAP (managing acute
pain) and BUPE (buprenorphine)—are now
available on our new app, emPOC, available

through the Apple Store and Google Play.

ACEP Hosts Health
Care IT Summit

In July, ACEP hosted thought leaders from
health information technology (IT) for a one-
day collaborative summit designed to foster
important discussions about the future of
health care IT in the acute care setting. More
than 100 outside-the-box thinkers discussed
both aspirational and immediately actionable
ways to make health care IT more intuitiveand
functional for emergency physicians and their

patients.
The Health IT Summit included promi-
nent EM informatics experts and representa-

i Working to Decrease Your

i Documentation Burden

On Aug. 12, ACEP responded to a CMS request

for information on additional ways to reduce

the administrative burden for health care pro-
viders through the “Patients over Paperwork”
initiative. We asked CMS to take the following

i actions:

i e Postpone the Appropriate Use Criteria
program. Although we got a clarification
to the exemption for emergency medical
conditions, we need more time to educate
our members and hospitals about when
the exemption is applicable.

e Make electronic health records easier to
use and increase the ability to receive and
exchange information about our patients.

e Require hospitals to share clinical data
with clinical data registries to fulfill Mer-
it-based Incentive Payment System (MIPS)
reporting requirements.

e Simplify MIPS requirements for hospital-
based clinicians.

e Revise existing criteria for adding new
codes to the list of approved telehealth ser-
vices to make it easier to add emergency
telehealth codes to this list.

¢ Implement emergency medicine—specific
alternative payment models (APMs) and
specifically adopt ACEP’s APM, the Acute
Unscheduled Care Model.

i Learn more about ACEP’s work to reduce

your administrative burden at www.acep.org/

i ehr. @

CORRECTION

In the "Meet the Board of Directors Candidates" article in our August issue, Dr. Gabor Kelen's
name was spelled incorrectly. ACEP Now apoligizes for this error. @
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IJUDs Gone Awr

HOW TO APPROACH PATIENTS WITH AN INTRAUTERINE DEVICE

by LANA SHAKER, MD; AND REBECCA
GOETT, MD, FACEP, FAAHPM

The Case

A 23-year-old woman with no significant past
medical history presents to your emergency
department with one-day history of gradu-
ally worsening left lower quadrant (LLQ) ab-

. Table 1: 1UD Types

Mechanism of Action
Brand Names
Length of Use

Most Common Adverse Effects

dominal pain. Her last menstrual period is
unknown, as she reports she no longer has
regular menstruation since having a Mirena
intrauterine device (IUD) placed 18 months
ago. She reports vaginal spotting a few days
ago, which resolved. The pain is mild and in-
termittent without vomiting, diarrhea, fever, :

or dysuria. Her vital signs are blood pressure
108/68, heart rate 108, respiratory rate 16, oxy-

Can It Be Used for Emergency
Contraception?

gen saturation 99 percent, and temperature

98.7° F orally. On exam, she is tender to palpa-

tion in the LLQ.

Background

IUDs are a form of long-acting reversible con-
traceptive and one of the most effective re-
versible contraceptive methods.' A summary
of their actions and mechanisms is listed in

Table 1.

Bottom line: As the popularity of IUDs has
increased, the importance also increases for
emergency care providers to understand the
use and pathologies associated with IUDs. Giv-
en the increasing popularity of this method
of contraception, we may see more IUD com-
plications in the emergency department.? :
Complications with IUDs include expulsion,
method failure/unplanned pregnancy, uter-
ine perforation, pelvic inflammatory disease,
abdominal or pelvic pain, dysmenorrhea, and

abnormal bleeding.3

Approach to Abnormal Uterine
Bleeding, Abdominal/Pelvic Pain

In addition to the above IUD-specific compli-
cations, new onset of abnormal uterine bleed-
ing and abdominal or pelvic pain should be
evaluated similarly to that of non-IUD users

with the differential diagnosis including:
e Complications of pregnancy
e Pelvic inflammatory disease
e Urinary tract infection
¢ Intra-abdominal processes
e Qvarian cyst or torsion
e Gynecologic malignancy

4 ACEPNOW SEPTEMBER 2019

Failure Rate

Prevents fertilization
Paragard
Up to 10 years

Heavy menstrual bleeding, pain'®

Yes, immediately upon insertion, no oral
backup contraception needed”

0.1 to 2.2 per 100 women per year''

* Immediately after an abortion, childbirth, or transitioning contraceptive methods.’

Initial management of the patient with
abnormal uterine bleeding should include a
pelvic examination (to attempt IUD string vis-
ualization) with a possible pelvic ultrasound
to assess IUD location.

Pregnancy with an IUD
When a patient with an IUD is determined to
be pregnant, the first priority is to determine
thelocation of the pregnancy. Women who be-
come pregnant with an IUD in place are more
likely to have an ectopic pregnancy.!

Interuterine Pregnancy: Determine the
woman’s desire to continue or terminate the
pregnancy, gestational age, IUD location, and
whether IUD strings are visible.>

For women with an IUD desiring pregnancy
i continuation, IUD removal is recommended.
Retained IUDs have increased risk of sponta-

i risk for complications compared to pregnan-
¢ cies conceived without an IUD.¢ For women de-
siring pregnancy termination, the IUD can be
removed prior to or during a medical abortion.s
i Ectopic Pregnancy: Use of an IUD does
not increase the absolute risk of ectopic preg-
i nancy because it prevents pregnancy effec-
tively. However, if pregnancy is suspected and
confirmed with an IUD in place, the pregnancy
is more likely to be ectopic.> Point-of-care ul-
trasound can assist with rapid, accurate diag-
nosis of ruptured ectopic pregnancy. Pregnant

i patients with an empty uterus on ultrasound

¢ but without clear signs of ectopic pregnancy,
such as extra-uterine gestational sac, adnexal
mass, or free fluid, are classified as having a
“pregnancy of unknown location” and require
i reliable follow-up until the pregnancy location
can be confirmed.

i neous abortion, septic abortion, chorioamni-

onitis, placental abruption, placenta previa,
cesarean delivery, low-birth-weight infants,
and preterm delivery especially.

If the strings are visible and the IUD can

it is recommended to do so; however, if the
strings have retracted into the uterus, ultra-
sound-guided IUD removal may be performed
by a specialist but may disrupt a wanted preg-
i nancy. Patients will need to be counseled ap-
propriately.>¢ After IUD removal, women who
conceived with an IUD in place remain at high

be easily removed from the cervical canal,

Pelvic Inflammatory Disease

Risk of pelvic inflammatory disease (PID) is
i elevated in the first three weeks following
IUD insertion, before returning to baseline

i women with current purulent cervicitis or
known chlamydial/gonorrheal infection un-
til treatment is complete and symptoms have
i resolved.**If PID is diagnosed in an individual
with an IUD in place, Centers for Disease Con-
trol and Prevention (CDC) guidelines recom-
i mend leaving the IUD in place (outcomes are

Prevents fertilization, hormone exertion
Mirena, Liletta, Kyleena, Skyla
3-5 years

Headache, nausea, breast tenderness,
mood changes, decreased menstrual
bleeding or amenorrhea, ovarian cyst
formation

Side note: Hormones do not increase
fracture risk or affect bone mineral
density

Yes, but oral backup contraception is
needed”

0.1 to 0.6 per 100 women per year''

i similar whether the IUD is removed or left in
i place).* PID should be treated the same as in
patients without IUDs in place and requires
follow-up within 48 to 72 hours to assess for
clinical improvement. If clinical improvement
fails to occur, IUD removal should then be con-
! sidered.s There are currently no CDC recom-
mendations on management of tubo-ovarian
abscess in a woman with an IUD. Current pro-
tocols call for inpatient treatment with IV an-
tibiotics, with consideration of IUD removal if
clinical improvement is not observed.>

i Expulsion

If expulsion is suspected, pelvic exam should
be performed to assess for the IUD strings or
a partially expelled IUD protruding out of the
i cervical os.5If the IUD and strings are not pre-
sent, imaging such as an ultrasound, abdomi-
nal radiograph, or CT should be obtained for
IUD localization and potential perforation. If
the IUD cannot be located, it may have been
i fully expelled. See Table 2 for information on
expulsion risk.

rates.#® IUD insertion is contraindicated in

Perforation

Uterine perforation is a potentially serious
complication of IUD use and can lead to in-
i vasion and migration to abdominal and pel-
vic organs. The IUD may be embedded in the
myometrium or translocate through the uterus
i to the abdominal cavity. Migration to adjacent

The Official Voice of Emergency Medicine



organs can lead to bowel obstruction, perito-
nitis, fistula formation, obstructive uropathy, :
and intraperitoneal adhesions.

Primary perforation occurs during inser-
tion and is typically associated with severe
abdominal pain3 Secondary perforation is
a delayed event and can present as chronic
abdominal pain, vaginal bleeding, missing :
strings, or even asymptomatically3 The inci-
dence of uterine perforation is estimated at be- :
tween 0.2 and 3.6 per 1,000 insertions.?

Imaging for IUD localization should be :
performed with ultrasound, abdominal X- i
ray, and/or CT scan. Eighty percent of IUDs
are found in the peritoneal cavity after perfo- :
ration. There is no substantial difference in
prevalence of perforation between levonorg- :
estrel and copper IUDs; adhesions are more
highly associated with copper IUDs.?® Risk
factors for uterine perforation include breast-
feeding, postpartum state, lack of experience
by the health care provider performing inser-
tion, extreme anteflexion or retroflexion of the
uterus or uterine abnormalities, multiparity,
nulliparity, history of cesarean delivery, and :
myomectomy.? Patients may require hysteros-
copy, cystoscopy, colonoscopy, laparoscopy, :
or exploratory laparotomy depending on IUD
location.

Immediate Complications of the
IUD Insertion Procedure

Some patients may develop pain with IUD
insertion. Nulliparity and history of severe
dysmenorrhea are associated with greater !
insertion-related pain. Some pain, such as
cramping and changes in bleeding pattern, :
may be normal in the initial weeks after [UD

Table 2: IUD Expulsion

First Year of Use':'?

Younger > Older patients''2

After Abortion: 2nd trimester > 1st trimester®

Postpartum

2-10%

5-22% (in adolescents)
N/A

10-27%

* Failure rate range is 0.1 to 2.2 per 100 women years.11

placement. Some patients may develop vas-
ovagal reactions with syncope, nausea, and/or
vomiting. Because primary uterine perforation

with pelvic examination and further imaging
to assess IUD location and determine if pri-
mary perforation has occurred. IUDs can lead
to irregular menstrual bleeding, which typi-
cally improves with time.> For these patients,
nonsteroidal anti-inflammatory medications
are first-line therapies for treating dysmenor-
rhea and abnormal bleeding.* Naproxen in
particular has been shown to decrease pain
and bleeding.!

i lUD Removalin the ED
IUDs rarely require removal in the emergency

department. Some circumstances do require
this, including a partially expelled IUD caus-
ing pain and bleeding. The procedure for [lUD

removal is simple: Grasp the strings securely
using ring forceps and apply gentle traction
outward. If IUD removal with gentle traction
and without resistance is unsuccessful, the
procedure should be discontinued as the [UD

: may be embedded, perforated, or translocat- :
ed. Such instances likely require hysteroscopy
or laparoscopy for further evaluation. {
can occur during insertion and cause severe

pain, these patients may need to be evaluated | Case Resolution

A point-of-care urine pregnancy test is positive.
i Pelvic examination shows a closed cervical os
with IUD strings visible, no vaginal bleeding,
and left adnexal tenderness. Point-of-care ul-
trasound shows an empty uterus, no free fluid,
and possible left adnexal mass. The patient is
taken to the operating room by ob-gyn for diag-
i nostic laparoscopy, leading to the diagnosis of :

a left adnexal unruptured ectopic pregnancy.
Salpingectomy is performed. The patient is
discharged from the hospital and later decides
to have her IUD removed as an outpatient be-
cause of anxiety related to possibility of devel-
oping a future ectopic pregnancy. @
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New Editor in Chief

With our sincere gratitude, and on behalf of the entire
emergency medicine community, we would like to thank
Dr. Kevin Klauer, outgoing Editor in Chief of ACEP Now,
for his dedication to the publication and for the many
hours and positive influence he has had on it throughout

his six year tenure.

Newly Appointed Editor in Chief
Jeremy Samuel Faust, MD, MS, MA

We are very pleased to welcome our
newly appointed Editor in Chief,
Jeremy Samuel Faust, MD, MS, MA,
who will be an energetic and active

new leader for ACEP Now.

Dr. Faust is well-established in the emergency medicine community,
and has a breadth of experience with the publishing process
through various roles he has held. We look forward to working with
Dr. Faust to continue the success of our publication and fulfill our
objective to serve as “the official voice of emergency medicine.”

Emergency Physicians
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ACEP Executive

Director to Retire

Dean Wilkerson will step down in 2020; a search
committee is looking for ACEP’s next director

fter more than 15 years as executive direc-
tor of ACEP, Dean Wilkerson, one of only
three individuals to hold the position,

plans to retire in 2020.

help ACEP continue to make progress.”

rector start by June 2020.

who will have some big shoes to fill.”

A History of Accomplishments

and media advocacy.

The first 16 months on the job saw a whirlwind
of activity in which he interacted with ACEP’s
national leaders and chapters. Mr. Wilkerson at- :

tended the Michigan Chapter meeting and had
dinner with ACEP founders John G. Wiegenstein, :
MD, and John A. Rupke, MD, listening to them re-
i gale therapt dinner party with stories of the early

“At this point in my life, I want more of what :
every person wants more of—time,” he said. “Af-
ter 40 years of doing important but very stressful
and time-consuming jobs, I want to step away and
spend more time doing things that I never seem i
to have enough time to do. It just seems like the
right time to let some other person come in and

days of ACEP.

their energy and enthusiasm,” he said.
At the 2005 annual meeting in Washington,

4,000 emergency physicians, nurses, and para-
medical organization ever. Just months later, the
first National Report Card on the State of Emer-
gency Medicine was released with strong media

coverage on network television, radio, and in ma-
jor news publications. ACEP followed this Report

Card, a comprehensive media campaign called
“Myths and Realities,” the lead-up to the passage
of the Affordable Care Act, and other factors, Mr.

Most Influential People in Health Care by Modern

many areas,” he said.

site development, and more.

During his tenure, ACEP communications > . .
. . . i other specialties, Mr. Wilkerson led ACEP as it
have continually evolved to suit changing mem- :

ber needs, with several comprehensive overhauls staked out ground to supportits members. When

of our website; the daily customized news brief- anesthesiologists adopted a policy for sedation

 ing, EM Today; and an embracing of social media that was inappropriate for care in the emergency

with Twitter, Facebook, blogs, podcasts, videos, setting, ACEP adopted its own sedation policy

i that was far more applicable. As the critical care

apps, and more.

Mr. Wilkerson said he is proud of how ACEP
i standard for sepsis care that is not the standard

i of carein the United States, ACEP is now develop-
i ingits own policy.

ACEP's 2005 Rally on Capitol Hill in Washington, D.C., drew 4,000 participants and is believed to be larger
than anything ever done by any medical organization.
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Dean Wilkerson
Executive Director of ACEP

has reengineered ACEP Now by increasing the
clinical content of what was once known as ACEP
News. Annals of Emergency Medicine has long
been an excellent flagship publication of ACEP

i and has continued to gain prominence. His lead-
“Ifell in love with emergency physicians and :

ership is helping guide the early 2020 launch of

ACEP’s second journal, an online-only open-ac-
i cess publication known as JACEP Open.
D.C., ACEP held a Rally on Capitol Hill. More than

After passage of the Affordable Care Act, ACEP

created the Emergency Medicine Action Fund
{ medics participated in the event and it is believed (EMAF), which has funded many important pro-
i to be the largest public advocacy gathering of a :

Mr. Wilkerson told the ACEP Board of Directors
in early 2016 that he planned to retire when his
current contract ended on July 31, 2020. Because
it has had time to plan, the Board has retained a
search firm and established a Search Committee
thatincludes ACEP President Vidor E. Friedman,
MD, FACEP. Association Strategies (assnstrate-
gies.com) was selected to conduct a nationwide :
search for ACEP’s next executive director. A po-
sition specification should be available by early
October. The goal is to have the new executive di-
Wilkerson was named #37 on the list of Top 100

“Over the past decade  have had the pleasure
to work closely with Dean, he has been a great
partner for ACEP for many years," said Dr. Fried-
man. "Under Dean’s leadership the college has
grown tremendously—both in terms of member-
ship and the variety and quality of the services |
that ACEP provides to our members. We will do a
thorough nationwide search to find his successor,

jects, including the “Value of EM Study” conduct-
ed by the RAND Corporation.

