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BILL IS SIGNED
INTO LAW

Dr. Lorna Breen's sister, Jennifer Feist (right), and her husband, Corey, cofounders of the Dr. Lorna Breen
Heroes Foundation, walk with family members to President Biden's signing of the Dr. Lorna Breen Health
Care Provider Protection Act on March 18, 2022.

From Legislation to Law
AFTER TWO

by JORDAN GRANTHAM & RYAN MCBRIDE

hen President Biden signed the Dr. Lorna Breen
WHealth Care Provider Protection Act on March 18,

it was a bittersweet moment for all involved. It
marked the culmination of two years of persistent advoca-
cy to prioritize physician mental health, but the triumph of
passing the bill is impossible to separate from the tragedy of
losing Dr. Breen—a sister, a daughter, a friend, and an emer-
gency physician colleague. Still, this law that carries her
name is an important step to protect emergency physicians

CONTINUED on page 5

Importance of
‘System-Level
Wellness

© by HEIDI J. LEVINE, DO, & NIDHI
i GARG, MD

ne of the most important lessons
learned during the COVID-19
pandemic is the critical nature of

strong, well-established organizational
systems that provide academic, emotion-
al, spiritual, environmental, social and
¢ financial well-being supports. Research
into the topic of organizational systems
! reveals that multiple factors are involved
in making these systems successful and
effective.”? When looking at networks as
systems, strong and effective leadership is
i critical, networks must be fluent, and how
communication is dispensed is of the ut-
most importance.! Top-level organizational
support and leadership involvement are in-
dispensable to the perception of organiza-
tional support.?Multiple research articles
¢ document the need for broad change in the
area of emotional wellness for physicians,
especially those on the front lines.#

The Medscape Physician Burnout &

Depression Report for 2022 showed that
60 percent of emergency physicians sur-
¢ veyed were burnt out.>¢ More females were
affected, and almost half of the physicians
surveyed admitted to using isolation as a

CONTINUED on page 7
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DON'T MISS A MENINGITIS DIAGNOSIS.

Every minute counts.

Time to diagnosis is critical when it comes to
meningitis and encephalitis because the right
treatment depends on quick identification of the
pathogen as bacterial, viral, or yeast.

The BIOFIRE® FILMARRAY® Meningitis/
Encephalitis (ME) Panel identifies a broad
grouping of 14 possible pathogens in about one

hour using only 0.2 mL of cerebrospinal fluid (CSF).

The BIOFIRE ME Panel gives clinicians the
information they need to make the decision
whether to admit or discharge the patient based
on causative pathogen.
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= Scancode or visit
4 bioMerieux.com
to learn more.
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NEWS FROM THE COLLEGE

UPDATES AND ALERTS FROM ACEP

ACEP Board of Directors
Election Slate Finalized

ACEP’s Nominating Committee has selected :

through the National Suicide Prevention
Lifeline’s network. To better understand
how this change affects emergency medi-
! cine, watch the on-demand webinar in

the slate of candidates for 2022. Elections will :

occur during the Council meeting on Friday, :
Sep. 30, in advance of ACEP22 in San Fran- :

cisco.

During this election cycle, there are four
Board of Directors positions to be filled. ACEP :
Council elected two officers at the 2021 Coun- :
cil Meeting and has no open positions this :

year.

President-Elect

: ACEP’s Online Learning Collaborative (acep.
: org/olc) featuring Emmy Betz, MD, MPH, a
: leading suicide prevention researcher, John
Draper, PhD, executive director of the Na-
tional Suicide Prevention Lifeline, and Tony
: Ng, MD, chair of the Coalition of Psychiatric
Emergencies.

Award Honors Innovations
: in Suicide Prevention

e AishaT. Terry, MD, MPH, FACEP (DC)-un- :

opposed

Board of Directors Candidates
e William B. Felegi, DO, FACEP (NJ)

o Jeffrey M. Goodloe, MD, FACEP (incum- :

bent-0K)

Every year, ACEP partners with the Ameri-
¢ can Foundation for Suicide Prevention to be-
© stow the Innovation in Suicide Prevention
¢ Award. This honor recognizes promising
: and innovative acute care activities in the

e Gabor D. Kelen, MD, FACEP (incumbent— :

MD)
o Jeffrey F. Linzer, Sr., MD, FACEP (GA)
o Kristen McCabe-Kline, MD, FACEP (FL)
¢ Henry Z. Pitzele, MD, FACEP (IL)

e Ryan Stanton, MD, FACEP (incumbent—

KY)

Visit acep.org/board-nominations tolearn :

: area of suicide prevention, that improve pa-
tient outcomes and lives of patients and/or
clinicians. Nominations are being accepted
through June 30.

Last year’s winner was Emergency Psychi-
atric Intervention (EPI), a unique conceptual
framework to improve the emergency depart-
: ment care of patients with mental health

more about the selection process and floor :

candidates.

Participatein
EM Wellness Week

May is Mental Health Awareness Month, and :
ACEP’s Wellness Section is marking the occa- :

: emergencies. Utilizing the same principles
¢ thatimproved ED care for patients with criti-
cal medical illnesses—early risk stratifica-
tion, eliminating over-processing, immediate
treatment, and proactive staff education—EPI
: decreases therisk of suicide in patients with
: mental health crises who seek care in the ED.

sion by hosting its annual Emergency Medi- :

cine Wellness Week from May 22-28. The :
section has developed a different point of fo- :

cus for each day during Wellness Week:

: Learn more about past winners and nominate
 a deserving suicide prevention initiative at
www.acep.org/innovation-in-acute-care-
suicide-prevention.

e May 22: Boost those endorphins and con-

nect with your peers by joining the #Bik- :

ERdoc Peloton group ride.

: Member Benefit Offers
: Counseling, Legal Support

e May 23: Schedule a morning or afternoon, :

now or later, to do something you truly en- :

joy.

e May 24: Try a self-guided meditation to :

manage moral injury.

e May 25: Seek cardio and connections dur- :

ing the #BikERdoc Peloton run.
e May 26: Check your physical and finan-
cial vitals.

e May 27: Make time for an act of forgiveness :

and/or gratitude.

e May 28: Self-reflect. Why are you in EM? :

Share your why.

Learn more about ACEP’s physician well- :

ness support at acep.org/wellness-hub.

New 988 Suicide Prevention
Lifeline Goes Live in July

Starting July 16, 9-8-8 will be the new direct,
three-digit line to trained National Suicide :

Your job has always been challenging, and
: the past two years of pandemic concerns
: have not alleviated your stress. The ACEP
¢ Wellness & Assistance Program offers ACEP
. members exclusive access to three FREE
counseling or wellness sessions in partner-
ship with Mines & Associates. For $15 a year,
: ACEP members can receive additional legal
. and financial support, including services
: related to:

¢ Business legal services

¢ Financial matters

e RS matters

¢ Real estate & estate planning law
¢ Immigration and naturalization
e Personal/family legal services

o Civil/consumer issues

Prevention Lifeline counselors, opening the :

door for millions of Americans to seek the :

help they need. Those who call or text 9-8-

8 will be connected to trained counselors :

This program is strictly confidential and
: FREE with your ACEP membership. Learn
more at acep.org/support. @
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"We Dissent!"

Letter to the Editor

The thoughtful article by Dr. Gaddis about
significant occurrences of reasoned dissent
in the history of emergency medicine omitted
one important mention. In 1971, Gail V. Ander-
son, Sr., MD, became America‘s (and perhaps
the world's) first professor and chair of an aca-
demic department of emergency medicine at
the University of Southern California. At the
time, he was a widely respected obstetrician,
gynecologist, and an examiner for the Ameri-
can Board of Obstetrics and Gynecology. When
he informed colleagues of his decision to ac-
cept the dean’s offer, he was told by many that
he was committing “professional suicide.” He
dissented, saying that the birth of emergency

medicine as an academic specialty needed to
happen and proceeded to organize the new de-
partment by recruiting faculty members and
three initial residents.

The description of the overturning of
the “Fifth Vital Sign” by Dr. Gaddis was
quite apt. I was ACEP’s representative on an
advisory committee to The Joint Commission
when the move to make “Pain as the Fifth Vital
Sign” was introduced. Despite a number of
committee members expressing objections (I
recall facetiously suggesting that nausea and
vomiting be the sixth vital sign), the flawed
concept was instituted. It was gratifying to see
that the dissenting efforts of ACEP and others
finally bore fruit a few years ago.

—Gail V. Anderson, Jr., MD, MBA, FACEP ©

CORRECTION

A previous version of Dr. Jamie Kuo’s article, “If Not Me, Then
Who?” ran an abridged version of the opening paragraph lead-
ing to some confusion. The correct version is, “It was a bill that
would grant full practice authority to advanced practice regis-
tered nurses, who would no longer need to collaborate with a
supervising physician when treating patients.”

Be the ocular
irrigation expert.

Be the best at using the best.

Honoring Your Excellence:
2022 Leadership and
Council Award Winners

he ACEP Awards Program strives
to celebrate leaders in emergency
medicine across all career stages
and practice environments. The program
recognizes members for significant pro-
fessional contributions, as well as service
to the College. These awards will be pre-
sented at various venues during ACEP22in
San Francisco. Congratulations to all of the

honorees!

2022 ACEP Leadership Awards

e John G. Wiegenstein Leadership Award: :

Rebecca B. Parker, MD, FACEP

e James D. Mills Outstanding Contribu-
tion to Emergency Medicine Award: :

Richard C. Hunt, MD, FACEP

¢ Judith E. Tintinalli Award for Outstand-
ing Contribution in Education: Peter M.
DeBlieux, MD, FACEP

e Qutstanding Contribution in Research
Award: Deborah B. Diercks, MD, MSc, :

FACEP and Kevin Ward, MD, FACEP

e Outstanding Contribution in EMS :

Award: Ronald M. Roth, MD, FACEP

e Colin C. Rorrie, Jr. Award for Excellence
in Health Policy: Jennifer L. Wiler, MD, :

MBA, FACEP

INSERTION

Il Iopecal o0lar snesthesic, If availsble

Policy Pioneer Award: Zachary]J. Jarou,
MD, MBA

John A. Rupke Legacy Award: Louis J.
Ling, MD, FACEP

Honorary Membership Award: Brad
Gruehn; Margaret Montgomery, RN,
MSN; John “Jack” Rozel, MD, MSL,
DFAPA; and William Todd Thomas,
CPC, CCS-P

Pamela P. Bensen Trailblazer Award:
Michael L. Callaham, MD, FACEP
Diane K. Bollman Chapter Advocate
Award: Sue Barnhart and Colleen
Kochanek

Disaster Medical Sciences Award: Roy
L. Alson, MD, PhD, FACEP

2022 Council Awards

Council Meritorious Service Award:
James B. Aiken, MD, FACEP
Teamwork Award: Louisiana Chapter
Horizon Award: Scott Pasichow, MD,
MPH, and Michael Ruzek, DO, FACEP
Champion of Diversity & Inclusion: Ra-
mon W. Johnson, MD, FACEP
Curmudgeon Award: Marsha D. Ford,
MD, FACEP ©
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whose emotional health and wellbeing suf-
fered even before this prolonged pandemic,
and it helps preserve the memory and legacy
of Dr. Breen and other health care physicians
who have suffered in silence.

From start to finish, ACEP was deeply
involved in the process—helping develop
the legislative language, pushing it through
the legislative process, hosting hundreds
of meetings with legislators during ACEP’s
2021 Leadership & Advocacy Conference
(LAC21), persistent grassroots outreach by
ACEP members, and collaborative efforts
with other health care groups and the Dr.
Lorna Breen Heroes’ Foundation—this leg-
islative victory is a testament to our collec-
tive voice. Throughout this bill’s journey,
your voices were heard.

Now that the bill crossed the finish line,

» let’s retrace its path to victory.

—o
MARCH 2020

ACEP began working with Rep. Raja
Krishnamoorthi (D-IL) on efforts to ad-
dress stress, anxiety, and burnout among
health care workers exacerbated by the
COVID-19 pandemic. This initial effort cen-
tered around establishing a grant program
within the U.S. Department of Health and
Human Services (HHS) to increase access
to confidential mental health assessment
and treatment options for health care
workers, as well as funding a comprehen-
sive study on health care worker mental
health, including a particular focus on the
impacts of the COVID-19 pandemic.

—o
APRIL 2020

When Dr. Breen died by suicide on April
26, 2020, ACEP accelerated the effort to
draft legislation aiming to reduce and pre-
vent suicide, burnout, and mental and be-
havioral health conditions among health
care professionals.

—o
MAY 6, 2020

Rep. Krishnamoorthi led a bipartisan let-
ter signed by 9o members of the House of
Representatives asking Congress to estab-
lish the HHS grant program for health care
workers and conduct the study on health
care workers mental health and burnout.
ACEP and more than 50 other physician
and health care associations supported
the letter, with ACEP President William
Jaquis, MD, FACEP, quoted in the Con-
gressman’s press release on the letter.

—o
JUNE 18, 2020

Reps. Krishnamoorthi, John Katko (R-NY),
and Frederica Wilson (D-FL) introduced
the ACEP-supported bipartisan Coronavi-
rus Health Care Worker Wellness Act (H.R.
7255) to carry out those aforementioned
priorities. Dr. Jaquis was again quoted in
the press release.

ey

\

ACEP and other leading medical associa-

The Official Voice of Emergency Medicine

tions, academics, and psychiatry experts
issued a joint statement outlining neces-
sary steps to support the mental health of
emergency physicians and other health
care professionals on the front lines of
the pandemic.

During this time, ACEP also began
working with Senator Tim Kaine (D-VA) on
the issue. Senator Kaine had taken a par-
ticular interest as not only had Dr. Breen’s
story resonated on a national level, but
her family members were his constituents
and she was in Virginia when she died.
ACEP worked with the Senator and his
staff to help fill out their vision for legisla-
tion to provide short-, medium-, and long-
term solutions to help address the myriad
challenges and hurdles specific to mental
health for physicians.

D
The Dr. Lorna Breen Health Care Provider
Protection Act (S. 4349) was introduced in
the Senate of the 116™ Congress by Sens.
Tim Kaine (D-VA), Todd Young (R-IN), Jack
Reed (D-RI), and Bill Cassidy (R-LA). ACEP
staff helped secure specific legislative lan-
guage to ensure health professional or-
ganizations (like ACEP) were eligible for

grants to promote mental health among
the health care professional workforce.

—o
AUGUST 22, 2020

The Dr. Lorna Breen Health Care Provider
Protection Act (H.R. 8094) was introduced
in the House by Reps. Max Rose (D-NY),
David McKinley (R-WV), Anthony Brindisi
(D-NY), Denver Riggleman (R-VA), Gil Cis-
neros (D-CA), Morgan Griffith (R-VA), and
Fred Upton (R-MI).

Ultimately, the legislation was not con-
sidered by the relevant committees, nor
was it included in any of the COVID-19 re-
lief packages or any other legislation that
passed during the remainder of the 116"
Congress.

—o
MARCH 4, 2021

The Dr. Lorna Breen Health Care Provider
Protection Act (S. 610) was reintroduced in
the Senate of the 117" Congress by Sens.
Tim Kaine (D-VA), Todd Young (R-IN), Jack
Reed (D-RI), Bill Cassidy (R-LA), and oth-
ers.

