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How I became a patient
in the pediatric ED
John Anderson, MSIII, University of Colorado School of Medicine, Aurora, CO, MSC West-2 Representative
“While comical
in many ways,
my time as a
pediatric patient
was thought
provoking,
educational and
even somewhat
frightening.”

M

y shift began like any other. I rst
saw a 6-year-old boy with an asthma
exacerbation and spent some time with his
family guring out how to get his asthma under
control. Next, I evaluated an infant with a
febrile seizure, followed by a toddler with
otitis media, and soon it was time for didactics.
On this day, my preceptor, who was also the
day’s attending, was demonstrating FAST
exams for the interns, and as the only medical
student, I happily accepted my role as patient
(sometimes my wife tells me that I act like
a toddler, so I was the natural choice to play
the pediatric patient). After all of the interns
scanned my abdomen and we discussed some
of the indications for a FAST exam, I put my
shirt back on and returned to the clinical area to
continuing seeing patients.

A short while later my preceptor approached
me and said, “John, I need to talk to you about
something. Let’s go in the trauma room.”
I immediately had a funny feeling (and the
feeling was not the leftover ultrasound gel on
my lower abdomen). I knew something was
wrong: Did I miss something important on a
patient? Had I offended a family? Or was it
something else? I had been working with this
attending for a few years now, and she had
never spoken to me in this manner.
When we were alone in one of the trauma
rooms, my attending explained that she had
seen a mass on my liver while demonstrating
the FAST exam. She told me that it was most
likely a hemangioma and nothing to worry
about. I had just nished my surgery rotation
and had seen several hemangiomas discovered
continued on page 23
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President’smessage
Forget about it! Future of
medicine as bright as we make it
“H
i, it’s Josh in the ED, I have a CHF
exacerbation on a Nitro Drip at 200,
Bipap at 8 over 4, received enalapril and
she’s starting to perk up... Oh, you have no
beds…”
How tired are you of these conversations?
Calling consultants and admitting ofcers,
only to nd out the hospital is full, there are
no beds, or the medicine team is capped.

Joshua Moskovitz, MD, MPH
University of Maryland
Baltimore, MD
President

“When our
National
Emergency
Medicine PAC
outpaces the
trial attorneys
and tobacco
companies, our
changes will be
made.”

Back during my EMS days, I would start
every shift by logging into the computer and
calling dispatch to gure out which hospitals
were not on diversion status. It’s as if those
days never ended. Starting a shift in the ED
requires guring out which teams are not
on diversion status and where are the beds.
Asking the charge nurse if they know if any
ICU beds are available at other hospitals in
the off chance you can relieve your nurse of
their critical care duties. It’s ironic how an
ICU nurse can be mandated to be on oneto-one with a patient, yet an ED nurse can
manage two ICU patients and two turnover
patients at the same time.
Admit a hemophiliac head bleeder to the
ICU? Forget about it.
As if the bed shortage wasn’t enough, it
takes our beds away to see new patients.
How many low acuity patients can you see
in a shift? What about moderate acuity?
For every boarded patient occupying a bed,
think how many patients you could have
seen, treated, helped in that time.
Forget about the revenue loss. Forget about
the public perception of your hospital.
Forget about the proven fact that morbidity
and mortality happens when patients are
boarded in the ED.
You have a pulmonary hypertension patient
in respiratory distress for the CCU? Forget
about it.
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Consider attending the ACEP Leadership and
Advocacy Conference (LAC). It is the one
chance residents get to storm Capitol Hill and
tell their local representatives personal stories
of how boarding and overcrowding affects
patients. It’s our chance to tell how lives and
quality of healthcare is adversely affected, and
how the lack of reimbursement for EMTALA
is forcing hospitals to close and increases the
visits of all those hospitals surrounding it.
We can tell them how consultants are in short
supply due to the lack of liability coverage
requiring costly transfers that delay care.
Chest pain rule out to general medicine?
Forget about it.
I envision a future where I don’t have to have
the following conversations: “Hi, I’m Dr.
Moskovitz, how can I help… yes, I’m sorry
you’ve been waiting eight hours to be seen.”
“…I’m not sure when your bed is going to
be available… I know you’ve been down
here for two days in this small room, and I’m
sorry about that….”
I envision a future where consultants are
paid for their emergency care and EPs are
reimbursed for the mandatory EMTALA care
they provide. I hope hospitals recognize and
acknowledge the problem of boarding and
overcrowding. This future is not unattainable.
This future requires us, as residents and
attendings, to get involved. Whether it is by
writing news articles, doing media interviews,
lobbying legislators, or simply donating to
a political action committee (PAC). It can
be done. When our National Emergency
Medicine PAC (NEMPAC) outpaces the trial
attorneys and tobacco companies, our changes
will be made.
For now, I look forward to the opportunity
when a patient asks me if they are going to
be down in the ED long, and I can tell them,
“Fuhgeddaboudit!!!!!” 

Boardupdate










EMRA Events at the 2009 SAEM
Annual Meeting in New Orleans!
Whether it’s your rst or tenth SAEM
conference, be sure not to miss the EMRA
National EM Jeopardy Contest! On May
16, from 5:30 to 7 p.m., six programs
from around the country will battle it out.
Additionally, the infamous EMRA party is
the place to be in the Big Easy on May 16
from 9:30 p.m. until...see pages 10-11 of
this issue for a full schedule of all EMRA
activities.
EMRA Board Retreat! Your EMRA
Board of Directors met for four days this
past January to plan the next three years
of activities for your organization. Ideas
relating to member benets, resident
and student needs, programming, and
more were among the topics discussed.
Interested in participating in this process?
It’s never too early to start planning your
run for a position on the EMRA Board
of Directors. Visit the Website for further
details, position descriptions, and email
questions to the current ofcer for the
positions that interest you!
ACEP Leadership and Advocacy
Conference! Your EMRA leadership
worked hard to create an exciting schedule
for resident education at the 2009
Leadership and Advocacy in D.C. This
year’s conference promises to be even
more rewarding with the recent report card
release on the state of emergency medicine
in the U.S.
Emergency Medicine Advocacy
Handbook Becomes a Reality!
Your EMRA Health Policy Committee
worked long and hard to develop the new
Emergency Medicine Advocacy Handbook
that will be available at the Leadership
and Advocacy Conference in April. This
guide will serve as your resource to
understanding and changing policy.
EMRA’s State Tour Continues! This
year marks the second year of the EMRA
state tour, visiting regional ACEP chapters
to talk with residents. Be on the lookout
out for EMRA representatives coming to
your area, or contact us and invite us to
your state’s assembly! Current planned
state visits include Virginia, and the south
east regional meeting which will include
the following states: Ala., Tenn., Miss.,
Ga., and La. 
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Editor’sforum
Our job doesn’t end at sign out
F
or those of you who are about to
graduate, I pose this to you.

You go to work, see your patients and
work your shift. You go home to your
family, watch a little TV and put your kids
to bed.

Lisa Bundy, MD
University of Alabama at Birmingham
Birmingham, AL
EM Resident Editor/Secretary

It’s all you’ve ever wanted. To get up, go
to work and go home. You never wanted
to “get involved.” Your life’s busy enough
as it is.
Unfortunately, given the times in which
we live, “I have some news for those
out you who think ‘I am not getting
involved.’” You’ve joined the specialty of
emergency medicine. By that token alone,
you already are.
In April, many of your colleagues are
heading to Washington, D.C., to do their
part in furthering our specialty. There
are several issues on the table. Some are
national; some may be only germane to
your area.
The Access to Emergency Medical
Services Act of 2009 has 55 sponsors as
of this writing, and has several goals. This
legislation provides Medicare funding
for EMTALA related care, calls for the
development of national boarding and
diversion standards, and proposes a
commission to examine key emergency
care access issues.
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Now, you can’t tell me this won’t affect
you in your world. It will affect not only
your specialty back up, which means
better care for your patients. It will affect
your bottom line as well, which means
more time for watching a little TV and
putting the kids to bed.
Another event coming up is the Society
for Academic Emergency Medicine
Annual Meeting in New Orleans. For
those of you interested in staying in
academics, this is another opportunity to
get involved. SAEM is a great opportunity
to participate in research and further the
education of your residents.
It really is not that hard to have an effect
on the world of emergency medicine. You
can participate as little or as much as you
want. You can spend five minutes and call
your Congressman regarding the Access
to Emergency Medical Services Act. Five
minutes is all it takes to do your part to
improve the care of your patients, to fight
boarding and to better the education of
your residents by allowing them to take
care of new patients, not just the boarded
or admitted patients.
Maybe you want to participate more
on a local level. Join a committee at
your hospital; affect change there by
working with the other physicians to
improve access to care. You can’t make

Editorialstaff
 Editor
Lisa Bundy, MD
University of Alabama at Birmingham
Birmingham, AL
 Executive Director
Michele Byers, CAE
 Publications Coordinator
Leah Stefanini
 Medical Student Section Editor
Chadd Kraus
Philadelphia School of Osteopathic Medicine
Philadelphia, PA
 Critical Care Section Editors
Daniel Schwartz, MD
Christi Spohn Memorial Hospital
Corpus Christi, TX

“Five minutes is all it takes to do your part to improve
the care of your patients, to ﬁght boarding, and to
better the education of your residents by allowing
them to take care of new patients, not just the boarded
or admitted patients.”

your professional life (and, thus, your
personal life) better by sitting on the
couch. You can’t help your patients get
care by watching a little TV.
As a resident, the EMRA Board of
Directors have been looking out for you.
We meet with the American College of
Emergency Physicians Board Officers
three times a year, plus ACEP and
Council of Residency Directors (CORD)
liaisons participate in the EMRA Board
of Directors conference calls to get
resident’s issues to the forefront. We
push for funding and programs to help
you achieve your goals. That Antibiotic
Guide you love so much came from
EMRA and your EMRA dues. The
Pediatric Top Clinical Problems book
you got for free was first conceived in
an EMRA Medical Student Governing
Council meeting four years ago. Your
Pediatric Quik Card, Airway Card,
Sepsis Card, Top Clinical Problems,
Contracts manual, ACEP Bookstore
discounts and many, many more, were
created from the hard work of EMRA
leaders. When you were facing early

loan repayment, EMRA presented your
concerns to ACEP, who responded by
lobbying Congress to delay another year.
When you graduate, consider continuing
your EMRA support. Continue
supporting the projects, scholarships
and benefits you love. Continue to make
a difference by becoming an alumni
member. It’s as simple as checking a
box. You can also get involved by calling
your congressman, making a NEMPAC
donation, joining an ACEP or EMRA
committee, or participating in SAEM
or CORD.
With a new president in office,
emergency physicians must continue
to fight to get their issues heard and
included in the country’s health plan.
We must make known to our country’s
leaders the important role emergency
medicine must play in the future. We
are the ones who are there for people
when they need it most. We take care of
anyone at anytime. We are the safety net.
And, you can’t be the safety net from the
couch. 
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Mission Statement
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excellence in patient
care through the
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development of emergency
medicine residency-trained physicians.
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RRC-EMupdate
Two new programs
and 20 more EM spots

Stephen Tantama, MD
Naval Medical Center
San Diego, CA
RRC-EM Representative

A

s your resident representative to
the ACGME’s Residency Review
Committee for Emergency Medicine
(RRC-EM), I spent an atypically foggy
weekend in Naples, Fla., from February
13-15 reviewing a total of 65 programs.

requirement is met. This is all done prior
to the committee even meeting. To view
a full list of EM program requirements
visit the ACGME website at http://www.
acgme.org/acWebsite/RRC_110/110_
prIndex.asp.

Of these, ve toxicology fellowships,
four pediatric fellowships, and 42
core EM programs received continued
accreditation. Additionally, three progress
reports were reviewed and one program
received approval for a format change
from a three-year to four-year program.
A complement change (number of
residents allowed to train in a program)
was requested by thirteen programs
with ten residencies obtaining approval
for nineteen additional positions and
one fellowship receiving approval for a
temporary increase by one.