A Lasting Legacy
One of the most significant developments under

i Mr. Wilkerson’s leadership has been the crea-

Card in years to come with releases in 2009 and tion of ACEP’s Clinical Emergency Data Registry

2014 that helped drive ACEP’s advocacy agenda. (CEDR), what he describes as “an amazingly com-

In 2009, on the heels of the second Report

plicated enterprise.” It was started in 2014, and
by 2016, CEDR began to gain traction and grow
steadily. “CEDR will be a cornerstone asset of
ACEP and the specialty for the foreseeable future
as quality measurement and improvement con-

¢ tinues to be of vital importance not only to the

Healthcare magazine. “It was a great honor for government but to all payers,” Mr. Wilkerson said.

me, but it was really a testimony to how active :

and effective ACEP members and staff are in so developed under Mr. Wilkerson’s leadership,

¢ including the Boarding Solutions Report distrib-

The value of activity at the chapter level has uted to all member hospitals by the American

been important to Mr. Wilkerson. He .addefi Hospital Association; the Geriatric ED Accredi-
$50,000 to the ACEP budget for state public poli- : , . .. .
: . . , . : tation Program; the Emergency Medicine Practice
i cygrantsinaddition to ACEP’s traditional chapter :

i grants. In 2008, ACEP started offering free mem- -
H ) . . . i portantinsights from more than 1,200 members;
ber services for chapters, including a state public :
When Mr. Wilkerson joined ACEP in 2004, the i
Board was looking for him to bring new ap-
proaches to advocacy for emergency medicine
and emergency physicians. One of the first things
Mr. Wilkerson did was reallocate $272,000 from

other areas in ACEP’s budget to public relations

Many clinical and practice resources were

Research Network (EMPRN), which captures im-

. . . : and, most recently, the EM point-of-care tools for
policy tracking service, chapter newsletters, web- : .
i use at the bedside.

As emergency medicine faced challenges from

community has started to embrace a European

Part of his legacy is ACEP’s new headquar-

ters, a three-story, 57,000-square-foot building
that reflects the bold and progressive character
of emergency medicine. Located near Dallas/Fort
Worth International Airport, ACEP’s new facility
has proved convenient and welcoming for a vari-
ety of EM organizations and affiliated companies.

“Being the chief executive of ACEP is a tremen-

dous honor. We are more than just a professional
medical society. To me, the mission of ACEP is a
cause every bit as important as that of any phil-
anthropic organization in the world,” Mr. Wilk-
I i erson said.

“We are striving to provide access and help

deliver the highest quality of emergency medical
care possible. I fiercely advocate for emergency
medicine and emergency physicians whenever I
have the opportunity,” he said, adding, “An ACEP
i past president once paid me a real compliment
i when he said, ‘Dean wears ACEP underwear.”” @

ACEP

GROWTH
UNDER DEAN
WILKERSON’S
TENURE

MEMBERSHIP
2004 23,197

2018 40,000

ACEP BUDGET
2004 approximately
$18 miillion

2019 approximately
$43 miillion

STAFF
2004 92 staff

2019 150 staff

COUNCIL
2004 264 councillors

2019 433 councillors

SECTIONS
2004 26 sections

2019 40 sections

NEMPAC
2004 about $500,000
in donations

2019 over $1 million
in donations

911 NETWORK
2004 1,100 members

2019 4,000 members

EMF
2004 $450,000
in donations

2019 $1,090,000
in donations

ANNUAL SCIENTIFIC

ASSEMBLY

ATTENDANCE

2004 3,500
attendees

2018 7,469
attendees

LAC ATTENDANCE
2004 310 attendees

2018 722 attendees

SPOKESPERSON
NETWORK
2004 236

2019 600

The Official Voice of Emergency Medicine
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ACEP NOW RESPONDS TO
RECENT MASS SHOOTINGS

ately, there seem to have been so many

public mass shootings that the most re-

cent one could be the cover story on eve-
ry single issue of this magazine. We obviously
can’t do that. What’s more, the stories are all
roughly the same. The terrorist uses a weapon
of war to kill and injure dozens, and emergen-
cy departments are put to the test. Heroes are
lauded for their acts, which should never have
been necessary in the first place. Could there
be anything more nauseating than the fact that
we have become collectively “bored” by these
events? The news cycles are getting shorter
because, frankly, we’ve grown accustomed to
mass shootings.

When these catastrophes occur, though, it
must spur some action. Inaction is the embod-
iment of cowardice and is not who we are. It
seems unfathomable that, as of last fall, there
was any doubt as to whether firearm safety
was “in our lane” as emergency physicians.
We know it is. ACEP’s long-standing policy on
“Firearm Safety and Injury Prevention,” was
last revised in 2013 and embodies many sensi-
ble measures. The policy, printed below, takes
a “yes, and” approach, rather than a “no, but”
one.

Below is a summary of some of ACEP’s state-
ments, and our ongoing efforts in this arena.

Some revisions and additions are being made

as I write this. Know about them and get in- :

volved.
—Jeremy Samuel Faust, MD, MS, MA,
Medical Editor in Chief of ACEP Now

OUR POLICY
ACEP abhors the current level of intentional
and accidental firearm injuries and finds that
it poses a threat to the health and safety of the
public.

ACEP supports legislative, regulatory, and
public health efforts that:

e Encourage the change of societal norms
that glorify a culture of violence to one of
social civility

e Investigate the effect of socioeconomic and
other cultural risk factors on firearm inju-
ry and provide public and private funding
for firearm safety and injury prevention
research

e Create a confidential national firearm in-
jury research registry while encouraging
states to establish a uniform approach to
tracking and recording firearm related in-
juries

e Promote access to effective, affordable,
and sustainable mental health services

e Protect the duty of physicians and encour-
age health care provider discussions with
patients on firearm safety

Become a Reviewer =

\t_‘-‘,——-""’—__—__-‘

-

-

—

Become a peer reviewer for the Journal of the American College of Emergency
Physicians Open (JACEP Open), a new Open Access journal in the field. Reviewers
are critical to the publishing process, helping to shape the credibility and
reputation of the journal through evaluation of the quality, relevance, and
merit of submitted papers. JACEP Open is seeking peer reviewers for a range

of expertise in emergency medicine to ensure the journal is presenting novel,
sound research that will positively impact the field.

Reviewer Benefits

Professional service that may aid in promotion and tenure decisions.

National and international visibility among academics, administrators,

and higher education scholars.

Opportunity to serve with an editorial board consisting of national

and international scholars.

Recognition for peer review contributions through Publons.

Reviewer Commitments

Agree to return manuscripts in a timely manner, typically within two

weeks time;

Agree not to distribute manuscripts under review or to disclose

information within the manuscript;

Agree to review the first revision of a manuscript for which he/she

provided the initial review.

If interested in serving as a reviewer, please email Martha Villagomez,
mvillagomez@acep.org, and include with your message the following

attachments in Microsoft Word or PDF:

Current electronic resume or curriculum vitae;

List of areas of expertise/focus that will help assign appropriate articles

to reviewers;

Brief statement outlining previous peer review/editing experience and
why you are interested in reviewing for JACEP Open.

American College of
Emergency Physicians

e Promote the development of technology

that increases firearm safety

e Support universal background checks for
firearm transactions

e Require the enforcement of existing laws
and support new legislation that prevents
high-risk and prohibited individuals from
obtaining firearms by any means

e Restrict the sale and ownership of weap-
ons, munitions, and large-capacity maga-
zines that are designed for military or law
enforcement use

UPDATE ON ACEP FIREARM
SAFETY INITIATIVES

In response to the mass shootings in July,
ACEP President Vidor Friedman, MD, FACEP,
provided the ACEP membership with an up-
date on ACEP’s firearm safety initiatives, in-
cluding:

e Per a 2018 Council resolution, the Public
Health & Injury Prevention Committee is
considering updates to the Firearm Safety
and Injury Prevention statement and will
send its recommendations to the Board for
review in September.

e The Emergency Medicine Foundation has
partnered on research grants and ACEP
made a contribution to the American
Foundation for Firearm Injury Reduction

in Medicine (AFFIRM), a nonprofit organi-
zation founded and led by emergency phy-
sicians working to end the epidemic of gun
violence through research, innovation,
and evidence-based practice.

e ACEP’s High Threat Casualty EMS Subcom-
mittee recommended several action items
that the Board will be considering.

Several key initiatives will be discussed or
debuted at ACEP19 in Denver:

e A resolution has been submitted to the
Council for consideration that will be dis-
cussed at the Council Meeting Oct. 25-26.

e The results of our Council Survey about a
variety of policy positions related to gun
injury prevention will be available by the
Council Meeting.

e “Until Help Arrives,” our training pro-
gram designed to help emergency phy-
sicians provide basic first-responder
training in their communities, will launch
at ACEP19.

e ACEP will host a preconference course on
assessing threat and identifying patients
at risk for causing harm entitled “Care Un-
der Fire: EDs, Gun Violence, and Threat
Assessment.”

Find all of ACEP’s active shooter resourc-
es, including policy statements, podcasts, and
i more, at www.acep.org/activeshooter. @

TOXICOLOGY Q&A

ook But

Dont Eat

by JASON HACK, MD, FACEP, FACMT

QUESTION: At what time of year should you watch

PHOTO: JASON HACK (OLEANDER PHOTOGRAPHY)

WILEY for this lovely but toxic bloom?
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CONTINUED on page 10
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Toxico

QUESTION ON PAGE 8

oqy WAA Answer

ANSWER: Late spring and early summer.

Iris (Greek for “rainbow”) is a group of flowers that come
in a wide variety of striking color variations and is found
gardens around the world. They are erect herbaceous
perennials notable for ornamental, large, unobstructed
ruffled flowers that have a distinctive architecture—com-
posed of three outer hanging sepals (falls) and three in-

ner petals (standards) usually arched and erect.! This sits :
on top of stiff green two- to three-foot stalks (scapes) that
originate from leaf bundles (fans) of sword-like leaves. :

They open in late spring and early summer.

Toxins and Symptoms
There are more than 200 species of iris and related plants.
The entire plant is toxic. The noxious compounds have

been variously called irisin, irone, iridin, irisin, and iri- :
sine. The highest concentrations of toxins are found in :
the rhizomes (underground stems) and bulbs, while less- :

er amounts are found in the stems and flowers.
Poisoning is primarily seen in inquisitive dogs and
cats, but toxins can affect humans if they are exposed.
Iris toxicity is generally mild in humans, but in pets and
cattle, it can cause serious illness and death.
Symptoms of iris poisoning in pets vary in severity

depending on amount of exposure and which part of the

plant was ingested.

Consumption of the toxic compounds—resinoids and
pentacyclic toxic terpenoids—will cause increased sali-
vation, diarrhea, vomiting, decreased appetite, ulcers,
and sores in the muzzles and lips of the animal as well
as bleeding of the stomach and small intestine.

Iftoxicity occurs in humans, the most common symp-
toms are skin irritation from dermal exposure, nausea

and vomiting, abdominal pain, and diarrhea in cases
of substantial ingestion.?

There is no specific treatment. Supportive care is
advised.

Interesting Facts
Orris (Iris pallida) has been used in the perfume and
pharmacy industry for hundreds of years because irone
emits a violet smell and serves as a fixative, causing per-
fumes to hold their scent longer. Extract of orris is found
in gin, which is why some people are allergic to it.3

Iris dilutions are also listed as a homeopathic rem-
edy for “sick headaches” that “begin with blurred vi-
sion.”" @

References

1. Tumer NJ, von Aderkas P. The North American Guide to Common
Poisonous Plants and Mushrooms. Portland and London: Timber
Press; 2009.

2. Shelmire B. Contact dermatitis from vegetation. Southern Med J.
1940;33(4):337.

3. Stewart A. The Drunken Botanist: The Plants That Create the
World's Great Drinks. 1st ed. Chapel Hill, N.C.: Algonquin Books;
2013.

4. Curtis S, Fraser R, Kohler |. Neal’s Yard Natural Remedies. Mid-
dlesex, England: Penguin Group; 1988.

DR. HACK (OLEANDER
PHOTOGRAPHY) is director of the
division of medical toxicology at
Brown University in Providence,

Jr graphs of beautiful toxic, medicinal,
and benign flowers that he stumbles
upon or grows in his garden. Contact him at ToxInRI@

¢ gmail.com.

Rhode Island. He enjoys taking photo-
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CANDIDATES

The Council officer candidates responded to this prompt:

Give an example of an issue where you had to sideline your
personal viewpoints to represent the opinion of a group.

COUNCIL SPEAKER

The following member is a candidate
for ACEP Council Speaker.

Gary R. Katz, MD, MBA, FACEP
(Ohio) :
Current Professional Positions: chief medi-
cal officer and emergency physician at Com-
munity EM Partners, Ohio; assistant professor,
department of emergency medicine, The Ohio
State University, Columbus :
Internships and Residency: emergency
medicine residency, Summa Health System, {
Akron, Ohio; emergency medicine internship,
Summa Health System

Medical Degree: MD, Medical College of Ohio
(1998) :

Response :
J One of my guiding principles is that

when [ represent an organization, I do
so0 in a manner that speaks for that collective
opinion without distancing myself from or
otherwise undermining the decision author- :
ity of that organization. For this reason, I'will :
focus on my process for when I assert my per-
sonal opinion and when I'would set that aside
in the duty of the organization to which I
serve.

The first step is making sure I've asserted
my personal opinion at the appropriate time.
To do this, I must assure  have actively partici-
pated in the deliberative process to the extent
allowable. During discussion if I find that a
recommended action is errant or shows poor
judgment, then it is appropriate to raise those
concerns to the appropriate body, be that sub-
committee, chair, Council floor, or other ad-
ministrative component of the organization.

However, if the organization has been thor-
ough, fair, and fulfilled its duty as a delibera-
tive body, once the final decision is made, my
duty is to then represent that point of view.
This must be completed without acting defi-
antly or undermining the decision. This goes
so far as to avoid distancing myself through
statements such as, “While I don’t agree, the
organization has decided to take [specified]
action.” In a similar vein, I view it as inappro-

priate to recruit others to object to the decision
on my personal behalf via backroom conversa-
¢ tions, which is just another way to skirt one’s
duty to properly represent a body’s position.

While a specific position may be at odds

with my personal stance, it is important to re-
member that our organization has redundant
i processes to properly consider positions and

share where we might individually disagree or
agree. Through proper channels, it is always

i possible to reconsider, modify, or resolve de-

cisions, but to do so, one must use the formal

i deliberative process to amend or rescind pri-

or action. A highly functioning organization

i can employ these tasks for greater agility than
i blindly implementing past decisions under a
changed or new construct.

COUNCIL VICE SPEAKER

The following members are candidates
for ACEP Council Vice Speaker.

i Kelly Gray-Eurom, MD, MMM,

{ FACEP (Florida)

Current Professional Positions: chief qual-
ity officer and assistant dean for quality and
i safety; associate chair, director of clinical and
business operations, and director of PA servic-
es department; and professor, department of
emergency medicine at the University of Flor-
ida/UF Health Science Center, Jacksonville

i Internships and Residency: emergency
medicine residency and internship, Univer-
sity of Florida Health Science Center

i Medical Degree: MD, University of Vermont
i College of Medicine (1992)

i Response

v

Emergency physicians sideline their per-
sonal views all the time. We are 24-7-365.

Anyone. Anything. Anytime. At any given mo-
ment, we are called upon to provide care and
compassion to people we don’t agree with and
¢ sometimes don’t like very much. We deal with
administrators and consultants who have
vastly different viewpoints. Yet usually, we
find a way to put aside our personal views and
simply do our jobs to the best of our ability. I
i am no different. I take deep breaths. I walk

: away. I face-palm at my desk. I try toignore the

unimportant differences that cause needless
turmoil during the shift. Most of the time in the
ED, I can just keep moving.

Outside of the ED, it is harder. Social media
and political advocacy in 2019 create entirely
new levels of difficulty in the challenge of col-
laboratively finding common ground. Rapidly
typing the first thing that pops into my in-
flamed brain when I see one of those posts is so
tempting. The power is right there—a thumb
click away. My view will be online for all to
see. Itis hard to step back from that adrenaline
rush. When I start thinking, “Well, I will just
tell them,” delete and scroll down has become
my favorite self-centering trick. Wait, pause,
and think it through. It doesn’t have the same
immediate gratification, but it also doesn’t
have the inevitable, “Ugh! What did I just do?”

Advocacy has a very different challenge be-
cause unlike social media, the people in the
room can see me. Working across differences
is critical to achieving our goals for ACEP and
our EM physicians. I don’t agree with some of
the people who are important to our advocacy
efforts. I don’t always like their actions or their
voting records. Mastering the poker face and
reading the room have become key skill sets.
A sense of humor doesn’t hurt either.

One of my DC representatives would take
perverse delight in bad-mouthing my emer-
gency department and my partners every
time we entered their office. “You didn’t treat
my constituent’s diabetes correctly. He had
a blood sugar of 117, and you did nothing!”
It was always a 15-minute browbeating from
Dr. Google. They had no wish to be educated;
they just wanted to start our conversations
feeling their authority. I had to learn to hold
my medical teaching moments for ACEP is-
sues. If I deviated too far from Dr. Google, I
became the enemy and the conversation was
over. I wouldn’t let them get too far down the
path of bad-bad doctor. Some things are just
too important, and our clinical reputation is
one of them. But allowing a small personal
annoyance to slide for the good of the group
was necessary in that particular office, at that
particular time, to achieve advocacy success.

CONTINUED on page 12
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Finding humor, having patience, picking
the right moments, and learning to set aside
personal agendas are tools that will help me
serve and facilitate discussions as Council Vice
{ ville, California
Internships and Residency: emergency med-
icine residency, Mayo Clinic School of Gradu-
i ate Medical Education, Rochester, Minnesota

Speaker.