—o
MARCH 8, 2021

The Dr. Lorna Breen Health Care Provider
Protection Act (H.R. 1667) was reintro-
duced in the House by Reps. Susan Wild
(D-PA), David McKinley (R-WV), Raja
Krishnamoorthi (D-IL), Fred Upton (R-MI),
Judy Chu (D-CA), Morgan Griffith (R-VA),
Haley Stevens (D-MI), John Katko (R-NY),
and others.

[MARCH 112021
In a very unique development, the Ameri-
can Rescue Plan Act of 2021 (P.L. 117-2),

J a $1.9 trillion COVID-19 relief package

passed by Congress through the “budget
reconciliation” process, appropriated $140
million for clinician mental health grants
and education campaign funding under
the Breen bill framework.

Why was this unusual? Congress typi-
cally passes authorizing legislation and
then appropriates funding afterward. In
this case, funding came first, but ACEP
continued working to get the authorizing
legislation passed that would provide ad-
ditional guidance and clarity on how the
funds should be distributed. Plus, the bill
included a study regarding health care
professional mental health, burnout, and
barriers in seeking appropriate care—pro-
visions that were not eligible to be included
under the budget reconciliation rules.

(av2s.2021

The Senate Health, Education, Labor, and
Pension (HELP) Committee passed a com-
mittee markup by a unanimous voice vote.

Sen. Kaine specifically thanked ACEP for
our efforts during the committee hearing.

—@
JULY 16, 2021

The Health Resources & Services Adminis-
tration (HRSA) opened the grant applica-
tion process for health care worker mental
health programs via the funding provided
by the American Rescue Plan Act.

—@
JULY 25-28, 2021

ACEP hosted LAC21, bringing members
together in-person for the first time since
the beginning of the pandemic. Generat-
ing support for both the House and Sen-
ate versions of the Breen bill (H.R. 1667
and S. 610) was a primary focus of our
meetings with legislators. ACEP members
conducted 287 meetings with legislators
and staff from 44 states, giving firsthand
perspectives on physician mental health
concerns. These testimonials are so impor-
tant; they remind legislators and staffers
that this issue is not just political—it’s a
real problem that affects real people. And
just days later ...

[ poovste.zo

The full Senate approves S. 610 under
unanimous consent! This was a huge step,
generating a lot of momentum for the leg-
islation.

ACEP then turned its focus to push-
ing for the House to take up S. 610. This
is where it got tricky—(in most cases) the
exact same bill needs to be approved by
both the House and the Senate. Because
the Senate bill underwent some carefully-
negotiated, but relatively minor changes
before its unanimous approval, ACEP en-
couraged the House to consider the Senate
version to ease its pathway toward enact-
ment. However, the House Committee
on Energy and Commerce had their own

considerations they wanted to address
and chose to consider the House version

y  of the bill, H.R. 1667, instead. Unfortu-

nately, this meant that even if passed by
the House with minor changes, H.R. 1667
would still need to go back to the Senate
for approval.

NOVEMBER 4, 2021

I

The House Committee on Energy and Com-
merce held a legislative markup of nine
health care bills, including the House ver-
sion of the Lorna Breen Act (H.R. 1667).
The Committee made some slight changes
to the legislation to help align it with the
Senate bill and incorporated some minor
technical changes.

DECEMBER 7, 2021

I

As the end of the year approached, Con-
gress was faced with a number of signifi-
cant, time-sensitive priorities all colliding
at the same time, including the need to
avert a nearly 10 percent cut to Medicare
payments. Needing a legislative vehicle
to help clear some wonky procedural hur-
dles, the House used the Senate-passed S.
610 bill, amending it by stripping out the
entirety of the text of the Lorna Breen Act
and replacing it with the Medicare fix (and
some other provisions). They renamed the
legislation the Protecting Medicare and
American Farmers from Sequester Cuts Act,
approved it, and sent it back over to the
Senate for approval. Thankfully, the House
bill was still in play.

DECEMBER 9, 2021

I

The full House of Representatives passed
H.R. 1667 in a bipartisan 392-36 vote. As a
result of the changes made by the House
to H.R. 1667, the Senate was then required
to vote on the House-passed bill one final

=3
=)
@

—o
FEBRUARY 17, 2021

The Senate approved H.R. 1667 by unani-

mous consent, clearing the measure to be
sent to the President for his signature.

MARCH 18, 2021

ll

President Biden signed H.R. 1667 into law.

E

ACEP continues to work on the issue of
mental health for patients and for health
care workers alike on both the legislative
and regulatory fronts. We are working
with Senator Kaine on what he envisions
as “Breen 2.0” to address some of the other
lingering challenges affecting health care
workers and how they seek and access
mental health care treatment, and we con-
tinue working with various congressional
committees that have recently turned their
focus to the nation’s mental health crisis
as well.

Join ACEP’s 911 Grassroots Network
(acep.org/g11grassrootsnetwork) to re-
ceive weekly progress updates from our
legislative and regulatory teams. @
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How Can They Refuse?

by EILEEN F. BAKER, MD, PHD, FACEP;
JAY BRENNER, MD, FACEP; SAMAN-
THA CHAO, MD; ARTHUR DERSE, MD,
JD, FACEP; CATHERINE MARCO, MD,
FACEP; AND LAURA VEARRIER, MD,
DBE, FACEP, HEC-C

Case Presentation :
A 28-year-old man is brought to the emergency :
department (ED) by his partner. He regularly :
drinks alcohol and has a history of depression :
but stopped taking his medications a month :
ago. He told his partner he was going to hang
himself with a rope or belt and has threatened
suicide in the past. Upon arrival, the patient
appears inebriated and emotional. As you ex- :
amine him, he becomes agitated and attempts
to strike the nurse and leave the emergency :
department. :

You notify hospital security to help sub- :
due the patient and treat him with intramus-
cular haloperidol and lorazepam. Vital signs
are temperature 98.8 degrees F, blood pres- :
sure 130/84, pulse 102, respiratory rate 18 and
oxygen saturation 98 percent on room air.
His electrocardiogram (ECG), liver function
tests and other labs are normal. Toxicology :
screen is positive for cannabinoids, benzodi-
azepines, and serum ethyl alcohol (EtOH) is
281 mg/dL. The county’s hospital psychiatric :
consultation service agrees to see the patient
after waiting for his EtOH level to diminish.
In speaking with the patient, the psychiat- :
ric assessor determines that he has access to :
lethal means of harm, including firearms at :
home. She initiates a psychiatric hold, which
you sign, and attempts to place the patient in
apsychiatric inpatient unit; no beds are avail-
able currently, but one is expected to open
soon. The patient’s financial status precludes
private psychiatric hospital admission. After
30 hours in your emergency department, the :
patient becomes restless. He wants to go out to
smoke and demands to leave. His nurse asks,
“Can we just sign him out against medical ad-
vice so he can go have his cigarette?” :

Decisional Capacity and
Informed Consent
Decisional capacity requires (1) the ability of the :
patient to understand the information relevant
to the medical decision at hand, including rea- :
sonable alternatives and no treatment; (2) the :
ability to evaluate the consequences and make :
a decision consistent with the patient’s own
goals and values; and (3) the ability to commu- :
nicate the decision.! This may be determined :
using the Aid to Capacity Evaluation (ACE).
Seeking and obtaining informed consent :
for, or refusal of, treatment is a routine part
of the physician-patient interaction. In 1914,
Supreme Court Justice Benjamin Cardozo stat-
ed that “[e]very human being of adult years :
and sound mind has aright to determine what :
shall be done with his own body.” In the sec- :
ond half of the 20th century, court rulings as-
serted that patient consent to treatment must
be “informed”—that is, it must be based on
provision of information to patients about
their diagnoses, the nature of the proposed :
treatments, the potential risks (common and
severe) of those treatments, alternative treat-
ments and the expected disease course in the
absence of treatment.* Despite legal and ethi-
cal guidance, cultural, social, educational,
health, and mental status factors pose ongo-
ing challenges in understanding and honoring
patient rights to informed consent.
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Information

Voluntariness in
Decision Making

Decisional
Capacity

¢ TABLE 1: Informed Consent and Decisional Capacity

Nature of the proposed treatment
Alternative treatments

Expected disease course with/without
treatment

Physician's professional recommendation

Decision is made without force or coercion
Physician uses appropriate language and
tone and corrects any misunderstanding
Conversation tailored to patient needs

The patient must possess a reasonably
stable framework of values and goals
to guide personal decisions and have
the ability to receive and understand

Approach to psychiatric patients who wish to
refuse treatment in the emergency department

What level of descriptive detail is
necessary/sufficient

Inherent uncertainties in medical treatment
Separating personal values from
professional opinion

Being efficient and effective

Difficulties in promoting voluntariness
within an involuntary state

How to know when decisions are voluntary
Nudging to influence choice architecture

When patient goals/values fluctuate
When faulty decision making fails to
promote patient's personal goals/values
When adherence to personal values is

information, the ability to make deliberative
decisions, and the ability to articulate and .
communicate that decision

Refusal of Treatment

. Intoxication
There is broad consensus that intoxicated :
patients lack decisional capacity and there-
fore do not have the ability to consent to or
refuse treatment. There is, however, a lack of
consensus about what constitutes intoxica- :
tion or what level of decision making about
one’s health is affected by intoxication. Many :
psychiatrists request medical screening neces-
sitating a serum EtOH less than 8o mg/dL or
100 mg/dL for admission, though many emer-
gency physicians think that the determination
of intoxication is a clinical one. Intoxicated pa- :
tients, regardless of how this is defined, may
not refuse life-sustaining treatment, such as
a mental health evaluation, but may refuse :
interventions without life-threatening conse-
quences, such as sutures placed for cosmesis. :

Psychiatric Emergency
The original court ruling in the Massachu- :
setts case Rogers v. Okin narrowly defined
a psychiatric emergency as a situation that
poses, “the substantial likelihood of physical :
harm.”s The definition was eventually broad- :
ened to include both, “occurrence or serious
threat of extreme violence, personal injury or :
attempted suicide” as well as the “necessity :
of preventing immediate, substantial and ir-
: reversible deterioration of a serious mental
: illness ... in which even the smallest of delays :
: would be intolerable.” One can see that this :
interpretation leaves broad scope to the judg-

ment of the emergency physician.

: Determination of Danger
: to Self and/or Others

of prior attempts, and access to lethal means.”

Tools that have been developed to screen
for violent and harmful behavior toward oth-
ersin both the health care and criminal justice
fields have variable predictive validity, so clini- :
cal judgment is required.®® Emergency physi-
cians should be wary of how implicit biases :
may impact their assessment of patients’ risk
: toselfor others.

detrimental to health
How and to what extent comprehension
should be assessed

* How to overcome barriers to
communication

Project BETA (Best Practices in the Evalua-
tion and Treatment of Agitation) provides con-
sensus guidelines on managing patients with
acute agitation in the emergency department
and recommends a first-line approach of ver-

In this specific case outlined earlier, the physi-
cian judges that the patient continues to pose a
threat to himself and medications are used to
sedate him until a psychiatric transfer is pos-
sible. He is also offered a nicotine patch. @

bal de-escalation and identifying and treating :

contributing underlying or psychiatric condi- :
tions.” Physical restraints should always be :
a last resort. Further, physicians should not :
use pharmacological tools with the goal of se-
dating patients long term. Finally, if a patient
is believed to pose a reasonable threat to an
identifiable target, observance of the Tarasoff
Duty to Warn obliges physicians in most states :
to prioritize safety of others over patient con-
fidentiality." The justification for this is that :
the benefit of mitigating foreseeable and sig-
nificant harm to a third party outweighs en-
¢ croachment on the patient’s confidentiality :
: and autonomy. :

: Emergency Detention Statutes and

Regulations

All 50 states have emergency hold laws that
allow involuntary admission to a health care :
facility for persons with an acute mental ill- :
ness that may result in danger to self or oth- :
ers. There is significant variation regarding the :
duration of the hold, who can initiate the hold,
and rights of patients. Nearly all states specify
rights of patients, which may include the right :
to phone calls, access to an attorney, right to :
appeal, written notification of the reason for

the hold, and discharge transportation.3

i Conclusion and Case Resolution :
: Tools for assessing capacity as well as suicide :
i risk are available to the emergency physician.
To assess a patient’s risk of suicide and harm :
to self, emergency physicians can use vali- :
dated screening tools, including ICAR2E and
ED-SAFE, which consider factors such as a pa-
tient’s preexisting psychiatric illnesses, history :

The patient described does not have the right :
to refuse treatment due to his acute intoxica- :
tion and to the emergency physician’s deter- :
mination that he poses a threat to himself or :
: others. Every effort should be made to use ver- :
: bal de-escalation techniques and patient edu- :
cation to intervene on the patient’s behavior. :
Allowing family or friends to visit may help ori- :
ent and educate the patient during extended :
wait times for placement in a psychiatric fa- :

cility. Although physical or pharmacological

means of treating agitation may be employed,
emergency physicians must keep in mind is- :
: sues of safety for themselves and the ED staff.
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WELLNESS CONTINUED FROM PAGE 1

coping technique.* Our own study of emer- : that has resulted from the COVID-19 pandem- : pandemic. Options like WW (formerly known : with 24-hour support available. On-site and
gency physicians within the Northwell Health ic. Resources should be shared throughout or- as Weight Watchers) and smoking cessation telephone access to spiritual leaders was
system showed that the COVID-19 pandemic ganizations, with the focus on evidence-based support were also available. For years, a health created. Tranquility tents were constructed
had a greater impact on the well-being of fe- : interventions.’ This especially applies tobuild- : risk assessment tool has been offered to em- : to create a space where hospital staff could
male physicians and those with less than 11 ing staff resilience. Organizational systems ployees as an incentive to receive financial decompress and obtain information on emo-
years of practice.” Prior studies have also con- must promote open discussion and support credit on paychecks. Various support groups tional resources. The Center for Traumatic
cluded that female physicians and those in for emotional wellness, with administrators also have been available, long before the pan- Stress, Resilience and Recovery was created.

practice less than 20 years are at higher risk : leading by example. : demicever started. Northwell also had a Cent- : It offers therapy and resilience skill building
for burnout.® Prior to the pandemic, the Northwell Health er for Integrative Medicine, where employees for both the individual and groups. The Cent-

To maintain the well-being of our physi- system offered multiple wellness offerings that could partake in yoga, Pilates and guided er for Integrative Medicine offered free online
cians, the walls of stoicism that health care encompassed many well-being categories. An meditation classes at a discount. classes, and access to multiple exercise vid-
has built must be torn down. Long-term or- Employee Assistance Program and Physician During the pandemic, Northwell’s Well- eos was available to all employees. Multiple

ganizational support is critical in dealing with Resource Network that offered emotional sup- ness division expanded its services. An emo- free or discounted apps like the Clinician Ex-
the crisis in health care workers’ mental health : port for employees was in place prior to the : tional support call center was established : perience Project and Headspace were also
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WELLNESS CONTINUED FROM PAGE 7

offered. Several days of childcare were paid :
for by the system for those with young chil- :
dren. A well-being support survey was sent
out to all employees to determine what ser- :
vices were needed and what barriers, if any,
existed in relation to accessing those servic- :
es. The Governor’s Board Physician Well-Be-
ing group made calls to almost all physician
partners to check in and see if they needed
any information on available supports. An
easy-to-access Well-Being Resources page
was created to facilitate access to multiple :
wellness platforms, including the Virgin
Pulse app. The last wellness survey showed
an 8o percent gain in awareness of benefits, :

and there has been an increase in the use of :
Northwell’s Employee and Family Assistance :
program since 2020. Of equal importance to
our wellness support was the open stream of
information with the latest data regarding the :
treatment of COVID-19 patients.