Lastly, during the meeting several other
topics were discussed. A new Ofce
of Resident Services at the ACGME
is available to residents and fellows
providing a safe place to voice any
concerns related to education and the
learning environment without any fear of
retaliation or intimidation. Any concerns
will not affect accreditation with a goal
of nding fair solutions. More info is
available at: http://www.acgme.org/
acWebsite/resInfo/ri_welcome.asp.

And a big welcome to the two new
fellowship programs in Pediatric EM:
University of New Mexico, Albuquerque,
N.M. and SUNY Health Science Center at
Brooklyn, N.Y.
As a quick primer to the accreditation
process, for each of the programs
reviewed, several months of work are
needed. This includes preparation of
a program information form (PIF) by
your residency director and reports
generated by trained specialists who
conduct a physical site visit. These
are then presented to two committee
members who individually dissect the
reports to ensure each and every program
8
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Subspecialty certication is still
being discussed with ABEM/ABIM/
ABA for Critical Care training.
Additionally ABEM is evaluating
possible certication (without any cosponsorship) in EMS. And starting July
1, 2010, diplomates seeking to apply for
certication in hospice and palliative
medicine will only be eligible to apply if
training is obtained through an ACGMEaccredited program. 
Information on these programs and all
residency programs is available on the
official ACGME website at www.acgme.
org. Feel free to contact me at rrcemrep@
emra.org if you have any questions
about the RRC, the residency evaluation
process, or any other concerns.

Speakerreport
Representative Council represents pulse of EMRA membership
rounds at least once a month. You can
use the Rep Update as your template.

E

MRA is an organization formed by
and for its members. We rely on the
program representatives and the Representative Council to work in concert with the
Board of Directors to steer EMRA into the
future. I often get emails from motivated
program representatives wondering what
they can do to become more effective. For
this reason I have outlined a few pointers:

9
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Establish a line of communication
with your regional representative.
Let them know who you are. Inform
them about new events in your
area, at your program or any special
announcements. This may include
awards, recognitions or stories of
particular interest to emergency
medicine residents. Each regional
representative has a list of emails for
the program representatives in their
respective regions. Keep in mind
that you are integral in updating this
contact information.
Review your monthly Rep Council
Update. This is your source of regular
up-to-date information regarding
conferences, awards, scholarships,
elections, resolutions, etc. If you are
not receiving these emails, please
contact us. Also, you can access our
Rep Council archive on the EMRA
Website.
Update your program regularly.
One of the most critical
responsibilities as a program
representative is keeping your
residency program in the loop. Let’s
face it, everyone is busy during
residency. For those of you who have
stepped forward and volunteered
yourselves as leaders within this
community, this makes your role that
much more important. We recommend
providing your colleagues with a brief
ve minute update during your grand

9
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Familiarize yourself with member
benefits. Take a moment to realize
the resources provided by EMRA.
From the reference cards, books and
EM Resident to discounts, awards,
leadership opportunities and online
resources like EM:RAP, these are all
available to you. Don’t forget to pass
on the information to your colleagues.
Attend the annual Representative
Council meetings. This is key. All
program representatives across the
country have the opportunity to come
together twice a year, at ACEP’s
Scientific Assembly and at SAEM’s
Annual Meeting. This is an awesome
gathering of current and future leaders
within EM. Also, this is your chance
to engage the policy-making process
and participate in elections. If you
ever plan on getting involved in the
ACEP Council, this would be the
ideal forum in which to familiarize
yourself with the process.
Author a resolution and help
shape EMRA policy. EMRA has a
compendium of policies addressing
issues that are important to all of us
as emergency medicine residents.
Some examples include resident
moonlighting, shift scheduling before
the in-training exam, GME funding,
duty hours, international electives
and many more. As the leading
organization for emergency medicine
residents, we represent your interests.
If there is a policy you would like to
see within EMRA, this is the perfect
means by which to start. Visit our
website and learn how to write a
resolution. 

Edwin Lopez, MD
Wayne State University/
Sinai-Grace Hospital
Detroit, MI
Speaker of the Council

“One of the
most critical
responsibilities
as a program
representative
is keeping your
residency program
in the loop.”
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Enjoy the Big Easy . . . N’awlins Style!
EMRA Representative Council Events at SAEM
Friday, May 15
1:00 pm – 2:00 pm

EMRA Regional Representative Committee

2:30 pm – 3:00 pm

EMRA Representative Council Conference Committee Orientation

This is a mandatory meeting for those individuals who are serving on the Conference Committees. This includes Reference
Committee, Sergeant at Arms and Tellers/Credentialors. Join us if you want to serve in one of these positions.

3:00 pm – 4:00 pm

EMRA Representative Council Reference Committee Public Hearing

During this meeting, the Reference Committee hears testimony from the authors of resolutions being brought forth from the
Council and from ANYONE who would like to speak for or against the resolutions. This is your opportunity to understand more
completely the reasoning and history behind the business being brought before the Rep Council. REQUIRED FOR EMRA
PROGRAM REPS.

4:00 pm – 5:00 pm

EMRA Representative Council Reference Committee Work Meeting

The work meeting is a closed session for the Reference Committee to prepare reports to be presented to the full Representative
Council the following day.

Saturday, May 16
8:30 am – 9:30 am

EMRA Representative Council Welcome Breakfast

This is an informal breakfast meeting for all Rep Council members where you can meet other program representatives, the
EMRA Board of Directors, Rep Council officers, and Regional Reps. REQUIRED FOR EMRA PROGRAM REPS.

9:00 am – 9:30 am

EMRA Representative Council Registration

All Program Reps are required to register to receive their voting credentials for the Rep Council meeting. Be prompt. Registration
closes at 9:30am sharp.

9:30 am – 12:30 pm
EMRA Representative Council Meeting and Town Hall
This is the formal business meeting and open forum discussion where program reps will make decisions and cast votes on
behalf of the EMRA members at their residency program. The Town Hall is an open discussion forum following the business
session. This mandatory meeting is your chance to shape the organization and the specialty. Don’t miss it! REQUIRED FOR
EMRA PROGRAM REPS.
12:30 am – 1:30 pm
EMRA Resident Luncheon – Sponsored by FERNE
Join us for a special thank you luncheon following the formal Representaive Council meeting.

10
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EMRA Schedule of Events
at the

2009 SAEM Annual Meeting
May 14-17, 2009
Sheraton New Orleans Hotel, 500 Canal Street • New Orleans, LA
Thursday, May 14, 2009
1:00pm-5:00pm
EMRA Board of Directors Meeting
Friday, May 15, 2009
8:30am-11:30am
EMRA Board of Directors Meeting
11:30am-1:00pm
EMRA Leaders Luncheon
1:00pm-1:30pm
EMRA Committee Chair Orientation
1:00pm-2:00pm
Regional Representative Meeting
1:00pm-3:00pm
EMRA Medical Student Governing Council
Meeting
1:00pm-4:00pm
EMRA Resident SimWars sponsored by FERNE
2:30pm-3:00pm
EMRA Representative Council Conference
Committee Orientation
3:00pm-4:00pm
EMRA Representative Council Reference
Committee Public Hearing
(to include EMRA Committee Showcase,
EMRA 101)
3:00pm-4:00pm
EMRA Committee Meetings
• Health Policy Committee
• Membership Committee
• Technology Committee
4:00pm-5:00pm
EMRA Committee Meetings
• International Committee
• Critical Care Committee
• Research Committee
4:00pm-5:00pm
EMRA Representative Council Reference
Committee Work Meeting
5:00pm-6:00pm
EMRA Spring Awards Reception

Saturday, May 16, 2009
8:30am-9:30am
EMRA Representative Council
Welcome Breakfast
9:00am-9:30am
EMRA Representative Council
Registration
9:30am-12:30pm
EMRA Representative Council
Meeting/Town Hall
12:30pm-1:30pm
FERNE Lunch for EMRA
Residents
5:30pm-7:00pm
EMRA National EM Jeopardy
Contest
9:30pm-?
EMRA Party
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Crisis hovers over our house
Physicians going bare as hospitals close.
Massive pay cuts with the loss of balance
billing. Lawsuits to recoup fair payments
made to hard working physicians. The future
of state funded Medicaid in peril. These are
the headlines emergency physicians read
every morning. Even with healthcare as an
industry booming in this recession, emergency
physicians are under siege.

Nathaniel Schlicher, MD, JD
Wright State University
Dayton, OH
Legislative Advisor

“If you are
concerned
about patient
care, practice
patterns
or future
income, now
is the time
to advocate
for them.”

Balance Billing Ruled Illegal
California’s Supreme Court in January in the
case of Prospect Medical Group, Inc., et al.
v. Northridge Emergency Medical Group,
ruled that balance billing was illegal in the
state. The ruling stated that where a health
plan or capitated payor is obligated to pay,
the difference between the reimbursement
and services charged cannot be billed back to
the patient. The only recourse for physicians
is to le a dispute with the health plan. With
more than $100 million at stake annually in
California alone in emergency physicians’
reimbursement,1 this presents a clear threat to
the scal survival of the specialty. Physician
groups across the country are concerned
that this practice will spread to impact all
emergency physicians.
The consequences of this policy continue to
grow. Two separate class action lawsuits have
been led against physicians for repayment
of previous balance billing payments by
consumers. Under California law, since the
practice was deemed illegal, the physicians
are liable for all “overpayments.” This could
amount to billions of dollars nationally in
repayments by groups and physicians if
successful.
Loss of Insurance Coverage
As the healthcare industry feels the strain of
the credit crisis, hospitals are beginning to
shutter their doors. With closure, hospitalbased self-insured plans have gone under
and left physicians bare to potential medical
malpractice claims. Many states are seeing
over 50 percent of their hospitals operating in
the red with some being forced to close.2
While many physician groups have broken
away from the hospitals, some still rely on
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them for insurance or self-insurance. Many
have assumed that the hospitals would not be in
danger of an inability to fulll their obligations
and may not have put backup plans into place.
These issues will harm both the physicians
that have gone bare against their will and the
patients that are treated at these institutions.
Physicians may be forced to seek alternative
employment to protect themselves and their
families. Young physicians need to ask these
difcult questions to ensure that they are
protected in their next job.
It is time to ﬁght
There have been numerous assaults on
emergency medicine over the last year. From
SGR threats, to the continued issue of the
uninsured, the credit crises, and each of these
issues, the hits keep coming. With talk of
reform in Washington, D.C., it is time for
EVERY emergency physician to stand up
for our specialty. This month, the Leadership
and Advocacy Conference will be held in
Washington to further the work of advocacy
and storm the hill to make our voices heard. If
you can get there, do so! If not, put your money
where your future practice will be and give to
your specialty to carry the ght for you.
While the industry of healthcare may be
trumpeted on Wall Street as recession resistant,
the individual physicians that are the backbone
of this system are under attack. The changes
that are made to the practice and payment of
medicine will have repercussions for all young
physicians. If you are concerned about patient
care, practice patterns, or future income, now
is the time to advocate for them. Join the effort
to preserve the practice of emergency medicine
today! Make a difference. Make your voice
heard. 
References
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October 2008. Retrieved from: http://www.
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Techtalk
The iPhone and
iPod Touch go to med school
I

t seems like the distinctive screen and shapes
of Apple’s iPod Touch and iPhone are
everywhere. You may have seen them on the
elevator, the hip of that tech savvy med student,
on a desk next to a chart running some reference
software. Ever since Apple launched the iTunes
App store last summer, the number of medical
applications (apps) for this mobile platform has
exploded.
With each device capable of accessing your
hospital’s wireless network, there’s almost no
clinical question you can’t answer. Let’s explore
some applications that can help you manage
your patient’s care or keep one step ahead of
your attending’s next question. Just a quick bit of
administrative business: if a particular application
is named specically, that’s purely for illustrative
purposes. It is by no means an endorsement of
this application by EMRA.
When Apple announced the App Store, they
specically addressed healthcare professionals.
One way they did this was by showing off the
iPhone/iPod Touch version of Netter’s Anatomy.
Modality Inc. has brought Netter’s ashcards
of various avors to the platform as well as
pathology, microbiology, and pharmacological
teaching tools.
While the primary intention of these ashcards
may be tackling that anatomy exam, they’re also
useful in patient education. Sometimes showing
a patient the blood vessels serving the heart or
the anatomy of an inamed appendix can help
their understanding and facilitate treatment. In
other areas of education, there are EKG tutorials,
radiology tutorials, and even apps that can spruce
up your medical Spanish.
Aside from brushing up on anatomy or other
areas, the iPhone and iPod Touch bring the
thunder when it comes to helping make clinical
decisions. There are both free and paid medical
calculators which not only handle simple unit, but
also calculate items relating to clinical decision
guidelines and prognostic scores (e.g., CHADS2
and Ranson’s Criteria). Most of these calculators
provide not only the raw output of a particular
clinical equation/score, but also information
regarding the original study and the use of the
criteria to provide context for the data.