Andrea L. Green, MD, FACEP
(Texas)

Current Professional Positions: emergency
physician, American Physician Partners and
Marshfield Clinic Eau Claire Center, Eau Claire,
Wisconsin

Internships and Residency: emergency

medicine residency, Howard University Hos- :

pital, Washington, DC; emergency medicine
residency, Sparrow Hospital/University of
Michigan, Lansing
Medical Degree: MD, University of lowa Col-
lege of Medicine (1979)
Response
J In the state of Texas, we breed big ideas
and big points of view. When President
of the Texas College of Emergency Physicians,
of course I had to tackle big issues. I fought
against the repeal of Texas tort reform stat-
utes, shut down an effort by a teaching hospi-
tal that was trying to create an alternative
board emergency medicine fellowship, was
involved with efforts to address the issue of
Medicaid expansion in our state, and started
our chapter residency visit program. I do not
shy away from jumping into issues with both
feet.Iam skilled at recognizing when and how
to intervene, putting things in proper perspec-
tive, and the importance of creating win-win
situations in a variety of settings.  have integ-
rity and selflessness, and I unquestionably
understand suspending your personal view-
points on behalf of others.

A personal example was a situation that
occurred when I was a member of a single-
hospital, independent, democratic emergen-
cy physician group. Our group was requested
to provide staffing for a new facility being de-
veloped by our hospital. The group initially
indicated to the CEO a willingness to accept
the additional contract. However, as time
grew closer to opening the new facility, the
group began to reconsider the financial risk
and the work. Our group hired a consultant
who did an extensive financial and risk as-
sessment and provided data indicating that
the risk was not as substantial as the group
predicted. I was comfortable with the data pre-
sented and the assessment of the consultant.
I felt that our group could be successful and
was concerned about the potential negative
impact on our group of changing our position
solate in the process. I encouraged our group
to move forward with the project. After mul-
tiple meetings with the consultant, the group
took a vote deciding not to move forward and
requested that I present their decision to the
CEO. This decision was made about 90 days
prior to the opening of the new facility. I met
with the hospital CEO concerning the deci-
sion of our group. I discussed with him the
financial, staffing, and risk concerns of our
group. He was extremely displeased with be-
ing advised of this decision at 9o days prior to
his grand opening. To prevent our group from
losing their contract, I knew I had to problem-
solve. I agreed to help him with an alternative
plan to keep his opening on track, ultimately
creating a win for our group, who continued
enjoying their single contract for over 20 years.
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Howard “Howie” K. Mell, MD, MPH,
CPE, FACEP (lllinois)

Current Professional Positions: national re-
servist emergency physician, Vituity, Emery-

Medical Degree: MD, University of Illinois
at Chicago College of Medicine at Rockford
(2004)
Response
I have served as a member of the Public
Relations Committee and as a spokes-
person for ACEP for the last nine years. In that

time, I don’t think I’'ve seen a single clinical
i issue as contentious as the use of tPA for acute
ischemic stroke. There are strong opinions on
both sides of the debate, and I've been known
to make my opinion very clear—to say I'm
skeptical is perhaps a bit of an understate-
ment. At one point, I had an opportunity to
i take that skepticism public, perhaps even to

reinvigorate the debate nationally. But in-
stead, I put the College first and faithfully rep-
resented ACEP as a spokesperson.

In February 2013, ACEP published a con-
troversial guideline entitled “Clinical Policy:
Use of Intravenous tPA for the Management

i of Acute Ischemic Stroke in the Emergency

Department.” This set off a firestorm. Al-
i most immediately, a Council resolution was
introduced asking that the policy be revisited
and that a 60-day open comment period be
included. Needless to say, the Council debate
was spirited, lengthy, and at times downright
heated. Many Councilors had significant
i questions about the data used to drive the

conclusions, and we strongly disagreed with
the determination that there was Level A (by
ACEP’s rating scheme) evidence supporting
the use of tPA. We stridently argued to rework
the policy. That resolution was eventually
passed by 75 percent of the Councilors. The

i policy would be revisited. The ACEP Board

Available Nationwide

When treating life-threatening or uncontrolled
bleeds in patients on apixaban or rivaroxaban

RAPID

REVERSAL
Is Within Reach

INDICATION

SELECT IMPORTANT SAFETY INFORMATION

ANDEXXA (coagulation factor Xa (recombinant), inactivated-zhzo) is a
recombinant modified human factor Xa (FXa) protein indicated for patients
treated with apixaban or rivaroxaban, when reversal of anticoagulation is
needed due to life-threatening or uncontrolled bleeding.

WARNING: THROMBOEMBOLIC RISKS, ISCHEMIC RISKS,
CARDIACARREST, AND SUDDEN DEATHS

S See full prescribing information for complete boxed warning
This indication is approved under accelerated approval based on the

change from baseline in anti-FXa activity in healthy volunteers. An
improvement in hemostasis has not been established. Continued
approval for this indication may be contingent upon the results of
studies that demonstrate an improvement in hemostasis in patients.

Treatment with ANDEXXA has been associated with serious and
life-threatening adverse events, including:

* Arterial and venous thromboembolic events

+ Ischemic events, including myocardial infarction and ischemic stroke
Limitations of Use

ANDEXXA has not been shown to be effective for,and is not indicated
for, the treatment of bleeding related to any FXa inhibitors other than
apixaban or rivaroxaban.

« Cardiac arrest
* Sudden deaths

Monitor for thromboembolic events and initiate anticoagulation
when medically appropriate. Monitor for symptoms and signs that
precede cardiac arrest and provide treatment as needed.

WARNINGS AND PRECAUTIONS

Thromboembolic and Ischemic Risks

The thromboembolic and ischemic risks were assessed in 185 patients
who received the Generation 1 product and in 124 patients who received
the Generation 2 product. The median time to first event was six days,

and patients were observed for these events for 30 days following the
ANDEXXA infusion. Of the 86 patients who received Generation 1 product
and were re-anticoagulated prior to a thrombotic event, 11 (12.7%) patients
experienced a thromboembolic, ischemic event, cardiac event or death.

Please see additional Important Safety Information on adjacent
page and Brief Summary of full Prescribing Information including
Boxed Warning on following page.

For further information, please visit ANDEXXA.com
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had a lengthy discussion regarding clinical
policies in November 2013, and in January
2014, the Board approved specific direction
and comments to the Clinical Policies Com-
mittee regarding implementation of the reso- :
lution.

When this occurred, many in the me-
dia (including some national news outlets)
asked, “What happened [with ACEP’s poli-
cy]?” As an ACEP spokesperson, I was asked
to handle some of these interview requests :
and to help come up with talking points re-
garding the controversy. This was an incred-
ible opportunity to express my opinion to
reporters, to explain the limitations of the
data, and to describe the concerns shared by
so many of our colleagues regarding the use
of tPA in acute stroke. It might’ve been possi-
ble to drive the tPA question into the national :

health care discussion, especially consider-

i ing the cost of the drug. However, it wouldn’t

benefit ACEP to revisit the Council debate in
the press. Putting the use of tPA to treat acute

i stroke into question in the public’s eye would
i only serve to confuse and even frighten pa-

tients, and ACEP didn’t have a recent clini-
cal policy (at that point) to fall back on. So
I helped craft a message that the debate on
the resolution was a debate of methodology,

i about the rigor required for a Level A recom-

mendation, and whether the meta-analyses
used by the Clinical Policies Committee pro-

vided sufficient evidence. With this type of

dry description and simple, but truthful,
summation, most media outlets quickly lost

interest. While I usually would wish to reen-

ergize a debate about which I am passionate,
that wasn’t my role. @

ACEPNOW.COM

ACEP Now Wins Awards
for Editorial Excellence

ACEP Now has received several editorial
awards:

APEX Grand Award for “Two Accounts
of Vegas Mass Shooting,” interviews

with an emergency physician who treat- :
ed victims of the 2017 mass shooting at the
Route 91 Harvest country music festival in

Las Vegas and a victim of the shooting.

APEX Award of Excellence for “More :
Than Just ‘I Do,”” about an emergency

physician and his partner’s journey to get
married before same-sex marriage was le-
gal nationwide.

APEX Award of Excellence and EXCEL Gold
Award for “Private Matters?” by Susan T.

Haney, MD, FACEP, FAAEM, about her 10-

¢ vyearfight to keep her medical license after
voluntarily reporting an adverse drug reac-
tion related to chronic depression.

Read the winning articles at ACEPNow.
com.

The annual APEX Awards are given by
Communication Concepts to recognize ex-
cellence in writing, digital content, graphic
design, social media, public relations, and
marketing. The annual EXCEL Awards are
given by Association Media & Publishing to
recognize excellence and leadership in non-
i profit association media, publishing, market-

ing, and communications. @

Available Nationwide

apixaban or rivaroxaban.*

Expert guidance recommends Andexxa for first-line
therapy to reverse apixaban or rivaroxaban in patients
with life-threatening or uncontrolled bleeds.?

SELECT IMPORTANT SAFETY INFORMATION

» Rapid reversal of anti-FXa
activity within 2 minutes

following bolus administration in older, healthy volunteers on

Thromboembolic and Ischemic Risks (continued)

Monitor patients treated with ANDEXXA for signs and symptoms
of arterial and venous thromboembolic events, ischemic events,
and cardiac arrest. To reduce thromboembolic risk, resume
anticoagulant therapy as soon as medically appropriate
following treatment with ANDEXXA.

The safety of ANDEXXA has not been evaluated in patients who
experienced thromboembolic events or disseminated intravascular
coagulation within two weeks prior to the life-threatening bleeding
event requiring treatment with ANDEXXA. Safety of ANDEXXA also
has not been evaluated in patients who received prothrombin
complex concentrates, recombinant factor Vlla, or whole blood
products within seven days prior to the bleeding event.

Re-elevation or Incomplete Reversal of Anti-FXa Activity

The time course of anti-FXa activity following ANDEXXA
administration was consistent among the healthy volunteer studies and
the ANNEXA-4 study in bleeding patients. Compared to baseline, there
was a rapid and substantial decrease in anti-FXa activity corresponding
to the ANDEXXA bolus. This decrease was sustained through the end

of the ANDEXXA continuous infusion. The anti-FXa activity returned to
the placebo levels approximately two hours after completion of a bolus
or continuous infusion. Subsequently, the anti-FXa activity decreased at
arate similar to the clearance of the FXa inhibitors.

Thirty-eight patients who received the Generation 1 product were
anticoagulated with apixaban and had baseline levels of anti-FXa
activity >150 ng/mL. Nineteen of these 38 (50%) patients experienced a
>93% decrease from baseline anti-FXa activity after administration of
ANDEXXA. Eleven patients who were anticoagulated with rivaroxaban
had baseline anti-FXa activity levels > 300 ng/mL. Five of the

11 patients experienced a > 90% decrease from baseline anti-FXa
activity after administration of ANDEXXA. Anti-FXa activity levels for
patients who received the Generation 2 product were not available.
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ADVERSE REACTIONS

The most common adverse reactions (2 5%) in patients receivi
were urinary tract infections and pneumonia.

The most common adverse reactions (2 3%) in healthy volunteers t
with ANDEXXA were infusion-related reactions.

Immunogenicity i
As with all therapeutic proteins, there is the potential forimmunogenicit

Using an electrochemiluminescence (ECL)-based assay, 145 Generation 1
ANDEXXA-treated healthy subjects were tested for antibodies to ANDEXXA

as well as antibodies cross-reacting with Factor X (FX) and FXa. Low titers of
anti-ANDEXXA antibodies were observed in 26/145 healthy subjects (17%); 6%
(9/145) were first observed at Day 30 with 20 subjects (14%) still having titers at
the last time point (Days 44 to 48). To date, the pattern of antibody response in
patients in the ongoing ANNEXA-4 study who received the Generation 1 product
has been similar to that observed in healthy volunteers with 6% (6/98) of the
patients having antibodies against ANDEXXA. None of these anti-ANDEXXA
antibodies were neutralizing. No antibodies cross-reacting with FX or FXa were
detected in healthy subjects (0/145) or in bleeding patients (0/98) to date. There
is insufficient data to assess for the presence of anti-ANDEXXA antibodies for
subjects who received the Generation 2 product.

To report SUSPECTED ADVERSE REACTIONS, contact Portola Pharmaceuticals, Inc.
at1-866-777-5947 or the FDA at 1-800-FDA-1088 or www.fda.gov/medwatch.

References: 1. ANDEXXA [prescribing information]. South San Francisco, CA: Portola

Pharmaceuticals Inc.; 2018. 2. Siegal DM et al. N Engl J Med. 2015;373(25):2413-2424.
3. American College of Cardiology. Guidance for anticoagulation reversal. https:/www.
acc.org/~/media/Non-Clinical/Images/Tools and Practice Support/Mobile Resources/
ManageAnticoag/B18120_ManageAnticoag_App_Fact_Sheet.pdf. Updated July 2018.

Accessed November 15, 2018.
Please see additional Important .
Andexxa

Safety Information on adjacent

page and Brief Summary of full
Coagulction Factor Xa
(Recombinant), Inactivated-zhzo

Prescribing Information including
Boxed Warning on following page.
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DROPERIDOL | conTINUED FROM PAGE 1

Table 1: Droperidol Safety Data

Acad Emerg Med. Randomized, double-blind trial Droperidol IM 5 mg No cardiac dysrhythmias were identified
2005;12(12):1167-1172 N=144 * Ziprasidone IM 20 mg
e For acute undifferentiated agitation Midazolam IM 5 mg

Ann Emerg Med.
2010;56(4):392-401.e1

Randomized controlled trial Droperidol IM 10 mg, 5 mg
N=91 e Midazolam IM 10 mg, 5 mg
e For acute behavioral disturbance

No significant adverse events
QT prolongation was noted after sedation in 2 of 31
droperidol patients and 2 of 29 midazolam patients

Ann Emerg Med. ® Prospective observational study in e Droperidol IV/IM 10-20 mg * 1.3% had a QT prolongation
2015,66(3):230-238.e1 six emergency departments * |Interquartile range 10-17.5 e Half of those patients had another cause for QT
e N=1,009 mg prolongation
e For acute behavioral changes e No patients developed torsades de pointes

Compiled by Brigham and Women's Hospital Drug Safety Committee.

droperidol for agitated patients is precisely in
those without IV access. IV haloperidol works

ST el
Andexxa

Coaguiofion Factor Xa
Iﬁceggjnbérmﬂ. nacivoted-zhio

ANDEXXA® (coagulation factor Xa (recombinant), inactivated-zhzo)
Lyophilized Powder for Solution For Intravenous Injection

Rx Only

BRIEF SUMMARY OF FULL PRESCRIBING INFORMATION.

This does not include all the information needed to use ANDEXXA®
safely and effectively. See full Prescribing Information for ANDEXXA®.

WARNING: THROMBOEMBOLIC RISKS, ISCHEMIC RISKS, CARDIAC ARREST, AND
SUDDEN DEATHS

See full prescribing information for complete boxed warning
Treatment with ANDEXXA has been associated with serious and life threatening
adverse events, including:
e Arterial and venous thromboembolic events
* [schemic events, including myocardial infarction and ischemic stroke
o Cardiac arrest
* Sudden deaths
Monitor for thromboembolic events and initiate anticoagulation when medically
appropriate. Monitor for symptoms and signs that precede cardiac arrest and
provide treatment as needed.

INDICATIONS AND USAGE

ANDEXXA is indicated for patients treated with rivaroxaban or apixaban, when reversal of
anticoagulation is needed due to life-threatening or uncontrolled bleeding.

This indication is approved under accelerated approval based on the change from baseline in
anti-FXa activity in healthy volunteers. An improvement in hemostasis has not been established.
Continued approval for this indication may be contingent upon the results of studies to
demonstrate an improvement in hemostasis in patients.

Limitation of Use

ANDEXXA has not been shown to be effective for, and is not indicated for, the treatment of
bleeding related to any FXa inhibitors other than apixaban or rivaroxaban.

CONTRAINDICATIONS
None.
WARNINGS AND PRECAUTIONS

Thromboembolic and Ischemic Risks

The thromboembolic and ischemic risks were assessed in 185 patients who received the
Generation 1 product and in 124 patients who received the Generation 2 product. The median
time to first event was six days, and patients were observed for these events for 30 days
following the ANDEXXA infusion. Of the 86 patients who received Generation 1 product and
were re-anticoagulated prior to a thrombotic event, 11 (12.7%) patients experienced a
thromboembolic, ischemic event, cardiac event or death.

Monitor patients treated with ANDEXXA for signs and symptoms of arterial and venous
thromboembolic events, ischemic events, and cardiac arrest. To reduce thromboembolic risk,
resume anticoagulant therapy as soon as medically appropriate following treatment with
ANDEXXA.

The safety of ANDEXXA has not been evaluated in patients who experienced thromboembolic
events or disseminated intravascular coagulation within two weeks prior to the life-threatening
bleeding event requiring treatment with ANDEXXA. Safety of ANDEXXA also has not been
evaluated in patients who received prothrombin complex concentrates, recombinant factor Vla,
or whole blood products within seven days prior to the bleeding event.