One of the most important things to miti-
gate stress during the pandemic was having
enough personal protective equipment. We
never were placed in the situation that our
colleagues in New York City experienced. We :
had gowns, gloves and shields to help pro-
tect us. We had access to free coffee, healthy
snacks were delivered to our departments,
and scrubs were accessible around the clock. :

In the cafeteria, a mini market was put into
place with fresh produce, small take-home :
meals and vital supplies like toilet paper :
that the local stores did not always have in :
¢ stock. Without strong organizational and :
¢ local support systems to promote wellness, :
the resilience needed to survive the COVID-19 :
pandemic would not have been possible. Or-
ganizational wellness systems must continue
: to grow as emergency physicians prepare to :

tackle the next pandemic. @

References
1. BestA Berland A, Greenhalgh T, et al. Networks as
systems. J Health Organ Manag. 2018;32(1):9-24.
2. Grossmeier J, Castle PH, Pitts JS, et al. Workplace

well-being factors that predict employee participa-
tion, health and medical cost impact, and perceived
support.

. AmJ Health Promot. 2020;34(4):349-358.
. Hendrickson R, Hoerster K, Neville T. Health care

workers' suffering goes far beyond burnout. Self-
care isn't the cure. Stat. 2021 Dec. https://iwww.
statnews.com/2021/12/16/health-care-workers-
suffering-goes-far-beyond-burnout-self-care-isnt-
the-cure.

. Shanafelt TD, Noseworthy JH. Executive leadership

and physician well-being: nine organizational strate-
gies to promote engagement and reduce burnout.
Mayo Clin Proc. 2017;92(1):129-146.

. Kane L. Medscape physician burnout & depres-

sion report for 2022: stress, anxiety and anger.
Medscape. 2022 Jan. https://www.medscape.com/
slideshow/2022-lifestyle-burnout-6014664.

. Chesak SS, Cutshall S, Anderson A, et al. Burnout

among women physicians: a call to action. Curr
Cardiol Rep. 2020;22(7):45.

. Levine H, Baranchuk N, Li T, et al. An emergency

8 ACEPNOW MAY 2022

IMPORTANT SAFETY INFORMATION (continued)

Warnings and Precautions

Hypersensitivity Reactions

Serious hypersensitivity (anaphylactic) and
skin reactions have been reported with
glycopeptide antibacterial agents, including
DALVANCE. Exercise caution in patients with
known hypersensitivity to glycopeptides
due to the possibility of cross-sensitivity. If
an allergic reaction occurs, treatment with
DALVANCE should be discontinued.

Infusion-related Reactions

Rapid intravenous infusion of DALVANCE
can cause reactions, including flushing of
the upper body, urticaria, pruritus, rash,
and/or back pain.

Hepatic Effects
ALT elevations with DALVANCE treatment
were reported in clinical trials.

Clostridioides difficile-associated Diarrhea
Clostridioides difficile-associated diarrhea
(CDAD) has been reported with nearly all
systemic antibacterial agents, including
DALVANCE, with severity ranging from
mild diarrhea to fatal colitis. Evaluate if
diarrhea occurs.

Development of Drug-resistant Bacteria
Prescribing DALVANCE in the absence of
a proven or strongly suspected bacterial
infection or a prophylactic indication is
unlikely to provide benefit to the patient
and increases the risk of the development
of drug-resistant bacteria.

Adverse Reactions

The most common adverse reactions in
adult patients treated with DALVANCE
in Phase 2/3 trials were nausea (5.5%),

headache (4.7%), and diarrhea (4.4%).
The most common adverse reaction that
occurred in more than 1% of pediatric
patients was pyrexia (1.2%).

Use in Specific Populations

* There are no adequate and well-
controlled studies with DALVANCE use
in pregnant or nursing women. The
developmental and health benefits of
breastfeeding should be considered
along with the mother’s clinical need for
DALVANCE and any adverse effects on the
breast-fed child from DALVANCE or from
the underlying maternal condition.

* In patients with renal impairment whose
known creatinine clearance (CLcr) is less
than 30 mL/min and who are not receiving
regularly scheduled hemodialysis, the
recommended regimen of DALVANCE
is 1125 mg, administered as a single
dose, or 750 mg followed one week
later by 375 mg. No dosage adjustment
is recommended for patients receiving
regularly scheduled hemodialysis, and
DALVANCE can be administered without
regard to the timing of hemodialysis. There
is insufficient information to recommend
dosage adjustment for pediatric patients
younger than 18 years of age with ClLcr
less than 30 mL/min/1.73m2.

» Caution should be exercised when
prescribing DALVANCE to patients with
moderate or severe hepatic impairment
(Child-Pugh Class B or C) as no data are
available to determine the appropriate
dosing in these patients.

Please also see Brief Summary of full Prescribing Information on adjacent page
or visit https://www.rxabbvie.com/pdf/dalvance_pi.pdf.

Reference: 1. DALVANCE® (dalbavancin) [prescribing information]. Madison, NJ: Allergan USA, Inc.; 2021.
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PROFESSIONAL BRIEF SUMMARY
CONSULT PACKAGE INSERT FOR FULL PRESCRIBING INFORMATION

INDICATION AND USAGE

Acute Bacterial Skin and Skin Structure Infections

DALVANCE® is indicated for the treatment of adult and pediatric patients

with acute bacterial skin and skin structure infections (ABSSSI) caused by
designated susceptible strains of the following Gram-positive microorganisms:
Staphylococcus aureus (including methicillin-susceptible and methicillin-

an adverse reaction in 6/349 (1.7%) of patients in the DALVANGE single dose
group and 5/346 (1.4%) of patients in the DALVANCE two-dose group.

Most Common Adverse Reactions

The most common adverse reactions in patients treated with DALVANCE in
Phase 2/3 trials were nausea (5.5%), headache (4.7%), and diarrhea (4.4%).
The median duration of adverse reactions was 3.0 days in patients treated with

Drug-Drug Interactions

No clinical drug-drug interaction studies have been conducted with DALVANCE.
There is minimal potential for drug-drug interactions between DALVANCE and
cytochrome P450 (CYP450) substrates, inhibitors, or inducers.
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resistant isolates), Streptococcus pyogenes, Streptococcus agalactiae, DALVANCE. In the Phase 2/3 trials comparing DALVANCE to comparator, the Pregnancy N
anginosus group (including median duration of adverse reactions was 3.0 days for patients in the DALVANCE | Risk Summary te ens fe I t p ersi Ste N t l y
S. anginosus, S. i S and i faecalis group and 4.0 days in patients in the comparator group. In a Phase 3 trial There are no adequate and well-controlled studies with DALVANCE use in
(vancomycin susceptible |sulates) comparing DALVANCE single and two-dose regimens, the median duration pregnant women to evaluate for a drug-associated risk of major birth defects, 2
Usage of addverse reactions was 3.0 days for patients in the DALVANCE single and miscarriage or adverse developmental outcomes. sa d or h (0] p e I ess
two-dose group.

To reduce the development of drug-resistant bacteria and maintain the
effectiveness of DALVANCE and other antibacterial agents, DALVANCE should be
used only to treat or prevent infections that are proven or strongly suspected to
be caused by susceptible bacteria. When culture and susceptibility information
are available, they should be considered in selecting or modifying antibacterial

Table 1 lists selected adverse reactions occurring in 2% or more of patients
treated with DALVANCE in Phase 2/3 clinical trials.

Table 1. Selected Adverse Reactions Occuring in > 2% of
Patients Receiving DALVANCE in Phase 2/3 Trials

No treatment-related malformations or embryo-fetal toxicity were observed

in pregnant rats or rabbits at clinically relevant exposures of dalbavancin.
Treatment of pregnant rats with dalbavancin at 3.5 times the human dose on an
exposure basis during early embryonic development and from implantation to
the end of lactation resulted in delayed fetal maturation and increased fetal loss,

therapy. In the absence of such data, local epidemiology and susceptibility (Number (%) of Patients) respectively [see Data).
patterns may contribute to the empiric selection of therapy. ‘Adverse Reactions DALVANGE Comparator* The estimated background risk of major birth defects and miscarriage for the
NTRAINDICATION: _ _ indicated population is unknown. All pregnancies have a background risk of
co C 0. S. . ) . (N=1778) (N=1224) birth defect, loss, or other adverse outcomes. In the U.S. general population, the
DALVANCE is contraindicated in patients with known hypersensitivity to Nausea 98(5.5) 78(6.4) estimated background risk of major birth defects and miscarriage in clinically
dalbavancin. Diarrhea 79 (4.4) 72(59) recognized pregnancies is 2% to 4% and 15% to 20%, respectively. D U RI N G P A N D E M I c
WARNINGS AND PRECAUTIONS Headache 83(4.7) 59 (4.8) Data
Hypersensitivity Reactions Vomiting 50(28) 370) Animal Data
Serious hypersensitivity (anaphylactic) and skin reactions have been reported Rash 4827) 3024
inpatints treated with DALVANCE, fan allrgi reacton to DALVANCE ocurs, Pruritus 38(21) 103 g‘g;"gﬁ";em‘g,:g;ggﬁfgg‘:g ?;'“‘:%;"s’ﬁi?ﬁﬂ‘#,;”,, L i,

discontinue treatment with DALVANCE and institute appropriate therapy for

the allergic reaction. Before using DALVANCE, inquire carefully about previous
hypersensitivity reactions to other glycopeptides. Due to the possibility of
cross-sensitivity, carefully monitor for signs of hypersensitivity during treatment
with DALVANCE in patients with a history of glycopeptide allergy [see Patient
Counseling Information].

Infusion-Related Reactions

DALVANCE is administered via intravenous infusion, using a total infusion time of

* Comparators included linezolid, cefazolin, cephalexin, and

Delayed fetal was observed in the rat at a dose of

In the Phase 3 trial comparing the single and two-dose regimen of DALVANCE,
the adverse reaction that occurred in 2% or more of patients treated with
DALVANCE was nausea (3.4% in the DALVANCE single dose group and 2% in

the DALVANCE two-dose group).

The following selected adverse reactions were reported in DALVANCE treated
patients at a rate of less than 2% in these clinical trials:

Blood and lymphatic system disorders. anemia, hemorrhagic anemia, leucopenia,

45 mg/kg/day (3.5 times the human dose on an exposure basis).

In arat prenatal and postnatal development study, increased embryo lethality
and increased offspring deaths during the first week post-partum were observed
at a dose of 45 mg/kg/day (3.5 times the human dose on an exposure basis).

Lactation
Risk Summary

NS

students experienced

30 minutes to minimize the risk of infusion-related reactions. Rapid intravenous There are no data on the presence of dalbavancin or its metabolite in human I l I -
L y i petechiae, I I ' |e| I t e 2
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of these reactions.
Hepatic Effects

In Phase 2 and 3 clinical trials, more DALVANCE than comparator-treated
subjects with normal baseline transaminase levels had post-baseline alanine
aminotransferase (ALT) elevation greater than 3 times the upper limit of normal
(ULN). Overall, abnormalities in liver tests (ALT, AST, bilirubin) were reported
with similar frequency in the DALVANCE and comparator arms [see Adverse
Reactions].

Clostridioides difficile-Associated Diarrhea

Clostridioides difficile-associated diarrhea (CDAD) has been reported in users of
nearly all systemic antibacterial drugs, including DALVANCE, with severity ranging
from mild diarrhea to fatal colitis. Treatment with antibacterial agents can alter
the normal flora of the colon, and may permit overgrowth of C. difficile.

C. difficile produces toxins A and B which contribute to the development of
CDAD. Hypertoxin-producing strains of C. difficile cause increased morbidity and
mortality, as these infections can be refractory to antibacterial therapy and may
require colectomy. CDAD must be considered in all patients who present with
diarrhea following antibacterial use. Careful medical history is necessary
because CDAD has been reported to occur more than 2 months after the
administration of antibacterial agents.

If CDAD is suspected or confirmed, ongoing antibacterial use not directed against
C. difficile should be discontinued, if possible. Appropriate measures such as fluid
and electrolyte management, protein supplementation, antibacterial treatment of
C. difficile, and surgical evaluation should be instituted as clinically indicated.

Development of Drug-Resistant Bacteria

Prescribing DALVANCE in the absence of a proven or strongly suspected
bacterial infection or a prophylactic indication is unlikely to provide benefit to the
patient and increases the risk of the development of drug-resistant bacteria.
ADVERSE REACTIONS

The following clinically significant adverse reactions are also discussed
elsewhere in the labeling:
*  Hypersensitivity Reactions [see Warnings and Precautions]
 Infusion Related Reactions [see Warnings and Precautions]
*  Hepatic Effects [see Warnings and Precautions]
e Clostridioides difficile-associated Diarrhea [see Warnings and
Precautions]

Clinical Trials Experience

Because clinical trials are conducted under widely varying conditions, adverse
reaction rates observed in clinical trials of DALVANCE cannot be directly
compared to rates in the clinical trials of another drug and may not reflect
rates observed in practice.

Clinical Trials Experience in Adult Patients

Adverse reactions were evaluated for 2473 patients treated with DALVANCE:
1778 patients were treated with DALVANCE in seven Phase 2/3 trials comparing
DALVANCE to comparator antibacterial drugs and 695 patients were treated with
DALVANCE in one Phase 3 trial comparing DALVANCE single and two-dose
regimens. The median age of patients treated with DALVANCE was 48 years,
ranging between 16 and 93 years. Patients treated with DALVANCE were
predominantly male (59.5%) and White (81.2%).

