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As emergency medicine contin-
ues to evolve amid changing 

reimbursement, workforce pressures, and 
shifting practice models, understanding 
physician compensation remains critical. 
With the retirement of long-time ACEP Now 
columnist Barbara Katz, who has tradition-
ally performed an annual compensation 
report, ACEP solicited its own 2025 Sal-
ary Survey, conducted in partnership with 
Readex Research. The 2025 Salary Survey 
offers a timely and comprehensive snapshot 
of how emergency physicians are compen-
sated across the country—and how those 
figures vary by role, region, gender, and 
practice setting.

With more than 1,600 qualified respons-
es from actively practicing emergency phy-
sicians, the survey provides both topline 
insights and deep dives into critical demo-
graphic and professional variables. The 
results reveal compensation gaps, region-
al disparities, and persistent differences 
across gender and practice type, while 
also affirming that in many ways, the sur-
vey sample closely reflects ACEP’s broader 
membership.

2025 Emergency 
Physician 
Compensation
Key insights from ACEP’s 
latest Salary Survey

Sleep Concepts and 
Strategies for Shift Work

CONTINUED on page 8

WILEY PERIODICALS LLC
C/O THE SHERIDAN PRESS
PO BOX 465,
HANOVER, PA 17331
If you have changed your address or wish
 to contact us, please visit our website
 www.wileycustomerhelp.com

PERIODICAL

Repairing Gaps in the 
No Surprises Act
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by ANTON HELMAN, MD, CCFP(EM), FCFP  

S leep is essential to life. The better we sleep, the better we 
concentrate, make decisions, and perform. 

Better sleep minimizes the chance of making errors on 
shift.1 Better sleep makes us learn better because it plays a key role 
in consolidating both declarative and procedural memory.2 Bet-
ter sleep means better adaptive capacity to stressful situations, 
which are plentiful in emergency medicine.3 

The better we sleep, the better mood we tend to be in and 
the better our relationships.4 The better we sleep, the lower our 

CONTINUED on page 15

EM 
CASES

Q&A

A Conversation with  
Dr. Haddock

SEE PAGE 10

EMPLOYMENT

Designing the 
Locums Lifestyle

SEE PAGE 13

PEDIATRICS

Mental Health 
Boarding Crisis

SEE PAGE 9

FIND IT ONLINE
For more clinical stories and 

practice trends, plus commen-
tary and opinion pieces, go to:
www.acepnow.com

PLUS

APEX

ACEP Now Recognized 
for Publication 

Excellence
SEE PAGE 3

END OF THE RAINBOW

Do You Need a New 
Loan Strategy?

SEE PAGE 22

September 2025    Volume 44   Number 5 ACEPNOW.COM FACEBOOK/ ACEPNATION   INSTAGRAM/ACEPNATION  X/ACEPNATION

2025

2025

LI
G

HT
FI

EL
D 

ST
UD

IO
S 

- S
TO

CK
.A

DO
BE

.C
O

M

ZE
NZ

EN
 - 

ST
O

CK
.A

DO
BE

.C
O

M
 &

 C
HR

IS
TI

NA
 W

HI
SS

EN

http://www.acepnow.com/
https://www.facebook.com/ACEPFan


MEDICINE & THE SPIRIT OF ADVENTURE

BIG SKY SKI RESORT, MT
February 21 - 25, 2026

SANTA FE, NEW MEXICO
May 27 - 31, 2026

Learn Wilderness & Travel Medicine on an Epic CME Adventure
CHOOSE FROM 20 EXCITING DESTINATIONS WORLDWIDE

See Wilderness–Medicine.com for all destinations & dates

Scan for more  
information  
or to register

15% off with  
Coupon Code  

ACEP15  
National Courses Only

These courses offer high-quality wilderness and travel medicine CME in a small-group,   
hands-on format—ideal for health professionals who enjoy adventure travel.

BHUTAN EXPLORATION

PATAGONIA FIJI SCUBA AND SNORKEL EVEREST BASE CAMP TREK GALAPAGOS

MACHU PICCHU

AFRICA SAFARI W/ OPTIONAL KILIMANJARO CLIMB

The largest Wilderness Medicine conference for MDs, DOs, PAs, NPs & nurses from ALL areas of medicine

Up to 38hrs of CME from 
world-renowned faculty

Hands-on survival, improvised splinting, suture  
lab, ultrasound and children/teen workshops

Earn your AWEP Certification® (Advanced  
Wilderness and Expedition Provider)

The National Conference on
Wilderness MedicineWilderness Medicine
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ACEP Now is happy to announce that it has 
received two APEX Awards of Excellence 
this year for content published in 2024.

•	 Award of Excellence for Writing –�  
Diversity, Equity & Inclusion for “Emer-
gency Physicians Volunteer to Deliver 
Care,” published in the December 2024 
issue, which detailed the eye-opening 
and rewarding work involved in street 
medicine movements and free clinics in 
several U.S. cities.

•	 Award of Excellence for Magazines/
Entire Issue �for its September 2024 issue, 
which featured an article discussing private 
equity in health care, reporting detailing a 
24-hour labor strike called by a union rep-
resenting emergency physicians at Ascen-
sion St. John Hospital in Detroit, Mich., and 
some of its regular columns like Pearls from 
the Medical Literature by Ryan Radecki, MD, 
MS, FACEP, and Kids Korner by Landon Jones, 
MD, and Richard M. Cantor, MD, FAAP, FACEP.

The annual APEX Awards are given by Commu-
nication Concepts to recognize excellence in writ-
ing, digital content, graphic design, social media, 
public relations, and marketing. circle-plus
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As we close out 2024, ACEP’s chap-

ters were invited to share news 

from the past year and preview what’s to 

come. Chapters have been busy advocating 

for physician autonomy, hosting education-

al events, and continuing to support their 

members on a variety of practice issues.

ACEP Now did not receive content from 

Alaska, Delaware, Mississippi, North Dako-

ta, and Wyoming before our print deadline. 

Alabama

The Alabama Chapter appointed Benjamin 

Von Schweinitz, MD, FACEP, to the State-

wide Trauma and Health System Advisory 

Council, and Julie Brown, MD, to the Bir-

mingham Regional Emergency Medical Ser-

vices System. ALACEP’s ability to appoint 

board-certified emergency physicians to 

these positions is important to ensure that 

emergent patient care standards are main-

tained. 

ACEP Chapter 

Roundup: 
Highlights 
and Updates 

from 2024

STROKE CARE

Moving Beyond 
Controversy to 

Comprehensive Care

SEE PAGE 15

FORENSIC FACTS

Employ a  
Trauma-Informed 
Approach to Care

SEE PAGE 21

Emergency Physicians 

Volunteer to Deliver Care
Free, mobile clinics throughout the country  

bring health care to those in need

by DARRIN SCHEID, CAE

After a long Thursday shift at Loyola 

University Medical Center in Chicago, 

emergency physician Theresa Nguyen, 

MD, FACEP, heads to the train station. It’s late, 

but she’s not going home. 

Dr. Nguyen and several volunteers meet at 

the end of the Chicago Transit Authority Blue 

Line, the Forest Park Station, where patients 

without access to care, health insurance, or  

anywhere else to turn, are waiting. Health care 

professionals, social workers, and students 

from area universities stay until midnight treat-

ing wounds and bruises. They deliver medical 

care while their community partner The Night 

Ministry offers information on housing and 

warm meals. 

There’s even a mobile shower unit, some-

thing Dr. Nguyen said is a key part of their 

wound care. 
“Our motto is simple: Go to the people,” Dr.

CONTINUED on page 12
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by LARRY BERESFORD

A 24-hour labor strike, starting on the afternoon of April 18 and called by the union representing emergency physicians and advanced prac-titioners at Ascension St. John Hospital in Detroit, MI, did not resolve their concerns about working conditions, staffing levels, or patient safety. But emergency doctor Mi-chelle Wiener, MD, president of the striking union, Greater Detroit Association of Emer-gency Physicians, said she quickly started to notice some changes around the hospital.“All of a sudden, the ER is staffed (with nurses and other staff) at a higher lev-el,” she told ACEP Now after the walkout. “They’ve hired 16 new nurses in the last month. Bulletproof glass we had requested 

The ER 
Docs 
Strike 
Back
One-day strike in Detroit highlights concerns 
about private equity and emergency departments

ACEP
Checking In with President Terry

SEE PAGE 7
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Board Candidates

SEE PAGE 12
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by JUAN CARLOS JONES, MD, MBA

C ertain places and experiences make this city famous, so when you’re here, take advantage. Whether it’s one of the night clubs, a steak-house, the Fountains Show at Bellagio, a buffet or one of the shows like Cirque du Soleil, your confer-ence and entire week will be so much better if you do something that’s makes Vegas … Vegas. I’ve lived here for five years, but I still look forward to spending time experiencing what Las Vegas has to offer.

CONTINUED on page 9
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Volvulus and 
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CORRECTIONS

“Toxin-Induced Hypotension” (ACEP Now, July 2025, p. 17) gave an incorrect dose for activated 
charcoal. The correct dose is 25–100 g for adults and 0.5—1.0 g/kg with maximum dose of 50 g 
in children. 

“A ‘Killer’ Bug” (ACEP Now, July 2025, p. 2, 19-20) mislabeled the included images. The caption 
for Image 1 (p. 19) should have read: The milkweed assassin bug (Zelus longipes). The caption for 
Image 2 (p. 20) should have read: The wheel bug (Arilus cristatus). We regret the errors. circle-plus 

by ACEP NOW

V anya Zvonar, MD, is the newest 
member of ACEP Now’s editorial 
team. As the 2025–26 Resident 

Fellow, Dr. Zvonar will oversee the Resi-
dent Voice column while contributing the 
perspective of emergency medicine resi-
dents to the editorial board. 

Dr. Zvonar is a third-year resident at 
The Mount Sinai-Elmhurst Emergency 
Residency Program in New York City. Her 
interests include medical education, im-
migrant and refugee health, and global 
health. circle-plus

ACEP Now Welcomes 
Dr. Vanya Zvonar as Its 
New Resident Fellow

2025
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THE CENTER FOR
MEDICAL EDUCATION

Learn more at www.emacourse.com
or call 1-800-458-4779 (9AM–5PM ET, M-F)

Excellent. I really like the new 
format. 5 stars.”

Easily one of the highest value 
courses for me.”

A new experience in delivering 
CME which I found refreshing 
and engaging.”

Excellent format, schedule, and 
material. Don’t change a thing.”

I really liked the course. It could 
have been the best course I 
have attended.”

Excellent. Glad I attended.”

Well worth my time and 
money. Very clinically 
relevant material.”

I have been to MANY of your 
courses and this was 
excellent as usual.”

Really like the new fomat.”

Great course. Distilled so much 
information down to accessible 
amounts that can help in  
real practice.”

2026

It was different from what I’ve 
experienced before but in a 
way was better than just sitting 
through PowerPoints.”

Fantastic - I would do it again.”

I liked the rapid-fire, highlights 
style that the course utilized.”

Excellent (once again).”

Extremely useful and 
well-designed course.”

Exactly what I wanted, needed, 
and have come to expect.”

I’ve been attending CME 
conferences for the past 36 
years and this course is in 
my top 5.”

Excellent new format. Really 
current and useful. I think the 
standardization of presentation 
format really helps convey the 
info effectively.”

I love the new format!”

The best course I’ve attended 
in years. The enthusiasm of the 
instructors was evident.”

I overall loved the new format 
of the course with multiple 
presenters taking turns 
presenting the topics.”

Best one yet. Like the new 
format. Will come again.”

Great. It was my first course 
done in this format without 
slides and focusing on studies.  
I liked it and learned a lot.”

I love the format, especially the 
quick end summary of each article 
at the end of each session.”

I have never attended this course 
before, and can say I will HIGHLY 
recommend this to colleagues.”

I have been a 
supporter of 
these courses 
since the 
1990s. That 
speaks for 
itself!”

Awesome. 
Format of 
the literature 
review is a 
great way 
to challenge 
“the way 
we’ve always 
done it.”

I love that 
there were 
no slides.”

I always leave 
feeling that 
my time was 
well spent.”

It was fast 
moving which 
kept your 
interest.”

Clinically 
relatable and 
timely. Would 
come back 
again.”

Nice to have 
research 
dissected 
for me.”