Re-elevation or Incomplete Reversal of Anti-FXa Activity

The time course of anti-FXa activity following ANDEXXA administration was consistent among the
healthy volunteer studies and the ANNEXA-4 study in bleeding patients. Compared to baseline,
there was a rapid and substantial decrease in anti-FXa activity corresponding to the ANDEXXA
bolus. This decrease was sustained through the end of the ANDEXXA continuous infusion. The
anti-FXa activity returned to the placebo levels approximately two hours after completion of a
bolus or continuous infusion. Subsequently, the anti-FXa activity decreased at a rate similar to the
clearance of the FXa inhibitors.

Thirty-eight patients who received the Generation 1 product were anticoagulated with apixaban
and had baseline levels of anti-FXa activity > 150 ng/mL. Nineteen of these 38 (50%) patients
experienced a > 93% decrease from baseline anti-FXa activity after administration of ANDEXXA.
Eleven patients who were anticoagulated with rivaroxaban had baseline anti-FXa activity levels
> 300 ng/mL. Five of the 11 patients experienced a > 90% decrease from baseline anti-FXa
activity after administration of ANDEXXA. Anti-FXa activity levels for patients who received the
Generation 2 product were not available.

ADVERSE REACTIONS

The most common adverse reactions (= 5%) in patients receiving ANDEXXA were urinary tract
infections and pneumonia.

The most common adverse reactions (= 3%) in healthy volunteers treated with ANDEXXA were
infusion-related reactions.

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.

In the pooled safety analysis of clinical trials of ANDEXXA, 223 healthy volunteers received FXa
inhibitors followed by treatment with ANDEXXA. The frequency of adverse reactions was similar
in the ANDEXXA-treated group (120/223, 54%) and the placebo-treated group (54/94, 57%).
Infusion-related adverse reactions occurred in 18% (39/223) of the ANDEXXA-treated group, and
was the only adverse reaction that occurred more frequently than in the placebo group. No serious
or severe adverse reactions were reported.

The ANNEXA-4 study is an ongoing multinational, prospective, open-label study using ANDEXXA
in patients presenting with acute major bleeding and who have recently received an FXa inhibitor.
To date, safety data are available for 185 patients who received the Generation 1 product and for
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124 subjects who received the Generation 2 product. Fifty-nine percent of the 185 patients who
received the Generation 1 product and 69% of the 124 patients who received the Generation 2
product were older than 75 years. Patients had received either apixaban (98/185; 53%) or
rivaroxaban (72/185; 40%) as anticoagulation treatment for atrial fibrillation (143/185; 77%)

or venous thromboembolism (48/185; 26%). In the majority of patients, ANDEXXA was used

to reverse anticoagulant therapy following either an intracranial hemorrhage (106; 57%) or a
gastrointestinal bleed (58; 31%), with the remaining 21 patients (11%) experiencing bleeding at
other sites. Patients were assessed at a Day 30 follow-up visit following infusion of ANDEXXA.
Deaths

In the ongoing ANNEXA-4 study, there were 25 deaths (14%) amongst the 185 patients receiving
the Generation 1 product. These deaths occurred prior to the Day 30 follow-up visit. Eight
patients died within ten days after the ANDEXXA infusion. The percentage of patients, by bleeding
type, who died prior to the Day 30 follow-up visit was: 14% for intracranial bleeding, 10% for
gastrointestinal bleeding, and 19% for other bleeding types. There were 23 deaths (18%) amongst
the 124 patients who received Generation 2 that occurred prior to the Day 30 follow-up visit.
Thromboembolic Events

In the ongoing ANNEXA-4 study, 33/185 (17.8%) patients receiving the Generation 1 product
experienced one or more of the following overall thromboembolic events: deep venous thrombosis
(11/33; 33%), ischemic stroke (9/33; 24%), acute myocardial infarction (5/33; 15%), pulmonary
embolism (5/33; 15%), cardiogenic shock (3/33; 9%), sudden death (2/33; 6%), congestive heart
failure (2/33; 6%), acute respiratory failure (2/33; 6%), cardiac arrest (1/33; 3%), cardiac
thrombus (1/33; 3%), embolic stroke (1/33; 3%), iliac artery thrombosis (1/33; 3%), and
non-sustained ventricular tachycardia (1/33; 3%). The median time to the first event in these

33 subjects was six days. Eleven of 33 (33%) patients were on antithrombotic therapy at the time
of the event. Patients who received the Generation 2 product experienced a similar rate of overall
thromboembolic events (17.7%) as the Generation 1 product.

No thromboembolic events were observed in 223 healthy volunteers who received FXa inhibitors
and were treated with ANDEXXA.

Infusion-related Reactions

Infusion-related reactions occurred in 18% (39/223) of ANDEXXA-treated healthy volunteers

vs. 6% (6/94) of placebo-treated subjects. These reactions were characterized by a range of
symptoms including flushing, feeling hot, cough, dysgeusia, and dyspnea. Symptoms were mild
to moderate in severity, and 90% (35/39) did not require treatment. One subject with a history of
hives prematurely discontinued ANDEXXA after developing mild hives.

Immunogenicity

As with all therapeutic proteins, there is the potential for immunogenicity. Using an
electrochemiluminescence (ECL)-based assay, 145 Generation 1 ANDEXXA-treated healthy subjects
were tested for antibodies to ANDEXXA as well as antibodies cross-reacting with Factor X (FX) and
FXa. Low titers of anti-ANDEXXA antibodies were observed in 26/145 healthy subjects (17%); 6%
(9/145) were first observed at Day 30 with 20 subjects (14%) still having titers at the last time point
(Days 44 to 48). To date, the pattern of antibody response in patients in the ongoing ANNEXA-4
study who received the Generation 1 product has been similar to that observed in healthy
volunteers with 6% (6/98) of the patients having antibodies against ANDEXXA. None of these
anti-ANDEXXA antibodies were neutralizing. No antibodies cross-reacting with FX or FXa were
detected in healthy subjects (0/145) or in bleeding patients (0/98) to date. There is insufficient data
to assess for the presence of anti-ANDEXXA antibodies for subjects received the Generation 2
product.

Detection of antibody formation is highly dependent on the sensitivity and specificity of the assay.
Additionally, the observed incidence of antibody (including neutralizing antibody) positivity in

an assay may be influenced by several factors, including assay methodology, sample handling,
timing of sample collection, concomitant medications, and underlying disease. For these reasons,
comparison of the incidence of antibodies to ANDEXXA with the incidence of antibodies to other
products may be misleading.

USE IN SPECIFIC POPULATIONS

Pregnancy

Risk Summary

There are no adequate and well-controlled studies of ANDEXXA in pregnant women to inform
patients of associated risks. Animal reproductive and development studies have not been
conducted with ANDEXXA.

In the U.S. general population, the estimated background risk of major birth defects and
miscarriage in clinically recognized pregnancies is 2 to 4% and 15 to 20%, respectively.

Clinical Consiaerations

Labor or Delivery

The safety and effectiveness of ANDEXXA during labor and delivery have not been evaluated.
Lactation

Risk Summary

There is no information regarding the presence of ANDEXXA in human milk, the effects on the
breastfed child, or the effects on milk production.

The developmental and health benefits of breastfeeding should be considered along with the
mother’s clinical need for ANDEXXA and any potential adverse effects on the breastfed child from
ANDEXXA or from the underlying maternal condition.

Pediatric Use
The safety and efficacy of ANDEXXA in the pediatric population have not been studied.

Geriatric Use

0Of the 185 patients who received the Generation 1 product in the ANNEXA-4 study of ANDEXXA,
161 were 65 years of age or older, and 113 were 75 years of age or older. Of the 124 subjects
who received the Generation 2 product, 92 subjects were 75 years of age or older. No overall
differences in safety or efficacy were observed between these subjects and younger patients, and
other reported clinical experience has not identified differences in responses between elderly and
younger patients; however, greater sensitivity of some older individuals cannot be ruled out.

The pharmacokinetics of ANDEXXA in older (65 years; n=10) patients were not different
compared to younger (18-45 years; n=10) patients.

Portola Pharmaceuticals, Inc.

\‘;1\; P O RTO LA
South San Francisco, CA 94080 USA
US License No. 2017

PP-AnXa-US-0234 January 2019

fine for psychosis. But without an IV line in
place, the delayed onset with IM haloperidol
is not workable in the emergency department
setting, which is why it is so often mixed with
benzodiazepines (“5 and 2” just flies off the
tongue; more on that later).

The FDA warning, which it bears noting has
not been revised, uses 2.5 mg as its threshold
for concern. But there is no good evidence to
support this approach. True, some people who
received droperidol have developed torsades
but only after receiving absolutely gargantu-
an doses, totaling more than 300 mg. Droperi-
dol’s cardiovascular safety is supported by a
series of studies that found none of the more
than 1,200 agitated patients who received the
drug developed torsades (see Table 1).>* Some
patients did exhibit prolongation of the QT in-
terval, but a substantial proportion of patients
had additional reasons for prolonged repolari-
zation. Although these data were collected in
emergency departments, studies in prehospital
and anesthesia settings have added heft to the
finding that sedating doses of droperidol cause
neither clinically significant QT prolongation
nor torsades. In short, droperidol is safe.

Second, droperidol is a smarter choice for
sedation than lorazepam. Clinical trials have
demonstrated that agitated patients need ad-
ditional doses of lorazepam five times more
frequently than those receiving droperidol.s
In other words, while a patient may need only
a single 5 mg dose of droperidol, a compara-
ble patient may need 2 mg lorazepam—again
and again and again and again. The issue here
is one of pharmacodynamics. Physicians of-
ten recognize that lorazepam has a relatively
short plasma half-life, but control of agitation
is a pharmacodynamic effect. Lorazepam has
slower central nervous system (CNS) pene-
trance, so sedation is delayed. Because achiev-
ing sedation takes longer, clinicians often give
additional doses of lorazepam before the pre-
vious dose has fully taken effect. The serial ad-
ministration of lorazepam is a real problem.
Sedation following parenteral lorazepam typi-
cally lasts six to eight hours, but sedation fol-
lowing repeat dosing can persist even longer,
sometimes up to 24 hours.

Droperidol avoids the oversedation com-
monly seen in lorazepam (and other benzo-
diazepine) therapy. Droperidol, with its brisk
CNS penetrance, sedates faster, so clinicians
can “tune” the degree of behavioral control
to a particular clinical scenario, eliminating
frequently incorrect stacked dosing of ben-
zodiazepines. This alone may help avoid
an unnecessary hospitalization of a patient

CONTINUED on page 23
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This internet-based poison control application offers trustworthy information to patients

by KELLY JOHNSON-ARBOR, MD,
FACEP, FUHM, FACMT

urrently, almost 6,000 people call poi-

son control centers every day. An ad-
ditional 4,000 to 9,000 people per day
experience a poison exposure but don’t call
because they don’t like talking on the phone or
waiting in phone queues, feel embarrassed or :
fear being judged, or don’t want to scare their
child who is listening nearby. Others just pre-
fer to look online for health information and
won'’t call poison control at all.
Meeting patients where they are, the Na-
tional Capital Poison Center, in collaboration
with other poison centers, has now developed
webPOISONCONTROL (see Figure 1). web-
POISONCONTROL is a fully automated, algo-
rithm-driven online toxicology tool designed
for public users and poison centers. The aver- :
age time to complete a webhPOISONCONTROL
case is 2.6 minutes; since human interaction
is not required, there is no need to pick up a
phone or remain on hold when using the tool.
Online medical information is frequently :
inaccurate and even unsafe. Among the best
ways to combat misinformation is to improve
public access to free and accurate informa-
tion. Case-specific and evidence-based, web-
POISONCONTROL is available both online at :
www.poison.org (click on the orange “help
me with a possible poisoning” button) or by
downloading a free mobile app (available on
the App Store and Google Play).
This tool is not just for the lay user. Many
traditional phone-based poison control cent- :
ers have also begun to use webPOISONCON-
TROL as an adjunct resource, especially to
determine ED triage thresholds and home
treatment recommendations. Participating
poison centers are provided enhanced ac-
cessibility to the program’s algorithms, tri-
age rationales, and calculation functions.
Although most webPOISONCONTROL cases
are managed in the home setting, emergency
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physicians should be aware that patients who
present to the emergency department may be

there based on recommendations given by the
program. These patients have done more than
just “Googling their symptoms” and should be
taken seriously.

There are currently more than 1,700 unique
¢ to replace traditional poison control centers;
the program is currently limited to the man-
agement of single-substance exposures and
is therefore unable to provide toxicity recom-
mendations for patients who were exposed to
multiple drugs. Additionally, patients who are
i at the extremes of age, are pregnant, or have
underlying serious medical conditions are
excluded from the webPOISONCONTROL al-
gorithms. Users who admit to suicidal intent
receive an automatic message to call poison
i control. Based on the information entered
into the tool, webPOISONCONTROL may still
provide users with a recommendation to call
poison control for additional assistance. How-
ever, for a large percentage of users, webPOI-
{ SONCONTROL will simply advise that serious
toxicity is not expected and that on-site man-
agement is appropriate.

sential oil, ingestion of animal de-wormer tab-
resource for medical advice, it is necessary for
i medical professionals to identify trustworthy
and accurate internet-based medical advice
platforms for patients to use. In the emergency
medicine setting, patients should be encour-
i aged to download the webPOISONCONTROL
app for future use so that they can potentially
¢ avoid unnecessary emergency department vis-
its for minor poisoning exposures. @

ure 3). To ensure that the recommendations

i Reference

webPOISONCONTROL human toxicity algo-
rithms ranging from pharmaceutical and
over-the-counter medications to household
products, bites, stings, and plants. The toxic-

ity algorithms are created by U.S.-based tox-

icologists and reviewed by an expert panel
prior to release.

While webPOISONCONTROL was created
with the public user in mind, the platform is
also helpful for emergency physicians as it in-
cludes toxicity information for rarely encoun-
tered substances that may be unfamiliar to
many poison center specialists or medical toxi-
cologists. After entering some basic data into
the app (including patient age, sex, time of
exposure, substance and amount; see Figure
2), webPOISONCONTROL can inform a user
about whether toxicity is to be expected after
exposure to, for example, a sip of lavender es-

lets, or a catfish sting. Information regarding
more commonly encountered toxic exposures
(including prescription medications, laundry
pods, and vitamins) is also available through

¢ webPOISONCONTROL.

The webPOISONCONTROL algorithms also
provide information regarding common symp-
toms, expected durations of symptoms, and
home treatment recommendations (see Fig-

for each case are accurate, webPOISONCON-

TROL cases are audited daily by a team of toxi-
cologists, and algorithms are updated when

new information becomes available. Analysis :
i DR. JOHNSON-ARBOR is a medical toxicolo-
i gist and co-medical director at the National

managed by traditional poison centers; the Capital Poison Center in Washington, D.C.

of the results of cases managed by webPOI-
SONCONTROL reveals similarities to cases

majority of cases are managed in the home
setting and without referral to a hospital, and
i most cases involve children younger than 6
years of age. Most users are in their 20s to 30s,
female, and accessed webPOISONCONTROL
on a mobile device.!

webPOISONCONTROL was not designed

With the increasing use of the internet as a

1. Litovitz T, Benson BE, Smolinske S. webPOISONCON-
TROL.: can poison control be automated? Am J Emerg
Med. 2016;34(8):1614-1619.
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By the
Numbers

INTIMATE PARTNER

VIOLENCE

Intimate Partner

Violence (IPV) is a pattern
of behavior between married
or unmarried romantic partners
or family who live in the same
dwelling that can include physical
violence, sexual violence, stalking,
and/or psychological aggression.

50%

of women seen in the emergency
department report a lifetime history
of partner violence, of which

11.7% occurred with
their current partner.

Only 1/3 of acutely injured victims
of abuse are identified as such
during their ED visit.

EACH women die
because of

MONTH domestic
violence
homicide
with a gun.

There are multiple risk factors
for death from domestic
violence, including previous
partner violence incidents and
separating from a romantic
partner. One of the strongest:

THE ABUSER
HAVING ACCESS
TO FIREARMS
INCREASES RISK
OF DEATH 5-FOLD.

17 STATES

have extreme risk protection
orders (ERPO) laws, which
(depending on the state)

allow family members, health
professionals, or law enforcement
to petition a judge to remove guns
from someone's home if they pose
a risk to themselves or others.
These laws are relatively new, and
there is no good evidence yet as to
whether they help protect victims of
domestic violence.

The number of domestic
homicides that involved a gun

INCREASED BY
269%0
FROM 2010 TO 2017

Compiled by AFFIRM research. Visit
ACEPNow.com for the sources of
these statistics.
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MEDICOLEGAL

DR. FUNK is a practicing emergency
medicine physician in Springfield,
Missouri, and owner of Med Mal
Reviewer, LLC. He writes about medical
malpractice at www.medmalreviewer.com.

Figure 1: Triage note
COMPLAINT: CHEST PAIN.

ASSESSMENT: pt here wi ¢fo legs vibrating and abd feels lke Is going to explode, pt
denies chest pain. pt states he hod 1 episode of lonse stools today after eating radishes, tomaloes,
eggs and loes. pt also had centrum vitamin. pt w/ multiple complaints.