It would appear the authors of these applications
are casting a wide net for their content, beyond
traditional “clinical calculators.” In one app
you might nd the APACHEII score alongside
analgesia equivalence calculators, specic dosing
calculators, corrected WBCs for RBCs in a spinal
tap, etc. Some apps even go so far as to include
some basic references like dermatomes.
One of the most recent developments in iPhone/
iPod Touch medical application support are the
apps from Unbound Medicine and Skyscape.
Most Palm, Pocket PC, or Blackberry users will
be familiar with these companies as they have
provided portable medical references for those
platforms. And, unlike previous iPhone/iPod
Touch references from these outts, the content
is downloaded to the device itself and is available
for both online and ofine viewing.
What’s different from the consumer’s perspective
is the business model the companies are
employing. Rather than sell a copy of the licensed
software that would last for as long as the user
owned the device and provide updates for a
limited time, Skyscape is using a subscription
model. This means that iPhone/iPod Touch
owners don’t purchase the content itself, but a
right to access the content for the subscription
period. A subscription is cheaper than buying the
application outright and it will provide the most
up to date clinical content. However, eventually
a subscription is going to be more expensive than
the simple one-time purchase of the software.
After quickly reviewing both Unbound’s and
Skyscape’s sites, it would appear Unbound is
using a software purchase model while Skyscape
is favoring a subscription model. That being said,
Skyscape’s offerings are more expansive for now.
When the iPhone and iPod Touch were rst
announced, those of us who watch new medical
technology knew that if they had broad medical
reference support, they could be the next “must
have” clinical tool. Now, with both free and paid
applications addressing the needs of the greenest
rst year to the most seasoned attending, Apple’s
mobile platform has come into its own and should
be strongly considered as a PDA among more
long standing contenders. 

Lars Peterson, MSIII
University of Rochester
Rochester, NY
MSGC Technology Coordinator

“Aside
from
brushing
up on
anatomy
or other areas,
the iPhone and
iPod Touch bring
the thunder
when it comes
to helping
make clinical
decisions.”
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ACEPrepresentative
update

The sound of silence: Being seen and not
heard is dangerous in emergency medicine
istory was made in January when
Barack Obama was sworn in as
President. Millions of people lled the
National Mall to watch the historic event,
and millions more watched on television.
Perhaps you were one of them.

Eric Maur, MD
Geisinger Medical Center
Danville, PA
ACEP Representative

As part of his inauguration address,
President Obama pledged that health care
reform would be one of his top priorities.
Only time will tell if he will be able to
make good on his promise.
As emergency physicians, we are often
the rst to see the effects of any change in
the health care system, and we currently
feel the effects of little change over the
past several years.
Think back to your last shift. How many
inpatients were boarding in the ED when
your shift began? How many more were
there when your shift ended? And how
many patients were stuck waiting for
hours in the waiting room, not because
you were too busy to see them, but
because there was no free beds in the
ED? How many patients did you see
because they did not have a primary care
physician? And how many more patients
did you see because their primary care
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physician was “too busy to see me?” And
lastly, how many of the patients you saw
truly required emergency medical care?
These are just a few signs of the problems
that plague us every day at work. We all
recognize that our nation’s health care
system is in desperate need of reform.
What remains unclear is the solution.
If President Obama keeps his promise,
change is inevitable. Any change made
will likely drastically impact the way that
we practice medicine. Be it a change to
our patient base, a change in the insurance
system, or a change in reimbursement,
the emergency department will remain
on the frontlines of change, reaping the
devastation or rewards that a new system
may offer.
So, if change is really coming, don’t you
want to have a say in what changes are
made? Do you want to be a loud voice
echoing throughout the government
in support of the cause of emergency
physicians, or do you want to remain
silent and allow someone else to make
these important changes without your
voice being heard? How can you have a
say in the reshaping of our health
care system?

Attention!
EM Residents
& Medical Students
“. . . if everyone receiving EM Resident contributed
just $10 to NEMPAC each year, funding would be
increased by almost $100,000 annually.”
Emergency Medicine Residents’ Association
There are many ways that a resident
can get involved and remain informed
throughout this process, and subsequently
throughout the entire career that follows
residency. Perhaps the easiest way is to
sign up for the ACEP 911 Legislative
Network. Members of the 911 Network
receive weekly emails detailing the
important events occurring in the U.S.
Senate and House of Representatives.
The 911 Network is a great way to stay
informed without costing you a single
penny.
The next step is to get involved in EMRA
and ACEP. Become an EMRA program
representative and attend the EMRA
Representative Council meetings held
twice a year at SAEM Annual Meeting
and ACEP Scientific Assembly. As an
EMRA Representative you can bring
the voice of your fellow classmates to
our national forum. Even if you are not
a program representative, everyone is
welcome to attend and participate in the
discussions. Another path to involvement
is service on one of the many EMRA
committees, playing a vital role in
carrying out the tasks set forth by the
Representative Council and bringing new
ideas to the oor. Feeling ambitious?

Then run for one of the positions on
the EMRA Board of Directors at the
elections held each year at ACEP
Scientic Assembly.
Finally, a vital step you can take is
contributing to NEMPAC, which is the
National Emergency Medicine Political
Action Committee. The important
lobbying that NEMPAC carries out on
our behalf can only be accomplished
with contributions from emergency
physicians across the country. Though
it may sound cliché, even a small
contribution can make a big difference.
I know that nances are tight throughout
medical school, residency, and even the
rst year after residency, but the key to
getting results is working together. Think
about it this way: If everyone receiving
EM Resident contributed just $10 to
NEMPAC each year, funding would be
increased by almost $100,000 annually.
Imagine what a difference that could
make.
Now is the time, and this is your future.
Take a few minutes out of your busy day
to get involved. Visit www.emra.org and
www.acep.org to nd out how. 

Join Today!
Don’t miss out on the benefits of EMRA!
As a member you’ll receive many
benefits to help you advance your
career in emergency medicine.
Membership includes
Free stuff: Members receive free publications in
print and online. Plus, receive discounts on products,
publications and meetings, exclusive access to great Web
content, career and financial planning guides.
• EM Resident
• EMRA Antibiotic Guide
• EM: RAP and Emergency
Medicine Abstracts
• EMRA’s Career Planning Guide
• The Medical Student
Survival Guide
• Pediatric EM Practice
Online
• EM Practice Online
...and much more

Career planning: EMRA can help you get into the
emergency medicine residency of your choice, survive
and thrive during your residency, and succeed after your
training with resources to help you land the ideal job.
Clinical & practice tools: Learn about reimbursement
issues, contracts, clinical problems and access case
studies in EM with your membership. And, develop
life-long skills in advocacy and health policy.
Access to www.emra.org: The EMRA Website is full
of resources specifically for EM residents & students,
including job listings, leadership opportunities, archives
of advocacy, clinical, and financial articles.
Leadership development opportunities: Become
active within organized medicine and help shape your
field. Numerous committee, board and council positions
are available.
Scholarships, grants, and awards: EMRA provides
several scholarships, grants, and awards that are available
only to EMRA members.
Friends & community: Get to know others who
share your passion for emergency medicine, talk about
residency life and plan for a future in this specialty.
You’ll benefit from many opportunities to develop your
leadership potential.

To join, call 1-866-566-2492, touch 5

www.emra.org
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of Wisdom
NEMPAC – not just another acronym

I

Mary Jo Wagner, MD, FACEP
ACEP Federal Government Affairs
Committee
Chair

James Eadie, MD, FACEP
ACEP Federal Government Affairs
Committee
Co-Chair
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In this era of the politics of change and
health care reform, you cannot help but
hear about the inuence of political action
committees. You won’t nd the PAC
acronym in medical textbooks or even in
discussions at most residency programs,
yet the importance of PACs in the future
of resident education and emergency
medicine practice has become more and
more signicant.
A PAC is a group organized to raise and
spend money to inuence the election
process. The rst PAC was started to help
the re-election of President Franklin D.
Roosevelt in the 1940s. Because it was
illegal for unions and other organized
groups to directly contribute to candidates,
the creation of PACs allowed workers to
contribute voluntarily to an entity that
could legally support candidates. PACs are
also known as separate segregated funds,
as they must be kept separate from their
sponsoring organization’s general treasury
or bank accounts.
Many physicians question why money
should make a difference in the political
system today. But running a political
campaign at the federal level costs money,

as much as $10 to 15 million for a U.S.
Senate race. PACs are a transparent,
legitimate way for like-minded individuals
to come together to donate money to
candidates that represent their views.
Just as Americans from across the country
can support their favorite “American Idol”
or “Dancing With The Stars” performer
by calling in, so too are Americans able
to support their favorite candidates or
political position by donating to a PAC.
When you donate to a PAC, your inuence
is multiplied and can extend beyond your
own congressional district to the ears of
national legislators who have the power
and authority to act.
NEMPAC – National Emergency
Medicine Political Action Committee
– is the only emergency medicine PAC
that accepts voluntary donations from
ACEP members including resident
members. NEMPAC funds are directed
to legislators and candidates who support
the issues and positions most important
to emergency medicine. NEMPAC gives

2009 Leadership
and
Advocacy
Conference
“As the ‘future of emergency medicine,’ we
hope you will provide support to improve
and protect your specialty.”

emergency medicine a stronger voice
in the policy debate in Washington, and
is an important counterpart to direct
lobbying efforts by ACEP staff and
grassroots advocacy by ACEP members.
Over the past several years, NEMPAC
has grown to rank as one of the largest
physician specialty PACs, with only
anesthesiology, orthopedics and
ophthalmology raising more from their
members.
President Obama’s election campaign
is a great example of how many small
donations to a candidate can make a
large impact. By pooling contributions
from thousands of emergency physicians
across the country, NEMPAC has the
resources to identify and donate to
hundreds of candidates who support
emergency medicine.
ACEP members often deliver NEMPAC
contributions to a candidate, which
provides a one-on-one opportunity

to educate the legislators about how
their policies and positions inuence
our ability to care for patients in our
emergency departments. Legislators
have hundreds of issues brought before
them daily. NEMPAC is an important
tool that helps our issues to rise above
the clatter and to be heard.
Donating to NEMPAC is easy – you
can check the NEMPAC box on your
annual ACEP dues form, contribute
on-line through the ACEP website at
www.acep.org or respond by mail to
NEMPAC solicitations. As the “future
of emergency medicine,” we hope
you will provide support to improve
and protect your specialty. Time spent
talking to your legislators locally, or
money donated to NEMPAC are both
efcient and effective ways to join
your colleagues in emergency medicine
to make our patients’ lives and our
workplace better. 