Serious Adverse Reactions and Adverse Reactions Leading to Discontinuation

Serious adverse reactions occurred in 121/2473 (4.9%) of patients treated

with any regimen of DALVANCE. In the Phase 2/3 trials comparing DALVANCE to
comparator, serious adverse reactions occurred in 109/1778 (6.1%) of patients
in the DALVANCE group and 80/1224 (6.5%) of patients in the comparator group.
In a Phase 3 trial comparing DALVANCE single and two-dose regimens, serious
adverse reactions occurred in 7/349 (2.0%) of patients in the DALVANCE single
dose group and 5/346 (1.4%) of patients in the DALVANCE two-dose group.
DALVANCE was discontinued due to an adverse reaction in 64/2473 (2.6%)
patients treated with any regimen of DALVANCE. In the Phase 2/3 trials comparing
DALVANCE to comparator, DALVANGE was discontinued due to an adverse
reaction in 53/1778 (3.0%) of patients in the DALVANCE group and 35/1224
(2.9%) of patients in the comparator group. In a Phase 3 trial comparing
DALVANCE single and two-dose regimens, DALVANCE was discontinued due to

hematochezia, abdominal pain

General disorders and admini: site conditions: infusi
Hepatobiliary disorders: hepatotoxicity

Immune system disorders. anaphylactic reaction
Infections and infestations. Clostridioides difficile colitis, oral candidiasis,
vulvovaginal mycotic infection

Investigations: hepatic transaminases increased, blood alkaline phosphatase
increased, international normalized ratio increased, blood lactate dehydrogenase
increased, gamma-glutamyl transferase increased

Metabolism and nutrition disorders: hypoglycemia

Nervous system disorders: dizziness

Respiratory, thoracic and mediastinal disorders: bronchospasm

Skin and subcutaneous tissue disorders: rash, pruritus, urticaria

Vascular disorders: flushing, phlebitis, wound hemorrhage, spontaneous hematoma

Alanine Aminotransferase (ALT) Elevations

Among patients with normal baseline ALT levels treated with DALVANCE

17 (0.8%) had post baseline ALT elevations greater than 3 times the upper limit
of normal (ULN) including five subjects with post-baseline ALT values greater
than 10 times ULN. Among patients with normal baseline ALT levels treated with
non-DALVANCE comparators 2 (0.2%) had post-baseline ALT elevations greater
than 3 times the upper limit of normal. Fifteen of the 17 patients treated with
DALVANCE and one comparator patient had underlying conditions which could
affect liver enzymes, including chronic viral hepatitis, history of alcohol abuse
and metabolic syndrome. In addition, one DALVANCE-treated subject in a Phase 1
trial had post-baseline ALT elevations greater than 20 times ULN. ALT elevations
were reversible in all subjects with follow-up

lated reactions

Dalbavancin is excreted in the milk of Iactatmg rats. When a drug is present in
animal milk, it is likely that the drug will be present in human milk.

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

Pediatric Use

The safety and effectiveness of DALVANCE for the treatment of ABSSSI has
been established in pediatric patients aged birth to less than 18 years. Use of
DALVANCE for this indication is supported by evidence from adequate and well-
controlled studies in adults with additional pharmacokinetic and safety data in
pediatric patients aged birth to less than 18 years [see Adverse Reactions].
There is insufficient information to recommend dosage adjustment for pediatric
patients with ABSSSI and CLer less than 30 mL/min/1.73m?

Geriatric Use

0f the 2473 patients treated with DALVANCE in Phase 2 and 3 clinical trials,
403 patients (16.3%) were 65 years of age or older. The efficacy and tolerability
of DALVANCE were similar to comparator regardless of age. The pharmacokinetics
of DALVANCE was not significantly altered with age; therefore, no dosage
adjustment is necessary based on age alone.

DALVANCE is substantially excreted by the kidney, and the risk of adverse
reactions may be greater in patients with impaired renal function. Because
elderly patients are more likely to have decreased renal function, care should
be taken in dose selection in this age group.

Renal

No
treated subject with normal baseline transaminases had post-baseline ALT
elevation greater than 10 times ULN.
Clinical Trials Experience in Pediatric Patients
Adverse reactions were evaluated in one Phase 3 pediatric clinical trial which
included 161 pediatric patients from birth to less than 18 years of age with
ABSSS| treated with DALVANCE (83 patients treated with a single dose of
DALVANCE and 78 patients treated with a two-dose regimen of DALVANCE) and 30
patients treated with comparator agents for a treatment period up to 14 days. The
median age of pediatric patients treated with DALVANCE was 9 years, ranging from
birth to <18 years. The majority of patients were male (62.3%) and White (89.0%).
The safety findings of DALVANCE in pediatric patients were similar to those
observed in adults.
Serious Adverse Reactions and Adverse Reactions Leading to Discontinuation
Serious adverse reactions (SARs) occurred in 3/161 (1.9%) of patients treated
with DALVANCE, all in the single-dose arm. There were no adverse reactions
leading to DALVANCE discontinuation.
Most Common Adverse Reactions
Most common adverse reaction occuring in more than 1% of pediatric patients
2/161 (1.2%) was pyrexia.
Other Adverse Reactions
The following selected adverse reactions were reported in DALVANCE-treated
patients at a rate of less than 1% in this pediatric clinical trial:
Gastrointestinal disorders: diarrhea
Nervous system disorders: dizziness
Skin and subcutaneous tissue disorders. pruritus
Post Marketing Experience
The following adverse reaction has been identified during post-approval use of
dalbavancin. Because the reaction is reported voluntarily from a population of
uncertain size, it is not possible to reliably estimate the frequency or establish a
causal relationship to drug exposure.
General disorders and administration site conditions: Back pain as an
infusion-related reaction [See Warnings and Precautions].
DRUG INTERACTIONS
Drug-Laboratory Test Interactions
Drug-laboratory test interactions have not been reported. DALVANCE at therapeutic
concentrations does not artificially prolong prothrombin time (PT) or activated
partial thromboplastin time (aPTT).

In patients with renal impairment whose known CLer is less than 30 mL/min
and who are not receiving regularly scheduled hemodialysis, the recommended
regimen for DALVANCE is 1125 mg, administered as a single dose, or 750 mg
followed one week later by 375 mg. No dosage adjustment is recommended
for patients receiving regularly scheduled hemodialysis, and DALVANCE can be
administered without regard to the timing of hemodialysis. There is insufficient
to dosage for pediatric patients younger
than 18 years with CLcr less than 30 mL/min/1.73m?

Hepatic Impairment

No dosage adjustment of DALVANCE is recommended for patients with mild
hepatic impairment (Child-Pugh Class A). Caution should be exercised when
prescribing DALVANGE to patients with moderate or severe hepatic impairment
(Child-Pugh Class B or C) as no data are available to determine the appropriate
dosing in these patients.

OVERDOSAGE

Specific information is not available on the treatment of overdose with DALVANCE,
as dose-limiting toxicity has not been observed in clinical studies. In Phase 1
studies, healthy volunteers have been administered cumulative doses of up to
4500 mg over a period of up to 8 weeks (not an approved dosing regimen), with
no signs of toxicity or laboratory results of clinical concern.

Treatment of overdose with DALVANCE should consist of observation and
general supportive measures. Although no information is available specifically
regarding the use of hemodialysis to treat overdose, in a Phase 1 study in
patients with renal impairment less than 6% of the recommended dalbavancin
dose was removed.

Distributed by:
Allergan USA, Inc.
Madison, NJ 07940

Patented. See www.allergan.com/patents.

DALVANCE® is a registered trademark of
Allergan Pharmaceuticals International Limited.

© 2021 Allergan. All rights reserved.
Ref: v2.0USPI0100  Revised: 7-2021
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THE GREAT OUTDOORS

ACEP MEMBERS FIND WELLNESS IN THE WILDERNESS

own south in Gainesville, Florida, emergency physicians Gi-

uliano De Portu, MD, FACEP, and Henry Young II, MD, are sur-

rounded by rivers, lakes, and swamps that are inhabited by local
and migratory birds. When they aren’t working in the emergency depart-
ment (ED), they love to explore the outdoors, cameras in hand, captur-
ing stunning portraits of the birds and other wildlife they encounter.

Dr. De Portu was a full-time photojournalist before going to medical
school when he was 33, but he had never photographed wildlife until
the pandemic started. He and Dr. Young were both residents when they
discovered their shared interest in photography and started exploring
nature with their cameras as a way to destress.

“Taking time off from the ED during the pandemic was a must for
me,” Dr. De Portu said. “... I can go on a peaceful walk, take some photo-
graphs and connect with art and nature. It also really brings happiness
to be able to share my work, and it clears my mind.”

Dr. De Portu is not the only one finding joy and clarity in the great
outdoors. In this photo essay, emergency physicians and medical stu-
dents reflect on their favorite moments in Mother Nature.

uring lockdown, I began explor-

ing film photography and the city I

grew up in. I started spending more
time in nature, hiking and hanging from
trees. These past years have been tough on
us. We live in a society that is fast-paced;
society often goes on without us. We are
told that time is precious and limited, so
we should make the most of it and accom-
plish as much as we can. But in doing so,
many of us lose sight of the importance of
being present. So, this past year, I learned
the importance of slowing down.

Jeannie Kuang-Nguyen, MS4
University of Arkansas for
Medlical Sciences, Little Rock

his past summer, my brotherand Iwentca- : |

noeing in the Boundary Waters of northern  :
Minnesota. We were 60 miles from the near- :

est town, 55 miles from the nearest cell service and
five miles away from any other human. The only
sounds audible were the waves on the lake and the :
calls of an occasional loon flying by. The following :
quote from The Power of Silence by Robert Cardinal :
Sarah echoed true:
“Silence is not an absence. On the contrary, it is
the manifestation of a presence, the most intense of
all presences. ... The real questions of life are posed  :
in silence. Our blood flows through our veins with- :
out making any noise, and we can hear our heart-
beats only in silence.” :

Michael Pajor, MD, PGY-II : [}

Washington University School of Medicine, St. Louis |

EMERALD PARK, LITTLE ROCK, AR

ellness and mental health come from achieving bal-
ance in life. In the emergency department, having
to make critical decisions on patients’ life-threat-

: ening conditions places you on one extreme of the spectrum.
: The wilderness is my way of finding the antidote to this stress

: and the harmony needed to feel balanced. The outdoors allows
: metoresetand tojust be. It gives me the opportunity to connect

JEANNIE KUANG-NGUYEN

! toacosmic perspective and to be at peace with existing in the
world. Because of this, I can proceed without self-criticism and
. be okay with the flow of nature and life itself. Once I find this
: harmony, I am refreshed and grounded and am better able to
! treat my patients holistically.

Brian Hilands, DO, PGY-IlI

Inspira Health Network, New Jersey

think it is important to remember how strong we are
as emergency physicians, feeling everything there
is to feel on that front line, while also remembering

10 ACEPNOW MAY 2022

how strong we are as human beings. We stand tall, chin up
with eyes wide open in order to even be aware of our sur-
roundings. This naturally leads to countless opportunities
that make it easier for us to recognize just how much ex-
ists in this big, beautiful world that has the ability to spark
happiness and leaves us truly feeling alive. Perhaps then,
the most challenging part is remembering how that spark
of happiness felt. We must hold tight to that memory and
feed that spark often so it does not extinguish.
Thankfully, the wilderness gives us millions of potential
sparks each and every day. Tiny details and inexplicable mir-
acles we see in the sky, the landscapes and mountains that
leave us in awe, the rhythmic vibration felt when a herd of
elephants cross a riverbed together in the evening that makes

us think it was actually a well-choreographed dance, and the
simple act of the ocean greeting the sand at sunrise that trig-
gers the smell of saltwater and reminds you of the vastness
of the ocean and how beautifully complex its marine life is,
just below the surface. This is the wilderness.

These feelings and experiences are our life fuel. They pick
us up, they keep us going, they ground us and they keep us
feeling as “normal” as possible during very abnormal times.
They keep us childlike in the best way, they pique our curi-
osities and help connect us with others as well as ourselves.
The wilderness gives us hope and strength, and gives us a
reason to keep fighting through hard times and hard shifts;
it ultimately brings us back “home.”

Taylor Haston, DO
Chair, ACEP Wilderness Medicine Section
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JEFF THURMAN

was in the mountains of the Peruvian Andes, two days into the Salkantay Trek. We had

woken early that morning to begin the short day hike up to Humantay Lake, and I was

thinking about my grandmother. Thousands of miles away from my family, it was difficult
to comprehend that this fierce, independent, fiery woman, who had made a life out of saying no
to gender roles and yes to adventure, was no longer here.

As we came over the crest of the mountain and the lagoon opened up in front of us,
bounded on either side by the towering peaks of Salkantay and Humantay, I was struck
by the sensation of togetherness. My grandmother had been here, in this exact spot, dec-
ades earlier—I had grown up admiring the photos on her wall. She had climbed these same
hills, scrambled over these same boulders, stopped and stared at this same stunning view.
Though we were not together at the moment her soul left her body, we were here together
now, across time, linked by the permanence of this wonderful wilderness and our love for
it. I'built a small cairn next to the lake, one of many along the rocky bank, and I left it there
as a crude statue to my grandmother and to the power of this place to connect our spirits.
Whatever happened, wherever I might be in whatever time, we were always here together.

Sophie Karwoska Kligler, MS4

lcahn School of Medicine at Mount Sinai, New York

OCEAN CITY,NJ

AMY ONDEYKA

think one overlooked treatment for burnout is animals. My dog, Sawyer,

has the uncanny ability to wipe the slate clean after a horrible shift. He is

a constant reminder to live in the moment and enjoy life to the fullest. We
should be so lucky to have even an ounce of that attitude.

Amy Ondeyka, MD, FACEP

Inspira Health Network, Vineland, New Jersey
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xploring the outdoors serves as a lens to focus the chaos
in life for me; it allows me to return my focus to what is
important in life. Similarly to this picture (above), where

! the landscape goes for miles and miles but the rocks allow you
to focus in on one specific area to explore, I find that spending
time in the outdoors allows me to break away from many of the
1 excess thoughts and worries that plague me on certain days
and focus on the things in life that bring me joy and peace. Like
¢ the rocks in the picture, the outdoors center my attention on
. the things that I value.

Megan Barthels, MS4

Medical College of Wisconsin-Green Bay

always forget how hap-
py I am when I’'m out-
side. It can feel hard
to plan, to pack, to get mov-
ing. But once I'm out, that
always changes. My worries
: melt away as I give myself
permission to be here and in
this moment. Being outin na-
. ture and seeing the beauty of
: the world just reminds me of
. how lucky we are to be here
: and how full of wonder the
¢ worldis.

Adrian A.
Palmer, MS4

Marian University College
of Osteopathic Medicine,
Indianapolis @

gt

INTERESTED IN WILDERNESS PHOTOGRAPHY?

Every year, ACEP's Wilderness Medicine Section hosts a photo contest.
Learn more about the section and admire the beautiful submissions from the
past few years at www.acep.org/wilderness.
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NICOLE GERBER

The Beauty of a Break

Two emergency physician moms reflect on how they found peace through the pause

“"Healing must feel something like this.”

—Janienne Kondrich, MD, Weill Cornell Medicine, NY

’m cooking dinner while my nine-year-

old daughter fills me in on the day’s
highlights. She and her older sister
recently returned to in-person school :
in New York City. Without reprieve from :
COVID fears or return of a remote learning :
option,  had homeschooled them most of
the second year of the pandemic. Despite
the obvious challenges that accompany
acting as a fourth and sixth grade educa- :
tor within the confines of a two-bedroom :
apartment, all while working full-time as
a pediatric emergency physician, I abso-
lutely loved it. Although there are count-
less things the pandemic has taken from
us, it has given me the gift of time with
many loaves of banana bread, went on
My older daughter was only six weeks :
old when I returned to my final year of :
residency. My husband and I welcomed :
a second child less than three years lat- :
er while I was in fellowship; this time I
had eight weeks at home. After the birth
of both girls, the demand was at first
physical: sleep a few hours per night, re- :
main on your feet while you recover from :
growing and delivering a human, main- :
tain your milk supply because at least— at
least—it’s one way you can still nurture

my girls.

your baby.