Figure 2: Noncontrast CT scan results

Impression: Somewhat limited study without intravenous contrast.

Cystic lesion in the left kidney is likelj'.r a simple cyst , however 1t

is incompletely characterized without intravenous contrast. "
Ultrasound of the kidneys or CT scan with intravenous contrast wou
be helpful to better determine the natuce of this lesion.

No abdominal aortic aneurysm. No evidence of dissection on this

noncontrast study.

Cardicmegaly.

Figure 3: Arbitrator verdict sheet

YERDICT SHEET

1. Do you find that any defendant physician was negligent in connection with their

care and treatment of decedent RGN
ER Physician Yes
Hospitalist Yo
Cardiclogist Ve

X

Mo ,>_<
Mo ___X_
No

2. Do you find that [ 1iospital breached the EMTALA duty to
provide an appropriate medical screening examination to decedent _

Yes

Mo

S

The Case of the Missing X-ra

Inconsistent record keeping and insufficient imaging complicate this malpractice case

by ERIC FUNK, MD

atients often present to the emergency
department with multiple symptoms
that do not fit clearly into one spe-
cific chief complaint or diagnostic pathway.

description, policies and algorithms are dif-
ficult to apply. But when patients suffer unex-
pectedly bad outcomes, plaintiff’s lawyers are
quick to point out any deviation from hospital
protocols. This medical malpractice case high-
lights these issues.

The Case
A 61-year-old man presented to the emergen-
cy department with several complaints. The
triage note (see Figure
sl 1) mentioned a sudden
:% onset of feeling like his
L abdomen was “going
- © explode” and a vi-
brating sensation in his
legs. Initial triage vitals
showed a blood pres-
sure of 169/84, pulse of 66 beats per minute,
18 respirations per minute, and a temperature
of 96.1°F. The triage nurse listed the chief com-
plaint as “chest pain” but later documented

“pt denies chest pain.” His allergies listed an
gency physician admitted the patient to the
hospital. To ensure a telemetry bed for the
patient, he entered the hospitalization or-
der under “chest pain.” The hospitalist was
i contacted, interviewed and examined the :
patient in person, and admitted him. A car- :
diology consult was requested, and the car-
diologist saw the patient several hours later
i on the floor. The cardiologist did not feel that

anaphylactic reaction to iodinated contrast.
The physician’s note described the pain as
starting suddenly while loading a car. He had
an “abrupt onset of the sensation that he had
a lid of a paint can that began in his epigas-
trium and slammed up into his jaw and then
came down and continues to compress upon
his abdomen.” The patient described feeling
diaphoretic, a sense of his legs shaking, and
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: asmall amount of diarrhea. He denied chest
i pain to the physician. His past medical history :
was remarkable for history of aortic valve re- .
placement, but he denied history of coronary
artery disease or abdominal aortic aneurysm
or other aortic syndrome.
In these atypical situations that defy simple
i kind and cooperative” patient. His large ab-
domen made the exam difficult, but an aortic
pulsation was detected and noted to be “con-
cerning given this gentleman’s proportions.”
The vascular exam in his lower extremities
i was “symmetrically diminished.” The cardi-
ac exam noted a systolic click.

The physician’s examination noted a “very

After taking a full history and exam, the

physician documented a differential diagnosis
that included a concern for abdominal aortic
i aneurysm, acute coronary syndrome, and re-
nal colic. An ECG showed no acute signs of is-
chemia. Aninitial troponin level was negative. !
The patient medication list included warfarin,
and his International Normalized Ratio was 2.8
in the emergency department. The complete
i blood count and metabolic panels were un-
remarkable. Given the history of anaphylaxis
to contrast, a noncontrast CT scan of the pa- !
tient’s abdomen was ordered. No abdominal
aortic aneurysm or evidence of dissection was
i seen on CT (see Figure 2).

: These results were reviewed, and the emer-
ed a law firm. After initial review, the family

: this case was cardiac in nature but nonethe-

¢ the following day.

was notable for borderline but suspicious ST-
i segment changes. Therefore, the hospital-
ist called the interventional cardiologist (a
different cardiologist than who had initially
completed the consult), and the patient was
taken emergently to the cardiac catheter lab
¢ for what was presumed to be an acute coro-
nary syndrome. In the cath lab, alarge thoracic

pericardium was also found. The cardiologist
believed that there was an area of fistulization
from the aneurysm into the pericardium. An
i immediate consult with a cardiovascular sur-
geon was obtained, but the patient went into

{ measures were attempted, but unfortunately,

the patient did not survive. The family did not
request an autopsy.

pay the law firm 40 percent of any settlement
or verdict as well as all litigation expenses.

i sician, hospitalist, first cardiologist, and hos-
i pital. The lawsuit was filed in federal court,

i most medical malpractice cases). This was

less recommended an ECG and a stress test for

When the hospitalist finished her shift, she
signed out to the nurse practitioner (NP) cov- :

to his bedside. A repeat ECG was ordered and

aortic aneurysm was discovered. Large hemo-

cardiac arrest shortly thereafter. Resuscitative

The patient’s family subsequently contact-

signed a contingency agreement agreeing to

The defendants included the emergency phy-

as opposed to state courts (which handle

: done because the patient was from a sepa-
! rate state than the physicians and because
the plaintiff’s allegations included an EMTA-
LA violation.

ering the floor overnight. It was the NP’s first : Analysis
day at this job. During the sign-out, the hospi-
i talistand NP received a call from the patient’s
nurse that he had become hypotensive and
looked unwell. They both immediately went

One of the primary issues that the plaintiff’s
i attorney used to support the negligence claim
was the discrepancy in documentation about
the patient’s chest pain. The triage nurse en-
tered chest pain as the chief complaint, but
the physician and nurse both wrote that the
i patient denied chest pain. The doctor hospi-
talized the patient on telemetry status due
to chest pain, despite writing that he did not
have chest pain. These contradictions provide
easy fodder for the plaintiff’s attorneys to sup-
¢ port their claims of negligence, regardless of
whether intermittent chest pain changed ini-
tial management (the patient ostensibly re-
! ceived the initial workup that he would have
had whether or not he had active chest pain at
i the time of evaluation).

This patient did not receive a chest X-ray

despite the conflicting reports of chest pain. To
worsen the matter for the defense, the hospi-
tal had a written policy for chest pain patients
that allowed the ED nurses to order certain
! tests, including a chest X-ray. The plaintiff
suggested that the emergency physician was
negligent in his work-up, given that even a sim-
ple triage protocol called for an X-ray to be or-
dered. Additionally, the CT that was ordered in
the emergency department was indeed an ab-
¢ dominal CT only and did not include the chest.
Therefore, no thoracic imaging was obtained
prior to admission.

Both sides eventually agreed to enter into

! binding arbitration with a neutral party, with
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a cap on any settlement of $500,000. After re-
viewing the case, the arbitrator found that the
emergency physician and hospitalist were not
negligent and that there had been no EMTALA
violation. The cardiologist who initially con-
sulted on the patient was found to be negligent
(see Figure 3).

The arbitrator awarded the plaintiffs
$791,000 in damages, which was reduced to
$500,000 per the previous agreement and was
paid by the cardiologist’s malpractice insurer.
As agreed, the law firm took 40 percent of the
awarded damages ($200,000) plus their ex- i
penses of $69,000. This left $144,000 for the
patient’s wife and $43,500 for each of his two
children.

of accurate medical record keeping in gener-
al.) Nonetheless, there are other options avail-

able for imaging the aorta, including MRI or

transesophageal echocardiography. Emergen-

cy physicians should be prepared to advocate
vigorously for the necessary testing, despite
i the fact that these are uncommon work-ups

and may result in some pushback.
Finally, the documentation in this case
presented problems for the emergency phy-

i sician’s defense. Discrepancies between the
i physician and nurse created opportunities

for criticism, even if management would not
have been substantially altered by resolving
that discrepancy in real time. More striking

i were discrepancies within the emergency

i physician’s own chart. This made it easy for

Take-home Points
There are several learning points from this
case in regard to both medical care and docu-
mentation. A key concept is that fatal aortic
pathology may not reliably localize to a specif-
ic anatomical area. If there is reasonable con- :
cern for aortic pathology, the entirety of the
aorta should be imaged (a CT of the chest and
abdomen/pelvis should be ordered for any
aortic syndrome evaluation). (As a sidebar, it
was later revealed that the patient’s reported :
anaphylactic reaction to contrast may not have :
been accurate, underscoring the importance

the plaintiff’s attorney to suggest that a chest

X-ray should have been ordered, potentially
averting tragedy.
A review of the details of this case reveals

abehind-the-scenes look at medical malprac-

tice litigation, giving the reader practical tips
to improve both their care and documenta-
tion. Interested readers can view more of the
details from this case—including the origi-

nal medical record, legal documents, expert

witness opinions, and further analysis of the
medical care and documentation—at www.
i medmalreviewer.com. ©
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Location: Year founded:
Carolina, PuertoRico 1993

UNIVERSITY OF
PUERTO RICO

Number of residents:
10 per class, three-year program

SECRET WEAPONS (MEDICAL)

A major perk is exposure to tropical medicine
(dengue fever, leptospirosis, etc.) and disaster
medicine. After our work during and after
Hurricane Maria in 2017, we can proudly say
that we endured, recovered, and have contin-
ued to learn from that experience. As a result,
many valuable skills for tomorrow’s emer-
gency physician, regardless of where they
may practice in the future, are second nature
to our graduates. Our program provides a very
hands-on experience. All procedures are per-
formed by residents under direct supervision
of board-certified emergency physicians. We
have fellowship-trained faculty in admin-
istration, hospice and palliative medicine,
EMS, pediatric emergency medicine, and ul-
trasound. We also have faculty with master’s
degrees in clinical research, and most have
completed the ACEP Teaching Fellowship.
Our alumni have been accepted into fellow-
ship programs in ultrasound, undersea and
hyperbaric medicine, wilderness, inter-
national medicine, critical care medicine,
simulation, pediatric emergency medicine,
toxicology, education, and sports medicine,
among others.
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SECRET WEAPONS (NONMEDICAL)

Difficult shift? Need a free day to relax or
want to go study in a different setting? Our
island provides incredible sites, all within
driving distance: beautiful beaches; El
Yunque National Forest; timeless sites such
as El Morro Fort, a nearly 500-year-old his-
toric relic that once defended against foreign
invaders and today is a unique museum
situated above the cliffs of San Juan Harbor.
We also have easy access to outdoor activi-
ties including kayaking in one of our three
bioluminescent bays. And don’t forget excel-
lent weather all year long. On top of all this,
we have excellent cuisine, superb coffee, and
the world-renowned Bacardi Rum.

—Maria Ramos-Fernandez, MD, MSc,
FACEP, program director

TRIVIA

Who recently freaked out
riding Puerto Rico’s Monster
Zipline? Jimmy Fallon.
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REGISTER TODAY FOR PHASE |

Are You a Current Director
or Aspiring To Be One?

Begin Your Journey with

Phase |

Omni Park West - Dallas, Texas
February 3-7, 2020

Join us for ACEP’s
ED Directors Academy, to hear from
veteran practitioners and management
experts offering you tried-and-true
solutions to dealing with difficult staffing
issues, creating patient satisfaction, and
preventing errors and malpractice.

Learn why so many see this as the must
attend conference for ED directors and
those aspiring to become director.

Register at www.acep.org/edda or call 844.381.0911
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ADVANCING EMERGENCY CARE_\/\,,

Approved for AMA PRA Category 1 Credit™
ACN_0919_1780_0819

SEPTEMBER 2019 ACEPNOW 17



www.ACEPNOW.COM

SOUND ADVICE

DR. NAGDEV is director
of emergency ultrasound at
Highland General Hospital,
Alameda Health System in
Oakland, California.

DR. MANTUANI

is director of
ultrasound fellowship
at Highland General
Hospital.

Adipose

sartorius
muscle

sartorius

=

Fascia lliaca =

-,

FIGURE 1: A. Drawing of the relevant sonoanatomy when performing an ultrasound-guided femoral
nerve block. Note that the fascia iliaca keeps the femoral nerve right next to the iliacus muscle. B.
Ultrasound image of the same anatomy. The fascia iliaca (yellow dotted line) is the key structure to

recognize when performing the block.

Find the
Fascia lliaca

2" Needle tip under
the Fascia
lliaca & far away
from Femoral Nerve

lliacus Muscle

lliacus Muscle

FIGURE 3: The block needle enters from lateral to medial and deposits anesthetic under the fascia

iliaca (away from the femoral nerve and artery).

Correct

lliacus Muscle

FIGURE 2: Place the ultrasound probe (with the probe marker facing to the patient’s right/green circle)
just under the inguinal ligament so that the relevant anatomy is clearly visualized.

lliacus Muscle

Figure 4: Error 1: The ultrasound probe is too distal in the thigh. The femoral artery has split into the
deep and superficial femoral arteries, making visualization of the fascia iliaca and iliacus muscle difficult.

Avoid These Common
Nerve Block Errors

by ARUN NAGDEV, MD; AND
DANIEL MANTUANI, MD, MPH

emergency medicine, the quality

of pain management of the acutely
injured patient has steadily matured over i
the past two decades. Instead of a strategy
that leaned heavily on opioids, we have pro-
gressed to multimodal pathways that consist
of various medications (opioids, ketamine,
nonsteroidal anti-inflammatory drugs, !
acetaminophen, etc.) as well as ultrasound-
guided nerve blocks (UGNBs). Our center
has incorporated UGNBs into our practice
for more than a decade to achieve optimal
pain control, and most of our clinicians (in-
cluding residents, physician assistants, and :
nurse practitioners) have become facile in
ED-based blocks for numerous injuries. We
have been fortunate to teach numerous clini-
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cians the basics of UGNBs and allow them to
i develop comfort with the skill set needed for

optimal acute pain management.

This series of articles—starting with the
ultrasound-guided femoral nerve block—will
discuss common errors that we have seen from
our learners. We hope that these minor adjust-
ments in technique will improve UGNB effi-
cacy and spur more clinicians to incorporate
these techniques into their armamentarium
for optimal pain management.

The goal of the ultrasound-guided fem-
oral nerve block is to offer partial pain con-
trol for acute hip fracture (including femoral
neck and intertrochanteric fracture). A single
injection block performed at the bedside can
reduce pain by about 50 percent and decreases

suggest that early ultrasound-guided femoral

i Technique

Classically, the femoral nerve sits just lateral to
the femoral artery and is held in close approxi-
mation to the Iliac muscle by the fascia iliaca.
Placing the ultrasound probe just below the
inguinal crease with the probe marker aimed
i to the patient’s right allows clear visualization
of relevant anatomy. The fascia iliaca is the
key structure to identify when performing the
ultrasound-guided femoral nerve block (see :
Figures 1 and 2). For a successful ultrasound-
guided nerve block, the goal is to place the tip
¢ of your needle just under the fascia iliaca. Once
in the proper location, injection of anesthetic :
IV pain medication requirements. Some data
clearly seen as black (anechoic) fluid that will

nerve blocks in patients with hip fractures may
i improve functional outcomes.3

(or normal saline for hydrodissection) will be

Tips to improve
efficacy with
ultrasound-guided
femoral nerve block

spread between the fascial plane and the ili-

i acus muscle. With this technique, the needle
stays far away from both the femoral nerve and
artery, improving procedural safety (see Figure
i 3). Also, to prevent exceeding the maximal sug-
gested dosing of anesthetics, we recommend
referring to a dosing guide when performing
any block (http://highlandultrasound.com/
med-guide). To simplify the math, in a patient
¢ over 50 kg, you can safely deliver either 20 ml
of 0.5% bupivicaine or 1% lidocaine.

For a more detailed explanation of the pro-

i cedure, please refer to the previous articles on
ultrasound-guided femoral nerve blocks pub-
lished in ACEP Now (www.acepnow.com/arti-
cle/ultrasound-guided-femoral-nerve-block).*

In our experience, when novice clinicians

are able tolocate this classic sonoanatomy, the
i procedure is often easily performed, leading to

The Official Voice of Emergency Medicine
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Incorrect
Angle

lliacus Muscle

Figure 5: Error 2: The angle of the probe is not perpendicular to the femoral artery, making the fascia
iliaca and iliacus muscle difficult to identify.

Fascia lliaca

lliacus Muscle

Figure 6: When performing an in-plane lateral to medial approach to the ultrasound-guided femoral

nerve block, obtain clear sonoanatomy by proper probe positioning. Try to get your block needle just under
the fascia iliaca (lateral to the femoral nerve) and inject anesthetic gently.

low rates of block failure. Unfortunately, we
have noticed two common errors when defin-
ing the relevant sonoanatomy that can be eas-
ily remedied by minor probe manipulations.

Error 1: Probe Placement Distal to
Femoral Artery Bifurcation

To obtain the classic sonographic view need-
ed for successful ultrasound-guided femoral
nerve block, the clinician must image at the
level of the common femoral artery. We have
observed that many clinicians place the ul-
trasound probe distal to the bifurcation of the
common femoral artery, imaging the superfi-
cial and deep femoral arteries. At this level,
the femoral nerve and the fascia iliaca can be
difficult to locate. We recommend sliding the
probe cephalad and positioning it just below
the inguinal ligament so that the common
femoral artery is clearly visualized (see Fig-
ure 4).