Absolutely 
loved it.”

Have been 
attending 
this course 
for 30 years. I 
really like the 
format change. 
Excellent CME 
opportunity.”

I totally 
enjoyed 
it. It was 
informative 
yet a relaxed 
atmosphere to 
learn in!”

This was an 
impressive 
course. The 
faculty were 
excellent.”

Great! I am 
never bored. 
Very fast 
paced but 
exactly what 
we need as ER 
providers.”

My fourth 
course. Easily 
one of the 
highest value 
(for me) on 
offer.”

Fantastic - the 
new format 
was much 
better.”

10 out of 10.”

Join Us in 2026 for the New Format!

The emphasis – clinical studies published exclusively 
in 2025, carefully selected for their potential to 
impact your practice. These studies will be presented 
simultaneously by a pair of enthusiastic faculty.Key West, FL

Nov. 30–Dec. 4, 2026 
Casa Marina Key West, Curio Collection

May 27–30, 2026
New York Marriott Marquis 

New York, NY

May 27–30, 2026
Coronado Island Marriott Resort & Spa

San Diego, CA

April 29–May 2, 2026
New Orleans Marriott

New Orleans, LA NOLA
JAZZ
FEST

April 22–25, 2026
Hilton Beachfront Resort & Spa

Hilton Head, SC

March 9–13, 2026 
Wailea Beach Resort - Marriott, Maui

Maui, HI

March 9–13, 2026 
The Hythe, a Luxury Collection Resort, Vail

Vail, CO

Evidence-Based Content 
This is not merely a review course, rather it 
is an in-depth exploration of the foremost 

studies published in 2025. Additionally, 
it features a series of concise traditional 

presentations and faculty panels – all 
designed to impact your practice.

Tag-Team Faculty Format
Two physician faculty will jointly present and 
critique the studies, adding their perspectives 

based on prior research and clinical 
experience. Our faculty are knowledgeable, 

well-versed in the medical literature, and 
enthusiastic about engaging with participants.

No PowerPoint Slides
We keep the lights on and leave the slides 
at home to foster an interactive learning 

environment. Each topic is presented 
by a pair of our award-winning faculty, 

allowing you to follow along in our 
detailed manual.

Wm. Kenneth Milne, MD

Gillian Schmitz, MD, FACEP

2026 COURSE LOCATIONS ANNOUNCED! 
SAVE THE DATES

Girdwood, AK
Dates Pending 
Alyeska Resort



Annals: Fewer Than Half of 
ED Visits Staffed by Majority 
Physician-Owned Practices

Most emergency department (ED) visits are 
staffed by physicians employed by health sys-
tems or private equity-owned staffing groups, 
according to a first-of-its-kind analysis of physi-
cian group market share by ownership structure 
published in Annals of Emergency Medicine.

“The rapid pace of consolidation across 
emergency medicine raises critical questions 
about care quality and physician employ-
ment,” said Angela G. Cai, MD, MBA, study au-
thor, emergency physician at Penn Medicine, 
and assistant professor of clinical emergency 
medicine at the University of Pennsylvania. 

Health system-owned groups staffed one-
third (33 percent) of all emergency visits. Nearly 
one in four (24.7 percent) of visits were staffed 
by physicians in private equity-owned groups.

Regional clinician partnership-owned 
groups accounted for 20.8 percent of visits, 
national clinician-owned partnerships groups 
were 13.4 percent of visits, and single-site cli-
nician partnership-owned groups staffed 8.1 
percent of visits. These findings showed that 
fewer than half of emergency visits are staffed 
by majority physician-owned employers.

The study sample included 3,998 hospital-
based EDs accounting for 109.7 million visits.

The study also revealed trends of market 
concentration within ownership categories and 
within geographic regions. In the private equity 
ownership category, 93 percent of all ED visits 
were seen by physicians under three employers.

Regional concentration is high; of 306 
hospital referral regions across the country, 
84 percent qualified as highly concentrated.

A lack of transparency in practice owner-
ship has impaired the ability to understand 
market trends and health outcomes, the au-
thors wrote. At the same time, emergency 
physicians continue to raise strong concerns 
about care quality and workplace satisfaction.

“This study does the foundational work 
to define market trends, that non-physi-
cian owned groups staff most ED visits and 
the emergency physician employer market 
is highly concentrated,” Dr. Cai said. “Re-
searchers and policymakers have a critical 
opportunity to connect these trends to patient 
outcomes and physician employment.” circle-plus

ACEP Campaign to 
Capture the Passion of 
Emergency Physicians

You didn’t just choose a specialty. You 
answered a call. ACEP wants to hear 
what drove you to choose emergency 
medicine—and what drives you to stay. 
Tell us your story! If you’re at ACEP25, 
drop by ACEP Central in the Exhibit Hall 
and record your most memorable mo-
ments in the ED. circle-plus
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format. 5 stars.”

Easily one of the highest value 
courses for me.”

A new experience in delivering 
CME which I found refreshing 
and engaging.”

Excellent format, schedule, and 
material. Don’t change a thing.”

I really liked the course. It could 
have been the best course I 
have attended.”

Excellent. Glad I attended.”

Well worth my time and 
money. Very clinically 
relevant material.”

I have been to MANY of your 
courses and this was 
excellent as usual.”

Really like the new fomat.”

Great course. Distilled so much 
information down to accessible 
amounts that can help in  
real practice.”
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It was different from what I’ve 
experienced before but in a 
way was better than just sitting 
through PowerPoints.”

Fantastic - I would do it again.”

I liked the rapid-fire, highlights 
style that the course utilized.”

Excellent (once again).”

Extremely useful and 
well-designed course.”

Exactly what I wanted, needed, 
and have come to expect.”

I’ve been attending CME 
conferences for the past 36 
years and this course is in 
my top 5.”

Excellent new format. Really 
current and useful. I think the 
standardization of presentation 
format really helps convey the 
info effectively.”

I love the new format!”

The best course I’ve attended 
in years. The enthusiasm of the 
instructors was evident.”

I overall loved the new format 
of the course with multiple 
presenters taking turns 
presenting the topics.”

Best one yet. Like the new 
format. Will come again.”

Great. It was my first course 
done in this format without 
slides and focusing on studies.  
I liked it and learned a lot.”

I love the format, especially the 
quick end summary of each article 
at the end of each session.”

I have never attended this course 
before, and can say I will HIGHLY 
recommend this to colleagues.”

I have been a 
supporter of 
these courses 
since the 
1990s. That 
speaks for 
itself!”

Awesome. 
Format of 
the literature 
review is a 
great way 
to challenge 
“the way 
we’ve always 
done it.”

I love that 
there were 
no slides.”

I always leave 
feeling that 
my time was 
well spent.”

It was fast 
moving which 
kept your 
interest.”

Clinically 
relatable and 
timely. Would 
come back 
again.”

Nice to have 
research 
dissected 
for me.”

Absolutely 
loved it.”

Have been 
attending 
this course 
for 30 years. I 
really like the 
format change. 
Excellent CME 
opportunity.”

I totally 
enjoyed 
it. It was 
informative 
yet a relaxed 
atmosphere to 
learn in!”

This was an 
impressive 
course. The 
faculty were 
excellent.”

Great! I am 
never bored. 
Very fast 
paced but 
exactly what 
we need as ER 
providers.”

My fourth 
course. Easily 
one of the 
highest value 
(for me) on 
offer.”

Fantastic - the 
new format 
was much 
better.”

10 out of 10.”

Join Us in 2026 for the New Format!

The emphasis – clinical studies published exclusively 
in 2025, carefully selected for their potential to 
impact your practice. These studies will be presented 
simultaneously by a pair of enthusiastic faculty.Key West, FL

Nov. 30–Dec. 4, 2026 
Casa Marina Key West, Curio Collection

May 27–30, 2026
New York Marriott Marquis 

New York, NY

May 27–30, 2026
Coronado Island Marriott Resort & Spa

San Diego, CA

April 29–May 2, 2026
New Orleans Marriott

New Orleans, LA NOLA
JAZZ
FEST

April 22–25, 2026
Hilton Beachfront Resort & Spa

Hilton Head, SC

March 9–13, 2026 
Wailea Beach Resort - Marriott, Maui

Maui, HI

March 9–13, 2026 
The Hythe, a Luxury Collection Resort, Vail

Vail, CO

Evidence-Based Content 
This is not merely a review course, rather it 
is an in-depth exploration of the foremost 

studies published in 2025. Additionally, 
it features a series of concise traditional 

presentations and faculty panels – all 
designed to impact your practice.

Tag-Team Faculty Format
Two physician faculty will jointly present and 
critique the studies, adding their perspectives 

based on prior research and clinical 
experience. Our faculty are knowledgeable, 

well-versed in the medical literature, and 
enthusiastic about engaging with participants.

No PowerPoint Slides
We keep the lights on and leave the slides 
at home to foster an interactive learning 

environment. Each topic is presented 
by a pair of our award-winning faculty, 

allowing you to follow along in our 
detailed manual.

Wm. Kenneth Milne, MD

Gillian Schmitz, MD, FACEP

2026 COURSE LOCATIONS ANNOUNCED! 
SAVE THE DATES

Girdwood, AK
Dates Pending 
Alyeska Resort

Inside 21  I EQUITY EQUATION
21  I KIDS KORNER

21  I PEARLS FROM THE 
EM LITERATURE

22  I END OF THE 
RAINBOW

Dignity and Respect

The Legacy of the Emergency Physician

by RAJ PARIKH, MD 

Regarding your recent interview with 
ABEM President Dr. Diane Gorgas 

(ACEP Now, May 2025, p. 1), I’d like to share 
a few thoughts as I think it’s critical to show 
a different viewpoint. In 1992, I graduated 
from the University of Texas Southwestern 
Medical School at Dallas, known for Park-
land Hospital. At that time, the hospital had 
five separate emergency departments, each 
controlled by its supervising specialty—sur-
gery/trauma, medicine, obstetrics/gynecol-
ogy, pediatrics, and psychiatry. There were 
no emergency medicine rotations, much 
less an emergency medicine residency. 
Emergency medicine was not promoted as a 
potential residency or specialty there. After 
completing two years of general surgery and 
three years of family medicine residency, I 
am board certified in family medicine, but 
I have been practicing emergency medicine 
for more than 30 years. 

For my entire career, I feel that both 

ACEP and ABEM have disparaged non-
ABEM–boarded emergency physicians such 
as myself. Your interview states, “you need 
to do something 10,000 times to be an ex-
pert at it.” Yet, both organizations have con-
vinced hospital administrators across the 
country that an ABEM-eligible, recent resi-
dency graduate is more qualified to work in 
their emergency department than a multi-
year experienced non-ABEM–boarded phy-
sician. You also claim that “every patient 
should have access to an ABEM-certified 
physician when they come to an emergency 
department.” However, even in 2025, there 
are not enough ABEM-certified physicians 

to staff every emergency department in the 
United States. In fact, residency vacancies 
persist in emergency medicine, with 2023 
being one of the worst matches in the his-
tory of this young specialty. 

Thanks to the narrative from both organi-
zations, a colleague and I were forced into 
“voluntary resignation” by our employer un-
der the guise of not being ABEM-boarded and 
thus, unqualified to teach emergency medi-
cine residents.

My membership in ACEP has been man-
dated by employers over the years, but I 
will not renew my membership this year be-
cause it has failed to protect and advocate 
for a significant minority in the profession, 
who are held to the same standards as their 
ABEM-certified colleagues, but are treated 
as unworthy. 

I implore you both, as the representatives of 
your organizations, to treat our small, but es-
sential, group of physicians with respect and 
dignity, which we have earned by providing ex-
ceptional care to our patients over decades.  circle-plus

LETTER TO THE EDITOR

FROM THE EDITOR

by CEDRIC DARK, MD, MPH, FACEP

S everal years ago, two of my colleagues 
who trained as internal medicine physi-

cians, but who worked in our emergency de-
partment, were no longer able to do so after 
a restructuring that placed residents in each 
of our clinical areas. It brought to my atten-
tion the rule from the Accreditation Council 
on Graduate Medical Education (ACGME) 
regarding program requirements for emer-
gency medicine that states that emergency 
medicine residents can only be supervised 
by faculty members who have been, or are 
eligible to be, board-certified by ABEM or AO-
BEM.1 This rule, which has been in place for 
many years, is similar to rules for other spe-
cialties, but is outside the control of a mem-
bership organization such as ACEP. 