As they grew older, the challenge mor-
phed into a psychological one. The fol-
lowing years brought a tension between :

dedication to my career and the knowl-
edge I was missing key moments of their
childhoods. I continued riding on the
merry-go-round familiar to many that
next week will be better, less busy.

The pandemic brought all of it to an
abrupt halt—no more sports practices,
birthday parties, or playdates. Previous-
ly, in the brief pockets of time when I was
home, they were out. Now, I had more
time with my girls than I ever had before.
And somehow, amid the fear and uncer-
tainty, and the increased and changing
demands at work, I found the peace at
home I had been looking for.

Over the last couple years, we baked

nighttime walks to see the illuminated
Manbhattan skyline, watched movies, and
played board games. Interspersed among
it all were conversations about friendship,
life, and predictions for the fourth season
of Stranger Things. I am involved in what
they are learning, and we cuddle at bed-
time most nights. We are more connected
now than ever before.

The world steamrolls ahead to return
to “normal” pre-pandemic life, a delusive
ideal. I refuse to ignore the lessons of the

: last two years. As my daughters grow, so
do I. We can never get time lost returned to
us; all we have is now. Healing must feel
something like this.

Dr. Nicole Gerber poses with her daughter Eliana, son Max, husband Jon, and baby Hannah.
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Dr. Janienne Kondrich smiles with her husband, Erik Jensen, and their daughters Ella and Evangeline.
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JANIENNE KONDRICH

"We learned to just sit”

—Nicole Gerber, MD, Weill Cornell Medicine, NY

was a busy working mom of two young kids, and

I didn’t know how to have unscheduled time.

Weekends when [ wasn’t working were spent go-
ing to museums or parks—going somewhere, never just
sitting at home. And then, we couldn’t go anywhere. I
felt trapped.

I made schedules and tried to come up with activi-
ties, nothing taking as long as I planned. When you
are two years old, it only takes two minutes to color a
picture, not the 30 minutes I tried to allot to the task. A
week went by. Every minute at home felt like an hour;
at work, every minute felt like a war zone. The patients
just kept coming in—COVID-like illness, cough with
hypoxia, fever and cough. When would it be my turn?
Would I leave my children motherless? Would I bring it
home and sicken my family? I had obsessive personal
protective equipment and decontamination rituals be-
fore returning home. At home, the drag of time.

Until one day, time began to move normally again.
We settled into a routine. A little fresh air. Reading some
books. Play time. Unscheduled play time. (And let’s not
lie, lots of TV and iPad time). And we grew comfortable
with each other and the lack of plans. I came to relish
the opportunity to spend time with my children.

I was so relieved when schools and daycares re-
opened. I fervently hope they never close again. But as
the world began to re-open, we realized we didn’t have
to go somewhere. We learned to just sit with ourselves.
For that, I will always be grateful. @

The Official Voice of Emergency Medicine



ACEPNOW.COM

MIPS 2023: Prepare Now to Avoid
Financial Penalties

by MICHELLE P. LIN, MD, MPH, FACEP and BILL
MALCOM, MS, MBA, PMP

he Medicare Access and CHIP Reauthorization Act :

(MACRA), passed in 2015, was a transformational :

law. It eliminated the flawed sustainable growth rate :
formula (SGR) that was used to set Medicare physician pay-
ments and created a new quality performance program in
Medicare called the Quality Reporting Program (QPP). The :
QPP includes two participation tracks, the Merit-based Incen-
tive Payment System (MIPS) and Advanced Alternative Pay- :
ment Models (AAPMS). Most emergency physicians are in the
first track, MIPS, as they do not meaningfully participate in
an AAPM, like an accountable care organization (ACO) initia-
tive. MIPS includes four performance categories: quality, cost,
improvement activities, and promoting interoperability (for-
merly meaningful use). Performance on these four categories
(which are weighted) roll up into an overall score that trans-
lates to an upward, downward, or neutral payment adjust-
ment that providers receive two years after the performance
period. MIPS was designed to be budget neutral, and as result
of this, the program requires imposing financial penalties on
low-performing clinicians’ Medicare reimbursement to pay

for incentives for high-performing clinicians.

What's Happening with MIPS in 2023?

for up to half of eligible clinicians.

to prepare.

The maximum penalty for the 2023 performance year is 9
percent, which is scaled based on the clinician’s MIPS score.
Based on the 2021 Final Rule, clinicians will need to score at
least 75 (median score) in 2023 to avoid a penalty, with scores :
above this mark resulting in bonuses. Simply put, CMS expects
about half of all clinicians to fall below 75 and receive a penalty.

Will My Group and | Receive a Penalty or a Bonus?

challenging to anticipate how your Medicare payments will
be impacted.

Should We Report as a Group or as Individuals?

Under MIPS, clinicians may submit as individuals or groups

The Official Voice of Emergency Medicine

Merit-based Incentive Payment

System (MIPS) Summary

* Full effect likely to occur in 2023

e 2023 reporting year will result in up to 9
percent bonuses and penalties applied to
2025 Medicare payments

* Higher threshold to avoid penalty

* 30 percent cost score remains a black box

e Implementing MIPS reporting can take
several weeks—start now to be ready for
2023

* Explore options now to be ready for CMS's
final rules in November 2022

e ACEP’'s CEDR offers a comprehensive
solution for MIPS reporting

adjustment based on the entire group’s performance.

al submissions, so most groups opt for this method to improve
their score. Having advance insight into individual and group

MIPS score is above 75 and submits as a group, but ultimately

penalty in the 2025 payment year.

Conversely, suppose a group estimates their MIPS score
to be below 75. They may choose to submit as individuals so :
only the eligible clinicians take the penalty and non-eligible
clinicians receive a neutral adjustment. However, if they later
discover they would have scored above 75 had they filed as a :

group, the group effectively “opted out” of bonuses for non-eli-

Eligible emergency physicians face several challenges because : Are There Other Options to Participate in QPP

of an unbalanced playing field in the MIPS program compared : Outside of MIPS?
to other specialties. First, the most common method for MIPS
participation is through a Qualified Registry using CMS-ap-
proved, public domain quality measures. However, the pub-
lic quality measures are more applicable to primary care and
require near-perfect performance to obtain even a nominal
score. Further, starting in 2022, 30 percent of the MIPS score :
will be calculated internally by CMS from a “cost score” based
on submitted claims. To date, CMS has not provided any insight
into how this “cost score” is calculated, so how you and your
group will score is impossible to predict. Groups can estimate
their total scores by incorporating “cost scores” from a prior
year’s performance and combine that with the estimated qual-
ity measure scores from the QR or QCDR; however, given the
unknown methodology, this approach may not be accurate. :
Thus, it will not only be harder to score well, but also more : :
: QR/QCDR Participation is Costly. What Can Do to :
: Minimize Losses? :
Emergency physician groups have several complex considera-
tions in the 2023 performance year to minimize financial loss
or maximize financial bonuses in 2025. For example, groups

ing Medicare reimbursement.

requires advanced planning, time, and resources.

2. Groups might also participate using their hospital’s Value-
Based Purchasing (VBP) program scores. Historically, some
EM groups do well through this program, but how the VBP
score translates into a MIPS score is not revealed by CMS :

until after MIPS submissions.

with fewer eligible clinicians may have less exposure to both
: penalties or bonuses, which may not outweigh the substantial
. resources needed for quality measurement and reporting.

If a group’s objective is to simply minimize financial losses

(including time and resources invested into QR/ QCDR report-
ing), they might choose to merely submit “improvement ac-
tivities” directly to CMS for eligible clinicians and not report
¢ any quality measures as individuals. Eligible clinicians would
¢ likely receive a penalty for 2025, but it would probably be less
than the 9 percent maximum penalty.

In addition, some EM billing companies offer quality regis-

try reporting as part of their service. QRs may be less resource
intensive; however, QR reporting is limited to public domain
quality measures which are less applicable to EM. Therefore,
reporting through QRs may not offer confidence for a bonus-
eligible score given competition with clinicians from other
specialties on non-emergency medicine measures. However,
reporting of measures through the QR may reduce the penalty
: exposure of a group.

: How Can We Maximize Payments and Bonuses?

If a group’s objective is to maximize financial gain, the MIPS
: score and resulting bonus payment must exceed the cost of
: the reporting mechanism used. Groups can submit data via
under the same Tax Identification Number (TIN). When report-
ing as an individual, the MIPS score received only applies to the :
Because of the COVID-19 pandemic, CMS delayed the penalty :
phase-in and substantive bonus payments, resulting in neu-
tral payment adjustments for the 2020 and 2021 performance
years. CMS also approved the Extreme and Uncontrollable Cir-
cumstances exclusion for clinicians impacted by COVID-19 for
2022. But, in 2023, the MIPS program likely will resume with full
implementation, with up to 9 percent penalties and bonuses :

third party intermediaries such as a Quality Registry (QR) or

¢ a Qualified Clinical Data Registry (QCDR). While QRs may be
individual reporting clinician. When reporting as a group, all
clinicians who use that TIN receive the same score and payment :

less resource-intensive, groups would need to achieve near-
perfect performance relative to all clinicians participating in

MIPS (across specialties) to avoid a penalty or receive a bonus.
Historically, group submissions score higher than individu-

Alternately, groups may invest in reporting through a QCDR,

which offers EM-specific measures as an alternative to the ge-
neric public domain measures. ACEP’s Clinical Emergency
i MIPS scores (whether they are above or below 75) can be used :
: strategically to minimize penalties or maximize bonuses.

By design, the 2023 performance year will determine clini-
cians’ 2025 Medicare Part B payments. In 2025 (payment year),
the MIPS program is scheduled to penalize half of the eligible
clinicians and reward the other half with bonuses, based on a
MIPS score (zero to 100) calculated from the annual submis-
sion of 2023 performance data. Implementing a qualified MIPS
reporting process can take several weeks, so now is the time

Data Registry (CEDR) is one commonly used QCDRs offering

custom emergency medicine focused QCDR quality measures.

However, given the lack of insight into the 30 percent ac-
counted for by the cost score, it becomes higher risk to report as
a group in 2023. For example, suppose a group estimates their

Historically, EM groups participating in MIPS outside of QCDRs
have some of the lowest scores among MIPS-eligible clinicians.
Targeting an estimated MIPS score well above 75 would pro-

vide confidence in avoiding penalties, as well as offsetting the
(because of the cost score or other factors) receives a MIPS score
below 75. In that case, every clinician in the group receives a

cost of reporting by the bonus payments received for both eli-
gible and not eligible clinicians.

Bottom Line

We recommend group leaders carefully consider their ap-
proach to 2023 MIPS reporting now, well ahead of January
1, 2023. CMS is not expected to release final rule updates for
the 2023 reporting year until November 2022 (proposals are

released during the summer), so emergency physician groups
gible clinicians (under the TIN) and likely secured lower scores :
. at the individual level for the eligible clinicians.

should explore options and be prepared to act quickly. Given

the recent challenges for our specialty, it will be especially im-
: portant to preserve future Medicare reimbursement and avoid
i MIPS penalties moving forward. @

Participation in the QPP is mandatory for all clinicians receiv- : DR. MICHELLE LIN serves as the current Chair of the
: ACEP Clinical Emergency Data Registry (CEDR) Committee.
Clinici ticipate in QPP t of q- BILL MALCOM serves as the Program Director, Data

1. Clinician groups. can participate in aspartofanad- : g oo g Quality for ACEP.
vanced alternative payment model track—for example, :
by reporting as a member of an ACO, since AAPMs are not
subject to the same financial penalties as MIPS. Histori- :
cally, many emergency physicians have been excluded from :

APMs or ACOs. In addition, reporting as an advanced APM

LEARN MORE

ACEP's Clinical Emergency Data Registry
(CEDR) was established as a Qualified
Clinical Data Registry (QCDR) in 2015 and
provides a comprehensive solution for MIPS
reporting at acep.org/cedr. It also provides
Physician Quality Reporting System (PQRS)
data, Quality Payment Program (QPP) data,
Maintenance of Certification, Ongoing
Professional Practice Evaluation, outcome
data, and other related quality and patient
safety data to meet quality improvement and
regulatory requirements.
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Case Report: Unintentional Ingestion of Isobutyl

Nitrite Causes Nearly Fatal Consequences
Ingestion of these colloquially termed “poppers” can lead to death

by KEROLLOS SHAKER, MD; NANCY
ONISKO, DO; AND KAPIL SHARMA, MD

Introduction

sobutyl nitrite, commonly known as “pop- :
is inhaled recreationally to elicit :

euphoria and sexual arousal. It is readily :
available in adult novelty shops, in video stores,
and online. Itis commonly advertised as “liquid
air freshener” or “incense.” It is sold under the
brand names of Rush, Super Rush, Iron Horse,
Locker Room, among others.? When inhaled,
this substance results in smooth muscle relaxa- :
tion, vasodilation, and tachycardia. Ingestion,

pers,”

however, can be deadly.

Case Description

1) at a nightclub and immediately collapsed. :

On presentation to the emergency depart- : :

ment, his vitals were:
e Heart rate 119 bpm
¢ Blood pressure 86/47 mmHg

Photo 1: Isobutyl nitrite 10 mL bottle
A 56-year-old male with past medical history
of hypertension, gastroesophageal reflux dis- :
ease, and alcohol use disorder presented to
the emergency department with altered men- :
tal status, cyanosis, respiratory failure and hy-
potension. He had mistakenly ingested (rather
than inhaled) 10 mL of isobutyl nitrite (Photo 5

e Pulse oximetry 77 percent on nonrebreather

e Respiratory rate 20
e Temperature 34.2 degrees C

He required endotracheal intubation and
dual pressor support with norepinephrine and

vasopressin.

Arterial blood draw revealed a classic choc-
i olate-brown appearance (Photo 2). An arterial
blood gas revealed pH 7.08, partial pressure of
: carbon dioxide 41, partial pressure of oxygen

Photo 2: Chocolate-brown blood color

73, bicarbonate 12 and oxygen saturation of 89
: percent. Additionally, his labs were significant :
: for creatinine kinase level of 1,077 units/L, an-
ion gap of 21 mmol/L and lactate level of 12.1
mmol/L. He had an ethanol level of 63 mg/dL, :
: with a negative quantitative volatile screen for
. eneblue (Photo 3). Complete blood count with
differential did not reveal evidence of hemoly-
sis. The patient was extubated on hospital day

methanol, isopropanol, and ethylene glycol.
Urine drug screen was positive for ampheta-
mine and cocaine. His methemoglobin level on

arrival was more than 31 percent (greater than

Photo 3: Post methylene green urine

the laboratory’s maximum detectible level).
Three doses of methylene blue were given

: intravenously at a total of 2 mg/kg, and post-

treatment methemoglobin level decreased to
0.7 percent. The patient developed green urine
as is common after administration of methyl-

three and made a full recovery.
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Discussion

In 1859, amyl nitrite was reported to cause
flushing of the skin on the neck and face after
inhalation It was then prescribed therapeu-
tically for managing angina in 18672 Nitrites
originally were available in crushable mesh-
enclosed glass capsules called pearls, and
when they were crushed with the fingers, a
popping sound was made and they were sub-
sequently inhaled by the patient. This sound
is thought to be the reason nitrites are referred
to as poppers3

Nitrite use enhances sexual arousal and
pleasure. Inhaled nitrites are absorbed rapid-
ly in the bloodstream, with onset of effects in
seconds. Metabolism is primarily hepatic via
glutathione-organic nitrate reductase. Given
their vasodilatory effect, they relax the invol-
untary muscles of the vasculature, causing fa-
cial flushing, warm sensations, hypotension,
tachycardia, lightheadedness and headache.
Nitrite abuse is more common among homo-
sexual men, as it is believed to dilate the anal
sphincter and facilitate anal intercourse.* A
potential life-threatening effect of large ni-
trite exposure is methemoglobinemia, which
occurs when iron is oxidized from the ferrous
(Fe2+) to ferric (Fe3+) state. This ferric state
does not bind to oxygen and is unable to trans-
port oxygen to the tissue, thereby leading to
tissue hypoxia manifested by cyanosis, head-
ache, weakness, central nervous system de-
pression, seizures, coma, and death.