EMRA Events

Sunday, April 19
Health Policy 101
1:00 pm-1:40 pm

Nathan Schlicher, MD, JD, EMRA Legislative Advisor
This discussion gives an overview of advocacy and
the legislative process. Dr. Schlicher will discuss
how the laws are developed and take you through
the major players in the field of medicine: private
insurers, state & local governments, Congress and
the community.

Health Care Economics
1:40 pm-2:30 pm
James S. Eadie, MD, FACEP, YPS Member
Dr. James Eadie will introduce young physicians to
background issues that are relevant to advocacy/
healthcare policy. What is a single payer system,
what is universal health care coverage and who
pays for it, Medicaid/medicare and the flawed SGR
formula, who is CMS and other “alphabet soup”
of emergency medicine and how do we get paid/
reimbursed.

Current Issues and Crises in
Emergency Medicine
2:20 pm-3:00 pm
Jennifer L. Wiler, MD, MBA, YPS Councilor
What are the current issues that young physicians
need to be aware of and what specifically has
ACEP done to advocate for our patients, our public,
and our specialty: Access to emergency medical
care, crowding and boarding, fair and equitable
reimbursement, medical liability reform, emergency
medical preparedness, patient safety, IOM report,
H.R. 882/S. 1003.

Roundtable Discussions
3:00 pm-4:00 pm
Joshua Moskovitz, MD, MPH, Moderator,
EMRA President
Gillian Schmitz, MD, Moderator,
YPS Chair

EMRA/YPS Reception
6:15 pm-7:15 pm

Monday, April 20
Continental Breakfast
7:00 am-7:50 am
Breakfast Session: Residents
Joshua Moskovitz, MD, MPH, EMRA President
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Clinicalcase
Toxic shock syndrome
A

Brett M. Russell, MD
University of Michigan
Medical Center
Ann Arbor, MI

Phillip A. Scott, MD
University of Michigan
Medical Center
Ann Arbor, MI

19-year-old female presented to the
emergency department complaining
of vomiting. She felt ne the night before,
but awoke with shaking chills, fatigue,
malaise, body aches and headache. She
subsequently developed multiple episodes
of non-bloody, non-bilious emesis followed by diffuse abdominal pain. After
ED arrival, she developed watery diarrhea. There were no complaints of vaginal
discharge or bleeding and she had recently
completed her normal menstrual period.
The patient’s history was notable only
for Hashimoto’s thyroiditis with resultant
hypothyroidism for which she was on a
stable dose of levothyroxine. There was no
history of ill contacts, abnormal foods, or
exotic travel.
Vital signs included temperature of
102.3oF, heart rate of 125 and blood
pressure of 95/38. She was markedly
orthostatic. In general, she was
well nourished, but appeared quite
uncomfortable and slightly ushed.
Mucous membranes were dry, lungs clear
and cardiovascular exam notable for a
regular tachycardia with a soft systolic
murmur and bounding peripheral pulses.
Her abdominal exam revealed no
distension, hyperactive bowel sounds
and diffuse tenderness most prominent
on the right lower and upper quadrants
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without guarding or rebound. Pelvic exam
demonstrated purulent cervical discharge,
cervical motion tenderness and normal
adnexae.
The patient was persistently hypotensive
and tachycardic without mental status
changes despite receiving a total of six
liters of normal saline over eight hours.
Laboratory studies were notable for a
WBC count of 11.4, normal metabolic
panel, negative pregnancy test and a
urinalysis revealing only ketones. Pelvic
ultrasound revealed small echogenic free
uid in the cul-de-sac and adjacent to left
ovary.
Contrast enhanced CT imaging of the
abdomen and pelvis showed a borderline
appendix diameter without wall thickening
or stranding. The patient was empirically
started on cefoxitin, doxycycline and
metronidazole for apparent PID after
blood cultures were drawn.
As an inpatient, her blood pressure
continued to require support with
aggressive uid administration resulting
in transient uid overload necessitating
supplemental oxygen. She developed
mild renal dysfunction and coagulopathy,
hypocalcemia and hypoalbuminemia.
Tests for gonorrhea and chlamydia were
negative as were stool studies for enteric
pathogens, however, blood cultures

were subsequently positive for group
A streptoccocus (GAS). Vancomycin
and clindamycin were then added to
her regimen. She slowly improved and
was discharged home on hospital day
eight with a diagnosis of streptococcal
toxic shock syndrome based on her
constellation of symptoms, signs and
laboratory ndings.
Discussion
Toxic shock syndrome (TSS) is a
toxin-mediated disease caused by
either staphylococcal or streptococcal
infections. Toxins formed in the
right conditions from some strains
of these bacteria result in massive
cytokine release and many of the above
clinical features. Although patients
at the extremes of age or those with
immunosuppression are prone to
any infection, one hallmark of TSS
is that it can easily strike otherwise
healthy individuals. Initially identied
in the early 1980s and attributed to
superabsorbant tampons, TSS has
decreased slightly in incidence (affecting
about 1 in 100,000) and increasingly
occurs unrelated to menses.
Classic TSS is caused by staphylococcus
and is characterized by fever,
hypotension and a rash resulting
in desquamation. Gastrointestinal
symptoms such as abdominal pain,
vomiting and diarrhea can be quite
prominent as can inuenza-type

symptoms. The bacterium is frequently
not isolated and the syndrome is almost
entirely related to toxin production.
Streptococcal TSS, by contrast, often
has an identied source of infection,
usually soft tissue, and carries a high risk
of bacteremia. The soft tissue infections
can appear minor initially, but are often
accompanied by severe pain. While
there is considerable overlap in the
general symptoms of staphylococcal and
streptococcal TSS, the latter frequently
has a more fulminant course, with
mortality rates ranging from 30 to 70
percent.
Criteria to make the diagnosis of TSS are
based on a combination of hypotension
as well as symptoms and/or laboratories
signifying multi-organ involvement.
Diagnosis in the ED often proves difcult
due to the time lag in their development.
Thus, a high index of suspicion should be
maintained.
Management of TSS is similar to other
serious infections, including uid
resuscitation, source control (if possible)
and early antibiotic therapy. Treatment
with clindamycin should be included as it
directly decreases toxin production.
This case demonstrates important
pearls regarding TSS. Any female of
reproductive age presenting with fever
and hypotension should be queried
about tampon use, and TSS should

be considered in patients with these
symptoms when no clear infectious
source is identied. Early identication
and treatment can minimize subsequent
morbidity and mortality. 
References
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toxic shock syndrome in a child: a case
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Journal 2008 1(1):228.
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shock syndrome presenting as septic knee
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5. Marx JA et al. Rosen’s Emergency
Medicine, Concepts and Clinical Practice,
6th edition; 2006.
6. Parsonnet J et al. Prevalence of toxic
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Toxicologycorner
Toxic alcohols are uncommon
but important cause of anion gap
Introduction

O

David H. Jang, MD
University of Pittsburgh
Afﬁliated Residency in
Emergency Medicine
Pittsburgh, PA

ne of the interesting aspects of
toxicology is evaluation of the “unexplained anion gap.” Often the consideration of “MUD PILES” can guide one to
a cause. While the most common causes
of a gap acidosis remains ketoacidosis
(i.e., DKA) and lactate (i.e., sepsis), toxic
alcohols should be a strong consideration
for any patient who presents with an unexplained anion gap acidosis, especially if
they are unresponsive.
The term “toxic alcohols” often refer to
the big three: methanol, ethylene glycol
(EG), and isopropanol. The rst two often
cause inebriation, a metabolic acidosis,
as well as end-organ damage such as
blindness (methanol) or renal failure
(EG). The latter is well-known to cause an
osmolar gap without acidosis. From this
point, toxic alcohols will refer to methanol
and EG.
While toxic alcohol ingestions are not
common when compared to other classes

such as analgesics and drugs of abuse,
missing toxic alcohol ingestion is often
associated with high morbidity and
mortality. I wanted to briey share
two contrasting cases and some useful
points.
Case one. A 21 year-old female with
no past medical history recently got
into an argument with her boyfriend
and soon after ingested two cups of
antifreeze. One hour later the patient
called the paramedics out of regret and
was brought over for evaluation with the
bottle of antifreeze. Patient otherwise
appeared well on exam with normal
vitals.
Patient’s initial lab showed a calculated
anion gap of 10 mEq/L, osmolar gap
was 110 mOsm, lactate was 0.8, ethanol
0 mg/dl, and acetaminophen/salicylates
were undetectable. Toxic alcohol panel
was a “send-off.” Patient was empirical
treated with fomepizole (15 mg/kg
IV as a loading dose), thiamine, and
pyridoxine.
The patient was transferred to the
toxicology service. Patient’s toxic
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“Toxic alcohols should be a strong consideration for any patient
who presents with an unexplained anion gap acidosis.”
alcohol revealed an EG level of 520 mg/
dl while her methanol/isopropanol was 0
mg/dl. Patient underwent hemodialysis
without any complications until her level
was <25 mg/dl. She otherwise did well
and was eventually transferred to psych.
Case two. A 58 year-old male with a
known history of depression was brought
in by paramedics unresponsive. Patient
was last seen at work on Friday, but when
he didn’t show up to work on Monday,
police were called to investigate his
home. Patient was found unresponsive
and a search of his house found no
obvious cause. Patient was brought to the
emergency department. Patient’s initial
physical exam revealed normal vitals and
an unremarkable exam.
Patient’s initial work-up showed a normal
computed tomography (CT) of the head
with the following abnormal laboratory
values: lactate was 25 mg/dl, ethanol 0
mg/dl, acetaminophen/salicylates were
undetectable. Serum electrolytes were
Na+, 145 mEq/L; K+, 4.5 mEq/L; CL-, 101
mEq/L; HCO3-, 6 mEq/L. Calculated anion
gap of 38 mEq/L.
We evaluated the patient for a cause of
his current state, with consideration for
his altered mental status including sepsis,
trauma, metabolic derangements and of
course toxic ingestions. Initial evaluation
showed no obvious cause so decision
was made to empirically treat for toxic

alcohols. As with the rst case, the toxic
alcohol panel was a send-off.
While fomepizole was ordered, the
patient was persistently acidotic despite
administration of bicarbonate. Patient
then experienced a PEA arrest and
despite aggressive resuscitation, patient
was pronounced deceased. Patient’s
toxic alcohol panel later revealed an EG
level of 120 mg/dl while his methanol/
isopropanol was 0 mg/dl.

Teaching points
Consider sprinkling some mineral
and vitamins. The mainstay for the
treatment for toxic alcohols is blocking
alcohol dehydrogenese (i.e., fomepizole)
to prevent toxic metabolite formation
and hemodialysis in advanced cases.
Consider administering folate/folinic
acid (methanol) and pyridoxine/thiamine
(ethylene glycol). Animal models have
shown some benet in their use as it may
shuttle the toxic metabolites to less toxic
substance and there is also very little
downside in their use in humans.
What is the antidote for toxic alcohols?
While the mainstay treatment and
textbook answer is inhibition of alcohol
dehydrogenese, whether through
fomepizole or ethanol, the denitive
treatment is hemodialysis. It serves many
purposes such as clearing the parent
compound, toxic metabolites, corrects
acid-base disturbances, etc. With very

high parent compound levels or advanced
cases, nephrology should be involved for
dialysis.
What’s the deal with osmolarity gap
and anion gap? This topic merits
some discussion as there are often
misconceptions about its application.
Many places often obtain a “toxic alcohol
panel” as a send-off. This means that the
levels will not return in a timely fashion to
be meaningful. This is part of the reason
surrogate markers have been used, such as
the osmolar gap.
It is important to realize that while there
are very few causes of an osmolar gap
>50 mOsm, it should be interpreted in
the context of the patient’s presentation.
The osmolar gap and anion gap is often
a function of time. Early in the course of
a methanol or EG ingestion, the parent
compound is responsible for the osmolar
gap, but is not itself toxic. Over time, the
parent compounds will be converted to
toxic metabolites resulting in an increase
in the anion gap with a decrease in the
osmolar gap.
While calculating the osmolar gap may
help guide management, it has been shown
to be neither sensitive nor specic enough
to rule-out a toxic alcohol ingestion. 
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Medicalstudentnews
Right now is the time to get involved

A

t some point in time we all have had
that “save the world” mentality. Some
of us rush in and save patients, others
change the face of medicine, bring care to
all and volunteer our services.