The specialty of emergency medicine has 
benefited greatly from legacy emergency 
physicians, such as yourself, and although 
ACEP membership has been closed to new 
non-EM residency–trained physicians since 
December 31, 1999, many have continued to 
contribute greatly to the largest and most in-
fluential membership organization for our 
specialty and all have remained welcome 
within the College.2 

Your letter brings up a painful remind-
er from 2018, when the duly elected presi-
dent-elect of ACEP, Dr. John Rogers, chose to 
resign to avoid fragmentation of the special-
ty—many in the College did not agree that 
someone who trained as a surgeon should 
be the elected leader of ACEP.3 Dr. Rogers has 
been and remains an emergency physician, 
as are all legacy physicians with ACEP mem-

bership.4 ACEP policy, as reaffirmed last year, 
states that “legacy emergency physicians 
should not be forced out of the workforce 
solely on the basis of their board certification 
status.”5 Thus, I am similarly disheartened to 
see you and your colleague forced to resign. 
However, requirements governing who may 
sit for the emergency medicine boards and 
who can be faculty at a residency program 
are outside of ACEP’s purview.

In my interview with Dr. Gorgas, the Pres-
ident of ABEM, my mention of the 10,000-
hour rule, popularized by Malcolm Gladwell, 
is an analogy to the training of elite musi-
cians. I once played the trumpet, but I am no 
Miles Davis. For anyone who practices an art, 
including the art of medicine, practice im-
proves performance. Even though it doesn’t 
make perfect, we continue to practice medi-
cine and aspire for the best for our patients. 

This is one reason why the College and 
its Chapters continue to advocate for a phy-
sician—and preferably an emergency physi-
cian—in every emergency department; we 
know that one in 13 does not have one.6 As 
emergency physicians we believe this pro-
vides the best care for our patients and will 
prevent the wholesale replacement and un-

dervaluing of our specialty by corporate in-
terests of staffing groups and hospitals. As 
you point out, there is complexity and dif-
ficulty with making that aspiration a real-
ity.7 At ACEP Now, we have presented that 
dynamic and also the perspective of physi-
cians trained in family medicine  who work 
primarily in the rural emergency setting 
who similarly want to see collaboration, re-
spect, and dignity for our legacy emergency  
physicians.  circle-plus
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ACEP25 has the gold standard in emergency medicine 
education, but that’s just the start. From Sept. 7–10 in 
Salt Lake City, we’re mixing clinical excellence with 

can’t-miss fun. See actor Noah Wyle and the real docs behind 
“The Pitt.” Get inspired by Olympic champ Scott Hamilton. 
Make new connections at the return of the Section Hall Crawl. 
Don’t forget the Day 3 Block Party with food, friends, and un-
beatable views. This is more than a conference—it’s your next 
favorite memory. Here are some highlights (check the onsite 
program and mobile app for times and more details):

Keynote and “The Pitt”
Join us as Olympic gold medalist Scott Hamilton shares his in-
spiring journey of resilience—from childhood illness to cancer 
battles—offering a powerful message of perseverance, hope, 
and turning obstacles into opportunities.

Join actor Noah Wyle, along with writer and producer Joe 
Sachs, MD, FACEP, and medical advisor Mel Herbert, MD, 
FACEP, for an exclusive panel discussion at ACEP25, moderat-
ed by incoming ACEP President L. Anthony Cirillo, MD, FACEP.

Section Hall Crawl and Networking
Explore ACEP’s diverse Sections. Like a pub crawl, stroll 
through the Hall of Sections. Meet new faces, share ideas, and 
enjoy food, drinks, and music. Connect with the ACEP com-
munity and find your people! Also on tap:

•	 EMRA Party
•	 ACEP25 Block Party
•	 ACEP25 After Dark

Wellness Hike Highlights Salt Lake Scene
Get outside and explore the stunning natural beauty of Salt 
Lake City with a wellness hike! Join fellow attendees for a 

refreshing outdoor adventure, where you can enjoy scenic 
views, breathe in the fresh mountain air, and connect with 
nature while recharging your mind and body. Experience 
the great outdoors and unwind during the event. Price: 
$195. Also see:

•	 Temple Square
•	 City Creek Canyon
•	 Utah’s Hogle Zoo
•	 The Great Salt Lake

Featured Lectures
ED Treatment of Opioid Use Disorder:  
Innovation and Discovery
(The Brooks F. Bock Lecture and Abstract Session)

Speaker: Gail D’Onofrio, MD, MS, FACEP

Leaving Levine’s Sign Behind: Rethinking ACS for All
(James D. Mills Memorial Lecture)

Speaker: Amal Mattu, MD, FACEP

The Rise of Anti-DEI Politics in Healthcare: Impacts on 
Physicians, Patient Care, and Medical Education Lecture
(Colin C. Rorrie, Jr. Lecture)

Speaker: Aisha Terry, MD, MPH, FACEP

Navigating the Journey of a Transgender  
Physician: Fostering Allyship in Medicine
(Leon L. Haley, Jr. Memorial Lecture)

Speaker: Jailyn Avila, MD, RDMS

How Critical Care Was Won: Frontiers in EM Resuscitation
(Nancy J. Auer Lecture)

Speaker: Scott D. Weingart, MD, FACEP

EMS, Pre-Conference, Immersive Courses
Join EMS medical directors, thought leaders, and field experts 
for a dive into the latest innovations, protocols, and controver-
sies shaping prehospital care. This high-impact program from 
8 a.m.–5 p.m. on Sept. 6 delivers hard-hitting discussions, real-
world case reviews, and game-changing insights to keep you 
at the forefront of EMS medicine. Also on the docket:

•	 Resident Teaching Fellowship
•	 Research Academy Session 1
•	 Emergency Ultrasound Management Course
•	 Demystifying AI in Emergency Medicine
•	 Ultrasound-Guided Regional and Joint Anesthesia
•	 Age-Friendly Hospital Measures from CMS
•	 PEM Essentials
•	 EM:RAP Live at ACEP25

In The Exhibit Hall
Sunday, September 7 | 10 a.m.–4 p.m.
Monday, September 8 | 9:30 a.m.–3:30 p.m.
Tuesday, September 9 | 9:30 a.m.–12:30 p.m.

•	 Battle Docs Arena
•	 Expert Theaters
•	 InnovatED Skills Zone
•	 Research Forum
•	 EMF Research Showcase at Research Forum
•	 ACEP Central

For more about ACEP25, scan the QR code below. circle-plus

EM Heads to Salt Lake City for ACEP25
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Saves Time. Saves Money. 
Saves Eyes.  

Order Direct & Save!

© 2024 MorTan, Inc.

Morgan
Lens

THE Introducing the Morgan Lens   
Convenience Kit: MT2063

+ =

Simplify
Eye Irrigation. 

The Morgan Lens Convenience Kit
combines one Morgan Lens (MT2000) and
one Medi-Duct (MT63) into one convenient
package. This kit is designed to make
ocular irrigation even easier and more
effective, ensuring that patients remain
comfortable and dry during the irrigation
process.

The Morgan Lens is used by over 90% of
hospital emergency departments in the U.S..

Learn More:

© 2025 MorTan, Inc.

Visit with us at the ACEP
Conference in Salt Lake City
9/7-9/2025 - Booth #1342.

Visit morganlens.com or
call us at 1-800-423-8659.
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Code Eclampsia: 
Navigating the 

Storm in ED 
Management 

by PAULINE WILTZ, DO

What Emergency 
Physicians Need To 
Know About The 
One Big Beautiful Bill

IN CASE YOU MISSED IT:
 August DIGITAL EDITION

Follow the QR 
Code to access 
the August 
Digital Issue!

Surgical 
Critical Care 
Fellowships 
Add Value, 
Flexibility to 
EM Careers

August 2025
DIgItAL EDItION
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ACEP Member 
Uses ED, Military 
Training to Set 
Standards at FEMA
by LISA MCREYNOLDS 
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Management of 
ED Crowding vs. 

Mass Casualty 
Incidents: Is 

There an Ethical 
Difference? 

by KENNETH MARSHALL, MD, MA, FACEP; 
CANDACE LEIGH, MD, FACEP; HALEY M. SAUDER, 

MD, MBA; AND KELLY BOOKMAN, MD  
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COMPENSATION REPORT | CONTINUED FROM PAGE  1

Topline Compensation Trends
The median hourly clinical base pay for all re-
spondents was $222, translating to a median 
annual total compensation of $330,000 when 
including bonuses, profit-sharing, and part-
ner distributions. Physicians at the 75th per-
centile reported total compensation nearing 
$432,000, whereas those at the 25th percentile 
earned closer to $248,400.

Among roles, emergency physicians reported 
the highest median hourly base pay at $225 and 
a total compensation of $360,000. Faculty and 
academic physicians trailed with a median base 
pay of $210 and total compensation of $249,100, 
reflecting both the ongoing pay disparity and the 
uncompensated non-clinical responsibilities of-
ten associated with academic roles.

Administrators reported a similar median 
hourly rate of $223, but significantly lower to-
tal compensation of $180,700, likely because 
of lower clinical hours that are often offset by 
administrative stipends not fully captured in 
the survey.

Gender and Age Gaps
One of the most significant findings remains 
the gender compensation gap. Men earned $13 
more per clinical hour than women on average 
($225 vs. $212), and their total compensation 
was $62,000 higher annually at the median 
level. Although this gap is consistent with na-
tional trends, it remains a stark reminder of 
ongoing inequities within health care.

Age also plays a role in compensation 
trends. The survey found a gradual increase 
in income through mid-career, with a leveling 
off or slight decrease among physicians aged 
60 and older. The median age of respondents 
was 43, which closely matches ACEP’s overall 
member demographics, and validates that the 
results are broadly representative.

Geography Still Matters
Where you practice continues to have a notice-
able effect on pay. The Northeast reported the 
lowest median hourly rate at $210, whereas 
physicians in the South, Midwest, and West 
all reported $225 per hour. Total compensation 
in the South and Midwest exceeded $350,000 
compared with $300,300 in the Northeast.

These differences may reflect regional vari-
ations in cost of living, payer mix, or hospital 
employment structures. The relatively higher 
pay in the South and Midwest may also help 
explain why these regions comprised the larg-
est shares of respondents.

Rural Work: Higher Pay, 
Still Underserved
One surprising finding showed that physi-
cians practicing in rural settings reported 
the highest median hourly base pay at $236 
and the highest median total compensation 
at $389,500—outpacing both urban and sub-
urban counterparts. Yet only 15 percent of re-
spondents indicated they practiced in a rural 
environment.

This contradiction—higher compensation 
but lower physician density—raises critical ques-
tions about what truly drives workforce short-
ages in rural areas. The issue appears to extend 
beyond pay, likely involving work-life balance, 
access to resources, and geographic preference.

Practice Setting Affects Pay
Emergency physicians working in community 
hospitals reported a median hourly rate of $230, 
notably higher than those working in academ-
ic/teaching affiliates ($210). Community-based 
physicians also had higher total compensa-
tion—$374,300 vs. $260,000—further highlight-
ing the financial trade-offs between academic 
and community practice models.

A Representative Sample
Although a 3 percent response rate sounds 
low, it is similar to other surveys of this type, 
and respondents’ demographic breakdown 
aligns well with ACEP’s broader member-
ship:

•	 71 percent male / 28 percent female, 
similar to ACEP’s gender distribution of 
63/37;

•	 Age distribution centered around the early-
to-mid career stages;

•	 Geographic and practice setting break-
downs also mirror known ACEP member 
patterns, suggesting the findings can be 
confidently generalized to the broader 
workforce.

Final Takeaway
The 2025 ACEP Salary Survey reinforces 
known trends—academic and female phy-
sicians earn less, rural work pays more but 
remains underfilled—and provides current 
benchmarks for emergency physicians to 
evaluate their own compensation. The find-
ings also raise strategic questions for ACEP’s 
ongoing advocacy and workforce planning 
efforts.