The mainstay therapy for treating methe-
moglobinemia is methylene blue, which
is converted to leucomethylene blue in the
presence of NADPH and NADPH methemo-
globinemia reductase.5 The leucomethylene
facilitates the reduction of ferric to ferrous iron
state through the NADPH reductase pathway.
Methylene blue is administered at one to two

Patient showing signs of ptosis.

Ptosis: Opening an
Eye to All Options in
Patients With This Sign

mg/kg of body weight intravenously over five
minutes. It is important to note that methyl-
ene blue will display a spurious pulse oxime-
ter reading owing to its blue color absorbance
at 660 nm.° Cautious use of methylene blue
in patients with G6PD deficiency should be
noted as the treatment can lead to hemolysis.
Alternative or adjunctive treatments include
ascorbic acid and exchange transfusion.

Conclusion

Oral ingestion of isobutyl nitrite leads to life-
threatening hemodynamic instability and
methemoglobinemia due to its vasodilatory
and oxidizing effects, respectively. Methylene
blueis the mainstay treatment of symptomatic
methemoglobinemia. @
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DR. SHAKER is medical toxicology fellow
at the University of Texas Southwestern
Medical Center in Dallas. DR. ONISKO and
DR. SHARMA are both medical toxicolo-
gists and assistant professors also in the
department of emergency medicine at the
University of Texas Southwestern Medical
Center in Dallas.

by RYAN YAVORSKY, DO, AND DAVID EFFRON, MD

A 67-year-old female presented to a community emergency E
department with headache and left-sided ptosis. Her head- r

ache started two weeks ago and was gradual in onset. She
described it as her typical migraine: a sharp pain that was
worse with light and associated with nausea and vomiting.  « ™
She used sumatriptan, which improved her symptoms after
several days. Three days prior to her presentation to the emer-
gency department, she developed recurrence of this head-

ache with left-sided ptosis and left-sided facial numbness.
Scan the QR code to read the full case report online.
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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 translation project the Skeptics'
Guide to Emergency Medicine (www.TheSGEM.com).
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Attempts_ or -
deatlon \

Working with your hosp|ta| S psychiatric department may help manage this population

by KEN MILNE, MD

Case: You bring up the issue again of boarding
mental health patients for hours to days in the
emergency department (ED) monthly meeting. :
Multiple members at the meeting confirm your
concern that these patients are not getting ap-
propriate care in a timely fashion. You wonder
if there could be a way to improve access to :

acute mental health care.

Clinical Question: Can an emergency

psychiatric assessment, treatment, and heal-

ing (EmPATH) unit decrease hospital admis-
sion and boarding time for patients presenting :
with suicidal ideation or after a suicide at- :

tempt?

Background: There has been a 44 percent
increase in ED visits for mental health condi- :

tions between 2006 and 2014." In one decade,

ED visits for suicide attempts have almost dou- :
bled.> The mortality rate by suicide s greaterin :
this population than the rate of mortality for pa-
tients presenting with any other ED complaint .3

Inadequately resourced provision for emer- :
gency mental health care is familiar to health

care professionals in multiple jurisdictions,

and patients can spend days in the emergency
department waiting for inpatient admission.“
Lack of access to care can have several con-
sequences for the individual and also adds to
the overcrowding issue in the emergency de- :

partment.

ideation or after a suicide attempt
» Excluded: Patients who were medical-
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ly unstable, in need of co-management

of a medical condition, incarcerated,

actively violent or determined by the
physician to be intoxicated; patients :
with mental health conditions other :

than suicidal ideation or attempt

* Intervention: After the implementation of :

an EmPATH unit

¢ Comparison: Before the implementation

of an EmPATH unit
e Qutcomes:

» Primary Outcome: Proportion of pa-
tients admitted to inpatient psychiat-

ric unit

» Secondary Outcomes: Any admission
including psychiatry, intensive care or
medicine; complete versus incomplete
psychiatric admission; hospital length
of stay for patients with psychiatric bed :
requested; ED length of stay (LOS); use :
of restraints in emergency department;
scheduled follow-up; 30-day ED re- :

turn; restraint use.

¢ Study Design: Before-and-after observa- :

tional study

Authors’ Conclusions: “The introduction
of the EmPATH unit has improved management
of patients presenting to the ED with suicidal at-
tempts/ideation by reducing ED boarding and
unnecessary admissions and establishing post-
i ED follow-up care.” :

Reference: Kim AK, Vakkalanka JP, Van :
Heukelom P, et al. Emergency psychiatric as- :
sessment, treatment, and healing (EmPATH) :
unit decreases hospital admission for patients :
presenting with suicidal ideation in rural
America. Acad Emerg Med. 2022;29(2):142-149.

¢ Population: Adult patients presenting to :
the emergency department with suicidal

Results: There were 435 patients includ-

ed before the establishment of an EmPATH
stage and 527 patients included after. The me-
dian age was 32 years, with an almost a 50/50
male/female split. Close to two-thirds arrived :
as walk-ins, with the rest being brought by
EMS or police, and 13 percent were identified

as homeless.

Key Result: The EmPATH unit was associ-
: ated with a significant reduction in psychiatric :

admissions.

¢ Primary Outcome: Proportion of patients
admitted to inpatient psychiatric unit (di- :

rect from emergency department, via Em-
Path unit or by transfer)

» 57.1percent before versus 27.3 percent :

after EnPATH implementation

» Absolute difference of 29.8 percent :
and relative ratio of 0.48 (95 percent

CI; 0.40-0.56)

¢ Secondary Outcomes:There were multi- :

ple secondary outcomes. One that stood

out was the reduction in ED boarding time :

from a mean of 16 hours to five hours.

EBM Commentary
1. Before-and-After Study: This was an un-

controlled before-and-after observational

of care provided in the EmPATH unit.

SGEM Bottom Line: The implementation
of an EmPATH unit has been associated with
: areduction in ED LOS and psychiatric ad-
. missions in this single Iowa hospital.
Case Resolution: You suggest that emer-
gency department leadership should start a
dialog with the psychiatric department and
explore the idea of implementing an Em-
: PATH unit at your hospital.
:  Remember to be skeptical of anything
: youlearn, even if you heard it on the
Skeptics’ Guide to Emergency Medicine.
¢ Thankyouto Dr. Kirsty Challen, who is a
: consultant in emergency medicine and emer-
gency medicine research lead at Lancashire
Teaching Hospitals NHS Foundation Trust, for
her help with this review. @

study.® An editorial by Dr. Goodacre cau- :

tions against these types of studies. One
way to address this limitation of uncon- :
trolled before-and-after study design :
would be to perform a stepped wedge de-
sign. This would provide more robust in- :

formation’

2. Single Center: This was a single center
study done at an academic tertiary referral
emergency department in lowa and may
lack external validity to other nonacadem-
ic sites in other parts of the United States.

3. Length of Stay: There was an observed :
decrease in ED LOS from 16 hours to five :
hours. If confirmed, this could make a sig-
nificant impact on ED flow. However, the
total hospital LOS for patients who had
a psychiatric bed request placed did not
change with the implementation of Em-
PATH. Although this might just be shifting :
the boarding problem from the emergen-
cy department to EmPATH, patients will at
least be getting the benefit of a wider scope
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RESIDENCY
SPOTLIGHT

VIRGINIA TECH CARILION
SCHOOL OF MEDICINE
EMERGENCY MEDICINE
RESIDENCY

Twitter/Instagram:
@vtcemergencymedicine

Location:
Roanoke, VA

Year founded:
2011

Number of residents:
35

Program length:
3 years

What training does your program offer
that residents can't get anywhere else?

Experience in community, academic, and rural practices. The
faculty at Carilion Clinic Emergency Medicine provide care
across six emergency departments in Southwest Virginia. We
have the only level 1 trauma center and pediatric emergency
department (ED) in the region. Carilion Roanoke Memo-

rial Hospital is the tertiary/quaternary referral hospital for a
catchment area of 6,000 square miles with a population of 1.5
million. The hospital sees more than 90,000 annual ED visits
and more than 2,000 annual trauma activations. A longitu-
dinal pediatrics curriculum with pediatric ED shifts inter-

VTCSOM residents strike a pose before SIM lab.

spersed into ED rotations ensures residents are exposed to all
seasonal variations of pediatric emergency care.

Residents also train at two other locations: Carilion New
River Valley Medical Center, a community ED that sees 40,000
patients a year, and Carilion Franklin Memorial Hospital, a ru-
ral ED with 20,000 patient visits a year.

How would you describe the culture of your program?

We are committed to using the latest technology, research,
and advanced medical practices to lead the region in emer-
gency care. The combination of serving such a large commu-
nity and the program’s desire to serve has produces a passion
and culture of education and learning. The feeling of family

ACEPNOW.COM

and camaraderie develops within the first year and grows.

Where do most graduating residents go
after they complete the program?

Our mission has always been to provide residents with train-
ing opportunities they need to pursue the career path of their
choice. Whether a resident wants to pursue a fellowship

in critical care medicine, addiction medicine, wilderness
medicine, ultrasound, or work in a small, rural hospital after
graduation, we can prepare them for that.

—Timothy J. Fortuna, DO, FACEP, program director,
Department of Emergency Medicine,
Virginia Tech Carilion School of Medicine
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PRACTICE
CHANGERS

DR. WESTAFER (@LWestafer) is assistant
professor of emergency medicine and emer-
gency medicine research fellowship director
at the University of Massachusetts Medical
School-Baystate and co-host of FOAMcast.

Decoding Pulmonary Embolism
Evaluation in Pregnancy

How the use of

D-dimer and YEARS

algorithm may help
pregnant patients
rule out PE

by LAUREN WESTAFER, DO, MPH, MS,
FACEP

ulmonary embolism (PE) in pregnancy

is quite uncommon, estimated to oc- :

cur in 0.02-0.1 percent of pregnancies :
and accounting for approximately 0.02 per- :
cent of pregnancy-related hospitalizations.”3
Historically, the evaluation of pregnant pa-
tients for potential PE has been challenging.
Signs and symptoms of PE can be nonspecific
and may overlap with normal symptoms of
pregnancy. Although we have several vali-
dated risk stratification tools for use in non-
pregnant patients—such as the Wells Score,
the PE Rule Out Criteria (PERC), the age-ad-
justed D-dimer threshold and, more recently,
risk-adjusted D-dimer approaches such as
the YEARS algorithm—these tools remained
largely untested in pregnant patients. A 2017

review of international guidelines found that
. .. : The Good News
none recommended the use of risk stratifica- :

: Over the past few years, recent studies have :

Further, the use of the D-dimer in preg- provided evidence that many pregnant pa-
nant patie’n ts has been controversial. It is tients can be risk-stratified and have PE ex- :
well-established that D-dimer levels increase : cluded w1t1.10u.t t'he need for imaging. A 2018 :
throughout normal pregnancies such that : study by Righini and colleagues found that :
: Igorith: bining the Revised G :

by the third trimester few, if any, individuals : an alsoritim combining . ¢ hevised beneva
have a D-dimer below standard thresholds.5 : Score (RGS), lower-extremity ultrasound, com-
‘. puted tomographic pulmonary angiogram :

While trimester-adjusted D-dimer thresholds : P Sraphic p . v ans g
: and/or V/Q scan, and D-dimer resulted in no :

have been recommended by some experts, : . . :
: missed cases of symptomatic venous throm- :

these cutoffs have not yet undergone valida- boembolism at three months. Meanwhile, im- :

tion.” Others have argued that a D-dimer is aging was avoided in 11.6 percent of the 367 :

not sensitive enough in pregnancy. For ex- : cases.®

At nearly the same time, the developers :

: of the YEARS algorithm published an as-

that study, however, more than 70 percent of : sessment of the algorithm’s performance in

patients received anticoagulation with alow- : pregnant patients and found even more fa- :

molecular-weight heparin prior to the D-dim- vorable results than the use of the Righini :

er, which could contribute to false-negative : jig4rithm. The YEARS algorithm, an interna-

results.®? Additionally, the administration of tionally validated risk-adjusted approach to

anticoagulation prior to the diagnosis of PE is the D-dimer, allows a D-dimer threshold of :

not standard practice in the United States for : 1,000 ng/mL in patients who have no signs :

patients appropriate for D-dimer testing (ie, of deep vein thrombosis (DVT), have no
: hemoptysis and in whom PE is not the most
Given these limitations to risk-stratifying : likely diagnosis." In a prospective study of
: 498 pregnant patients in which the YEARS
algorithm and lower-extremity ultrasound :
: were used, only one patient in whom PE was
: initially excluded was diagnosed with DVT
at three-month follow-up. No patients were :
: diagnosed with PE during the follow-up pe-
riod. In addition, the YEARS algorithm al-
lowed exclusion of PE without imaging in

: 65 percent of patients enrolled in the first

tion tools in pregnant patients.

ample, the DiPEP study reported that the D- :
dimer had a sensitivity of 88.4 percent. In :

at low to intermediate risk of PE).

patients with potential PE, CT pulmonary

angiogram (CTPA) and ventilation-perfusion
scans (V/Q scans) have been the only way of :

excluding PE. While both of these imaging mo-
dalities are safe in pregnancy, they impart ion-

izing radiation to both the pregnant individual :

and the fetus. Further, both imaging modali-

ties are imperfect in pregnancy and may yield :

indeterminate results.
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Any signs symptoms of
Yy sig DV![?F

order D-dimer

are either of the following YEARS criteria present?
Hemoptysis
PE most likely diagnosis or equally likely

order CTPA

D-dimer <1.0 mg/L

NO

DVT Ultrasound DVT present

DVT absent

order D-dimer

D-dimer <0.5 mg/L

order CTPA

No further
PE worku
indicat

FIGURE 1: This algorithm allows more pregnant individuals to avoid imaging compared to the algorithm using the RGS, likely due to the elevated D-

dimer threshold.

The use of the

D-dimer and

. the YEARS

. algorithm have

. begun to appear
. in professional

. society guidelines

trimester, 46 percent in the second trimes-
ter, and 32 percent in the third trimester.*
Researchers also retrospectively evaluated :
the performance of the pregnancy-adapted
YEARS algorithm in the Righini et al cohort :
and found that it was safe and would have

resulted in fewer imaging studies than the
RGS algorithm.