Christopher Scott, MSIV
George Washington University
School of Medicine
Washington, DC
Medical Student Governing Council Chair

“…we
should not
abandon
our goals of
being agents
of change.”

But then somewhere along the way, those
dreams are muted by the daily challenges
of a career in medicine. Whether it’s the
grueling schedule with terrifying exams,
or the seemingly endless nights of surgery
call, the jaded resident who laughs at your
notion of connecting with your patients
or the cranky attending who refuses to
acknowledge anyone lower down than
a senior resident, we lose our ideals. We
become embarrassed about our dreams,
we repress them and start to believe that
we cannot change the face of medicine, or
save every patient. However, we should not
abandon our goals of being agents of change.
There is a popularly-held notion that a
single person cannot initiate signicant
change, and that one voice doesn’t make
a difference. It is said that for every letter
to Congress received, at least 1,000 other
constituents have similar concerns. History
is written by the people who show up. If you
want to help write the future of emergency
medicine, now is the time to get involved.
Now is the time when our healthcare system,
and emergency medicine specically, are
faced with unprecedented challenges in
providing affordable, timely, and quality care.
How do you make your voice heard? A
good start is to attend the ACEP Leadership
and Advocacy Conference April 19-22 in
Washington, D.C. There will be a “First
Timers” track to equip you with the basic
tools you need to know to get started
advocating for yourself and your profession.
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With these basic tools in hand, you can
become more thoroughly informed about
those issues facing emergency medicine.
For example, these two important pieces of
proposed legislation currently in Congress
have far-reaching impacts on medical
students and young emergency physicians




Senate Bill 2303 was introduced in
the 110th Congress and will be again
soon. It would re-instate the 20/220
pathway that allows for deferred loan
payments during residency. Without
Congressional action, the 20/220
deferment option ends September 2009
and you must begin repaying your loans
immediately after graduation.
The Access to Emergency Medicine
Services Act of 2009 is awaiting
passage in the 111th Congress. This
bill calls for a commission to explore,
among a series of issues, boarding,
payment to physicians for care rendered
under EMTALA, and access to
emergency care.

These are just two of the many issues facing
emergency medicine and medical students
nationally. At the state-level, there are also
a variety of challenges facing emergency
medicine and physicians in general. For
example, in California there was recent
passage of “balanced billing” laws that
prevent emergency physicians from billing
patients directly. In Oregon there is a
shortfall of Medicaid funds.
Regardless of your passion, there will
always be a place to advocate for it.
Margaret Mead once said: “Never doubt
that a small group of thoughtful, committed
citizens can change the world. Indeed, it is
the only thing that ever has.” 

How I became a patient
in the pediatric ED

continued from cover

on CT when we were evaluating patients
for appendectomies, so I should have
known that her initial conclusion was
correct. However, I had also seen
metastatic lung cancer that had spread to
the liver.
Thoughts raced through my head. Could
this be serious? What would my family
do? Did I eat lots of foreign-made toys as
a child? It was a slow day in the ED and
my attending recommended that I register
as a patient under her care, get a CT, and
have the radiology team evaluate whether
I needed any further work-up for the
suspicious lesion on my liver.
I tried to make a few excuses. I had to get
to back to my peds rotation at Children’s
later today. I could come back later when I
had time. However, my attending was not
accepting my excuses, and before I knew
it, I found myself as the oldest patient in
the pediatric emergency department at
Denver Health.
The kid-sized gown with the Scooby Doo
pattern didn’t t very well. I didn’t feel
too comfortable leaving my room, so I had
plenty of time to read about liver masses
while I drank contrast for three hours.
While UptoDate© can be your best friend
during your medicine rotation, it is not the
most reassuring source if you are a patient.
The good news was that my attending
was correct, most liver masses, especially
those that are discovered incidentally, are
of no clinical signicance. However, if the
mass is not benign, then it is likely to be a
very poor prognostic sign. My blood work

trickled in, and everything came back
normal — liver enzymes, the CBC, the
basic metabolic panel.
Finally, the time arrived for my CT. I
walked back to the radiology department
and climbed onto the CT table. The tech
told me that many people feel nauseated
and warm when the IV contrast goes
in, but deep breathing usually helps.
Strangely, the next thing I knew I was
inside the CT with my arms over my head
being told to hold my breath.
I nally called my wife when I returned
to my patient room, as it was clear that I
wouldn’t be home on time. We talked for
a while, and while I was nervous, I tried
my best to sound reassuring. The statistics
that I quoted to her sounded a bit hollow,
and I wondered if cold numbers are not as
reassuring to patients as we often assume.
As comedian Jim Carey would say, “The
possibility of me dating you is one in a
million? So you’re saying I have a chance!”
By this time, my attending had nished
her shift, but she stayed to facilitate
my tests and support me. The CT read
came back, but unfortunately the results
were inconclusive, so the radiologist
recommended a triple-phase CT. I headed
back to the CT scanner, and this time the
staff was prepared with a lollipop and
bubbles since I was a pediatric patient.

John Anderson, MSIII
University of Colorado School of Medicine
Aurora, CO
MSC West-2 Representative

“Thoughts race
through my
head. Could
this be serious?
What would
my family do?
Did I eat lots of
foreign-made
toys as child?”

The second CT was uneventful and when
I returned, my attending was still waiting.
Our conversation drifted from kids to
residency to gravy for Thanksgiving.
continued from page 24
April/May 2009
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continued

2009 ACEP
Research Forum
Abstract
Submissions
October 5-6
Boston, MA
Abstracts Due: April 24, 2009
This year, the ACEP Research
Committee will also present
awards for best medical
student paper and best
resident paper.
The Best Medical Student
Paper Award will be given
to a medical student who
is the primary investigator
of an outstanding abstract
presentation.
The Best Resident Paper
Award will be given to a
resident who is the primary
investigator of an outstanding
abstract presentation.

Awards will be
presented at the
2010 ACEP
Research Forum.
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How I became a patient
in the pediatric ED
continued from page 23

Finally, the radiologists recommended
that I return in the morning for a formal
ultrasound completed and evaluated by
the chief of the radiology department at
Denver Health.
I slept surprisingly well that night and
awoke early to try to get my ultrasound
done so that I could get back to work.
I met my attending at the hospital
(she came in on her day off), and we
went over to the ultrasound room.
We paged the radiologist, and he
thoroughly scanned me and condently
proclaimed that I had nothing to
worry about – the masses were indeed
benign hemangiomas. To say that I was
relieved is an understatement.
While comical in many ways, my
time as a pediatric patient was thought
provoking, educational and even
somewhat frightening. I experienced
many of the emotions that our patients
feel every day as we provide care. I
felt the uncertainty that comes with an
unknown and potentially devastating
diagnosis, the anxiety of awaiting test
results, and the comfort of having

nurses and physicians checking in on
me so that I would know that I wasn’t
forgotten.
My vantage point was that of a patient
as I heard the small talk about holiday
parties outside my room and wondered
what would happen if I stared at the
laser on the CT labeled “Do Not Look
Here.” I was lucky that I had someone
who was looking out for me, and as
such, I received the care, the tests and
the results that I needed in an expedited
fashion. More importantly, I knew that
I had the genuine support and concern
of my attending, who also became my
provider.
As students we can’t all be lucky
enough to read Dr. Seuss and wear
extra small hospital gowns during
a shift, but we may be fortunate
enough to nd and appreciate the
conscientious and compassionate
role models and mentors who help us
along the way (and nd hemangiomas
on our livers). 

Intern imparts sage advice to soon-to-be doctors

T

hree months from now, you’re the
doctor. In any eld, making the transition from student to resident is one of
the great challenges of your professional
life. The emergency medicine intern year
is particularly challenging. More so than
most specialties, we spend a signicant
time away from our home department. We
have to wear many other hats, think like
different people, and interact with almost
everyone in the hospital.
How do you make this transition? Here
are some tips from the perspective of one
intern, seven months into the emergency
medicine intern year:

Find mentor(s)
The intern year is impossible without
someone to guide you through it. More
than likely, you will need more than one
person. Obviously, your program director
is a mentor. Your program may have a
structured mentorship set up. Whether that
is the case or not, it is important to ask if
you are getting what you need from the
mentoring relationship. It’s also important
to have mentors at different stages of
training. While an attending can help you
plan for the future, there is no substitute
for someone who’s just been through the
intern year to help guide you through the
nuts and bolts.
Money matters
After four years of your loan servicers
showing only a passing interest in you,
you will suddenly become one of their
favorite people. Depending on where you
went to school, you may have a confusing

mix of consolidated, unconsolidated,
federal and private loans. Figure out what
the grace periods are. Decide in advance
if you’re going to try to repay any of your
loans. Apply for the necessary deferments
if you don’t plan to begin repaying your
loans. The end of the fourth year is an
excellent time to do this. You won’t have
much time during intern year. Make a
schedule of what you need to do and
when. Once you begin residency, you will
begin to realize how difcult it is to keep
all of it on track.
Take care with your reputation
Emergency medicine is a shbowl. During
your intern year, you will likely come
in contact with nearly all of the people
in the hospital that you will work with
and rely on throughout your residency.
You are always being watched. One
rude comment or one failure to admit
a mistake can follow you around for
the rest of your residency. Conversely,
consistently being positive, and adding
more to a rotation than you take will go a
long way toward making the rest of your
residency much easier. When you call
consultants later on in residency, they will
know your reputation, good or bad. That
said, if you are consistently positive and
hard-working, it is unlikely that a single
mistake will dene you.

Marlow Macht, MD, MPH
Denver Health EM Residency
Denver, CO
MSGC Past-Chair

“The emergency
medicine
intern year is
particularly
challenging.”

Family ﬁrst
As hard as residency is on you, it is at
least as hard for your signicant other.
continued on page 26
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Congratulations
EMRA’s Medical
Student Council
on their matches
with the following
residencies

Best of Luck!
Baruch Fertel
University of Cincinna
Cincinna, OH

Janet Gregory
LSU – Baton Rouge
Baton Rouge, LA

Dan Hess
Chrisana Care
Wilmington, DE
(EM/IM)

Aubrey Hoye
OSF/St. Francis University
of Illinois
Peoria, IL

Tricia Nielsen
Oregon Health Sciences
Portland, OR
(Internal Medicine)

Ana Lopez-O’Sullivan
UCLA – Olive View
Los Angeles, CA

Ellio Pennington
Boston University
Boston, MA
(General Surgery)

Camaran Roberts
UT – Houston Memorial
Hermann Hospital
Houston, TX

Christopher Sco
Harbor - UCLA
Los Angeles, CA
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Intern imparts sage advice to soon-to-be doctors
continued from page 25

When you are on call, call them. You
will depend on that person to be kind
to you when you come home grumpy.
That person must know that he or she
is not forgotten during the long night
on call. Schedule time for the important
relationships in your life. They will
sustain you.

Take care of yourself
Although time is limited during
internship, it is important that you
maintain your own health and sanity.
You may have to shorten or change
your exercise routine, nd a different
way to participate in your hobby, or
think creatively about what it takes to
rejuvenate you. Whatever it is, do it. Your
patients need you to be well and healthy,
and you need to be healthy in order to
perform at your highest level.