For those looking to dig deeper into the 
data—including detailed tables by employ-
ment type, tenure, and compensation struc-
ture—ACEP members can access the full 
report online at acep.org/compensation- 
report-2025.  circle-plus
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by LEAH LAWRENCE

The average emergency department (ED) 
is set up for medical emergencies and is 
not well-equipped to handle patients’ 

mental health needs, explained Jennifer  
Hoffmann, MD, MS, a 
pediatric emergency 
physician at Ann & 
Robert H. Lurie Chil-
dren’s Hospital of 
Chicago.

“These environ-
ments can be loud, 
chaotic, and overly 
stimulating, espe-
cially for children experiencing an acute men-
tal health crisis,” Dr. Hoffmann said. 

Unfortunately, an increasing number of 
children experiencing mental health emergen-
cies are finding themselves boarding in EDs. Dr. 
Hoffmann and colleagues recently conducted 
a retrospective study of more than five million 
mental health ED visits for children aged five to 
17 and found that about one in three visits that 
resulted in admission or transfers saw children 
in the ED for more than 12 hours.1 

“One in eight visits exceeded 24 hours,” 
Dr. Hoffmann added. The stays exceeding 24 
hours were more likely to occur in certain pa-
tient populations including the youngest chil-
dren, non-Hispanic Black children, and those 
with public insurance.1 

Although this is not a new issue, it does ap-
pear to be getting worse. Prior to the COVID-19 
pandemic, data had begun to indicate that the 
total number of visits to the ED for children 
with mental health disorders was increasing, 
and in the years since, monthly rates of hos-
pitalizations and ED visits have continued to 
put a strain on available resources.2,3

Fewer Resources, More Patients
The reasons for the increase in pediatric men-
tal health boarding are multifactorial, and 
vary by state, accord-
ing to Moshe D. Bit-
terman, MD, an 
attending psychia-
trist in the ED at Lurie 
Children’s Hospital. 

“The amount of 
inpatient beds avail-
able to these popula-
tions has decreased, 
and there has also been a decrease in commu-
nity resources over time,” Dr. Bitterman said. 

For example, in its 2023 report, Mental 
Health America found that more than 2.7 mil-
lion children and ad-
olescents are living 
with severe major de-
pression, with more 
than half receiving 
no mental health 
treatment at all.4  

“It is a stress on 
the system,” said 
Sandy Herman, MD, 
an emergency physician who recently retired 
from a position with the Tennessee Depart-
ment of Mental Health. “We are seeing an in-
creased use of psychiatric services by pediatric 
patients, and more patients at a younger age.”

Appropriate Treatment
Most pediatric patients presenting to the ED 
with acute mental health crisis will fall into 
one of two categories, Dr. Bitterman said. First 
is internalizing patients with thoughts or in-
tention of self-harm; second is externalizing 
patients who may be harmful or aggressive 
towards others. 

Dr. Bitterman is one of two attending psy-
chiatrists hired at Lurie in the last few years 
who splits his time between the ED and medi-
cal floors. 

“My colleague, Dr. Jonathon Wanta, and I 
are able to start a behavioral assessment im-
mediately and use a framework to see how we 
can intervene to decrease a patient’s risk,” Dr. 
Bitterman said. “That includes behavioral 
analysis, medical evaluations or recommen-
dations, and interventions.”

Starting this process in the ED and then 
continuing another day or two if a patient is 
boarding on the medical floor, allows some 
patients to go home without the need for in-
patient hospitalization. Since they took on 
this role, Dr. Bitterman said about two-thirds 
of pediatric patients who arrive to the ED for 
mental health issues who were placed in be-
havioral health observation were discharged 
home before the need for inpatient psychiat-
ric admission.

In contrast, in EDs where there is no psy-
chiatrist available, emergency physicians 
may more frequently be forced to use invol-
untary medication or restraints to manage 
behavior. “These physicians are doing what 
they need to do to keep the patients and 
themselves safe,” Dr. Bitterman said, but 
these interventions may unintentionally ex-
acerbate issues.

Even if a patient leaves the ED and is admit-
ted to the hospital, pediatric patients in acute 
mental health crisis are often still not getting 
the care they need.

Kathleen D. Snow, MD, MPH, an attending 
physician in hospital 
medicine at Boston 
Children’s Hospital, 
described this deci-
sion to keep a kid 
boarding in the ED or 
boarding on the hos-
pital floor as a “push-
pull challenge faced 
by many hospital ad-
ministrators.” Dr. Snow and colleagues re-
cently studied pediatric mental health 
boarding across EDs and inpatient medical 
units at 40 children’s hospitals and found the 
median length of stay had increased from 
three days in 2017 to four days in 2023, with a 
range of two to 589 days.5

“Key factors associated with prolonged 
boarding were kids with underlying medical 
complexity, and those with underlying psy-
chiatric complexity,” Dr. Snow said, adding 
that the level of boarding that is occurring is 
probably “unimaginable to the majority of the 
population.”

What Can Be Done?
There is no one-size-fits-all solution. At least 
part of the solution will be to decrease the 
number of children presenting to the ED for 
mental health crises. 

“We need to ensure that youth are aware 
of a new national 988 crisis hotline,” Dr. Hoff-
mann said. “Many children could be linked 
to community services and not require emer-
gency visits.”

There are also emerging models of mobile 
mental health services that physically go to 
the location where a child is in crisis, whether 
that is at home or at school. 

“These are only available in certain geo-
graphic areas but hold a lot of promise to re-
ducing ED visits,” Dr. Hoffmann said. “There 

are also emerging models of psychiatric ur-
gent care or walk-in clinics where patients can 
receive same-day services that could reduce 
emergency visits.” 

Additionally, Dr. Hoffmann said there are 
emerging ED diversion models in which am-
bulance crews have pre-set criteria to bring 
patients directly to freestanding psychiatric 
facilities instead of the ED.

Once a patient is in the ED, emergency 
physicians must try to improve and not ex-
acerbate mental health symptoms. Dr. Her-
man said an important step in minimizing 
the issue will be an increase in psychiatric 
training for emergency physicians. “Emer-
gency physicians will have to become more 
comfortable initiating treatment in the ED,” 
Dr. Herman said. This might include obtain-
ing training in verbal de-escalation or trau-
ma-informed care. 

Use of brief interventions, such as the Safe-
ty Planning Intervention, have been shown to 
be effective in adult EDs, reducing return visits 
by as much as 43 percent, with emerging evi-
dence showing they may be effective for chil-
dren as well.6,7

“There is also a move toward self-guided 
digital mental health interventions deployed 
within the ED,” Dr. Hoffmann said. 

Dr. Snow said that Boston Children’s has 
an in-patient psychiatric unit embedded with-
in its hospital and has opened two additional 
off-site locations with psychiatric beds. 

“Obviously that requires a ton of additional 
hiring, training, and support to create those 
facilities,” Dr. Snow said. Within the hospi-
tal, a lot of additional staff has been added 
including psychiatrists, social workers, and 
others who can help triage these admissions 
and at least do some level of check-in everyday 
while they board. 

One thing remains clear, though. More at-
tention on the problem and more potential so-
lutions are sorely needed. Indeed, incoming 
ACEP President L. Anthony Cirillo, MD, said 
that the health care community “cannot con-
tinue to celebrate getting a 59-year-old STEMI 
patient to the cath lab in less than 30 minutes 
when a nine-year-old suicidal patient has 
been sitting in the ED for 30 days waiting for 
an inpatient psychiatric bed.” circle-plus

MS. LAWRENCE� is a freelance health writer 
and editor based in Delaware.
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Emergency physicians can tell their patients about the 988 Suicide & Crisis Lifeline, which offers 
24/7 judgment-free support for mental health, substance use, and thoughts of suicide. Text or call 
988, or chat at 988Lifeline.org for confidential support, offered at no cost.
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A CONVERSATION WITH ACEP 
PRESIDENT DR. ALISON HADDOCK

by CEDRIC DARK, MD, MPH, FACEP

T wice a year, the ACEP Now Medical Editor-in-Chief 
speaks with the ACEP President. This conversation 
between Cedric Dark, MD, MPH, FACEP, and Alison J. 

Haddock, MD, FACEP, serves as a year-in-review as her presi-
dency ends this month in Salt Lake City.

Dr. Cedric Dark: You came into office on a platform of 
physician autonomy a year ago. What do you think has 
been your greatest single accomplishment on that 
front?

Dr. Alison Haddock:� This is tricky because of the complexi-
ties of these issues. It’s hard to get a single thing done. You also 
need to take the opportunities that come to you as a leader. 
I would say that our biggest areas of progress are the ongo-
ing activities of the work group focused on employer closure. 
That group has been looking at the fact that NES Health and 
American Physician Partners both happened and were highly 
detrimental to the individual emergency physicians working 
under those groups—whether they were employees or 1099s. 
We have a team evaluating what the College can do to help pro-
tect emergency physicians in similar situations in the future.

We know there will always be turnover in physician em-
ployers, so we are working on ways to ensure that no one is left 
without pay for shifts they’ve worked or without tail coverage. 
Tail coverage is especially high on my mind. We’ve explored 
what is needed in terms of state advocacy and state law to pre-
vent these gaps, and how we can hold employers accountable 
when contracts specify tail coverage. 

A broader conversation includes other autonomy-related 
issues like non-competes. I’m happy to see progress on non-
competes both at the state level and with a federal ban being in-
troduced. These contracts limit a physician’s ability to change 
employers, which is a loss of autonomy. Emergency physicians, 
whether in academic hospitals, private equity groups, or any 
other setting, should not be bound by non-competes. I’m proud 
of our progress in those areas, even if it’s incomplete. There is 
still much to be done.

Dr. Dark: �One of the things I think some people are look-
ing at to improve their autonomy has been unionization. 
Over the past couple of years, we’ve featured stories 
about emergency physician groups that went on strike, 
or residency programs that nearly did. We’ve also cov-
ered rules around unionization. I’m curious to hear your 
view on the pros and cons of unionization for emergency 
physicians.

Dr. Haddock:� �I think unionization is an option emergency 
physicians need to know more about and be able to consid-
er, depending on their employment situation. We know that 
partnership groups can’t have unionized members. If you’re a 
partner, you can’t be in a union, so seeing the growth of those 
groups in order to restore autonomy is wonderful. But if you’re 
not in a position to be a partner, unionization can be a way for 
individual emergency physicians to gain leverage with their 
employers to secure better compensation and benefits.

I was excited to see that the group in Oregon, which final-
ized its contract, negotiated not just substantial raises but 
also improvements in the working environment. One of the 
key items negotiated was about limiting how much emergency 
physicians are pulled from the emergency department (ED) to 
provide care elsewhere in the hospital. It’s not just about pay. 
It’s about whether you can focus on your job, which is predomi-
nantly taking care of patients in the ED, and only responding 
to calls outside the ED for truly emergent situations. That kind 
of negotiation can help reduce burnout and the feeling of lost 
autonomy. The union also negotiated increased shift differ-
entials for night shifts. Previously, nocturnists weren’t paid 
enough extra for those hours, and now that’s been addressed. 
That’s a win.

Dr. Dark: Alright, let’s talk about private equity. Every-
body’s talking about it these days. Just this week I saw 
that a beloved, local Houston doughnut shop, Shipley’s, 
was acquired by a California private equity firm. It went 
from one private equity firm to another.1 The doughnut 
shop cited “transformational growth” as a benefit of 
the private equity partnership. My question to you is, 
“Why aren’t doughnuts and doctors the same kind of  
commodity?”

Dr. Haddock:� I love that question. We’ve seen many challenges 
with treating health care like a commodity. Emergency physi-
cians choose this specialty because we believe in the mission 

to care for anyone, anytime, for any problem. The private equity 
model is focused on short-term profits, which doesn’t align well 
with that mission.

Many emergency physicians working for private equity-
owned companies feel their work is undervalued. This year, 
I’ve been giving a talk across the country titled “Financializa-
tion and Emergency Medicine.” It’s about the corporatization 
and market forces that have transformed our field over the last 
20 years. Evidence on how private equity affects quality and 
cost of care is mixed, especially in emergency medicine. We 
need more data and research.

But consolidation isn’t driven solely by private equity. The con-
solidation of insurers is pushing health care organizations to con-
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solidate in response. We’re also seeing academic consolidation. 
The problem is that consolidation limits emergency physicians’ 
choices about where and how to work. If the market in your area 
is highly consolidated, your options for employers may be limited. 
A recent Annals article found that 84 percent of hospital referral 
regions are considered highly consolidated in terms of emergency 
physician labor markets (Editor’s Note: see News from the College 
on page 5).