Error 2: Probe at the Wrong Angle in
Relation to Femoral Artery

Another error that we commonly see is incor-
rect probe angle. The ultrasound probe needs
to be oriented perpendicular to the common
femoral artery to obtain an optimal view of the
sonoanatomy. If the probe angle is incorrect,
the femoral artery will be visualized, but the
clear fascia iliaca and iliacus muscle can be
difficult to locate. By keeping the probe paral-
lel to the inguinal ligament, visualization of
the femoral artery and nerve bundle will be :
easily obtained (see Figure 5). ‘

The Official Voice of Emergency Medicine

i Conclusion

The ultrasound-guided femoral nerve block is
an ideal single-injection block for emergency
clinicians to incorporate into their practice.
This technique as part of a multimodal ap-
proach to the pain management of the acute-
ly injured patient is supported by literature
and can be performed relatively easily at the
bedside. Recognizing two common errors in
probe placement can help the novice clinician
find important sonoanatomy and perform the
block with a high degree of confidence and
accuracy. Our technique allows for the nee-
dle to be far away from the femoral nerve and
artery while allowing anesthetic to be depos-
ited under the important fascial plane (the
fascia iliaca) (see Figure 6). Offering optimal
multimodal pain control for acute injuries by
integrating ultrasound-guided femoral nerve
blocks is the core responsibility of the practic-
ing emergency physician. @
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inpatient bed) for noninvasive cardiac testing.

oriented outcomes.

mitting patients to the

sociated with noninvasive cardiac tests). With

tion of the HEART Pathway (a clinical decision
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We tend to underes-
timate the risks of ad-

routinely done, the emergency management
i of the low-risk chest pain patient is undergo-
ing a paradigm shift—for the better.

he management of emergency depart-

ment patients with chest pain contin-

ues to evolve. There was a time when
everyone with nary but a thoracic twinge got !
admitted. Even many low-risk patients were
admitted (either to an observation unit or an
sus guidelines further define the low-risk pa-
Others would get testing within 24 to 72 hours.
However, this approach was and remains inef-
ficient and costly. Most important, it has never :
been shown to defini-
tively improve patient-

Patients at low risk for acute coronary syn-
dromes (ACS) are those who are hemodynami-
cally stable, have no concerning features on
history or examination, and do not have ob-
jective evidence of myocardial ischemia on
initial ECGs and biomarker testing. Consen-

tient as having a less than 1 percent risk of a
major adverse cardiac event (MACE) or death
at 30 days’ follow-up, a threshold below which
the harms inherent in further testing appear to
outweigh any clinical benefit.*>

Conventional Versus hs-Troponin
Conventional troponin assays use a reference

value, so any elevation above the reference
level is, supposedly, consistent with myocar-

dial injury. However, because these are binary
the recent introduction and use of sixth-gen-
eration high-sensitivity (hs) troponins, valida- :

assays (a test that gives a yes-or-no answer),
some clinically important myocardial injury

may not be initially detected at normal levels,
tool with an acronym that includes physician
gestalt based on History, ECG features, Age
of patient, traditional Risk factors for ACS,
and initial Troponin) for both diagnosis and
prognostication, and an ACEP clinical policy
suggesting that stress testing should not be

thus necessitating serial troponin testing over
6 to 12 hours to achieve sufficient sensitivity.
In contrast, hs-troponin assays should
not be considered binary tests. In fact, by
definition, 50 percent of healthy individuals
have detectable hs-troponin concentrations

at baseline. Hs-troponin assays detect much
i lower concentrations of serum troponin and
with much greater precision. This means that
hs-troponin assays can detect clinically sig- :
nificant (but also some tiny insignificant) ris-
es and falls in troponin concentrations much
i soonerinan ED evaluation. Moreover, the ac-
curacy of diagnosing myocardial injury more
than merely increases with hs-troponin; the
Fourth Universal Definition of Myocardial In-
farction is met specifically by the presence of
a value above the 99th percentile and a rise
¢ or fall in that value (in order to be considered
acute).* The key in utilizing the hs-troponin is
both recognizing elevated values and observ-
ing arising and falling pattern of hs-troponin
(the “delta troponin”), rather than relying on
i abinary cutoff.
i limit at or near the 9gth percentile of normal
hospital as well as the
risks of overdiagnosis (ie, false positives as-

The “delta troponin” is defined as the

change in troponin concentration between
two assays performed a prespecified time in-
terval apart. The National Academy of Clinical
! Biochemistry recommends using a dynamic
change of 20 percent or more to define myocar-
dial infarction in patients with baseline eleva-
tions in troponin.” Note that this change can be
anincrease or a decrease, in which increasing
troponin suggests an evolving myocardial in-
i farction while decreasing troponin suggests a
resolving one. However, the bulk of the liter-
ature suggests that an absolute delta (eg, 10

-Sensitivity Troponins:
The New Frontier

A paradigm shift in risk stratification of low-risk chest pain patients

by ANTON HELMAN, MD, CCFP(EM),
FCFP

ng/L troponin T) rather than a relative change
i (eg, 20 percent) generally performs better.

i Several rapid testing algorithms have been
i developed with very high sensitivity for rul-
ing out myocardial infarction, in some cases
with a single troponin at the time of ED arriv-
i al. A normal ECG and a single undetectable
hs-troponin drawn three hours or more after
the onset of symptoms rules out myocardial
infarction at ED arrival in a third of patients.®
The ability to detect lower concentrations
of troponin also enables rapid serial testing
i protocols that are independent of the tim-
ing of the patient’s symptoms. For example,
two-hour serial testing algorithms have been
derived and validated for hs-troponin T and
hs-troponin I assays (which are similar mol-
i ecules made by different manufacturers and
with different reference ranges) that rule out
myocardial infarction in 60 percent of patients
and rule in myocardial infarction in 15 percent
of patients, leaving only 25 percent of patients
¢ undifferentiated after a two-hour ED evalua-
tion.?

Utilizing the HEART score with hs-tro-
ponins also lowers the number of patients con-
sidered low risk from 40 percent to 10 percent.!
While theoretically the higher sensitivity
¢ of these troponin assays is expected to result
in lower specificity and overdiagnosis of ACS,
based on experience in Canada, where hs-tro-
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ponins have been widely adapted, the use of
hs-troponins compared to conventional as- {
says decreases length of stay and admissions
without missing any additional myocardial
infarctions.™

minimize medicolegal risk.* Sit down with

your cardiologists and hash this out so there
is an agreed-upon algorithm that makes
sense based on the literature. An algorithm
for low-risk chest pain patients that includes

i hs-troponin and does not include routine an-

Which Patients Are Safe to
Discharge?
Using a single undetectable hs-troponin af- :
ter three hours of symptom onset or a nega- :
tive delta two-hour hs-troponin regardless of :
symptom onset, in combination with normal :
serial ECGs, not only rules out myocardial in- :
farction in the vast majority of patients but
also lowers the posttest probability of 30-day :
MACE to below 2 percent, a level below which :
ancillary testing may cause more harm than :
the risk of ACS itself
The addition of the HEART score to the
pathway lowers the predicted 30-day MACE :
rate to less than 1 percent.” Using this deci-
sion tool identifies patients considered safe for :
early discharge. While the HEART score was
initially designed to predict the likelihood of
ACS in ED patients presenting with acute chest
pain, it has now been robustly validated using
both conventional and hs-troponin to predict
30-day MACE, leading to a 2018 ACEP Level B !
recommendation for its use in patients being
evaluated for non-ST-elevation acute coro-
nary syndrome or suspected ACS3

Which Delta HS-Troponin Is Best?
The one-hour delta troponin algorithms per-
form well; however, the rule-out delta and
rule-in delta are often different by only a few
nanograms, which may be within the varia-
tion of the assay itself.”* Consequently, mis-
classification on the basis of assay variation
alone may occur. The studies validating one- :
hour algorithms were done in ideal conditions
with samples being batch-tested on a single
analyzer with the same lot of reagents. In the
real world with multiple analyzers testing
samples over time, assay variation is likely to !
be higher than observed in published studies.
With two-hour delta troponins, there is less
risk of misclassification from assay variation.
Three-hour algorithms have not been shown
to be any more accurate than two-hour algo-
rithms. H

Is Ancillary Testing After the Initial
ED Visit Necessary? i
With such a highly sensitive pathway using hs-
troponins and HEART score, ancillary testing :
after the initial ED workup has come under
scrutiny. Exercise treadmill stress tests have
a false-positive rate as high as 8o percent,
leading to unnecessary angiograms, cardiac
stents, and even bypass surgery.* In ED pa- :
tients with chest pain and no evidence of acute
myocardial infarction, stress testing is associ-
ated with higher rates of invasive procedures
without reductions in death or myocardial :
infarction.’ i
The 2018 ACEP clinical policy recommends
against routine use of ancillary testing prior to
discharge in low-risk patients in whom myo-
cardial infarction has been ruled out 3 It argues
that limiting complex, expensive, and time-
consuming testing can reduce patient cost, :
emergency department and hospital length
of stay, and patient anxiety caused by unnec-
essary stress testing and potentially false-pos-
itive results, once adequate acute myocardial
infarction rule-out and risk stratification have !
occurred. H
The American Heart Association guide-
line recommends that hospital systems es-
tablish an agreed-on standard approach to :
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cillary testing is the most reasonable approach
i based on the current body of literature. Ef-
i forts should also be focused on patient edu-
i cation so they understand their incredibly low
i risk of MACE as well as the significant risks of
i ancillary testing.

What’s the bottom line? A single undetect-

i able hs-troponin after three hours of symp-
i tom onset or a delta two-hour hs-troponin T
i less than 4 ng/L plus normal serial ECGs and a
i HEART score of 0—3 rules out acute myocardi-
i alinfarction and lowers the predicted 30-day
i MACE to well below 1 percent, a threshold be-
i low which ancillary testing may lead to more
i harm than benefit.

Does clinician judgment (ie, gestalt) mat-
ter anymore? On one hand, gestalt is inherent
in part of the HEART score (“suspicious” his-
tory). However, data on how gestalt performs
out of the context of clinical decision tools are

i emerging, so this remains an open question. @
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SKEPTICS' GUIDETO
EMERGENCY MEDICINE

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

Best Option for Queasiness
During Pregnancy?

Ondansetron and its association with congenital malformations

by KEN MILNE, MD

The Case

A 28-year-old woman presents with
nausea and vomiting during pregnan-
cy. Sheis at eight weeks’ gestation and
frustrated that nothing has worked.
She has tried ginger, acupressure, vi-
tamin B6 with doxylamine, and dimen-
hydrinate. A friend in her prenatal class
told her about ondansetron, but a quick
Google search mentioned birth defects,
and this scared her. She wants to know
what else she could safely try.

Background
Nausea and vomiting in pregnancy is a
very common and frustrating condition.
In more than 30 percent of women, the
symptoms can become clinically sig-
nificant. The most common cause of
hospitalization in early pregnancy is
hyperemesis gravidarum.

The American College of Obste-
tricians and Gynecologists has pub-
lished an algorithm for nausea and

FIGURE 1: Algorithm for Nausea and Vomiting of Pregnancy

First Line Therapy: Nonpharmacologic options
Convert prenatal vitamin to folic acid supplement only
Ginger capsules 250 mg four times daily
Consider P6 acupressure with wrist bands

l Persistent symptoms

up to four t;

Pharmacologic Options*
Vitamin B, (pyridoxine) 10-25 mg orally (either taken alone or in combination with Doxylamine' 12.5 mg
orally), 3 or 4 times per day. Adjust schedule and dose according to severity of patient’s symptoms.

OR
Vitamin B, (pgridoxine) 10 mg/Doxylamine 10 mg combination product, two tablets orally at bedtime initially,
ablets per day (one tablet in the morning, one tablet in midafternoon, and two tablets at bedtime)

OR
Vitamin B, (pyridoxine) 20 mg/Doxylamine 20 mg combination product, one tablet orally at bedtime initially,

up to two tablets per day (one tablet in the morning and one tablet at bedtime)

l Persistent symptoms

Add the following:
(presented here in alphabetical order)

Dimenhydrinate, 25-50 mg every 4-6 hours, orally as needed

(not to exceed 200 mg per day if patient also is taking doxylamine)
OR

Diphenhydramine, 25-50 mg orally every 4-6 hours
OR

Prochlorperazine, 25 mg every 12 hours rectally
OR
Promethazine, 12.5-25 mg every 4-6 hours, orally or rectally

No dehydration

Persistent symptoms

vomiting in pregnancy in a practice
guideline (see Figure 1).! It starts with
nonpharmacological options like acu-
pressure with wrist bands (despite evi-
dence of efficacy). Pharmacological
options include vitamin B6 alone or
in combination with doxylamine. The
next step is adding dimenhydrinate,
prochlorperazine, or promethazine.

Metoclopramide, 5-10 mg every 6-8 hours, orally or

Promethazine, 12.5-25 mg every 4-6 hours, orally, rectally,

Trimethobenzamide, 200 mg every 6-8 hours, intramuscularly

Add any of the following:
(presented here in alphabetical order)

intramuscularly
OR
Ondansetron, 4 mg orally every 8 hours
OR

or intramuscularly
OR

The algorithm then dichotomizes into
no dehydration or dehydration with
persistent symptoms. It is at this step
when ondansetron is added as a pos-
sible treatment.

The evidence of fetal safety of ondan-
setron is conflicting. An observational
study showed that ondansetron taken
during pregnancy was not associated
with an important increased risk of fe-
tal harm.

Clinical Question :
Is the use of ondansetron during pregnancy
associated with congenital malformations?

The Study
Huybrechts KF, Hernandez-Diaz S, Straub L,
et al. Association of maternal first-trimester
ondansetron use with cardiac malforma-
tions and oral clefts in offspring. JAMA.
2018;320(23):2429-2437. H
¢ Population: Women ages 12 to 55 years on
Medicaid from three months prior to con-
ception to one month postpartum.
o Exposure: Women who were pregnant :

weeks) of pregnancy.

» Excluded: Women who filled a pre-
scription during the three months be-
fore the start of their pregnancy.

¢ Comparison: Woman who were pregnant
and filled a prescription for pyridoxine,

promethazine, metoclopramide, or any

alternative treatments.
e Qutcome:

» Primary Outcomes: Cardiac mal-
formations and oral clefts diagnosed
within 9o days after delivery.

» Secondary Outcomes: Subgroups of
cardiac malformations and oral clefts

evaluated along with congenital mal-

formations overall.

and filled at least one prescription foron- | Authors’ Conclusions

dansetron during the first three months (12 “Among offspring of mothers enrolled in Med-
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Dehydration

| Intravenous fluid replacement* |

Persistent symptoms

¢ Secondary Outcome: Overall mal-
formations: adjusted RR 1.01 (95% CI,
0.98-1.05)

Evidence-Based Medicine
Commentary

1. Observational Study: The largest
limitation to this study is the observa-
tional design. It demonstrates associa-
tions, not causation. Other confounders
and co-variates could have been respon-
sible for any difference discovered in the
dataset with ondansetron exposure dur-
ing pregnancy.

2. Exposed Women: The exposed
pregnant women had different baseline
characteristics than those women not
exposed to ondansetron. Exposed preg-
nant women were more likely to smoke;
have psychiatric diagnosis or neuro-
logic condition; be white; and fill a pre-
scription for other nausea and vomiting
medication, psychotropics, steroids, and
suspected teratogens. These differences
could have affected the results.

3. External Validity: This dataset cap-
tured 1.5 million women and 1.8 million
pregnancies. This is a large number but

SOURCE: OBSTET GYNECOL. 2018;131(1):190-193. REPRINTED WITH PERMISSION.

Add any of the following:

(presented here in alphabetical order)
Dimenhydrinate, 50 mg (in 50 mL saline, over 20 min)
every 4-6 hours, intravenously

OR
Metoclopramide, 5-10 mg every 8 hours, intravenously
OR

Ondansetron, 8 mg, over 15 minutes, every 12 hours, intravenously

OR

Promethazine, 12.5-25 mg every 4-6 hours, intravenously

only represents 50 percent of all the preg-
nancies in the United States. The preg-
nant women included were Medicaid
patients and may be different than preg-
nant women with other insurance types.

Bottom Line
Ondansetron exposure in early pregnan-

l Persistent symptoms

cy does not appear to be associated with

Add the following:
(presented here in alphabetical order)

every 4-6 hours or 10-25 mg orally every 4 to 6 hours.
OR

or 3 days. Taper over 2 weeks to lowest effective dose.
If beneficial, limit total duration of use to 6 weeks.

Chlorpromazine 25-50 mg intravenously or intramuscularly

Methylprednisolone 16 mg every 8 hours, orally or intravenously,

an overall increased risk of fetal malfor-
mations, but there may be a small statis-
tical increased risk of oral clefts.

Case Resolution
You advise her that metoclopramide is

i icaid, first-trimester exposure to ondansetron
was not associated with cardiac malforma-
tions or congenital malformations overall af-
ter accounting for measured confounders but
was associated with a small increased risk of
i oral clefts.”