Read a little bit every day
In internship, it is very easy to get caught
up in the mechanics of admitting and
discharging patients. A pile of reading
can build up quickly and become very
intimidating. It is much easier to read a
little bit every day. It keeps your mind
fresh and sharp, and allows you time to
digest what you’ve learned and to review
topics that you don’t understand well.
Even if you aren’t able to nd a way to

read, listen to EMRAP or other podcasts
to keep your mind sharp. You are a
worker, but you are also still a learner.

Thrive off-service
In medical school, you’ve tried to do
your best on every rotation, knowing that
not all of them were for you. Now that
you’ve matched, it can be very tempting
to blow off your non-EM rotations. Don’t
give in. The RRC or your residency picks
each off-service rotation for a reason. If
that reason is not apparent to you, nd it.
Each will make you a better emergency
physician. At the end of each rotation,
the other services should be wishing that
you would join their specialty. You’ll
also realize why you chose emergency
medicine.

Enjoy what’s left
This time before internship starts is
unique in your life. You won’t have as
much free time for at least three more
years. There will be time to study in
residency; now, do the things you’ve only
dreamed about.
This is a brief distillation of the wisdom
that has been passed on to me. Seek
other advice, relax, and good luck as an
intern! 

2008-2009 Honor Roll

Programs with

100% Membership
The following U.S. residency programs have 100% EMRA membership among
their residents. EMRA would like to thank these programs and residents for
their continued support.
Akron General Medical Center
Albany Medical Center
Albert Einstein Medical Center
Allegheny General Hospital
Arrowhead Regional Medical Center
Baystate Medical Center
Beth Israel Deaconness Medical Center
Beth Israel Medical Center
Bi-County Community Hospital
Boston Medical Center
Brigham & Womens Hospital
Brody School of Medicine at Eastern Carolina
University
Brooklyn Hospital Center
Brown Medical School
Carolinas Medical Center
Case Western Reserve University
Charleston Area Medical Center
Christiana Care Health Services
Christus Spohn Memorial Hospital
Conemaugh Health System
Cooper Hospital
Denver Health Medical Center
Duke Medical Center
Eastern Virginia Medical School
Emory University School of Medicine
Freeman Health System
Florida Hospital Medical Center Orlando
Genesys Regional Medical Center
George Washington University
Georgetown University Hospital
Grand Rapids MERC - Michigan State
University
Hamot Medical Center
HealthPartners
Hennepin County Medical Center
Henry Ford Hospital
Henry Ford Macomb
Henry Ford Wyandotte Hospital
Indiana University School of Medicine
Johns Hopkins Hospital
Louisiana State University - Baton Rouge
Louisiana State University - New Orleans
Lehigh Valley Hospital/Muhlenberg
Loma Linda University Medical Center
Long Island Jewish Medical Center
Maimonides Medical Center
Maine Medical Center

Maricopa Medical Center
Medical College of Georgia
Medical University of South Carolina
Medical College of Virginia
Medical College of Wisconsin
Memorial Hospital (York)
Michigan State University College of
Osteopathic Medicine
Morristown Memorial Hospital
Michigan State University/Sparrow Hospital
Mount Clemens Regional Medical Center
Mount Sinai Medical Center – Miami
Mount Sinai School of Medicine
Naval Medical Center – Portsmouth
Newark Beth Israel Medical Center
North Shore University Hospital
New York Hospital Medical Center of Queens
New York Methodist Hospital
Ohio State University Medical Center
Oregon Health & Science University
Orlando Health
OUCOM/Cuyahoga Falls General Hospital
OUCOM/Doctors Hospital Stark County
OUCOM/Doctors Hospital
OUCOM/Grandview Hospital
OUCOM/Southern Ohio Medical Center
OSUCOM/Southwest Medical Center
Palmetto Health/Richland Memorial Hospital
Palms West Hospital
Penn State - Hershey Medical Center
Resurrection Medical Center
Sinai-Grace Hospital
St. John Hospital and Medical Center
St. Luke’s Hospital
St. Luke’s Roosevelt Hospital Center
St. Vincent Mercy Medical Center
Stanford University Medical Center
Summa Health System
SUNY Downstate
SUNY Stony Brook
SUNY Syracuse
SUNY/Buffalo General Hospital
Synergy Medical Education Alliance
Thomas Jefferson University
Tulsa Regional Medical Center
Texas A&M/Scott & White Memorial Hospital
Texas Tech Health Sciences Center
UMDNJ - University Hospital

UMDNJ School of Osteopathic Medicine –
Kennedy
University of New England COM - Kent Hospital
University of Alabama
University of Arkansas College of Medicine
University of California San Fransisco – SFGH
University of California San Diego
University of Chicago Hospital
University of Cincinnati Hospital
University of Connecticut
University of Florida – Gainesville
University of Florida – Jacksonville
University of Illinois Hospital – Chicago
University of Iowa Hospitals & Clinics
University of Kentucky Chandler Medical
Center
University of Louisville
University of Massachusetts Medical Center
University of Maryland
University of Michigan
University of Mississippi Medical Center
University of North Carolina School of Medicine
University of Nebraska Medical Center
University of New Mexico
University of Oklahoma COM – Tulsa
University of Pennsylvania Medical Center
University of Pittsburgh Medical Center
University of Puerto Rico
University of Rochester School of Medicine
University of South Florida
University of Tennessee COM – Chattanooga
University of Texas Medical Branch –
Galveston
University of Texas Southwestern Medical
Center
University of Utah Hospitals & Clinics
University of Virginia Health System
University of Wisconsin
Vanderbilt University
Wake Forest University School of Medicine
Washington University School of Medicine
Wayne State University/Detroit Receiving
Hospital
West Virginia University
William Beaumont Hospital
Wright State University
Yale New Haven Medical Center
York Hospital
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Money
Disability insurance for
emergency physicians:

T

his time of year always brings
discussion regarding the importance
of disability income protection. As EM
practitioners, the ongoing rate of disabling
injuries is no surprise to you. In the rst 20
years of a career, your disability program
is one of the most vital components of
your nancial plan.

M. Shayne Rufﬁng
CLU, ChFC, AEP

“In the ﬁrst
20 years of a
career, your
disability
program is
one of the
most vital
components off
your ﬁnancial
plan.”

A recurring theme among residents is the
question of how to evaluate and purchase
appropriate disability insurance. This
article is a “nuts and bolts” summary
of disability terms and conditions.
An understanding of these terms will
allow you to make informed purchasing
decisions.
The disability marketplace continues to be
competitive for emergency physicians as
we go in to the spring of 2009. Some of
the recent developments that impact you
specically are:
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There are still three individual
disability contracts (in most states)
with specialty specic (Own
Occupation) language for life of the
contract.
Premium costs overall are stable and
showing positive signs due to an
increasingly competitive market.
Two of the three companies recently
increased their total benet limit to

$15,000 per month for emergency
physicians.
Following are the terms and conditions
that I nd myself advising on frequently:

Own occupation (specialty
speciﬁc) wording
The own occupation (Own Occ./Own
Specialty) period is the length of time
that you will be eligible to receive
FULL benets under your contract, as
long as you can not practice emergency
medicine. Be aware that there are
less comprehensive variations of own
occupation. Some of the most common
are:
 Own Occupation and not working
 Own Occupation and any Reasonable
Occupation
 Transitional Own Occupation.
Understand that with a true own
occupation contract, you can conceivably
be working outside of emergency
medicine making more income than prior
to your disability and still receive the full
benets under your contract!

Residual disability
This is as important as own occupation.
Imagine you suffer an injury that keeps
you out of the ED for eight months. If

A Proud Partner in
Your Community
your burning desire is to get back in to
the ED as soon as possible, you need to
understand your residual denition more
than your own occupation denition. The
residual clause will determine how much
you receive and for how long, when
you go back to work as an emergency
physician in your own occupation.
Understand this benet, how long it will
pay and if there are any “gotchas” such
as time or earnings that could discontinue
payments.

Guaranteed purchase option
An option to purchase simply gives
you the right to possibly increase your
benets in the future, if your income
will justify it. It ensures that any future
medical history will not impact your
ability to increase your benet. It does
not guarantee that you can buy more
protection. If you plan to be an academic
physician for your career, you may not
need this. If you will be an independent
contractor and currently have a clean
medical history, this is a must have.

Cost of living
Every individual contract should have
a cost of living (COLA) feature. This
increases your benet every year that you
remain disabled, protecting your income
from the rising cost of ination over time.
Given the state of our economy, this is
very important. I recommend this to be a
compound, rather than a simple increase.

Monthly beneﬁt amount
As a resident, you can protect future
earnings by purchasing disability
coverage before you nish your training.
You can purchase up to $5,000 per
month of tax-free benet while still in
training as either a resident or fellow.
This opportunity expires the day you
complete your program. If you take this
in to practice and have 60% of your

income covered by your employer, your
two programs now stack on top of each
other. This allows you to protect a higher
proportion of your income than if you
waited until after residency. You can
also purchase another $10,000 of future
income protection. This allows you to
ensure $350,000 of future income!
A competent disability advisor will be
able to compare multiple contracts,
design an appropriate strategy and
negotiate the terms of the contract(s) if
there are any medical complications.
*As EMRA members, you can obtain a
personal analysis and apply for benefits
by sending an email request to EMDI@
mybpginc.com.*
An adequate disability income program
will provide you with the condence of
knowing that your time and effort is fully
insured and that your family’s nancial
security is protected from any unexpected
loss. 
Shayne Ruffing, CLU, ChFC, AEP
is the creator of the Confident
Transition Plan™ for medical
residents, the Physician Disability
Income Analyzer™ and the
Physician’s Financial Navigator™.
Shayne specializes in executive
benefit planning for physicians
and medical practices. He can
be reached at 800.225.7174, or
via email at shayne@mybpginc.
com or on the web at www.
IntegratedWealthCare.com.
Shayne is a Financial Advisor
offering Securities and Advisory
Services through NFP Securities,
Inc., a Broker/Dealer, Member
FINRA/SIPC and Federally
Registered Investment Advisor. The
Benefit Planning Group is not an
affiliate of NFP Securities, Inc.

EMS Week
2009
May 17-23
National Emergency Medical
Services Week brings
together local communities
and medical personnel to
publicize safety and honor
the dedication of those
who provide the day-today lifesaving services of
medicine’s “front line.” This
information can be used
throughout the year for
public education and safety
programs.

A Proud Partner in Your Community

PLANNING GUIDE

For additional information,
contact emsweek@acep.org
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EMpediatrics
Pediatric RSI: eliminating
myths and anxiety
P

Reginald Brown, MD
Emergency Medicine/Pediatrics
University of Maryland
Baltimore, MD

“…there are a
lot of reasons
to conclude
that the EM
resident is also
the expert of
the pediatric
emergent
airway.”
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ediatric RSI is a safe and effective
procedure to secure a denitive airway
in the pediatric emergency department.
Nevertheless, respiratory failure in the
pediatric patient, especially infants and
toddlers, produces a large amount of anxiety amongst providers and support staff.
Adding to the anxiety are unclear recommendations and guidelines in pretreatment
and choice of paralytics in pediatric RSI.
This article will review the data to support
the safety of RSI in children, demonstrate
the advantage of non-depolarizing NMB
versus depolarizing NMB, and highlight
drawbacks in the use of atropine in pretreatment for RSI.

A secondary outcome in the study was
success of EM residents during intubation.
EM residents had 77 percent rst pass
direct laryngoscopy attempt success, and
89 percent overall success from the initial
intubator. First attempt success of EM
residents stratied by age group was 63
percent for infants/toddlers, 57 percent
for preschool aged patients, 67 percent
school aged patients, and 91 percent for
adolescents. Of 156 pediatric patients
enrolled in the study only one required
a surgical airway. Therefore, there are a
lot of reasons to conclude that the EM
resident is also the expert of the pediatric
emergent airway.