As I’ve traveled and spoken with members, I’ve tried to ex-
plain that these forces go beyond emergency medicine—they’re 
affecting the entire U.S. health care system and economy. De-
spite the complexity, ACEP can and should continue advocat-
ing for individual emergency physicians.

Dr. Dark: The ACGME recently proposed changes to emer-
gency medicine residency programs, including increas-
ing all programs to four years and adding rural health care 
exposure. Currently, four out of five programs would have 
to lengthen training, and fewer than 25 percent now re-
quire a rural rotation.2 What are the College’s thoughts on 
how these changes might affect our specialty?

Dr. Haddock:� For some time, we’ve been concerned about the 
maldistribution of emergency physicians. It’s been a key issue 
for me as both a board member and President. We know that 
to increase the rural workforce, emergency physicians need 
exposure to working in under-resourced areas. Residency can 
provide that exposure and help improve access to care, some-
thing ACEP strongly supports. It aligns with our advocacy for 
ensuring there’s a physician in every ED, which several states 
are already supporting through legislation.

On the three- versus four-year program debate, we’ve re-
ceived feedback in both directions. Our policy continues to 
support the existence of both formats. We also recognize that 
training time is essential to prepare emergency physicians for 
the realities they’ll face.

In addition, we must also factor in duty hour requirements. 
These limits are good for physicians, patients, and trainees, 

and I wouldn’t want to see them weakened. The proposed 
ACGME changes also touch on how we teach ultrasound and 
other key skills. ACEP is working hard to bring expert voices 
into the conversation.

I’m proud of our town halls and how open we were to mem-
ber feedback. Now, we’re mostly waiting to see what the final 
ACGME decision will be. I’m hopeful that many of the changes 
could be positive for both the specialty and our patients.

The ACEP Council has requested additional content to be 
added to the ACGME program requirements multiple times 
since 2004, including topics on rural medicine, telehealth, 
physician-led teams, climate change, early pregnancy loss, 
buprenorphine initiation and harm reduction skills, profes-
sional liability litigation, risk management, sexual assault, 
telehealth, and implicit bias training.

Dr. Dark: Finally, let’s talk about The One Big Beautiful Bill 
Act (OBBBA) that passed in July. It includes a provision al-
lowing co-pays for Medicaid patients receiving non-emer-
gency care in the ED. A 15-year-old study in Health Affairs 
shows these copays don’t reduce ED use for such visits.3 
What do you think will happen once this is rolled out?

Dr. Haddock:� ACEP has serious concerns about this law. The 
most concerning part of it is the Medicaid cuts. Emergency phy-
sicians care for many patients who lack access to other parts of 
the health care system. Substantial Medicaid cuts will worsen 
access. Patients will continue to face barriers to primary care 
and may even lose their Medicaid coverage altogether. What’s 
worse is that we’re shifting money from health care delivery to 
administrative overhead by implementing work requirements 
and other bureaucratic systems.

As a former state legislative leader with ACEP, I’ve seen 
many states try to determine which ED visits are “non-emer-
gency,” and these efforts almost always violate the prudent 
layperson standard. This standard ensures that if someone 
believes they are experiencing an emergency, they can access 
care, and it will be covered fairly by insurance.

ACEP has clear policy opposing Medicaid co-pays because 
they don’t just deter non-emergency visits. They deter neces-
sary care, too. This won’t solve the reimbursement problem, 
especially with Medicaid cuts looming.

I encourage everyone to watch the webinar our D.C. staff host-
ed about the OBBBA. There are a lot of concerning provisions in 
the bill, and we spoke out against them. I’m hopeful we’ll see 
some key aspects reversed in the future to protect access to pa-
tient care and fair compensation for emergency physicians. circle-plus

DR. DARK� (@RealCedricDark) is associ-
ate professor of emergency medicine at 
Baylor College of Medicine and the medi-
cal editor in chief of ACEP Now.
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Crash Cart: 
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by ANDREA BRAULT, MD, MMM, FACEP 

W hen the No Surprises Act (NSA) 
went into effect in 2022, it had two 
main goals: to protect patients 

from unexpected medical bills and to create a 
fair way for health plans and physicians to set-
tle payment disputes. More than three years 
later, the law’s impact tells a different story.

Flawed regulation and ineffective oversight 
have altered the balance between payers and 
physicians, enabling some insurers using 
the NSA as leverage to shift reimbursement 
dynamics and, in some cases, cancel long-
standing contracts altogether. Physicians face 
a difficult choice: accept unreasonably low 
in-network rates or be forced out-of-network 
(OON) and rely heavily on the Independent 
Dispute Resolution (IDR) process to recoup 
some of their losses.

Emergency physicians must treat all pa-
tients, regardless of their insurance status or 
ability to pay. This makes them disproportion-
ally affected by the regulations and the lack of 
enforcement of the NSA as written that have 
greatly favored the insurance payers.

Undermining Progress
Despite challenges, the process has seen some 
improvements. According to an Emergency 
Department Practice Management Associa-
tion (EDPMA) member study, the timeline for 
adjudicating disputes has gone down from 211 
days in 2023 to 164 days in 2024.1 The volume 
of IDR determinations increased more than 
fivefold in 2024, with emergency physicians 
a consistent win rate of more than 85 percent.2

However, there are still some elements that 
remain worryingly burdensome.

Even with clear rules requiring payment 
within 30 days of an IDR outcome, many health 
plans ignore the law and refuse to comply with 
IDR payment determinations. In 2024, non-
compliance rose sharply to 69.2 percent, with 
more than 8 percent of payments being paid 
incorrectly.3 These patterns have left physicians 
and practices to bear the financial burden, 
even in cases where disputes were resolved in 
their favor. 

Many practices report that delayed reim-
bursements and underpayments are strain-
ing operations and disrupting their ability to 
provide care. If insurers face no consequences 
for ignoring IDR rulings, then they have little 
incentive to follow the law or negotiate fair in-
network agreements.

More troubling, some practices report a 
pattern of health plans shifting costs back to 
the patient after IDR determinations don’t go 
their way, which is a clear violation of the law 

and a clear encroachment of the patient pro-
tections afforded under the NSA.4

What Needs to Change
Physician advocacy groups say that unless key 
flaws are addressed, physicians will contin-
ue to face financial strain—and patients may 
eventually feel the effects too. They outline 
several priorities for reforming current regu-
lations and enforcement.    

1.	 Correcting QPA calculations and trans-
parency: Many physicians contend that 
current rules surrounding the Qualifying 
Payment Amount (QPA) make it easier for 
health plans to justify lower payments 
while making it harder for physicians to 
contest them without going through IDR. 
Suggested fixes include: 

	» Stricter rules on what can be included 
in QPA calculations (e.g., excluding 
“ghost rates” that don’t reflect actual 
contracted rates).

	» Transparency around how insurers 
calculate the QPA.

	» Enforced requirements to include the 
QPA in the initial payment.

	» Regular audits of QPA data, as man-
dated by law.5

	» QPA updates that account for inflation 
and the increasing cost of care.

2.	Improving the IDR process and data 
standards: Improving the IDR process 
itself is another priority. Although physi-
cians currently win most of their cases, the 
process remains burdensome and incon-
sistent. Proposed improvements include:

	» Enforcing the use of standardized 
claim codes so physicians and prac-
tices can easily identify claims that 
fall under the NSA.6

	» Creating a more functional portal with 
the ability to document communica-
tion between insurers and physicians 
to empower better enforcement.

	» Increasing transparency by publishing 
more detailed IDR data to promote ac-
countability and compliance.

3.	Enforcing rules that already exist:  
There is also widespread concern that 
current enforcement is too weak to deter 
bad behavior. Physician groups are urging 
regulators to:

	» Enforce statutory timelines for all IDR 
decisions and required payments.

	» Monitor QPA methodologies to ensure 
they comply with the law.

	» Resolve ongoing IDR backlogs that 
delay payments—even after favorable 
rulings. 

	» Respond promptly and consistently 

to complaints from both patients and 
physicians.7

4.	Addressing bad-faith payment offers : 
Another growing concern is the submis-
sion of $0.00 payment offers from insur-
ers during IDR disputes. These are not just 
lowball offers—they’re bad-faith tactics 
that undermine the integrity of the IDR 
process, violate statutory requirements 
for emergency care coverage, and contra-
dict initial payment amounts.8

Advocacy Matters
As the implementation of the NSA contin-
ues to evolve, physician voices remain criti-
cal to shaping its future. The opportunity to 
course-correct still exists, but doing so will 
require sustained advocacy to close enforce-
ment gaps, fix regulatory flaws, and ensure 
that payers are held accountable. By engag-
ing with ACEP at both the state and national 
levels, physicians can help push for the policy 
changes needed to restore balance and make 
the NSA work as intended.

Now is the time to get involved—whether 
it’s sharing data for member surveys, submit-
ting feedback on your current IDR experienc-
es, or engaging in grassroots advocacy. Every 
action counts!  circle-plus

DR. BRAULT� is the imme-
diate past Chair of the 
Emergency Department 
Practice Management 
Association. She is also 
current Chair of the ACEP 
Coding and Nomenclature 

Committee (Group 1) and a member of the 
ACEP Reimbursement Committee.

Footnotes
1.	 In August 2024, EDPMA captured data from a mem-

ber survey related to the IDR process of the NSA. 
The survey period included January 1, 2024, through 
June 30, 2024. In this survey, EDPMA members 
reported the average time from entering the portal to 
the IDR initiation. The average timeline was 164 days, 

a 22 percent improvement compared with the 211 
days reported in EDPMA’s Deep Dive Survey in 2023. 

2.	 Data from CMS’ quarterly “Supplemental Background 
on Federal IDR Public Use Files (PUF)” shows a pre-
vailing rate greater than 85 percent for physician/hos-
pitals/air ambulance providers in 2024 (86 percent in 
Q1/Q2, 85 percent in Q3/Q4). The NSA requires the 
Department of Health and Human Services, Labor, 
and the Treasury (the Departments) to publish this 
information each calendar quarter. https://www.cms.
gov/nosurprises/policies-and-resources/reports 

3.	 The August 2024 EDPMA Survey found a worsening 
pattern of non-compliance among health plans fol-
lowing IDR payment determinations. Non-payments 
after an IDR determination jumped from 24 percent 
in 2023 to 69.2 percent in 2024. Incorrect payments 
also rose from 2.8 percent to 8.3 percent during the 
same period. 

4.	 The August 2024 EDPMA Survey found that 2.5 
percent (760 instances) of respondents received 
communication that changed the patient cost-
sharing amount after the health plan did not prevail in 
IDR, despite the law making it clear that the amount 
owed by patients may never change as a result of the 
IDR process.

5.	 The NSA provides for two types of health plan QPA 
audits: (1) shall conduct audits based on samples (per 
year up to 25 group health/individual governed by 42 
U.S. Code § 300gg–111 and up to 25 group health 
plans as governed by 26 U.S. Code § 9816); and (2) 
may conduct audits in response to complaints; to 
date, Departments have only announced complaint-
based audits. Current reports present data from 
just CMS on enforcement, providing an incomplete 
picture of NSA enforcement efforts.

6.	 Physician advocates propose adopting policies 
included in the IDR Operations proposed rule. The 
proposed rule was released on October 27, 2023, 
and included requiring the use of existing RARC/
CARC codes that communicate state versus federal 
jurisdiction. According to CMS’ IDR PUF report data 
(as of May 28, 2025), the primary cause of delays in 
processing disputes is the complexity of determin-
ing whether disputes are eligible for the Federal IDR 
process. 

7.	 The Departments have created a few avenues to 
submit complaints and request assistance for non-
compliance. However, since states, the Department 
of Labor, and the Department of Health and Human 
Services all share responsibility for enforcement, 
complaints do not consistently filter to the appropri-
ate federal or state entity responsible for enforce-
ment. Many physicians receive no response or are 
asked to re-route their complaint months later.

8.	 Earlier this year, CMS paused the resolution of pay-
ment disputes where a health plan submits a “$0.00” 
offer in the IDR process. CMS has since instructed 
the IDREs to resume processing these disputes, but 
physicians continue to urge CMS to explicitly direct 
IDR entities to treat a “$0.00” offer as a non-offer, 
which would result in a default win for the physicians’ 
submitted amount. 