In fact, the use of the D-dimer and the
YEARS algorithm have begun to appear in
professional society guidelines. Previous
iterations of guidelines varied in their rec- :
ommendations to use a D-dimer, with five
of seven guidelines recommending against
the use of the D-dimer.*® These guidelines,
however, lacked quality prospective stud- :

. (level Ila recommendation—the weight of
. evidence s in favor of efficacy).” A 2021 me-
ta-analysis of four studies supports this, re-
porting a sensitivity of a negative D-dimer
in pregnancy of 99.5 percent (95% CI, 95.0—
i 100%)."® Other professional society guide-
: lines have not yet been updated after the
publication of these studies.

: Potential Pitfalls

There are some potential pitfalls with this
approach. First, the YEARS algorithm de-
pends on the D-dimer assay, which has poor
: specificity, particularly in pregnancy. Thus,
as in any population, a D-dimer should not
be ordered indiscriminately and should be
limited to those who would otherwise be
destined for imaging due to suspicion for
PE. Second, these studies did not compare
performance of structured risk stratification
: with clinical gestalt. Although possible, it’s
unlikely that in the United States practice
milieu clinical gestalt would result in few-
er imaging studies than these algorithms.
Third, few pregnant patients evaluated for
PE in these studies actually had a PE—4 to
7 percent. This suggests that even with risk
stratification and adjusted D-dimer thresh-
olds, we likely overtest for PE in pregnant
patients.

ies to support these recommendations. The

most recent European Society of Cardiolo- :
gy guideline for the diagnosis of PE recom-
mends the use of the D-dimer in conjunction
with clinical prediction rules in pregnancy

: The Algorithm

The pregnancy-adapted YEARS algorithm can
be pictured in Figure 1. This algorithm allows
more pregnant individuals to avoid imaging
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compared to the algorithm using the RGS,
likely due to the elevated D-dimer thresh-
old.

Overall, new data indicate it’s time to

DR. RADECKI is an emergency physician and infor-
matician with Christchurch Hospital in Christchurch,
New Zealand. He is the Annals of Emergency

PEARLS FROM
THE MEDICAL

stop routinely imaging pregnant patients
with suspected PE. Rather, structured risk
stratification with a pregnancy-adapted
YEARS approach, including a negative
risk-adjusted D-dimer result, can safely
exclude PE in pregnant patients without
the need for imaging.

Visit ACEPNow.com to view references
for this article. @
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Recap: 2022 International
Stroke Conference

Current findings and reports on stroke

by RYAN PATRICK RADECKI, MD, MS

ach year, the world’s neurologists gath- :

er to unveil their latest innovations at :

the International Stroke Conference :
(ISC). Other specialties have similar conferenc- :
es, but neurology exerts an outsized effect on
emergency department operations as stroke
treatment continues to evolve. This year’s ISC,
held in New Orleans, found curiosities across :
the spectrum of acute stroke care potentially
affecting workflow, if not already reflected in

the workflow of some departments.

Oneimportant clinical question facing neu-
rologists remains the consequence of direct
oral anticoagulants on acute stroke care. The :
current American Heart Association Stroke :
Guidelines advise against the use of thrombo-
lytic therapy in patients taking novel oral anti-
coagulants (NOACs)—rivaroxaban, apixaban,
edoxaban, dabigatran—unless specific coagu- :
lation measures are normal or at least 48 hours

have passed since their most recent dose. This

recommendation has effectively evolved from
prior observations regarding the increase in
intracranial hemorrhage associated with
thrombolysis in patients concurrently taking :
warfarin. However, some controversy exists,
as the NOACs are generally viewed as having
arelatively reduced risk for intracranial hem- :

orrhage as compared to warfarin.

Presented at ISC 2022, a retrospective eval-
uation of the American Stroke Association :
registry attempts to add further clarity to this
question. Using 163,038 patients treated with
alteplase between 2015 and 2020, the authors
compared outcomes for patients recorded as
taking a NOAC within seven days of hospital :
arrival with those taking no NOAC. Their pri- :
mary outcome was that of safety, looking to :
see if patients taking NOACs were more like- :
ly to suffer symptomatic intracranial hemor- :

rhage.

Overall, across the entire cohort of patients :
who were not taking an oral anticoagulant, :
therate of intracranial hemorrhage following :

thrombolysis was 3.2 percent. For those pa-
tients having been recorded as taking a NOAC,
the unadjusted rate was 3.7 percent. In the ad-
justed analysis, as baseline characteristics of :
those taking a NOAC obviously differ from :
those who do not, even this small difference
inintracranial hemorrhage vanishes. Further
analyses of secondary outcomes, such as in- :
patient mortality and functional outcomes, :
showed a mix of findings not reliably favor-
12 percent of the time. This cohort suffered se-

Retrospective analyses may be potentially :
biased in several respects. The most obvious :
issue here is selection bias. During the study :
period, 22,977 patients taking NOACs arrived :
at hospitals within the time frame potentially :
eligible for thrombolysis, but only 2,207 were
treated. It is overwhelmingly likely this sub- :
set of patients recorded as taking NOACs were
chosen by treating clinicians to receive throm- :
bolysis because they demonstrated the most
favorable risk/benefit profile. For example, pa-
tients selected may have missed their most re-
cent dose of NOAC, may have had coagulation
studies specifically supporting treatment with
thrombolysis or may have undergone NOAC :
reversal with a binding agent such as idaruci-
zumab. These important selection biases are
not captured in the registry data and severely
¢ limit any potential conclusions drawn. Itisab- :
solutely not the case that any local procedures :
or treatment decisions ought to be changed :
In this study, those treated with intra-arterial

The next bit of curiosity presented at the
ISC meeting relates to potential treatment de-
cisions in patients considered for endovascu-
lar intervention. The idealized approach to :
endovascular intervention involves clot re- :
trieval for large vessel occlusions with only a :
small core infarct surrounded by alarge region :
of reduced perfusion supplied by collateral cir-
culation. Larger core infarcts are considered,
generally, on a case-by-case basis, with lower :
expectations of benefit and greater concern for
harm. This study, RESCUE-Japan, randomized

ing one cohort or the other.

based on these data as presented.

patients with stroke from large vessel occlu-
sion and substantial infarct visible on initial
imaging, as judged by The Alberta Stroke Pro-
gram Early CT Score of three to five.

The most immediately apparent finding
from these data indicates how dramatically
poor the outcomes were for these patients. Pa-
tients randomized to medical therapy alone
achieved a modified Rankin Score (mRS) of
0-3, the primary outcome for the study, only

verely from disabling strokes, as a patient with
mRS 3 exhibits moderate disability but is still
able to walk independently. Endovascular in-
tervention was able to improve the percentage
of those achieving this primary outcome to 31
percent. Most patients achieved only mRS 2
and 3 but did so in dramatically greater pro-
portion than those managed with medical
therapy alone. It is quite likely, if your endo-
vascular team is not already taking patients
with large core infarcts for intervention, this
study should tip the scales in favor of the pro-
cedure.

Finally, the CHOICE randomized clinical
trial findings were presented. This trial in-
vestigated the value of adding intra-arterial
alteplase to standard endovascular therapy
for large vessel occlusion. In general, this ad-
dresses the concern that clot retrieval is still
associated with substantial microcirculatory
thrombi following large vessel intervention.

alteplase achieved mRS o-1 in 59 percent of
the cases, while those receiving placebo did
so only 40 percent of the time. Limitations in-
clude low enrollment due to the impact of the
COVID-19 pandemic, but these data support
cautious use of intra-arterial alteplase await-
ing further confirmatory investigation.

These trials presented at the International
Stroke Conference will likely affect the pro-
cesses of care and outcomes of patients com-
ing through the emergency department with
acute stroke. @
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THE END OF THE
RAINBOW

DR. DAHLE blogs at https://wwwwhitecoatinvestor.
com and is a best-selling author and podcaster. He is
not a licensed financial adviser, accountant, or attorney
and recommends you consult with your own advisers
prior to acting on any information you read here.

What To Do About
Low Expected Returns

Turns out that everybody's financial crystal ball is cloudy, not just yours

by JAMES M. DAHLE, MD, FACEP

Q. read some projections that
showed the returns of stocks and
bonds would be very low over the
next decade. What should | do
differently with my investments
because of that?

Investment Trusts (REITs), 6.2 percent for
international stocks, and 1.9 percent for US
bonds.

The first thing to know about these papers
is that they are often wrong. For example,

over the last decade many of these papers
As a general rule, in alow interest rate and low
expected return environment, all asset classes :
are affected more or less equally. While bond
yields are particularly easy to see, the truth is
: that when bond yields (and thus future bond
returns) are lower than historical averages, so
: are the returns of everything else including
stocks, real estate, and speculative in-
side for an obvious reason. As an investment
professional making projections, if markets
do better than your projections, none of your :
clients are mad at you. But if you call for high :
returns and they don’t show up, the clients :
all take their business elsewhere. So, take :
any future expected return projections with

have called for much lower returns than what
markets have actually experienced. It turns

out that everybody’s crystal ball is cloudy,

not just yours. While valuations such as price
to earnings ratios and bond yields do mat-

ter, they are pretty lousy predictors of future :

returns, especially in the short-term. These
projections also tend to be on the pessimistic

a grain of salt.

These projections are also overly precise.
They are reported to a tenth of a percentage °

point, but there is an extremely good chance

they don’t have the first number right, much

less the second. In reality, any projection

that is not a range is improperly precise.

While that precision makes the projectors

look smart, it is inappropriate given the

difficulty of the task. Unfortunately, a

proper projection would have such a

wide range as to be almost useless.
However, I actually agree with

the projectionists that investment

returns over the next decade are like-

ly to be significantly lower than those

over the last decade. This occurrence

would have significant consequences

on your financial life. What should you

do about it? Several things.

1. Reduce the Bite of Taxes,
Fees, and Inflation

The only return that matters is your
after-tax, after-fee, after-inflation return.
Reduce your investment related taxes
by maximizing the use of tax-protected
retirement accounts like 401(k)s, Roth IRAs,
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¢ Health Savings Accounts (HSAs), and 529s.
¢ Avoid short-term, rapid-fire trading so you
: can take advantage of lower long-term capital : 5] stock returns is a classic error.
¢ gains and qualified dividend tax rates. Watch :

your investment commissions and advisory :
 fees. Every dollar you pay to someone else is

: adollar that comes out of your investment

¢ return. You also want a significant portion of
¢ your portfolio invested into assets that tend

A. Every year there are several papers pub- :

lished that project future returns. The most : t0keep up withor beatinflation in the long

recent paper from investing behemoth Van- : runsuch as stocks, real estate, and inflation-

guard estimated annualized, nominal (be- : indexed bonds.
fore inflation) returns of just 3.3 percent for
U.S. stocks, 2.9 percent for U.S. Real Estate : 2.Stay the Course
Following a written investing plan through
¢ thick and thin is a key to successful long-term
investing. Chasing performance by jumping
¢ from one type of investment (asset class) to an-
¢ otherleads to higher costs and lower returns as
i Recognize that just about every asset class will
have its day in the sun. That is not an invita-
lower, then you will need to save more money
chasing performance. Instead, make sure you
own several asset classes in your portfolio. Di- :
versification is key. The Vanguard projections
suggest higher future returns for international, :

the investor repeatedly buys high and sells low.

¢ vestments. Expecting low bond yields due to :
¢ low interest rates while also expecting histori- :

: 3.Do Not Fear Rising Interest Rates
Investors, particularly bond investors, have
: an inappropriate fear of rising interest rates.
While rising interest rates do decrease the
value of bonds (as well as stocks), this is only
ashort-term effect. In the long run, a bond in-
vestor does better with higher interest rates,
: so long as the investor’s investment horizon :
: islonger than the duration (a measure related
i to the maturity length) of the bonds. All else
being equal, higher interest rates are better
for savers and investors (although worse for
: You cannot control future returns. You might
: aswell accept the returns the market gives you
: and spend your effort controlling that which is
: within your control, such as your lifestyle and

future debtors).

4. Diversify

tion to jump from asset class to asset class,

small, and value stocks than for the U.S.,

large, and growth stocks that have out-

performed in the last decade. Make sure your
portfolio includes some of those asset classes.

: 5.Be Philosophical
: Rather than being depressed that future re-

turns are likely to be lower, try to be a bit more
philosophical. Recognize that if past returns
had not been so high (leaving more room for
future growth), your nest egg would be much
smaller. Higher returns on a smaller nest egg
are not all that different from lower returns on
a larger nest egg for most investors, although

very old and very young investors will obvi-

ously prefer opposite ends of that spectrum.

6. Save More

thus savings rate. If future returns are really

to reach your goals.

Future returns, especially after inflation re-
turns, are likely to be lower than in recent dec-
ades. You should still follow your reasonable,

written investing plan. If you do not yet
have one, develop one, either with

or without the assistance of a

capable financial planner. @
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A Simplified Approach to Cardiogenic Shock

Careful consideration of patients with cardiogenic shock occurs at several stages in the ED

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

cent to 37 percent over the past 15 years.? It is my hope that by

reading this article, your understanding of cardiogenic shock, :
emergency department recognition, and management will help :

contribute to further improvements in survival.

Assessment

Assessment of end-organ perfusion, volume status, and cardiac

contractility is essential in the early recognition and manage-

ment of cardiogenic shock. Cardiogenic shock occurs when
the reduced contractility of the ventricle impairs mean arterial :
pressures and cardiac output, which results in decreased end-
organ perfusion. One of the reasons cardiogenic shock is chal-
lenging to recognize in the emergency department is that only :
about 25 percent of patients who develop cardiogenic shock are
not in an obvious shock state when they initially present to the
emergency department3 Many patients will present in occult

shock or pre-cardiogenic shock. Identifying this and initiating

LV function assessment.’
A subset of patients with pre-cardiogenic shock are those

with sympathetic crashing acute pulmonary edema (SCAPE),
an extreme state of rapidly progressive acute pulmonary edema
in which a sympathetic surge results from decreased systemic
perfusion.® This leads to further increases in afterload result-

ing in cardiovascular collapse if left untreated.

Not all patients with cardiogenic shock are volume over-
loaded. They may be hypovolemic, euvolemic, or hypervolem- :
ic. Determining volume status will guide whether they require
diuresis or volume replacement. Volume status ultrasound as-
sessment includes measuring LV size, jugular venous disten-
tion, and inferior vena cava size and collapsibility (diminished
respiratory variation)’ A careful fluid bolus/infusion may be
required if a patient is in cardiogenic shock and deemed to be

intravascularly volume depleted.