Key Results: This observational study
i included 1.5 million women and 1.8 million :
pregnancies. The mean age was 24 years, and
5 percent were potentially exposed to ondan-
setron in the first trimester.

No increased risk of cardiac malformation

was observed, but there was a statistical in-
i crease in the risk of oral clefts.

¢ Primary Outcomes:

» Cardiac malformation: adjusted rela-

tive risk (RR) 0.99 (95% CI, 0.93-1.06)

» Oral clefts: adjusted RR 1.24 (95% CI,

1.03-1.48)

recommended to be used before ondan-
setron. She responds well to a 5 mg oral
dose in the emergency department. She is dis-
charged home with a prescription for metoclo-
pramide. You advise her to return if her nausea
and vomiting do not improve, she is unable
to tolerate oral intake, or she is losing weight.
Thank you to Dr. Nick Papalia who is cur-
i rently completing his obstetrics and gynecol-
ogy residency at the University of Calgary in
Alberta, Canada.

: Remember to be skeptical of anything
! youlearn, even ifyou heard it on the Skep-
tics’ Guide to Emergency Medicine. ©
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Engage Human Brain

A human connection is sometimes the best medicine we can give

by DAVID B. HANSEN, DO

idshift. Pick up a new patient. Over-
dose. On what? Ibuprofen, about 10.
it made him feel. Any Lexapro in the house?
No, he finished the initial prescription.

How old? 16.

Hwm

Last ED visit. Unremarkable.
profen. Why? Shrug.
freeze? Hand sanitizer? No to all.

the mom. We’re concerned.

fluids. Repeat vitals. Unchanged. Repeat
exam. Unremarkable.

Hwm

reaction to a fight with his mother?
I'should dig into his history a bit.

Let’s go talk a bit more.

Mom, is your son still taking Lexapro? No,

wouldn’t take it anymore. Didn’t like the way

Patient, are you feeling depressed? No

response. Have you seen a psychologist or

Fast thinking. Check vitals. Medical history.
replies that there was a counseling session a
See patient. What happened? Took 10 Ibu-
ing to hurt yourself or others again? No way.
What else today? Drugs? Tylenol? Anti- i
home? Home.
Get to work. Exam unremarkable. Talk to
Overdose. Ibuprofen. About 10. Workup nor-
Complete blood count. Metabolic panel.
Tox screen. ECG. Chest X-ray. Salicylate level. !
Tylenol level. Ethanol level. Dial 1-800-222-
1222. Toxicologist on call answers. Monitor
the patient. Repeat the metabolic panel. IV

No. Stop. Disengage physician brain. Engage
human brain. We got lucky this go-around,
and I don’t think this was alegitimate suicide
Slow thinking. What is it about this kid? What
could I miss that would potentially kill him?
Other ingestions? Don’t think so. The workup
was negative. Kidney damage? No, repeat :
labs were fine, and he has been urinating
without difficulty. Cardiotoxicity? No, initial
ECG and repeat were both normal, no QT pro-
longation. Legit suicide attempt or emotional
depression. I've done my job as an emergency
i physician. Now let me see if I can do my job

Says here he was diagnosed with de-
pression a year ago. He was started on esci-
talopram (Lexapro) but only took the one
prescription. No refills since then. No other !

counselor to talk through some stuff? Mom
year ago but nothing since then. Are you go-
Do you want to go to a psych facility or go

Tidy up the chart. Speak to attending.

mal. ECG normal. Repeat ECG normal. X-ray
normal. Repeat labs normal. Vitals stable. So-
cial work consult completed. Discharge? At-
tending evaluates. He’s go for discharge.

attempt, but what happens next time? What
if next time he reaches for Tylenol, takes the
whole bottle, and wrecks his liver? Or reaches
for aspirin, takes the whole bottle, fries his
kidneys, or stops breathing? Or reaches for

social work saw this patient, but he’s already
proven reluctant to get and accept help for his

as a human being who knows a thing or two
about depression.

I reenter the room and sit down next to the
bed. I speak to the patient directly now, de-

off the doctor voice, lean in, look him in the
i eye, and begin again.
he took it for the first month and then said he

Listen to me because this is important. We

got lucky today, and this attempt to hurt your-
self doesn’t appear to have succeeded. We are :
ready to send you home from the ED, and we
i have a whole bunch of symptoms we want
you to look out for, but in the meantime, we
need to talk. You could have seriously hurt
yourself today or even killed yourself. Even
if you weren't really trying to kill yourself,
you could have still done so accidentally.
¢ And then what? Regardless of what you be-
lieve or what you have faith in, no one knows
what happens when we die. Even the life we !
already have is not guaranteed for another :
minute. We’re lucky to be walking around this :
! planet because life is the first and greatest gift
that we will ever receive.

: But you’ve got this thing, this condition, :
this tendency, this burden of depression in
your life. I know because I have it, too. And
I’'m here to tell you now that it never goes :
i away fully. There will be times when it’s just
a tiny whisper in your ear. There will be times
when it’s screaming in your mind and drag-
ging you underwater. There are ways you can
manage it, and we’re better now than we ever
i wereat treating it. But it will never fully leave
i you. It’s a part of you, just like it’s a part of
me.

alcohol or cocaine or opioids? I'm glad that For 35 years, I somehow thought that [was
the only one who felt this way or that I was
weak for feeling this way. I was wrong then,
and I now know none of those things are true. :
¢ Thave the benefit of a few years of age onyou,
and I’ve been dealing with this thing for long-
er, and I’'ve gotten pretty good at managing
it. But it took time and work to get here. If
i you get help and work to make yourself bet-

suicide attempts. No other hospitalizations. , spite his previous taciturn responses. I turn , ter, then hopefully you will get a handle on

G

it, too. But I can promise you that if you try
again to hurt yourself and you die, then your
story ends there, and depression will have
mastered you and not the other way around.
Port may seem unfair that you have to deal
with this. Maybe it is. But going through this
trial of mental health can change you in posi-
tive ways, too. It will deepen your compas-
sion. It will expand your empathy. It will give
you the ability to someday have a conversa-
tion with someone who needs your help. You
will be someone who can understand when
others can’t. And trust me, that ability to help
i someone in need is a great privilege.

I'm not your parent. Even if I were, I
couldn’t truly make you do anything you did
i not want to do. But I encourage you strongly
to get help. I can only do so much from the
i emergency department. It’s up to you how
i you want to handle this, but don’t squan-
i der the gift of life you have been given. Stay
i strong, not by going it alone but by getting
i help and working to get better.

I get a nod and a smile. I then discharge
¢ him home with the contact info for an ado-
i lescent psychiatrist and some other resources
i for follow-up.

Are we all merely worker drones in the
emergency department, dispensing medical
! treatments that anyone with a degree and a
¢ couple shifts under their belt could deliver?
i Occasionally, it can feel this way. But what
we do in the emergency department always
matters a little and sometimes matters a lot.
It’s the best job in the world. We are all
good at everything. But each of us is great at
perhaps one or two things. Seize these op-
portunities. Welcome them when they arise.
Engage physician brain. Bring human
! brain along. See next patient. @

DROPERIDOL CONTINUED FROM PAGE 14

who—after receiving multiple doses of lorazepam—“just won't :
wake up.” Using droperidol instead has the potential to de-
crease lengths of stay for intoxicated patients who have tem-
porarily become a belligerent threat to themselves and others

in the emergency department.

Third, droperidol is a better choice for controlling agitation
than haloperidol, which became the mainstay choice over the i
last 20 years during which droperidol was largely unavailable
here. While haloperidol is a superb antipsychotic, it is a lousy
sedative. That’s why a sedative (such as lorazepam) is often
needed for behavioral control—we’ve known since at least the
1980s that haloperidol alone simply doesn’t cut it—thus the “5 i
and 2” strategy that has become the reflexive approach for con-
trolling the agitated ED patient. Single drug therapy is often safer
than polypharmacy, an aphorism supported by studies pitting
droperidol versus haloperidol plus lorazepam. Lorazepam tends
to oversedate patients, often for long periods of time. For those of
us old enough to be familiar with droperidol’s wondrous ability :
to rapidly control agitation without snockering the patient for
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hours, we remember that its use translated into simpler dispo-
sitions; formerly agitated drunks essentially “went down” but
could be easily awakened and discharged by shift’s end.

certainly did not lead to cardiac dysrhythmias.?

Conclusion

Overall, droperidol sedates faster and more cleanly than halo- DR. BOYER is director of research and academic development

i at Brigham and Women's Hospital and associate professor of
i emergency medicine at Harvard Medical School in Boston.

peridol or lorazepam, either alone or in combination. Data
support not obtaining screening ECGs and continuous cardi-

i ovascular monitoring is not required. Droperidol was, in years
past, the first-line therapy for sedation; the time has come for
it to return to that status. @

Finally—and this is important for emergency physicians—
¢ there is no need for an ECG prior to droperidol administration
at common ED doses. Continuous cardiovascular monitoring to
detect torsades is not mandated and usually unnecessary. This
is based upon the knowledge that any observed QT prolonga-
tion following droperidol administration is both uncommon
and, even if present, almost always clinically insignificant.
Interestingly, data from some studies seem to suggest that lo-
razepam is actually more likely to be associated with QT pro- i
longation, although the mechanism for this is not clear and it
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Know Your Workplace Rights

Current laws offer protections but are not optimized for emergency medicine

by ANDREA AUSTIN, MD, FACEP; AND
ANNAHIETA KALANTARI, DO, FACEP

mergency physicians take care of pa-

tients 24-7-365. Yet we are not immune

to life transitions and challenges, in-
cluding personal and family medical and life i
events. For too long, family leave has been pre-
sented mainly as a women’s issue. In reality,
it affects everyone. Today, families are created
in various ways: biologically and via surro-
gacy, adoption, and fostering. Allowing time
off only for biological mothers promotes the
antiquated idea
that caring for
children is wom-
en’s work; this is
i leaders provide guidelines and training to all
personnel involved in the interview and hiring
process. At a minimum, all personnel should
i be familiar with the topics that cannot be asked
about during interviews.*
share the parenting load and be home during :
i Family and Medical Leave Act
The Family and Medical Leave Act (FMLA) al-
lows up to 12 weeks off each year for family
or medical reasons to eligible employees of
companies with 50 or more employees. Per-
¢ sonal serious health problems that preclude
performance of the job are permitted leave. In
addition, care of family members defined as
spouse, child, and parent with serious medical
illnesses is also protected under the law. Leave
may permissibly be taken after childbirth,
i adoption, or foster placement.® To be eligible,
employees must have worked a minimum of
1,250 hours in the previous year. Employers are
required to maintain employee health insur-
ance benefits during the time taken for FMLA
leave. This period includes pregnancy loss.
ment agencies.' When discrimination occurs,
en who give birth may be able to apply for paid
sick leave or partial wage reimbursement cov-
ered by state temporary disability insurance.
Women at high risk of miscarriage may be eli-
¢ gible for workplace accommodations under the
Americans with Disabilities Act. The following
website is a resource regarding legal protec-
! tions and miscarriage: www.abetterbalance.
org/resources/miscarriage-workplace-rights.

In 1978, the Pregnancy Discrimination Act

amended Title VII to prohibit discrimination i Know Your State Family Leave
on the basis of pregnancy3 During employ-
Several states have additional family protection
leave laws. For example, California offers paid
family leave that is funded through state dis-
ability insurance via state tax withholding’ The
i plan allows for 60 to 70 percent of income (cal-
culated from the previous 12 months of work),
with a maximum weekly benefit of $1,252.8 For
most emergency physicians, this is equivalent
to a single shift at best, but over the course of
¢ six weeks, it does provide some support. This
website provides a comparison of family leave
laws and regulations by state: www.ncsl.org/
research/labor-and-employment/state-family-
i and-medical-leave-laws.aspx.

vy b " § g gt

4 poth paternalistic
; and unfair to men
(including same-
sex male par-
ents) who want to

those special early weeks and months.

While we all hope to work for groups and
organizations that understand this concept
and voluntarily commit to practices that pro-
mote a fair workplace, it is also important to
know the legal protections available for those
who require family leave.

Workplace Discrimination
Protections

Title VII of the Civil Rights Act of 1964 prohibits
workplace discrimination on the basis of race,
color, religion, sex (including pregnancy, gen-
der identity, and sexual orientation), national
origin, age (40 or older), disability, or genetic
information. Title VII also applies to private
and public colleges, universities, and employ-

physicians have various options to address the
problem. It can be reported internally to the
organization, for instance with the assistance
of human resources or employee-assistance
programs. A formal charge can also be placed
with the U.S. Equal Employment Opportu-
nity Commission (EEOC).? A full list of laws
enforced by the EEOC can be found at www.
eeoc.gov/laws/statutes/index.cfm.

ment interviews (and, later, during promo-
tion or leadership decision making), inquiring
about pregnancy status or future family plans
or asking about children is illegal. Such in-
quiries can lead to civil lawsuits for discrimi-
natory hiring practices. While some of these
inquiries are well-intentioned attempts to get
to know prospective employees better, some
groups have illegally avoided hiring women
who have or plan to have children. If the pro-
spective employee brings up the topic, it may
be discussed. There are other examples of in-
appropriate inquiries during interviews and
the hiring process, and it is recommended that
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Additionally, depending on the state, wom-

Protections

L

. SHUTTERSTOCK.COM.

1l

¢ with fewer than 50 employees, meaning that
the protections under both the FMLA and the
Affordable Care Act do not apply. For those
who are employed in groups with 50 or more
employees, the minimum of 1,250 hours of
¢ work required in the previous year can cause
physicians to delay starting a family or pre-
clude taking time off even for personal or
family illness. Many physicians have already
postponed starting a family as a result of the
! burdens around medical school and resi-
dency. Lastly, FMLA is unpaid leave. Lack of

paid parental leave has been associated with
poor parental and infant outcomes, including
spontaneous abortion, preterm labor, infants
who are small for gestational age, depression,

: and breastfeeding noncompliance.>* So

Future Directions
i Many of the current laws are not optimized
for emergency physicians. For example,
i many emergency physicians work for groups :

i while current laws provide some options for

emergency physicians, there is much room

¢ for improvement.

There are some emergency medicine or-

LOS ANGELES
CALIFORNIA

DOWNTOWN LOS ANGELES:
Quality STEMI Stroke Center, good Metrics, paramedic receiving
(no peds inpatients). Physician coverage 38-40hrs/day with NP & PA 12 hrs/day.
1.9 pts/hr, core group physicians average 20 years tenure. Require Board certified or
Board eligible (residency trained) with experience.
Day & night shifts (max 5 nights/mo.). Salary competitive.

SAN FERNANDO VALLEY:
Paramedic receiving 130-bed hospital, 10-bed ER, 1500/pts mo. with NP & PA
coverage and overlapping doctor shifts.
Volume Incentive

HOLLYWOOD URGENT CARE:
No paramedic runs

TUSTIN - ORANGE COUNTY:
Paramedic Receiving, 110-bed hospital,
9 bed ER, Anticipate 600-900 visits/mo.
Base + Incentive (patient volume + RVU) 12 hr. Shifts

LOS ANGELES:
Low volume 700/mo. urgent care non-Paramedic receiving, less stress, 20 yr.
contract w/stable history. Patients 1/hr.. $260,000 - $312,000/yr + 5% Bonus.

NORWALK:
Low volume 600/mo. Paramedic receiving. Patients 0.8/hr.
10-year history stable. $110/hr. 24hr shifts available

Now recruiting for Nocturnist Hospitalist for downtown area.

FAX CV to 213-482-0577
or call 213-482-0588, or email
neubauerjanice@gmail.com
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ganizations with progressive family leave policies, including
Acute Care Solutions and Vituity.’>> However, only 50 percent
of emergency physicians report having a formal parental leave
policy in their workplace, and as many as 36 percent are dissat-
isfied with policies they do have.* With the American Academy
of Pediatricians recommending 12 weeks of parental leave as
the minimum necessary for healthy children, it must be asked,
when will all of emergency medicine support our physician
parents?> When Walmart has a more progressive parental leave
policy than the majority of EM workplaces, we really need to
ask ourselves, beyond the laws, if we are doing enough for our

fellow physicians.'* @

References
1. Know your rights: Title VIIl of the Civil Rights Act of 1964. American Association
of University Women website. Available at: https://www.aauw.org/what-we-do/
legal-resources/know-your-rights-at-work/title-vii/. Accessed Aug. 13, 2019.

ACEPNow

The Official Voice of Emergency Medicine

CLASSIFIED
ADVERTISING

. Filing a charge of discrimination. US Equal Employment Opportunity Commission

website. Avalilable at: https://www.eeoc.gov/employees/charge.cfm. Accessed
Aug. 13, 2019.

. The Pregnancy Discrimination Act of 1978. U.S. Equal Employment Opportunity

Commission website. Available at: https://www.eeoc.gov/laws/statutes/preg-
nancy.cfm. Accessed Aug. 13, 2019.

. Prohibited employment policies/practices. US Equal Employment Opportunity

Commission website. Avalilable at: https://www.eeoc.gov/laws/practices/index.
cfm. Accessed Aug. 13, 2019.