ACEP recently issued a statement in 
support of the No Surprises Enforcement 
Act, legislation that would hold insurance 
companies accountable for continued 
and willful violations of the federal law 
designed to keep patients out of the 
middle of billing disputes between payers 
and physicians. Scan the QR code to read more.
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by LEONA SCOTT

J ames Neuenschwander II, MD, FACEP, FASAM, is a mis-
sion‑driven night‑shifter who turned a 30‑year career into 
a purpose‑built locums life.

When Dr. Neuenschwander finished residency in 1998 he 
did what many new emergency physicians did then: He joined 
a private two‑hospital group, became an owner, board mem-
ber, and vice chair. He participated in the meetings, joined the 
committees, the whole thing.

In 2006, he pivoted to teaching residents and medical stu-
dents at Ohio State University. At the same time, he was discov-
ering how much he enjoyed the locum tenens cadence while 
covering a 25-bed critical access hospital in Washington State 
where he worked as an emergency physician, hospitalist, inten-
sive care unit physician, and even the nursing home physician.

Dr. Neuenschwander returned to community practice, add-
ing skills in wound care and observation medicine to his toolbox. 
He earned board certification in addiction medicine, and today 
practices as a traveling physician with U.S. Acute Care Solutions. 
In 2024, he worked at 14 hospitals and for seven health systems.

It’s a Lifestyle
“I like the locums lifestyle,” Dr. Neuenschwander said. “The 
money is good. There are no hospital meetings or committees, 
and I’m far more focused on patient care and teamwork.” At 
age 60, nights are “a little tough,” he admitted, “but I’ve always 
gravitated to nights—and to the smartasses who work them.” 
(“Print that at your own risk,” he joked.)

The tradeoffs are real, he said, mostly dealing with office 
politics and consistency.

“You can get thrown under the bus—few people know you 
or what you stand for, and sometimes any accusation, no mat-
ter how ridiculous, is treated as valid,” Dr. Neuenschwander 
said. “The travel can be tough. Some days I feel like an ani-
mal—work, eat, sleep, repeat, repeat, repeat.”

What keeps him steady is a personal North Star he repeats of-
ten: “My mission is to provide the greatest opportunities for health 
and healing. I’ve learned I can do that anywhere, at any time.”

That clarity—plus the infrastructure of a contract manage-
ment group that handles licensure, onboarding, and logistics 
(and a wife who’s all‑in on the lifestyle, sometimes joining him 
for multi‑week stints)—lets him keep practicing on terms that 
match this season of life. The perks don’t hurt either: three 
grown kids in Denver, Dallas, and Orlando, a Southwest Air-
lines companion pass, and the freedom to turn off‑weeks into 

“mini-honeymoons” after 34 years of marriage.
He’s blunt with early‑career physicians who eye locums 

purely for the paycheck.
“Don’t do it just for the money,” he said. “You’ll need to be 

flexible, self‑aware, internally driven, and humble enough to 
learn each site’s culture fast. But if you are—and if your pur-
pose is clear—there’s real joy here.

“I’ve been called to do this work and still feel drawn to it. 
For now, this is my purpose.”

Variety Meets Consistency
Kevin McGann, DO, wanted the variety of locums but with the 
support and cultural consistency of a single organization.

Envision’s Envoy Clinical Travel Program is an internal trav-
el team that supplies physicians to Envision contracts with 
surges, vacancies, or brand‑new launches.

There are two traditional options when it comes to hiring 
physicians, Dr. McGann said. You can take your sweet time to 
hire a permanent physician for a traditional role, or you can 
rent a physician sight unseen to fill a gap. One is slow. The 
other is risky. This pushed Envision to formalize what Dr. Mc-
Gann had been doing informally for years.

An Envoy employee interviews every clinician, pairs op-
erations staff with practicing physician leaders, then builds 
long‑term relationships.

“Money isn’t enough to prevent burnout,” he said. “Peo-
ple need to feel known, supported, and part of a team—even 
if they’re on the road.”

Because Envoy doctors are already wired for mobility, the 
group also runs a Disaster Response Team that has deployed 
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to hurricanes, COVID-19 surges in Texas, and six months of 
round‑the‑clock care for Afghan refugees at Holloman Air 
Force Base.

“We’re used to living out of a suitcase, adapting fast, and 
practicing with whatever resources are available,” Dr. McGann 
said. “That makes us useful when the country calls.”

ACEP’s Locum Tenens Section
Jamila Goldsmith, MD, FACEP, likes the idea of flexibility, au-
tonomy—and, yes, having a schedule that works for a mom.

“An ER is an ER everywhere—the foundations don’t 
change,” said Dr. Goldsmith, the chair of ACEP’s Locum Ten-
ens Section. “What changes is the backdrop: new teams, new 
electronic medical records (EMRs), new workflows. Your core 
job is still the same—build trust fast with patients and with 
staff so the shift runs smoothly.”

Dr. Goldsmith said many who reach out to the section are 
looking to buy back their time—to be paid fairly for the work 
they do, set firmer personal boundaries, and rediscover the 
parts of emergency medicine that they love. As a mother of a 
4‑year‑old, Dr. Goldsmith’s unapologetically structured.

“I never work Wednesdays,” she said. “My son’s swim les-
son is non‑negotiable. When I’m on, I’m on. When I’m home, 
I’m 100 percent home.”

The Locum Tenens Section is also pushing policy. One cur-
rent ACEP resolution asks certifying bodies like the American 
Board of Emergency Medicine to recognize that short contracts 
can make traditional hospital‑based quality improvement pro-
jects unrealistic, even though locum physicians can still create 
meaningful specialty‑wide impact (through national commit-
tee work, education, and policy).

And because locums equals small business, the Section 
spends time teaching physicians how to set up limited liabil-
ity companies, handle accounting, and file taxes—the practical 
pieces that can make (or break) sustainability.

What’s the Right Path?
Is a nontraditional path right for you? Drs. Neuenschwander, 
McGann, and Goldsmith said you’ll thrive on a nontraditional 
path if you are mission‑driven and clear on your “why,” can 
adapt fast to different EMRs, teams, and local cultures, are 
teachable, not territorial, want to focus on the medicine and 
not the politics (at least for long stretches of your career), and 
value time autonomy as highly as compensation—and are will-
ing to run your practice like a business.

You’ll struggle with a nontraditional path if you need daily 
validation from the same team, bristle at learning new sys-
tems or sharing control with a site’s established workflows, 
or see the model as “just for the paycheck,”—an element that 
every one of these physicians called out as a fast track to dis-
appointment.

The Fun Part: You Design It
For Dr. Neuenschwander, it’s semi-retirement, combined 
with meaningful work near family. For Dr. McGann, it’s a na-
tional bench of travel‑ready clinicians who can jump from 
busy tertiary centers to hurricane shelters overnight. For Dr. 
Goldsmith, it’s total schedule autonomy that lets her be fully 
present both in the emergency department and at a Wednes-
day swim lesson.

If the standard three to four shifts a week no longer fits your 
season of life, you’re not stuck. ACEP’s Locum Tenens Section, 
internal travel programs like Envoy, and physician‑friendly 
contract groups offer legitimate, structured alternatives—com-
plete with community, mentorship, and policy advocacy. And 
if you can’t find a path that matches your goals? Take Dr. Gold-
smith’s advice: Bet on yourself and build it. Someone else is 
probably waiting to follow. circle-plus

LEONA SCOTT� is a freelance writer based in Dallas.

JAMILA GOLDSMITH,  
MD, FACEP
Dr. Jamila Goldsmith, chair of 
ACEP’s Locum Tenens Section, 
champions flexible practice mod-
els that work for physicians and 
families alike, including moms. Her 
non-traditional path allows her to 
lead in policy and still make every 
Wednesday swim lesson.

KEVIN MCGANN, DO
As director of Envision’s Envoy 
Clinical Travel Program, Dr. Mc-
Gann helps build a national team 
of trusted, travel-ready physicians. 
They deliver care during disas-
ter response deployments and 
hospital surges while maintaining 
connection. 

JAMES F. 
NEUENSCHWANDER II,  
MD, FACEP, FASAM
After 30 years in EM, Dr. Neuen-
schwander thrives in a purpose-
driven locums career, working 
nights across 14 hospitals and 
seven health systems in 2024, 
with a clear mission: to provide the 
greatest opportunities for health 
and healing.

14    ACEP NOW    September 2025 The Official Voice of Emergency Medicine

Leading Today, 
Protecting Tomorrow

ACEP Fights for You. See the Impact.

acep.org/impact

Chart Your Own Course
with the Independent EM Group Master Class
February 9 - 12, 2026  |  Irving, Texas

The emergency medicine paradigm is 
changing.
If you want more than restrictive, limited business 
models dictating how emergency physicians 
can practice, you have options. More and more 
entrepreneurial emergency physicians are creating or 
joining independent, physician-owned groups - with 
policies and practices that matter most to them.

And they are succeeding.
Get the inside scoop from those who have achieved and 
can set you on a similar path!

One of a kind.
Learn to succeed in group ownership by 
mastering successful business practices in 
this unique, limited-access event.

Building an army for disruption.
Upend the system by creating or expanding 
physician-owned group practices to take 
control of your own destiny.

Intensive training.
Get empowered to negotiate, manage and 
succeed in business like a boss - something 
your residency could never teach you.

Register Today!
acep.org/indyclass

Approved for AMA PRA Category 1 CreditTM

STYLES | CONTINUED FROM PAGE  13



EM CASES | CONTINUED FROM PAGE  1

chance of developing cancer, heart disease, 
depression, and the longer we live—better 
sleep is associated with a decreased mortal-
ity rate!5 So, the better we sleep, the happier 
and healthier we are. 

And, as we’re all too familiar with, shift 
work disturbs our wonderful sleep, because 
shift work interrupts our circadian rhythms 
and our sleep drive, leading to an increased 
risk for a motor vehicle crash on one’s com-
mute home.6,7 In this column, I endeavor to 
provide you with some simple evidence-based 
strategies to improve your sleep architecture, 
minimize disruptions in circadian rhythm, 
and improve your sleep so that you can per-
form better on shift and improve your well-
ness and long-term health.

The Physiology of Sleep
Human sleep is governed by two primary 
physiologic processes: the homeostatic sleep 
drive (Process S) and the circadian rhythm 
(Process C). 

Process S reflects the accumulation of 
adenosine in the brain during wakefulness, 
increasing the drive to sleep over time. This 
process accounts for the progressive sleepi-
ness experienced after extended wakefulness 
or consecutive shifts.8 Process C is regulated 
by the suprachiasmatic nucleus of the hypo-
thalamus, which responds to environmental 
light cues—particularly blue-spectrum light—
to synchronize the internal circadian rhythm 
to a roughly 24.2-hour cycle. Light exposure 
inhibits melatonin secretion via melanopsin-
sensitive retinal ganglion cells, thereby pro-
moting wakefulness.9 

In contrast, darkness facilitates melatonin 
release and initiates sleep onset. Cortisol, a 
diurnal hormone, typically peaks 30–45 min-
utes after awakening, enhancing alertness 
during the daytime.10 Disruption of either Pro-
cess S or Process C—as occurs frequently in 
shift work—results in impaired sleep duration, 
efficiency, and architecture. This disruption 
has both acute consequences (e.g., decreased 
vigilance, increased errors) and long-term se-
quelae (e.g., metabolic, psychiatric, and on-
cologic disease).11

Sleep Hygiene
Optimal sleep hygiene includes interventions 
across three domains: pre-sleep behavior, 
sleep environment, and post-sleep routines. 
These recommendations are grounded in both 
circadian physiology and empirically support-
ed behavioral strategies.12

Pre-sleep behavior: Avoid vigorous physi-
cal activity, cognitively stimulating tasks, and 
large meals for at least three hours before bed-
time. These activities elevate core body tem-
perature and sympathetic arousal, delaying 
sleep onset and reducing sleep efficiency.13,14

Caffeine, a competitive adenosine receptor 
antagonist, should be avoided for at least six 
hours prior to sleep initiation (or 12 hours in 
slow metabolizers). Daily intake should remain 
less than 400 mg.8 Alcohol, despite its sedative 
effects via GABAergic activation, disrupts sleep 
architecture through rebound arousal once me-
tabolized.15 Similarly, chronic cannabis use re-
duces REM and slow-wave sleep, leading to 
fragmented sleep and long-term tolerance ef-
fects.16 Both substances should be avoided at 
least three hours before sleep.