Emergency medicine residents consider
themselves the experts of the emergent
airway. They are well schooled and
practiced in adult RSI. Although the
principles are the same, differences in
anatomy and limited exposure often
decrease the comfort residents have with
pediatric RSI. However, a prospective
study published by Sagarin et Al in
Pediatric Emergency Care demonstrated
a high degree of success amongst
emergency medicine residents in pediatric
intubation. The study’s primary outcome
was comparison of intubation success
in RSI vs. with sedation only vs. with
no medication. While not statistically
signicant, RSI was found to have the
highest success rates.

In order to be successful, one must be
prepared. One of the key ways to achieve
this is by developing a comfort level
with the medication selection in RSI.
There is much debate about medication
selection in pediatric RSI. Review of the
literature demonstrates that rocuronium
is clinically equivalent to succinylcholine
in RSI of all age groups. Some in the
literature argue that succinylcholine’s
quick onset of action makes it more
advantageous in the emergent airway.
Additionally, there are substantial cost
savings in using succinylcholine as
compared to rocuronium.

However, as is well understood, there
are a number of risks and cautions when
using succinylcholine. For example, 25
case reports pulled from a national registry
during 1990 to 1993 link succinylcholine
to medical arrests in pediatric patients with
undetected myopathies. The numbers are
small, however, given the preventable cost
and risk, choosing an equally efcacious
and safer agent such as rocuronium is a
no-brainer.
Another controversial topic is the use of
atropine in pretreatment for RSI in the
pediatric population. A few years ago the
use of atropine was common practice,
yet not rooted in evidence-based support.
PALS previously supported the use of
atropine in RSI. Physiologically, atropine
is used to decrease salivation and prevent
bradycardia during intubation.
Recent data has raised questions as to
whether bradycardia is truly prevented
with atropine. Fastle et al in Pediatric
Emergency Care found that out of 68
patients receiving atropine, three still had
episodes of bradycardia during intubation.
Additionally, three out of 75 patients
not receiving atropine were bradycardic
during intubation. All cases of bradycardia
in the studies resolved after successful
intubation and oxygenation.
Bradycardia is thought to occur more
often in the younger patients, yet atropine
is not generally used in NICU intubations.
Additionally, atropine is associated with
serious adverse effects such as increased
risk of aspiration, malignant hyperthermia,
seizures, and arrhythmias. As a result, the
AAP no longer mandates use of atropine
in RSI.

In summation, the data suggests that
EM residents should be condent and
assertive when there is a need to perform
pediatric RSI. The evidence leans to better
outcomes through paralysis and sedation
in all pediatric age groups. Although
there are no RCT’s to overwhelmingly
refute or support the type of paralytic
used, the evidence leans strongly to the
use of rocuronium. At the very least, one
can hope to have one less medication
to memorize by eliminating the use of
atropine in RSI. Now all that is left to
torment you is selection of the correct
ET tube size, blade, choice of sedative,
calming the anxious parents, and rallying
your support staff. 

References
1. Bingham, Robert et al. “Airway
Management,” Pediatric Clinics of North
America. Volume 55 Issue 4, Aug 2008.
2. Fastle, Rebecca. “Pediatric Rapid
Sequence Intubation: Incidence of Reex
Bradycardia and Efects of Pretreatment
with Atropine,” Pediatric Emergency Care.
Vol 20 No. 10, Oct 2004.
3. Lerach, MG. “Hyperkalemic Cardiac
Arrest During Anesthesia in Infants
and Children with Occult Myopathies,”
Clinical Pediatrics. Jan. 1997.
4. Sagarin, Mark. “Rapid Sequence
Intubation for Pediatric Emergency Airway
Management,” Pediatric Emergency Care.
Vol 18 No.6, 2002.

Congratulations
to Two New
Fellowship
Programs
in Pediatric
Emergency
Medicine
SUNY Health Science Center
at Brooklyn
SUNY Health Science Center
450 Clarkson Avenue
Box 1228
Brooklyn, NY 11203
Konstantinos Agoritsas, MD
Director, Pediatric Emergency
Medicine Residency Program


University of New Mexico
University of New Mexico
School of Medicine
1 University of New Mexico
Department of Emergency
Medicine
Albuquerque, NM 87131
Brian R. Moore, MD
Director, Pediatric Emergency
Medicine Program
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Guestfeature
Neuroimaging and decision-making in adult
mild traumatic brain injury in the acute setting
(Summary of the 2008 ACEP/CDC Clinical Policy)

T

Suzanne Bentley, MD
Mt. Sinai School of Medicine
New York, NY

“These statistics
emphasize the
clinical importance
of mild TBI and
the challenge
to physicians
to differentiate
between patients
who may be safely
discharged from the
ED and those with
an acute traumatic
intracranial
injury requiring
intervention.”
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here are approximately 1 to 2 million
ED visits annually for traumatic brain
injury in the United States, 80 to 90 percent
of which are classied as mild traumatic
brain injury (TBI). The vast majority of
these visits are for mild injuries primarily
from motor vehicle crashes and falls.1 Up
to 15 percent of patients evaluated in the
ED with a Glasgow Coma Scale (GCS)
score of 15 will have an acute lesion on
head computed tomography (CT)2-7 and
less than 1 percent of these patients will
have a lesion requiring neurosurgical
intervention.5,6,8 These statistics emphasize
the clinical importance of mild TBI and
the challenge to physicians to differentiate
between patients who may be safely
discharged from the ED and those with an
acute traumatic intracranial injury requiring
intervention. This led to the development of
a set of evidence-based practice guidelines
adopted by ACEP, Clinical Policy:
Neuroimaging and Decisionmaking in
Adult Mild Traumatic Brain Injury in the
Acute Setting 9 and released in August 2002,
then revised in 2008.10
The 2008 clinical policy was developed by
a multidisciplinary panel and funded by the
Centers for Disease Control and Prevention,
Coordinating Center for Environmental
Health and Injury Prevention, National
Center for Injury Prevention and Control,
Division of Injury Response.
Critical questions addressed in the
2008 mild TBI guidelines
 Which patients with mild TBI
should have a noncontrast head CT
scan in the ED?
Level A recommendations: A





noncontrast head CT is indicated
in head trauma patients with loss
of consciousness or posttraumatic
amnesia only if one or more of the
following is present: headache,
vomiting, age greater than 60 years,
drug or alcohol intoxication, decits
in short-term memory, physical
evidence of trauma above the clavicle,
posttraumatic seizure, GCS score less
than 15, focal neurologic decit, or
coagulopathy.
Level B recommendations: A
noncontrast head CT should be
considered in head trauma patients
with no loss of consciousness or
posttraumatic amnesia if there is a
focal neurologic decit, vomiting,
severe headache, age 65 years or
greater, physical signs of a basilar
skull fracture, GCS score less than
15, coagulopathy, or a dangerous
mechanism of injury (dangerous
mechanism of injury includes ejection
from a motor vehicle, a pedestrian
struck, and a fall from a height of
more than 3 feet or 5 stairs).
Level C recommendations: None
specied.
Is there a role for head MRI
over noncontrast CT in the ED
evaluation of a patient with acute
mild TBI?
Level A, B, and C recommendations:
None specied.
In patients with mild TBI, are
brain-specific serum biomarkers
predictive of an acute traumatic
intracranial injury?
Level A and B recommendations:
None specied.

Level C recommendations: In mild
TBI patients without signicant
extracranial injuries and a serum
S-100B level less than 0.1 g/L
measured within 4 hours of injury,
consideration can be given to not
performing a CT. (Note: The serum
S-100B test has not yet received Food
and Drug Administration approval for
clinical use in the United States.)


Can a patient with an isolated
mild TBI and a normal neurologic
evaluation result be safely
discharged from the ED if a
noncontrast head CT scan shows no
evidence of intracranial injury?
Level A recommendations: None
specied.
Level B recommendations: Patients
with an isolated mild TBI who have
a negative head CT scan result are
at minimal risk for developing an
intracranial lesion and therefore may
be safely discharged from the ED.
(There are inadequate data to include
patients with a bleeding disorder; who
are receiving anticoagulation therapy
or antiplatelet therapy; or who have
had a previous neurosurgical procedure
in this population.)
Level C recommendations: Mild TBI
patients discharged from the ED should
be informed about postconcussive
symptoms.

The small number of well-designed studies
limits the strength of recommendations that
can be made regarding the management
of patients with mild TBI. Inconsistent
denitions and outcome measures
within studies contribute to the ongoing
controversy of how best to manage these
patients. Future research must begin with
a collaborative effort in the neuroscience
community on how to dene mild TBI and
how to measure its related outcomes. The
true incidence of mild TBI is unknown
and better epidemiologic studies are
necessary focusing on mild TBI in all
practice settings. An improved elucidation
of the pathophysiologic characteristics of
mild TBI is critical for the research and
development of therapeutic measures.

Pharmacologic therapy used to prevent
or reduce neuronal injury after mild TBI
remains a formidable yet crucial goal.
More conclusive evidence is needed
to help identify in a timely manner the
small but important number of patients
who develop intracranial lesions despite
initially normal CT scan ndings and
normal neurologic examination results.
Further, patients with a GCS score of 15
and normal head CT scan ndings are
at risk for the development of cognitive,
psychosocial, and neurobehavioral
abnormalities related to mild
TBI.11-13 These postconcussive symptoms may
adversely affect the patient’s
personal, nancial and social life.
Future research must address
mechanisms for identifying patients
at risk and interventions that may
minimize or prevent disability.
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Criticalcare
Capnography provides physicians
better data for critical patients
M
onitoring the ventilatory status of
the intubated patient through the use
of waveform capnography in the emergency department (ED) is often overlooked. It provides advantages over using
traditional methods of airway verication
and monitoring and could potentially save
your patient’s life.

David R. Darrigan, DO
University of Texas Southwestern
Dallas, TX

Raymond L. Fowler, MD, FACEP

Important uses of waveform capnography
include: Verication of endotracheal tube
(ETT) placement, immediate detection
of ETT dislodgement, assessment of
adequacy of chest compressions, early
identication of return of spontaneous
circulation (ROSC), assessing the shape of
the waveform to detect bronchospasm and
providing optimal ventilation to patients.
Capnography is the graphical representation of carbon dioxide (CO2) over
time during the “tide” of air movement
through the airway. Capnometry is the
measurement of the peak level of exhaled
CO2 and provides a numeric display of
CO2 partial pressure in mmHg. The normal
range of end tidal CO2 (ETCO2, the point
of full exhalation) is 35 to 45 mmHg.

Associate Professor
University of Texas Southwestern
Dallas, TX

Figure 1
Normal Capnogram. AB, phase 1: no CO2,
late inspiration, early expiration. BC, phase
II: rapid rise, appearance of CO2 in exhaled
gases. CD, phase III: plateau. D: highest
point of ETCO2. DE, phase IV: rapid decent,
inspiration. (Figure provided with permission
from Baruch Krauss, MD)
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Conrmation of ETT placement
traditionally includes visualization of
the tube passing through the vocal cords,
auscultation of the stomach and all lung
elds, visualization of chest movement,
evaluation of O2 saturation, ETT fogging
and a conrming chest x-ray.
Yet these methods do not provide for
ongoing instantaneous monitoring. Pulse
oximetry, while providing real-time
information, may take over a minute to
decrease after inadvertent extubation.
Waveform capnography is considered
the most objective measure providing
conrmation of correct ETT placement
and provides a sensitive tool in addition to
traditional methods (Figure 1).

ETT placement in the esophagus may
briey detect CO2. Up to six ventilations
of the stomach might be required to
“wash out” residual CO2 in the esophagus
and stomach. The capnography waveform
associated with ventilating the stomach,
however, is aberrant and typically
decreases in height as residual CO2 is
removed from the stomach.
An ETT may become dislodged from
the trachea suddenly, with almost no
observable motion. Since waveform
capnography monitors the movement
of air through the airway measuring
CO2 continuously, loss of the waveform
immediately detects ETT displacement
(Figure 2). Traditional methods of detecting
a displaced ETT (pulse oximetry, gastric
distention, blood pressure changes or heart
rate changes) may be delayed by several
minutes.