. The Family and Medical Leave Act of 1993, as amended. US Department of

Labor website. Available at: https://www.dol.gov/whd/fmla/fmlaAmended.htm.
Accessed Aug. 13, 2019,

. Family and Medical Leave Act. US Department of Labor website. Available at:

https://www.dol.gov/whd/fmla/. Accessed Aug. 13, 2019.

. Califomnia State Disability Insurance (SDI): the details. Disability Benefits 101

website. Available at: https://ca.db101.0rg/ca/programs/income_support/sdi/
program2a.htm. Accessed Aug. 13, 2019.

. Fact sheet: miscarriage and workplace rights. A Better Balance website. Available

at: https://www.abetterbalance.org/resources/miscarriage-workplace-rights/.
Accessed Aug. 13, 2019.

. Section 7(r) of the Fair Labor Standards Act—break time for nursing moth-

ers provision. US Department of Labor website. Available at: https://www.
dol.gov/whd/nursingmothers/Sec7rFLSA_btnm.htm. Accessed Aug. 13,
2019.

The busiest ED in North Carolina,
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physicians.

Opportunities exist for both

clinical and academic emergency

EXPECTING TO BE EXCITED
AND CHALLENGED?

Come join our team today!

TOP TIER COMPENSATION

The cash compensation package is valued at over $250/hour, including evening,
night, and holiday differentials, as well as a quarterly incentive bonus. We offer a
generous sign-on bonus plus moving stipend. The comprehensive benefits package
includes Malpractice Insurance Paid; CME Time and Allowance; 403(b) match and
457(b); and health, dental, and other desirable benefits.
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Cape Fear Valley Health is located in the thriving and diverse community of
Fayetteville, NC which consists of more than 319,000 residents. Fayetteville has
received the prestigious All-America City Award three times from the National

Known for its many golf courses (Pinehurst is located only 30 minutes away), our
central location provides easy access to beautiful beaches to our east and to the
majestic Blue Ridge Mountains to our west. Our mild climate, low cost of living,

and patriotic spirit makes our location ideal for rising healthcare professionals
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CAPE FEAR VALLEY HEALTH

Please contact Ashley Dowless, Corporate Director, Physician Recruitment

at 910-615-1888

or ad owl|@capefearvalley.com for additional information.
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CODING WIZARD

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

LUMBAR PUNCTURES

by SCOTT PASICHOW, MD, MPH

Question: What do | need to know to bill for a lumbar puncture?

Answer: There are two types of lumbar puncture (LP) codes: diagnostic and therapeutic.
When done for diagnosis, choose Current Procedural Terminology (CPT) 62270 (2.25
Relative Value Units [RVUs], $81.11 Medicare). When the diagnosis is already known and
the LP is performed for therapeutic drainage reasons, CPT 62272 (2.43 RVUs, $87.60

: Medicare) is the correct code choice. Another spinal injection code, CPT 62273, is avail-

able for epidural blood patch.

When documenting the LP procedure, note the position of the patient, site of entry, prepa-
ration technique, and any findings. It is also advisable to document the attempt even if it
was unsuccessful, as these can be billed with the appropriate modifiers (eg, -52 or -53).
Note the reason the procedure was unsuccessful, and document how much of the proce-
dure was completed prior to termination. Especially note if a patient requested you stop the
procedure, as this is a relevant distinction from being otherwise unable to obtain a sample.

When you use ultrasound to assist in needle placement and images are saved, this can
be billed separately as CPT 76942 (0.67 RVUs, $24.15 Medicare). Not all insurance
providers will reimburse this as a separate procedure, so you should check with your local
payers to see if this additional code is of value. ©
Brought to you by the ACEP Reimbursement Committee.

DR. PASICHOW is an emergency medicine resident at Rhode Island Hospital in Providence.

ENVISION PHYSICIAN SERVICES ALLOWS ...

EM AND HM TO WORK
COLLABORATIVELY

FOR EFFECTIVE
PATIENT CAI
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MARK MITCHELL, DO, FACOEP-D, FACEP

E

Featured Southern Opportunities

B Centennial Medical Center
Nashville, TN (Medical Director opportunity)

B JFK Medical Center - North Campus
Ft. Lauderdale, FL (Medical Director opportunity)

B  Oviedo Medical Center
Orlando area, FL

B  Ocala Regional Medical Center
Ocala, FL

B  Piedmont Newton Hospital
Covington, GA

B TriStar Hendersonville Medical Center
Hendersonville, TN

Talk with our physician leadership team at
ACEP19 at Booth #3811

877.226.6059
success@evhc.net

® ¥ Envision

| PHYSICIAN SERVICES
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{ Job Opportunities}

Division Chief, Pediatric Emergency Medicine
EMS Fellowship Director/EMS Medical Director
Assistant Medical Director
PEM/EM Core Faculty

What We're Offering: What the Area Offers:
e We'll foster your passion for patient care and cultivate a collaborative We welcome you to a community that
environment rich with diversity emulates the values Milton Hershey
e Salaries commensurate with qualifications instilled in a town that holds his name.
e Sign-on bonus Located in a safe family-friendly setting,
* Relocation assistance Hershey, PA, our local neighborhoods
e Retirement options boast a reasonable cost of living
e Penn State University Tuition Discount whether you prefer a more suburban
e On-campus fitness center, daycare, credit union, and so much more! setting or thriving city rich in theater,
arts, and culture. Known as the home
What We're Seeking: of the Hershey chocolate bar, Hershey's
e Experienced leaders with a passion to inspire a team community is rich in history and
e Ability to work collaboratively within diverse academic and clinical environments  offers an abundant range of outdoor
e Demonstrate a spark for innovation and research opportunities for Department activities, arts, and diverse experiences.
e Completion of an accredited Emergency Medicine Residency Program We're conveniently located within a
e BE/BC by ABEM or ABOEM short distance to major cities such
e Observation experience is a plus as Philadelphia, Pittsburgh, NYC,
Baltimore, and Washington DC.

.T—ﬂl-l-.---'-.I-.- 3
EMERGENCY - g AR ETINOBLL

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

500 University Drive, MC A595, P O Box 855, Hershey PA 17033

Email: hpeffley@pennstatehealth.psu.edu

or apply online at: hmc.pennstatehealth.org/careers/physicians

Penn State Health is committed to affirmative action, equal opportunity and the diversity of its workforce. Equal Opportunity Employer — Minorities/AWomen/Protected Veterans/Disabled.
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November 7 019
MGM Gre etroit,_

This activity has been approved for
AMA PRA Category 1 Crédit(s)"

Designed to address the continuum of care of the injured person. Attendees will
gain knowledge about their own specialties along with an increased appreciation

of the work of others on the trauma team. Topics will include:

= Pre-hospital care of the injured patient: transport and resuscitation

= Pain and sedation management of the injured patient
= Management of complex traumatic injuries
= Gun and domestic violence: policy and prevention

= Homeland security role in trauma management

For a complete list of topics and speakers, or to register, visit DetroitTrauma.org

Emergency Medicine & Toxicology Faculty

Rutgers Robert Wood Johnson Medical School

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

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

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

Qualified candidates must be ABEM/ABOEM certified/eligible. Salary
and benefits are competitive and commensurate with experience. Sub
specialty training is desired but not necessary.

For consideration, please send a letter of intent and a curriculum vitae to:

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

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

RUTGERS
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HENRY JN, TAUB Emergency Ultrasound
DEPARTMENT OF . oge
EMERGENCY Leadership Opportunities
MEDICINE

The Department of Emergency Medicine at Baylor College of Medicine is seeking outstanding
applicants for ultrasound faculty leadership positions as we expand our team. Available positions
include Associate Ultrasound Director, Ultrasound Fellowship Director and Director of
Undergraduate Ultrasound Medical Education. Applicants should be highly motivated to advance
clinical ultrasound and possess an innovative and structured educational and administrative vision.
The ideal applicant would work both independently and collaboratively in the development and
implementation of ultrasound focused initiatives. Applicants should share our departmental values
of service, education, leadership, and diversity.

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 January 2017.
Ultrasound specific educational programs exist for our residency (14 residents per year in a 3-year
format), ultrasound fellowship, physician assistant fellowship and UME programs. 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 collab-
orative 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. Jennifer Carnell via email carnell@bcm.edu or by phone at
713-873-7045. Please send a CV and cover letter with your past experience and interests.

TO PLACE AN AD IN ACEP NOW’S CLASSIFIED
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REBECCA PARKER, MD, FACEP

Medical Director Positions:

B  Yuma Regional Medical Center
Yuma, AZ

B Terre Haute Regional Hospital
Terre Haute, IN

B Centennial Medical Center
Nashville, TN

B Munson Hospital Grayling
Grayling, Ml

Coast-to-Coast Positions

B Academic ¢ Community ¢ Pediatric
Rural ¢ Urban ¢ Travel Team

Envision Physician Services is a proud
ACEP19 Diamond Sponsor and proud
sponsor of the 2019 EMRA Party.

é—: Talk with our physician
C_] leadership at Booth #811

888.823.9284
EVPS.com/ACEPNow2019

B ®Envision

N PHYSICIAN SERVICES
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Academic and Community

Faculty Positions Available
“All Ranks”

University of Colorado
Anschutz Medical Campus

Department of Emergency Medicine

Fellowship Opportunities

The largest academic health care center in

e N . . S the Rocky Mountain region, Denver has
+ Administration, Operations & Quality e Palliative Care e BT
also been named one of the best places to

« Climate & Health Science Policy « Research A 3 g
e, N 4 live, play, and raise a family. CU Anschutz
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. is leading the way in education, research
« Education e Ultrasound A f
E 5 : & and patient care. We provide coverage to
« Emergency Medical Services « Wilderness Medicine

three hospital based EDs and several
« Global Health

freestanding EDs.

Learn more www.medschool.ucdenver.edu/em email: emed.recruitment@ucdenver.edu

Vice Chair of Research

Rutgers, Robert Wood Johnson Medical School
Department of Emergency Medicine

Rutgers is New Jersey’s premiere public research university. With a $1 billion commitment to invest in,
support and drive groundbreaking, advanced research, the recent Rutgers and RWJ Barnabas Health
integrated academic health system aims to further the university’s reputation as a leader in academic
health care and biomedical research.

Rutgers currently is ranked among the nation’s top 20 public universities for research and development
expenditures. Rutgers Robert Wood Johnson Medical School is first in the state for research and has
steadily attracted increased NIH funding and grants in excess of $1 million, as well as substantially
expanded its clinical trials with the launch of a new, world-class adult clinical research center.

The Department of Emergency Medicine is seeking a Vice Chair of Research at the Associate Professor

or Professor level, preferably tenure track. The Department’s goal is to grow its research and scholarly
output while building a nationally recognized research program. The Vice Chair will provide leadership
and oversight of the research mission for the Department. Successful candidates will have a demonstrated
track record of independently funded research, publication in high-impact, peer-reviewed journals, strong
mentorship skills and clear evidence of promoting the academic careers of junior faculty. The Vice Chair
must demonstrate expertise in leading research in EM and possess the interpersonal skills to engage, inspire
and work across disciplines within a large, diverse organization.

Robert Wood Johnson Medical School and its principal teaching affiliate, Robert Wood Johnson
University Hospital, comprise New Jersey’s premier academic medical center. A 580-bed, Level 1 Trauma
Center and New Jersey’s Level 2 Pediatric Trauma Center, Robert Wood Johnson University Hospital

has an annual ED census in excess of 90,000 visits. The department has a well-established, three-year
Emergency Medicine residency program and an Emergency Ultrasound fellowship.

Qualified candidates must be ABEM/ABOEM certified/eligible. Salary and benefits are competitive and
commensurate with experience.

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

RUTGERS

Rutgers, The State University of New Jersey,
is an Affirmative Action/ Equal Opportunity
Employer, M/F/D/V.
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Kevin Dunn:
kdunn@cunnasso.com
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COLUMBIA UNIVERSITY

@ CO LUMB[A DEPARTMENT OF

EMERGENCY MEDICINE

| NewYork-Presbyterian
=] The University Hospital of Columbia and Cornell

IT'S ANEW DAY @COLUMBIA EM

JOIN US AS WE BUILD OUR ACADEMIC
DEPARTMENT AND CREATE THE FUTURE OF
EMERGENCY MEDICINE!

The newly formed Department of Emergency Medicine at Columbia
University Vagelos College of Physicians & Surgeons is seeking
highly qualified Emergency Physicians with a strong desire for clinical
& academic excellence.

Candidates with demonstrated academic interest and/or fellowship

training in the following areas are encouraged to apply.
Pediatric Emergency Medicine Research
Critical Care Quality and Safety
Medical Education Toxicology

Disaster and Emergency Preparedness Simulation

Candidates with an interest in community Emergency Medicine practice
are also welcome to apply for faculty positions at
NewYork-Presbyterian/Lawrence Hospital in Bronxville, New York.

Submit a letter of interest and CV to Dr. Angela M. Mills, MD, FACEP,
J. E. Beaumont Professor and Chair
EMrecruiting@cumc.columbia.edu

Columbia University is an Affirmative Action, Equal Opportunity Employer.

For more information

THE DEPARTMENT OF
EMERGENCY MEDICINE

Leadng  INNOWATION
Emgrgongy  SCHOLARSHIP
Care  COMPASSION

- NewYork-Presbyterian Baylor

College of
Medicine

EMERGENCY MEDICINE Service. Education. Leadership

CLINICAL AND RESEARCH FACULTY

Vice Chair, Operations and Quality

Weill Cernell Medizing's new academic Department of Emergency Medicine is seeking motivated Clinical
amd Research Emergency Medicine faculty. We are seeking candidates to join a diverse enthusiastic
group of academic Emergency Physicians at one of the prember academic medical centers in the nation.

Successul candidates will be full-time clinicians committed to excellence in patient care and education
or to research and schelarship, Research faculty applicants must have a demonstrated wack record or
the potential to obtain independenthy-funded, imestigator-initiated research. All areas of research
relevant to Emergency Medicine are of interest, including but not limited to translational research,
chinical research, technology development, big data science, infarmatics, health servioes research, and
health policy research.

The Emergency Department at New York Presbyterian-Weill Cornell Medical Center serves a5 one of the
major campuses of the fully accredited four-year New York Presbyterian Emergency Medicine Residency
Program, Ouwr Emergency Departrent is a high velume, high acuity regional trauma, burn and stroke
center caring for more than 90,000 adult and pediatric patients. Faculty also have the opportunity to
waork at our New York Presbyterian-Lower Manhattan Hospital ED Camipus, which is a busy community
haspital sesing 45,000 annual visits.

W olfer programs in Telemedicine, Medical Toxicology. Geriatric Emergency Medicine, Wilderness
Medicine, Global Emerngency Medicine, Simulation and Healthcare Management and Leadership. In
addition, we offer fellowships in Geriatric Emergency Medicine, Emergency Medicine, Healthcare
Leadership and Management, Pediatric Emergency Medicine as well as PA and NP residencies in
Emergency Medicine,

We offer a highly competitive salary, a comprehensive benefits package, and a generous retirement
plan, Academic appointment at Weill Cornell Medicine and salary will be commensurate with

EXpErience.

For the 2019-20 period, New York Presbyterian Hospital ranked Mo, 5 in the nation and No. 1 in the New
York Metropolitan area US News & World Report Best Hospitals rankings.

Please send curriculum vitae and cover letter to:
Rahul Sharma, MD, MBA, FACEP

Chairman and Emergency Physician-in-Chief
ras2022@med, cornell edu

emed. weill.cornell.edu

New York Presbyterian Hospital-Weill Comell Medicine is an equal opportunity employer-
Minarities Women,Vets/Disabled encouraged 1o apply.

The Henry JN Taub Department of Emergency Medicine at Baylor College of Medicine is looking for
outstanding physician applicants for the position of Vice Chair, Operations and Quality. This position
directs the delivery of quality care, compliance with regulatory requirements and adherence to evidence
based clinical standards of practice. This position provides clinical guidance and oversight of all the
departments’ clinical enterprises and collaborates closely with operational partners across the clinical
entities. In addition, this position will assist in the development and implementation of new clinical
programs and educational activities and reports directly to the Department Chair. Experience in the
simultaneous management of multiple clinical entities is preferred but not prerequisite.

The Henry JN Taub Department of Emergency Medicine was established in 2017. Baylor College of
Medicine is a top medical school located in the world’s largest medical center in Houston, Texas. The
Baylor Emergency Medicine Residency was established in 2010, and 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 Hospital and Baylor St. Luke's Medical Center. Ben Taub
Hospital is a Level 1 trauma center with certified stroke and STEMI programs that sees nearly 90,000
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 clinical experiences in the country.

Those interested in a position or further information may contact Ms. LaShaune DelJean via email at
LaShaune.DeJean@bcm.edu or by phone at 713-873-2626. Please send a CV and cover letter with your
past experience and interests.
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Our culture rocks.

Here's how we roll.

At US Acute Care Solutions we share
the kind of camaraderie you can only
experience when you love what you
do and who you work with. We share
the adrenaline rush cases, and the
stories from residency. The saves
and the heart breaks. Friendships
and family. We even share our
sushi rolls. At USACS we're all in.

Discover USACS where every
full-time physician is given
ownership. Culture matters.
Find out why at USACS.com.

US Acute Care

Own your future now. Visit USACS.com
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