Light exposure: Exposure to high-intensi-
ty, blue-spectrum light in the evening sup-

presses melatonin and delays sleep onset.9 
Minimize screen use for at least three hours 
before bed. If screen use is unavoidable, use 
blue light filters or e-ink devices such as a Kin-
dle. Light intensity should be minimized, and 
light sources should emit at lower Kelvin tem-
peratures (e.g., 1,000–2,700 degrees Kelvin) 
to reduce circadian disruption. Consider us-
ing light bulbs that can switch to lower Kelvin 
temperatures three hours before sleep.17

Sleep environment: The ideal sleep envi-
ronment is dark, cool (approximately 20° C or 
68° F), and quiet. Use blackout curtains or a 
sleep mask to block ambient light and con-
sider earplugs or white noise machines to miti-
gate environmental noise. Avoid visible clocks 
in the bedroom, as time-checking reinforces 
arousal and promotes sleep-onset anxiety.18

Post-waking routine: Morning light ex-
posure—particularly blue-spectrum light at 
10,000 lux for 30 minutes upon waking either 
by natural sunlight, by a light emitting screen 
or light emitting eye glasses—promotes circa-
dian alignment and may enhance mood.19 This 
practice using artificial light is especially ben-
eficial in regions with limited sunlight during 
winter months or in individuals with delayed 
sleep phase tendencies (e.g., adolescents and 
young adults).

Shift Work Adaptation
Several scheduling principles and physiologi-
cal countermeasures can facilitate circadian 
alignment and performance optimization for 
emergency physicians engaged in shift work.

Shift scheduling: Casino shifts (e.g., 10 
p.m.–4 a.m. and 4 a.m.–10 a.m.) preserve par-
tial overnight sleep (anchor sleep), reduce cir-
cadian misalignment, and are less circadian 
disruptive than night shifts that start when it 
is dark outside and end when it is light out-
side.20 If casino shifts are not an option where 
you work, night shifts should be clustered, 
scheduled consecutively (two to three shifts 
maximum). Spacing night shifts through-
out the month prolongs maladaptation and 

may increase performance deficits. Recovery 
time between shifts should be no less than 11 
hours to allow adequate rest between shifts for 
peak performance on shift.21 Forward-rotating 
schedules (e.g., transitioning from evening to 
night to morning shifts) align with the natu-
ral tendency for phase delay and are preferred 
over backward rotations.22 Chronotype identifi-
cation enables allocation of night shifts to nat-
urally nocturnal individuals (evening types), 
minimizing circadian disruption and associ-
ated morbidity.23

Pre-shift preparation: Napping with knowl-
edge of the sleep cycle is important. A 20-min-
ute nap (before deep sleep kicks in), or a full 
90-minute sleep cycle nap before a night shift 
can reduce sleep inertia and improve cognitive 
performance.24,25 However, napping for 30–60 
minutes may cause increased fatigue because 
waking is generally during the phase of deep 
sleep. High-intensity cardiovascular exercise 
and caffeine ingestion 30–60 minutes prior 
to shift start can further enhance alertness.26-28 
Limit caffeine intake to the first half of the shift 
to avoid impairing post-shift sleep onset.

During shift: Use of bright blue-spectrum 
light (10,000 lux) in the early part of night 
shifts enhances alertness without impairing 
subsequent sleep if exposure ceases at least 
two hours before sleep onset.9

Post-shift wind-down: Wearing blue-block-
ing glasses or dark sunglasses on the com-
mute home reduces light-induced melatonin 
suppression. Supplemental exogenous me-
latonin (0.3–5 mg) taken three to four hours 
prior to the desired sleep onset may support 
circadian re-entrainment and improve sleep 
continuity. Doses greater than 5 mg confer no 
added benefit and may paradoxically disrupt 
sleep in some individuals.29

Pharmacologic Approaches 
Although behavioral interventions should re-
main the first-line approaches, pharmacologic 
therapies may be necessary in select cases of 
shift work sleep disorder (SWSD). 

Exogenous melatonin, as noted above, fa-
cilitates circadian entrainment with minimal 
side effects when properly timed. In more se-
vere cases, short-acting, non-benzodiazepine 
hypnotics (e.g., zolpidem, zopiclone) may 
aid with sleep initiation, although concerns 
regarding tolerance, dependency, and next-
day sedation limit their long-term use.29 

Wake-promoting agents such as modafinil 
and armodafinil have demonstrated efficacy 

CONTINUED on page 16

Pre-sleep
•	 No caffeine six or 

more hours prior

•	 No alcohol or cannabis 
three or more hours prior

•	 No intense physical activity 
three or more hours prior

•	 Limit blue light and screens 
emitting blue light three 
or more hours prior

Sleep environment
•	 Temperature about 

20° C (68° F)

•	 Complete darkness (blackout 
curtains or eye mask)

•	 Quiet (use earplugs 
or white noise)

Post-awakening
•	 Bright blue light exposure 

(≥10,000 lux for 30 min)

Shift work scheduling
•	 Prefer casino shifts and 

forward rotation

•	 Group night shifts (two 
to three in a row)

•	 Ensure 11 or more hours 
recovery between shifts

•	 Assign shifts based on 
chronotype when possible

Shift work countermeasures
•	 Pre-shift nap (20 or 90 

minutes, not 40 minutes)

•	 Strategic caffeine in 
early shift only

•	 Bright light during first 
half of night shifts

•	 Blue light-blocking 
glasses post-shift

•	 Melatonin (0.3–5 mg) 
three to four hours 
before desired sleep

SUMMARY OF SLEEP 
STRATEGIES FOR 
EMERGENCY PHYSICIANS
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in improving alertness and performance dur-
ing night shifts in individuals diagnosed with 
SWSD.30,31 However, these agents may pose car-
diovascular and psychiatric risks and should 
be reserved for refractory cases under special-
ist supervision.32 

Cannabinoids, including THC and CBD 
formulations, are not recommended because 
of evidence of impaired sleep architecture, 
increased sleep fragmentation, and the po-
tential for adverse psychiatric outcomes in-
cluding psychosis.16

By implementing the outlined evidence-
based strategies, emergency physicians can 
mitigate the adverse consequences of shift 
work, improve clinical performance, and 
protect long-term health. Sleep should not be 
viewed as expendable, but rather as an essen-
tial element of professional sustainability and 
patient safety. circle-plus

DR. HELMAN �is an emer-
gency physician at North 
York General Hospital in 
Toronto. He is an assis-
tant professor at the 
University of Toronto, 
Division of Emergency 

Medicine, and the education innovation 
lead at the Schwartz/Reisman Emergency 
Medicine Institute. He is the founder and 
host of the Emergency Medicine Cases 
podcast and website. 
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Hands-on training in:
Surgical airway (cricothyroidotomy)
Orbital decompression
Pleural decompression
Advanced vascular access
Cardiac pacing
Pericardial decompression
Emergency limb amputation

Life, limb & sight saving procedures

Join us for a fully immersive two-day cadaveric
course focusing on life, limb and sight saving
resuscitative procedures. 

Who should attend:
Retrievalists
Emergency, ICU & Anaesthetic Consultants
Rural GPs & CMOs in trauma/resus
Senior Critical Care Registrars

3 & 4 November 2025
San Francisco

6 & 7 November 2025
Chicago

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.

FOR MORE INFORMATION PLEASE CONTACT:
Heather Peffley, PHR CPRP - Penn State Health Lead Physician Recruiter 
hpeffley@pennstatehealth.psu.edu

About Us: Penn State Health is a multi-hospital health system serving patients and communities across central 
Pennsylvania. We are the only medical facility in Pennsylvania to be accredited as a Level I pediatric trauma 
center and Level I adult trauma center.  The system includes Penn State Health Milton S. Hershey Medical Center, 
Penn State Health Children’s Hospital and Penn State Cancer Institute based in Hershey, Pa.; Penn State Health 
Hampden Medical Center in Enola, Pa.; Penn State Health Holy Spirit Medical Center in Camp Hill, Pa.; Penn State 
Health Lancaster Medical Center in Lancaster, Pa.; Penn State Health St. Joseph Medical Center in Reading, Pa.; 
Pennsylvania Psychiatric Institute, a specialty provider of inpatient and outpatient behavioral health services, in 
Harrisburg, Pa.; and 2,450+ physicians and direct care providers at 225 outpatient practices. Additionally, the 
system jointly operates various healthcare providers, including Penn State Health Rehabilitation Hospital, Hershey 
Outpatient Surgery Center and Hershey Endoscopy Center.

We foster a collaborative environment rich with diversity, 
share a passion for patient care, and have a space for those 
who share our spark of innovative research interests. Our 
health system is expanding and we have opportunities in 
both academic hospital as well community hospital settings.

Benefit highlights include:
• Competitive salary with sign-on bonus
• Comprehensive benefits and retirement package
• Relocation assistance & CME allowance
• Attractive neighborhoods in scenic central Pa.

Penn State Health Emergency Medicine

JOIN OUR
TEAM

EMERGENCY
MEDICINE
OPPORTUNITIES

AVAILABLE
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NOW HIRING

Academic Faculty Openings including  
Ultrasound and Nocturnist
The Henry JN Taub Department of Emergency Medicine at Baylor College of Medicine (BCM) is 
looking for Faculty of all levels who are interested in a career in Academic Emergency Medicine. 
We are also hiring faculty of all ranks and seeking applicants who have demonstrated a strong 
interest and background in a variety of areas such as ultrasound, research or operations. Clinical 
opportunities including nocturnist positions are available at our affiliated hospitals. Our Ultrasound 
team is currently seeking an Assistant Director of US to support current educational, clinical and 
research elements of the program while also creating growth opportunities in our department.

About Baylor College of Medicine

Baylor College of Medicine is located in the world’s largest medical 
center in Houston. The Henry JN Taub Department of Emergency 
Medicine was established in Jan 2017. Our residency program, 
which started in 2010, has grown to 16 residents per year in a 3-year 
format. We offer a highly competitive academic salary and benefits 
commensurate to academic level and experience.

Our department features clinical practices at Baylor St. Luke’s 
Medical Center, Ben Taub General Hospital and Texas Children’s 
Hospital. Baylor St. Luke’s Medical Center is a quaternary referral 
center with high acuity patients and is home to the Texas Heart 
Institute and multiple transplant programs. Ben Taub General 
Hospital is a public hospital with about 80,000 annual emergency 
visits each year and certified stroke, STEMI and Level 1 trauma 
programs. 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. or D.O. degree

• Experience: Previous experience in an academic area of expertise 
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 at dckuo@bcm.edu. Please send a CV and  
cover letter with your past experience and interests.

GC113602
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Schedule an 
Interview Today

Commonwealth Emergency Physicians is a physician owned and
managed Emergency Medicine group in Northern Virginia
offering a unique and attractive career opportunity.

We are seeking EM Physicians who have a broad experience
with high acuity and share our philosophy to provide progressive,
compassionate, emergency medicine care.

- Stable, Private, Democratic Group - Employed
- Medical Benefits, Retirement Plan, Paid Malpractice

From Alexandria in the east to Loudoun County in the west,
communities have adopted elements of both urban and suburban
lifestyles allowing young families to live in communities with great
schools, fine dining, and stocked with amenities. 

East Coast to West Coast Openings!
Stop by ACEP Booth #1257

Our mission is to lead emergency medicine nationwide with

exceptional physicians and APPs dedicated to top-tier patient care,

professional wellness, and collaborative excellence.

As a physician-run organization, we are guided by the collective

wisdom and dedication of our founding members—practicing
emergency physicians—ensuring our values are reflected in every

decision we make. We empower local leadership and site-level
control so each facility can adapt to the unique needs of its

patients, teams, and communities. With a focus on contract
stability and long-term partnerships, we provide consistency,

trust, and enduring value for the groups and hospitals we serve.

Founded, owned, and led by physicians.