Emergency Department Management

The goals of emergency department management of cardio-
genic shock should be thought of in the context of the ultimate
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: goal of definitive mechanical treatment or temporary mechani-
cal circulatory support. Determining the cause of cardiogenic

ardiogenic shock is a state of end-organ hypoperfusion :

due to cardiac failure. It is a type of circulatory shock :

resulting from severe impairment of ventricular pump :
function characterized by a systolic blood pressure <80 mm Hg
without inotropic or vasopressor support (or <go mm Hg with
inotropic or vasopressor support) for at least 30 minutes; low
cardiac output of <2 L/min/m? (not related to hy-
povolemia, dysrhythmia, hypoxemia, acidosis
or atrioventricular block); and tissue hypoperfu-
sion manifested by oliguria (<30 mL/hr), periph- :
eral vasoconstriction or altered mental status.!
Cardiogenic shock carries a high mortality rate; the good news
is that recent U.S. observational data suggest that the in-hospi-
tal mortality from cardiogenic shock has improved from 49 per- :

shock is essential to optimize management.

A simple way to think of the underlying cause of cardiogenic

shock is to think of four categories:
1. Cardiac ischemia (most common cause)®

2. Mechanical causes (such as severe aortic stenosis, endo- :

carditis, valve rupture, free wall rupture)
3. Acute myocarditis
4. Progressive nonischemic end-stage chronic heart failure

Patients in whom you identify cardiac ischemia as the pri- :
mary cause of cardiogenic shock require emergency cardiac
catheterization. Those with a mechanical cause may require :
emergency cardiac surgery in the operating room. Those with
severe acute myocarditis may benefit from temporary mechani- :
: calcirculatory support, such as an Impella machine, and those
: with progressive nonischemic end-stage chronic heart failure :
: may benefit from temporary mechanical circulatory support

or palliation.®

The patient in cardiogenic shock from severe aortic stenosis
. deserves special attention, as any decrease in afterload, by ad- :
ministering nitroglycerin or ACE inhibitors for example, may be
catastrophic. Particular attention should be paid to the heartrate :
when starting and titrating inotropes so as to avoid tachycardia.

Diastolic blood pressure should be targeted slightly higher than emergency department in cardiogenic shock, take into con-

sideration the following: a careful bedside clinical assessment
: including point-of-care ultrasound; early involvement of con-
overcome the high afterload. This leads to LV hypertrophy requir- sultants; identification of the underlying cause; and stabiliza-
: tionvia careful titration of NIPPV, vasopressors, and inotropes

of a slightly elevated diastolic blood pressure (ideally guided : g4 thata patientis safe to be transported for definitive care. Tak-

by an arterial line) is important to ensure adequate coronary : j,e these steps will maximize your patient’s chances of survival

i perfusion. On the other hand, if the diastolic blood pressureis : ¢ h; challenging condition that carries a high mortality rate.
: very high, there is some evidence to suggest that nitroprusside :
treatment are key to preventing full-blown cardiogenic shock :
and death. Patients with heart failure may have a lower base- :
line systolic blood pressure due to heart failure medications,
which can make the diagnosis of cardiogenic shock difficult.
Assessment for impaired end-organ perfusion in these patients
can aid in the identification of occult cardiogenic shock. At the :
bedside, this involves assessment of the skin (mottling, cool tem- :
perature to palpation, prolonged capillary refill), mental status,
and urine output. Of note, most patients with cardiogenic shock
will have cool extremities compared to most adult patients with
septic shock, who will have warm extremities from vasodila-
tory shock.# An elevated lactate is suggestive of poor end-organ
perfusion although the specificity is poor.s A rough estimation of
cardiac contractility can be gleaned from a quick point-of-care
ultrasound assessment (>1/3 the diameter of the left ventricle
[LV] between systole and diastole is normal) as part of a global :

normal to help ensure adequate forward flow. The aortic stenosis
causes the left ventricle to chronically generate high pressures to

ing higher coronary perfusion pressures. Careful maintenance

may be beneficial.*

bilize them to provide safe transport to the cardiac catheteriza-

any definitive mechanical intervention that may be required.

Mechanical circulatory support methods include intra-
aortic balloon pump, percutaneous ventricular assist devic-
es (Impella, Tandem Heart) and veno-arterial extracorporeal
membrane oxygenation. Patients with poor LV function (<25
percent) and severe hemodynamic compromise refractory to :
medical therapies should be considered for one of these in- :
terventions as a bridge to definitive surgical therapy or bridge
: to recovery. Unfortunately, there are no robust randomized :
control trials showing a significant mortality benefit for any :
of these temporary mechanical circulatory support interven-

tions in patients with cardiogenic shock."

Here, I outline four simple emergency department stabili-
zation strategies:
1. Optimize oxygenation with carefully titrated nonin- :
vasive positive-pressure ventilation (NIPPV) and avoid :
endotracheal intubation if possible (as sudden removal of :
respiratory drive may lead to cardiovascular collapse). NIP- :
PV reduces work of breathing and decreases intrathoracic
muscle use, thereby reducing oxygen consumption. It has : 15, Ventetuolo CE, Klinger JR. Management of acute right ventricular failure in
the additional benefit of decreasing preload and afterload,
thus improving forward flow and end-organ perfusion. One : 16. Mathew R, DiSanto P, Jung RG, et al. Milinone as compared with dobuta-
common pitfall is overshooting positive-pressure ventila-
tion in the patient with right ventricular failure, which in- 17. Overgaard CB, Dzavik V. Inotropes and vasopressors: review of physiology

creases right ventricular afterload and decreases cardiac :
¢ 18, Tang X, LiuP,LiR, et al. Milrinone for the treatment of acute heart failure after

output.*

2. Maintain sufficient cardiac, kidney, and brain perfu-

sion with vasopressors. The first-line medication is norep-
inephrine, and the second-line medication is vasopressin
to target a mean arterial pressure of 65-80.

3. Improve cardiac contractility with inotropes such as
dobutamine or milrinone. Both of these agents are ino-
tropes and vasodilators. A recent randomized control trial
showed no significant difference in in-hospital survival
and major cardiac outcomes with dobutamine versus mil-
rinone in patients in cardiogenic shock.® The decision to use
one drug or the other should be based on several factors. If
the clinical situation is such that the drug would need to
be turned off quickly, dobutamine is a shorter-acting drug
and would be preferred.” If the patient has recently taken
a Beta-blocker, milrinone is preferred, as dobutamine is a
Beta-1and -2 agonist. If the underlying cause is acute cardiac
ischemia, dobutamine may be a better choice, as milrinone
may worsen cardiac ischemia.'® The starting dose of dobu-
tamine is 2—5 mcg/kg/min followed by a maintenance infu-
sion at 2-10 mcg/kg/min. The starting dose of milrinone is
0.125-0.25 mcg/kg/min followed by a maintenance infusion
of 0.125-0.75 mcg/kg/min.'*®

4. Optimize volume status as needed with crystalloid or
diuretics.

Next time you are faced with a patient who presents to the

Special thanks to Dr. Bourke Tillman and Dr. Tarlan Hedayati

for their expert contributions to the EM Cases podcast that in-

The aim of emergency department management of the patient : spired this article. @

inwhom you have identified cardiogenic shock should be tosta- :
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tion lab (if the underlying cause is cardiac ischemia), operating
room (if the underlying cause is a mechanical surgical cardiac
lesion) or ICU for temporary mechanical circulatory support if :
necessary. It is advisable to involve your interventional cardiolo-
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CALIFORNIA

ORANGE COUNTY/TUSTIN:
110 bed community hospital non-stemi/non-stroke. Only 0.8
pts/hr, competitive salary with incentives, 12 hr shifts.

EAST LOS ANGELES/HOLLYWOOD:
Low volume 600/mo. Urgent care, non-paramedic receiving,
less stress, 20 yr contract w/stable history. Patients .9/hr. Base
+ incentive.

NORWALK:
Low volume 600/mo. Paramedic receiving. Patients .9 /hr. 10-
year history stable. $110/hr. 24 hr shifts available.

SAN FERNANDO VALLEY:

120 bed hospital medsurg and psych, non-trauma non-stemi,
paramedic receiving, 6 days 6 nights $350,000 a year plus
incentive. Now interviewing PAs & NPs for ER Panorama City
location.

LOS ANGELES COUNTY:
Seeking Hospital Medicine Physicians and Hospital Medicine
NP/PA.
150 bed hospital. Hours: 8pm to 6am
*Competitive salary*
Both physicians and NP/PA should have Hospital Medicine
experience.
Doctors will receive $170.00 per hour plus incentives.
NP/PA will receive $84.00 per hour plus incentives.
Malpractice PAID.

FAX CV to 323 306-0076 or call 747 283-1809 or email
susan@intercaredrfagan.com
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Academic & Clinical Faculty Opening

The Department of Emergency Medicine at Baylor College of Medicine (BCM) is looking for Faculty who are
interested in a career in Academic Emergency Medicine. We are currently hiring faculty of all ranks commensurate
with prior experience and seeking applicants who have demonstrated a strong interest and background in a variety
of areas (eg. research, simulation, ultrasound, disaster medicine, ems, toxicology, etc...). Clinical opportunities are
also available at our affiliated hospitals.

Baylor College of Medicine is located in the world’s largest medical center in Houston, Texas. The Baylor Emergency
Medicine Residency was established in 2010, and received department status in Jan 2017. Our residency program
has grown to 16 residents per year in a 3-year format. We offer a highly competitive academic salary and benefits
commiserate to academic level and experience.

Our academic program is based out of Ben Taub General Hospital, Baylor St. Luke's Medical Center, DeBakey VA
Medical Center, and Texas Children’s Hospital. Ben Taub General Hospital is the largest Level 1 trauma center in
southeast Texas with certified stroke and STEMI programs that sees nearly 80,000 emergency visits per year. Baylor
St. Luke's Medical Center is home to the Texas Heart Institute and is a tertiary referral center with multiple transplant
programs and many high acuity patients. Texas Children’s Hospital is consistently ranked as one of the nation’s best,
largest and most comprehensive specialty care pediatric hospitals. 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.

MINIMUM REQUIREMENTS

Education: M.D. degree or equivalent

Experience: Previous experience in Research, Simulation and Toxicology strongly preferred but not required
Licensure: Must be currently boarded or board eligible in Emergency Medicine and eligible for licensure in state of
Texas.

Those interested in a position or further information may contact Dr. Dick Kuo via email dckuo@bcm.edu or by
phone at 713-873-2626. Please send a CV and cover letter with your past experience and interests.

Baylor College of Medicine (www.bcm.edu) is recognized as one of the nation’s
premier academic health science centers and is known for excellence in education,
research, healthcare and community service. Located in the heart of the world's
largest medical center (Texas Medical Center), Baylor is affiliated with multiple
educational, healthcare and research affiliates (Baylor Affiliates).

The Henry JN Taub Department of Emergency Medicine at Baylor College of
Medicine seeks a Vice Chair of Research to oversee research operations for the
department.

Salary, rank, and tenure status are contingent upon candidate qualifications. The
rank and tenure status awarded will be based upon qualifications in alignment with
Baylor College of Medicine's promotion and tenure policy.

Qualified applicants are expected to have a research record with significant
extramural funding and leadership skills to develop a strong multidisciplinary
collaborative Emergency Medicine research program and continue to grow current
departmental research efforts. In addition to the above responsibilities, other
duties may be assigned by the Chair.

Please include a cover letter and current curriculum vitae to your application.

This position is open until filled. For more information about the position, please
contact Dick Kuo, MD via email [dckuo@bcm.edu].

MINIMUM REQUIREMENTS

Education: M.D. degree or equivalent

Experience: Research Fellowship not required for application

Licensure: Must be currently boarded in Emergency Medicine and eligible for
licensure in state of Texas.

MERGENCY
MEDICINE

Academic & Clinical Faculty Opening

The Department of Emergency Medicine at Baylor College of Medicine (BCM) is looking for
Faculty who are interested in a career in Academic Emergency Medicine. We are currently
hiring faculty of all ranks commensurate with prior experience and seeking applicants who have
demonstrated a strong interest and background in research simulation, ultrasound, or
toxicology. Clinical opportunities are also available at our affiliated hospitals.

Baylor College of Medicine is located in the world’s largest medical center in Houston, Texas.
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, Baylor St. Luke's
Medical Center and Texas Children’s Hospital. Ben Taub General Hospital is the largest Level 1
trauma center in southeast Texas with certified stroke and STEMI programs that sees nearly
80,000 emergency visits per year. Baylor St. Luke's Medical Center is home to the Texas Heart
Institute and is a tertiary referral center with multiple transplant programs and many high acuity
patients. Texas Children’s Hospital is consistently ranked as one of the nation’s best, largest
and most comprehensive specialty care pediatric hospitals. 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.

MINIMUM REQUIREMENTS

Education: M.D. degree or equivalent

Experience: Previous experience in Research, Simulation and Toxicology strongly preferred but
not required

Licensure: Must be currently boarded or board eligible in Emergency Medicine and eligible for
licensure in state of Texas.Those interested in a position or further information may contact Dr.
Dick Kuo via email dckuo@bcm.edu or by phone at 713-873-2626. Please send a CV and cover
letter with your past experience and interests.
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ACEP Now has the largest circulation To place an ad in ACEP
among emergency medicine specialty xgy;ftgﬁ:isf;ec"t'ion
print publications with nearly 40,000 please contact
BPA-Audited subscribers including

about 29,000 ACEP members. Kelly Miller

Your ad will also reach the entire 1,800
members of the Society of Emergency
Medicine Physician Assistants (SEMPA).

kmiller@mrvica.com
(856) 768-9360
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Penn State Health Emergency Medicine

About Us:
Penn State Health is a multi-hospital health system serving patients and communities across 29 counties in central Pennsylvania.
The system includes Penn State Health Milton S. Hershey Medical Center, Penn State Children’s Hospital, and Penn State Cancer
Institute based in Hershey, PA; Penn State Health Holy Spirit Medical Center in Camp Hill, PA; Penn State Health St. Joseph Medical
Center in Reading, PA; and more than 2,300 physicians and direct care providers at more than 125 medical

office locations. Additionally, the system jointly operates various health care providers, including Penn State j:m*;:R
Health Rehabilitation Hospital, Hershey Outpatient Surgery Center, Hershey Endoscopy Center, Horizon Home TEAM
Healthcare and Pennsylvania Psychiatric Institute. EMERGENCY
MEDICINE
In December 2017, Penn State Health partnered with Highmark Health to facilitate creation of a value-based, OFRVAILABLE

community care network in the region. Penn State Health shares an integrated strategic plan and operations
with Penn State College of Medicine, the university's medical school.

We foster a collaborative environment rich with diversity, share Benefit highlights include:

a passion for patient care, and have a space for those who e Competitive salary with sign-on bonus

share our spark of innovative research interests. Our health e Comprehensive benefits and retirement package
system is expanding and we have opportunities in both an * Relocation assistance & CME allowance

academic hospital as well community hospital settings. e Attractive neighborhoods in scenic Central Pennsylvania

PennState Health Heather Peffley, PHR CPRP - Penn State Health Physician Recruiter
hpeffley@pennstatehealth.psu.edu

Penn State Health is fundamentally committed to the diversity of our faculty and staff. We believe diversity is unapologetically expressing itself through every person’s perspectives and lived experiences. We are an equal opportunity
and affirmative action employer. All qualified applicants will receive consideration for employment without regard to age, color, disability, gender identity or expression, marital status, national or ethnic origin, political affiliation,
race, religion, sex (including pregnancy), sexual orientation, veteran status, and family medical or genetic information.