Virginia - Loudoun & Fairfax Counties

Send CV to CEP@EMrecruits.com
Visit ACEP Booth #1257 in Salt Lake City

ACEP Booth #1257, Send CV to GSEP@EMrecruits.com

San Antonio, Texas 
Multiple Locations

Partnership after completing only 1,500 hours
Comprehensive benefits include paid maternity leave
RVU Compensation for transparency and productivity
Work in the #1 ranked hospital system in San Antonio
Live in a Metropolitan City with a Low Cost of Living
Enjoy Great Neighbors and Award Winning Schools

As Hawaii's oldest and largest ED
physician group, we are dedicated to
nurturing the next generation of quality
emergency physicians and meeting the
ever-changing healthcare challenges.

Meet our Leadership at Booth #1257 in Salt Lake City

Send CV to HEPA@EMrecruits.com 

PRACTICE
EMERGENCY
MEDICINE IN
HAWAII

SCHEDULE AN 
INTERVIEW TODAY

Florida Texas California

We are seeking outstanding physicians to join our ranks and
become a partner and shareholder, in our democratic group.
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We are seeking BC/BE, EM physicians to practice
high-quality medicine with a stable, respected, and

collegial group that values physician input, work-life
balance, and long-term career satisfaction.

Join Cincinnati’s Leading Democratic,
Independent, Emergency Medicine Group

CINCINNATI OFFERS METRO AMENITIES AND WORLD-RENOWNED

ATTRACTIONS IN A RELAXED & INVITING ATMOSPHERE

ACEP
Booth
#1257

CONTACT US ABOUT COMPENSATION PACKAGE!

This role offers a partnership track with equal scheduling, income
potential, and shared decision-making among partners. Our group
staffs Emergency Departments in Iowa City and Cedar Rapids, with

annual volumes ranging from 20,000 to 48,000 visits.

Iowa City—home to the University of Iowa and 33,000 students—is
just 30 minutes from Cedar Rapids. The area is known for its vibrant
arts and culture scene, from nationally recognized summer jazz and

blues festivals to museums, galleries, and Big Ten sports.

ACEP
Booth
#1257

Explore
all your Options

Metro, suburban,
and rural locations
across the nation. 

Choose from diverse
practice models, volumes,
and partnership options

www.emrecruits.com

Faster Hires. Better Fits. Partnership-focused

We are seeking a BC/BE
Emergency Medicine Physician

to join our physician owned
and managed group. 

Join one of Iowa’s premier EM Groups!
 Send your CV to banson@emrecruits.com

Your Career. Your Fit. Your Future.

SALT LAKE CITY -  ACEP BOOTH #1257



EQUITY  
EQUATION

KIDS KORNER 

by RYAN PATRICK RADECKI, MD, MS 

The legal landscape surrounding the use 
of artificial intelligence (AI) within the 

medical setting remains in a state of flux. 
There are a multitude 
of issues regarding li-
ability yet to be tested, 
balancing the respon-
sibility for errors be-
tween the clinician, 
the vendor of an AI 

product, and the hospital deploying an AI 
product. Each of these players has the poten-

tial to be included in the wide net typically 
cast during early malpractice filings.

That said, the ultimate responsibility is 
far more likely to come to rest on the clini-
cian involved. Read more here:

by JAYNE KENDALL, MD, MBA, FACEP, 
CPE

A cross the nation, we are seeing a trou-
bling resurgence of vaccine-preventa-

ble diseases, including 
measles, mumps, and 
whooping cough. These 
outbreaks present sig-
nificant challenges for 
health care systems, 
particularly emergency 

departments where the acute consequences 
of these diseases are most pronounced. The 

intersection of these outbreaks with health 
equity issues demonstrates the disparities in 
vaccination rates and access to health care 
that disproportionately affects vulnerable 
populations.

Read more here:

by LANDON JONES, MD, AND  
RICHARD M. CANTOR, MD, FAAP, FACEP

The best questions often stem from the inquisi-
tive learner. As educators, we love, and are 
always humbled by, those moments when we 

get to say, “I don’t know.” 
For some of these ques-
tions, you may already 
know the answers. For 
others, you may never 
have thought to ask the 

question. For all, questions, comments, con-
cerns, and critiques are encouraged. Welcome 
to the Kids Korner. 

Question:  In a young infant with 
easy bleeding or bruising, how 
long do we really need to consider 
vitamin K-dependent bleeding on 
the differential?

Read more here: 

The AI Legal Trap

Unmasking a Crisis: The 
Resurgence of Measles, 
Mumps, and Health 
Equity Challenges

Differential Diagnosis 
of an Infant with Easy 
Bleeding, Bruising

PEARLS FROM THE  
MEDICAL LITERATURE
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Advocate Health is one of the largest nonprofit integrated health 
systems in the United States, and together, we are shaping the 
future of health care through innovation, research, education and 
compassionate care.

We are seeking Emergency Medicine Physicians to join us. 

• Work within our physician-led medical group where service 
lines prioritize excellence, transformation and reputation 
through your voice

• Play a vital role in our commitment to nurturing the ingenuity 
of unique personalities and teams 

• Receive competitive compensation and benefits

• Discover opportunities available in various communities:  
metro, suburban and rural

JOIN US AT

ADVOCATE HEALTH

SCAN THE 
QR CODE 
FOR CURRENT
PHYSICIAN
JOBS
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Do You Need a New Loan Strategy?
Learn how the One Big Beautiful Bill Act could affect you
by JAMES M. DAHLE, MD, FACEP

Question

I heard the One Big Beautiful Bill Act (OBBBA) made sig-
nificant changes to the federal student loan programs. 
How should I be managing my student loans now?

Answer
Indeed, OBBBA will have a massive effect on student loan 
management going forward, particularly for new medical 
students. For the last decade or more, there was little reason 
for any student attending an institution eligible for federal 
loans to use private loans. However, a cap of $50,000 per 
year ($200,000 total) has now been instituted on professional 
school borrowing. That means that many medical students 
will again need to use private loans to pay for a substantial 
part of their education. 

Private loans generally have higher interest rates and worse 
terms than federal programs, but perhaps most importantly, 
are not eligible for generous Income Driven Repayment (IDR) 
plans and the Public Service Loan Forgiveness (PSLF) program, 
the mainstays of physician student loan management tech-
niques for the past 15 years. This change, along with others, 
will generally make staying in the federal student loan system 
and seeking student loan forgiveness less attractive as a strat-
egy. Thus, the alternative strategy of refinancing your student 
loans (early and often) and paying them off rapidly by living 
frugally (live like a resident!) as a young attending has become 
more attractive. 

For those who have already completed school but still have 
student loans, the picture is decidedly better. As expected, not 
only did PSLF remain completely intact, but current borrow-
ers were mostly grandfathered into existing programs, at least 
for a while. The biggest changes have occurred with the IDR 
plans. Within a few years, the only IDR plans that will exist are 
Income Based Repayment (IBR) plans and a new one, called 
the Repayment Assistance Plan (RAP). Only RAP will be avail-
able to new borrowers. 

Out with the Old
The alphabet soup of prior IDR programs, including ICR 
(Income-Contingent Repayment), PAYE (Pay As You Earn), 
REPAYE (Revised Pay As You Earn), and SAVE (Saving on a 
Valuable Education) will all be gone within three years. Al-
though simplification of this system is likely good policy, RAP 
is not as generous to borrowers as prior programs, especially 
SAVE. Forbearance and deferment, although never very good 
options, are also even less generous than they were.

The payments in RAP are based not on discretionary in-
come, like prior IDRs, but on adjusted gross income (AGI), a 
higher amount. A typical resident will pay something like five 
to seven percent of their AGI (perhaps $300 per month based 
on an AGI of $60,000) as a student loan payment and a typical 
attending will pay 10 percent of their AGI (perhaps $2,500 per 
month based on an AGI of $300,000). Nobody will have a $0 
monthly payment anymore, as there is a minimum required 
payment of $10 per month. 

Like the SAVE plan, unpaid interest will be waived (plus 
a $50 subsidy), although with the higher payments required, 
there will be fewer people with unpaid interest. This will have 
the nice benefit of ensuring federal student loans do not bal-
loon during residency as they did prior to the implementation 
of SAVE. If applicable, every child you have will also reduce 
your monthly payment by $50. Current borrowers can (and 
often should) stay in their current IDR plan until mid-2028, 
when they must transition to either IBR or RAP. Given its legal 
challenges, those in SAVE may wish to transition even earlier.

The group of borrowers hurt the most by changes was those 
whose strategy had been PAYE forgiveness because of a very 
high debt-to-income ratio. Under PAYE, after making payments 
for 20 years, the remainder of the debt was to be forgiven. Al-
though this was not as attractive as PSLF (which comes after 
10 years and offers tax-free forgiveness), it did not require the 
borrower to work full-time for a non-profit employer. In fact, 
the borrower did not have to work at all if they had access to 
other funds to make required payments. Now, these borrowers 
will have to transition into either IBR (which offers forgiveness 
after 25 years) or RAP (which offers forgiveness after 30 years). 
That could make a difference of hundreds of thousands of dol-
lars in additional payments and taxes. 

Finding the Best Strategy
Although the new rules themselves can be confusing, the 
best student loan strategies require an even higher level of 
thinking. For example, taking a slight pay cut to work in aca-
demia and qualify for tax-free PSLF forgiveness six or seven 
years out of training might have made a lot of sense 
when all of the loans were federal. When half or 
more of the loans are private, the amount 
of forgiveness may now be substantial-
ly lower than the additional amount 
earned in a non-academic posi-
tion. 

Your student loan strategy 
can be affected by how you 
file your taxes, which type 
of retirement account 
you use, and which 
IDR program you 
choose. Given all 
of the changes, 
now is a good 
time to visit 
with an in-

formed advisor or even consult with a specialized student 
loan advisor to work out the best personalized strategy for 
you moving forward. Although change is never fun, it is likely 
that student loan policy will be far more stable over the next 
four years than it has been since the onset of the pandemic, 
allowing physicians to plan their financial future better than 
has been possible in recent years. circle-plus

THE END OF THE 
RAINBOW

PROTECT YOUR
POT OF GOLD FROM 

BAD ADVICE

DR. DAHLE� blogs at https://www.whitecoatinvestor.
com and is a best-selling author and podcaster. He is 
not a licensed financial advisor, accountant, or attorney 
and recommends you consult with your own advisors 
prior to acting on any information you read here. 
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OnStar plan, working electrical system, cell reception and GPS signal required. OnStar links to emergency services. Not all vehicles may transmit all crash data. See onstar.com  
for details and limitations. Certified by the International Academies of Emergency Dispatch.® The marks of General Motors, its divisions, slogans, emblems, vehicle model 
names, vehicle body designs and other marks appearing in this advertisement are the trademarks and/or service marks of General Motors, its subsidiaries, affiliates or licensors.  
©2025 General Motors. ©2025 OnStar LLC. All rights reserved. 

 In a crash, built-in vehicle sensors can automatically alert an OnStar® Advisor  

who can be immediately connected into the vehicle to speak with the occupant(s).  

Even if the driver cannot respond, Advisors can request help be sent to the location 

using GPS technology and relay vital crash data — including air bag deployment, 

vehicle description, propulsion type and Injury Severity Prediction — to assist  

with dispatch decisions, on-scene management and patient care. An OnStar 

Emergency-Certified Advisor can provide pre-arrival medical instructions and  

remain on the line until First Responders arrive.

LEARN MORE AT ONSTAR.COM/PUBLICSAFETY

Critical data with  
Automatic Crash Response
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STABILITY MEETS
OPPORTUNITY

With US Acute Care Solutions, you don’t have to 
choose between stability and opportunity. Our 
commitment to honoring your seniority allows you 
to confi dently explore new career paths across our 
nationwide network of hospitals, from fast-paced urban 
centers to tranquil rural communities.

Misty Nguyen, DO
EM Residency: Southwest 
Medical Center, 2021
Emergency Physician

Calen Hart, MD
EM Residency: Vanderbilt 
University School of 
Medicine, 2022
Emergency Physician

Erin Fenoff, DO
EM Residency: Ohio University 
Heritage College of Osteopathic 
Medicine, 2018
Emergency Physician

Bobby Missaghi, MD
EM Residency: The University of 
California, Los Angeles – Harbor 
Medical Center, 2017
Emergency Physician

Dan Kelly, MD
EM Residency: The University 
of Texas Medical School, 2011
Emergency Physician

S C A N  T O  V I E W  O U R 

NATIONWIDE CAREERS