“Waveform capnography is considered the most objective
measure providing conﬁrmation of correct ETT placement and
provides a sensitive tool in addition to traditional methods.”

Figure 3a
Figure 2
In addition to directly validating the
adequacy of air movement through
the airway, capnography also provides
a useful estimate of metabolism and
circulation. Low cardiac output, for
example, will decrease the delivery of CO2
to the lungs, thus decreasing measured
ETCO2.
Capnography can aid during CPR by
assessing the effect of chest compression
and rapidly detecting ROSC. There is a
strong correlation between ETCO2 and
cardiac output. CO2 is produced in direct
correlation with oxygen consumption in
the periphery. In deep shock states with
poor oxygen delivery (such as cardiac
arrest), patients typically have low initial
CO2 readings, often in single digits
(Figure 3a). Adequate chest compressions
commonly cause ETCO2 levels to
increase.
A study by Levine, Wayne, and Miller
has shown almost 100 percent mortality
if ETCO2 levels do not rise to a level of
10 mmHg or greater during resuscitation
from cardiac arrest. Rescuers may also
use waveform capnography as a tool to
assist in avoiding overventilation during
cardiac arrest. An ETCO2 fall below 10
mmHg signals a need for an increase in
depth or rate of compressions, a change in
the rescuer providing compressions, and a
careful check to make sure that the patient
is not being overventilated.
Thus, if compressions are adequate,
consider slowing the rate of assisted
ventilation in the hope that the level of
ETCO2 will rise. A sudden rise in ETCO2
above 15 mmHg may signify a ROSC
(Figure 3b) and pulse check is warranted.

CO2 can escape, thus slightly “attening”
the upslope of the wave. This leads to
a “shark n” appearance to the wave
(Figure 5). In the setting of the asthmatic
or COPD patient, the angle of the slope is
a useful indicator as to how the patient is
responding to treatment.

Figure 3b
Figure 5
Optimal ventilation is crucial in the
intubated patient to avoid cerebral
hypoxia. This is especially true in head
injury patients. Hyperventilation decreases
intracranial pressure by decreasing blood
ow to the brain, possibly resulting in
ischemia. Hyperventilation displays a
shortened waveform, commonly with
an ETCO2 < 35 mmHg on capnography
(Figure 4a). Hypoventilation displays a
prolonged waveform, typically with an
ETCO2 >45 mmHg (Figure 4b).

Figure 4a

Finally, a rising baseline on capnography
indicates the patient is rebreathing CO2
(Figure 6a). When this occurs equipment
should be checked for adequate oxygen
inow, the patient should be allowed more
time to exhale, and the airway circuit
should be checked for excessive dead
space. When the cuff of an ETT is broken
or too small, the patient breathes around
the ETT. The resulting downslope of the
capnography waveform is more rapid as
CO2 escapes from the airway around the
tube (Figure 6b).

Figure 6a

Figure 6b
Figure 4b
The shape of the capnography waveform
requires frequent analysis. Bronchospasm,
a kinked ETT, and obstructions such as
secretions can restrict the rate at which

In summary, capnography is a valuable
resource in the ED. The emergency
physician should be familiar with its
uses to optimally monitor the intubated
patient. 
April/May 2009
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diagnosis
Question:
Where is the
abnormality?
What is the
name of this
abnormality?
What is the
treatment?

A pain in the neck
A

Melanie Backer, MD
University of Alabama at Birmingham
Birmingham, AL
Visuals Co-Editor

60-year-old man with a history of a seizure
disorder and alcohol abuse presents via
EMS with a chief complaint of neck pain. The
patient states he was at home watching TV, stood
up to go to the kitchen, and then fell. He says
that the next thing he remembers is waking up
in the ambulance with severe neck pain. EMS
reports that they found the patient in his apartment, sprawled out on his oor in a confused
state that seemed consistent with a post-ictal
period. The patient’s roommate witnessed the
event and states that the patient had a generalized
tonic-clonic seizure, consistent with his previous
seizures, and is now back to his baseline.
Patient’s main complaint in the emergency
department is neck pain. He thinks this pain
began about two weeks ago after he was struck
in the back of the head by a 2x4, however, the
pain seems to have worsened after this most
recent seizure. He describes the pain as a knifelike stabbing, burning pain, in the base of his
neck that is made worse with movement or
pressure. Upon arrival to the ED, the patient is
placed in a room on the monitor, labs are drawn,
and a CT head and radiographs of the C-spine
are done. The cervical spine radiographs are
depicted below.
Question: Where is the abnormality? What is the
name of this abnormality? What is the treatment?
Answer: There is an avulsion fracture of the C6
spinous process, otherwise known as a Clayshoveler’s fracture. It is caused by intense
exion against contracted posterior erector
spinal muscles. In this patient’s case, the exact
mechanism of his fracture was unknown. We
hypothesized that either the patient suffered
the injury from involuntary hyperexion
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caused by his generalized seizure activity or,
from the direct trauma inicted by the 2x4.
Clay-shoveler’s fracture is much less common
now than it was in the past, with the arrival of
industrialization and decreased manual labor. It
was rst observed at the beginning of the 20th
century in clay miners and other hard-laborers.
Today, it is more commonly observed in direct
trauma, however, there have been case reports
of an osteoporotic renal transplant patient who
worked as a bellboy and a power-lifter who both
sustained the injury from shear forces as it was
originally described. Treatment is conservative.
An isolated Clay-shoveler’s fracture is
mechanically stable and can be treated with
NSAIDS, rest, and a cervical collar for at least
10 days or until good callus formation is present.
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Question: What
does this photo
depict?
What could
cause this?

A little cream with that blood work?
A

48 year-old male with a past medical
history of alcohol abuse presented to
the emergency department complaining of
abdominal pain and vomiting. The pain had
been present for three days and was described
as sharp, ten out of ten, and located in the
epigastric region radiating to his back. The
pain was associated with vomiting and inability
to tolerate anything by mouth and, during the
beginning of his course, he had been unable to
consume alcohol. On day two, his abdominal
pain resolved completely after which he
decided to resume drinking. Consequently, his
abdominal pain returned. He denied any fevers,
sick contacts, or trauma. He also denied any
hematemesis, melena, or hematochezia. The rest
of his review of systems is negative. He has
no other medical problems and is not taking
any medications. He does not use tobacco or
illegal drugs.
On exam, he is in moderate distress on the bed
On exam, he is in moderate distress on the bed
and uncomfortable secondary to his abdominal
pain. He has several episodes of emesis during
the interview. His abdominal exam nds him
exquisitely tender in the epigastric region with
voluntary guarding, but no rebound tenderness.
Bowel sounds are hypoactive. The remainder
of his physical exam is completely normal,
including vital signs.
Labs are drawn and IV uids are given. He is
given an antiemetic as well as pain control.
His lab results come back grossly abnormal
with the lab citing gross hemolysis. We send
a new sample from a different site, yet we
retrieve completely different values that remain
grossly abnormal. A third sample is drawn by
the physician from the patient’s femoral vein
to ensure lack of hemolysis and within thirty

seconds of drawing it, the blood appears as
pictured.
Question: What does this photo depict? What
could cause this?

Answer: This patient has severe hyperlipemia
and, consequently, acute pancreatitis. The
picture depicts a blood sample with a layer
of lipid that has risen to the top. His LDL and
triglyceride levels were found to be markedly
elevated. There is a strong correlation between
hyperlipemia and pancreatitis, however, it is
unknown if hyperlipemia is the cause of acute
pancreatitis or a direct consequence from
developing acute pancreatitis. Alcohol has a
strong correlation to both. The pathophysiology
behind alcohol-induced pancreatitis is not yet
well-understood, but alcohol consumption
has been shown to cause a transient increase
in triglyceride levels (1). This increase causes
an elevation in the lipid level in the blood and
leads to several lab abnormalities.

George Willis, MD
University of Maryland
Baltimore, MD

The patient was diagnosed with pancreatitis by
CT scan. After his CT scan, he had a seizure
from alcohol withdrawal and was placed on
a lorazepam drip and admitted to the MICU.
They did not start him on a statin because of
his alcohol abuse. He had a postpyloric feeding
tube placed and was started on tube feeds.
His hospital course was uneventful and he
was discharged home on hospital day 5 with
instructions to stop drinking. 
Reference
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Risk management for enteroviral infections in the neonate
From the March 2009 issue of Pediatric Emergency Medicine Practice. Reprinted with permission. To access your EMRA member benefit of
free online access to all EM Practice and Pediatric EM Practice issues, go to www.ebmedicine.net/emra, call 1-800-249-5770, or email ebm@
ebmedicine.net.

1.

2.

3.
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neglected to mention that the difficulty
was because the baby would have
trouble breathing and start sweating
during the feeds.” Caring for a neonate
can be a challenge as the history must be
elicited from the parents. If a complete
and thorough history is not taken,
important details that could impact the
care of the child can be missed.

“I just thought the baby had a cold!”
Nasal congestion in a neonate may
be a sign of a more involved process
and should not be simply dismissed.
While it may represent a benign process
that causes a baby to be symptomatic
because they are obligate breathers,
the practitioner must fully evaluate the
neonate and consider the different causes
of nasal secretions and congestion.
“Enterovirus is just a virus found in
the summer.” In temperate climates
enteroviral infections most commonly
occur in the summer and fall, but in
the tropics they may occur year round.
Enteroviral infections have been
cited throughout the year and must be
considered at all times.

6.

“I did not realize that the vital signs
were abnormal.” Failure to realize
abnormal vital signs especially in a well
appearing infant may cause a delay in
diagnosis of a potentially fatal disease.

7.

“A 3-week-old baby had a fever so
according to standard of care, a CBC,
BCx, UCx, and CSF were ordered to
look for bacterial causes of infection.
We did not think to look for viral
causes of the infection.” While the
standard of care for a febrile neonate
does not include testing for enteroviral
or other viral infections, they must be
highly considered. While there is not
much evidence to support including these
in the standard workup, sending studies
for Enterovirus throughout the year and
especially in the appropriate season may
be appropriate.

“Coxsackievirus only causes hand, foot,
and mouth disease in older children.”
Coxsackie may affect patients spanning
all ages. The sub-types of enteroviruses
have been associated with specic signs
and symptoms, yet there is overlap and
various presentations of enteroviral
disease. One of the more concerning
effects of coxsackie is myocarditis, which
has been reportedly associated with
specic strains of coxsackie.

4.

”I did not think to ask if the mother
was sick around the time of delivery.
She was GBS negative and did not
have chorioamnionitis, so I thought
her history was noncontributory.” It
is important to get a complete history of
the pregnancy, peripartum, and postnatal
period. A mother with a URI, congestion,
vomiting, or diarrhea may have had an
enteroviral infection that could have been
transmitted to the baby.

5.

“The mother told me she was having
difficulty nursing the baby. I assumed
it was typical breast feeding issues
and did not question her further. She

EMResident

8.

“I had never seen someone send a
culture for Enterovirus and I was
not sure whether it was something
the hospital would be able to send.”
There is variability amongst institutions
regarding the laboratory’s ability to do
Enterovirus PCR and the rapidity of
the results. Because of this discrepancy,
it is important to be in contact with
the hospital laboratory to assess their
capability of running the test, whether
they can send it to another laboratory,
and how long it will take. Although a
viral culture can be sent, it is helpful to
discuss whether the Enterovirus PCR
can be done in a more timely fashion.

Open communication with the hospital
laboratories will aid in this endeavor.
9.

“There is no treatment, so why
should I waste health care dollars
on Enterovirus PCR.” Although there
is currently no available treatment for
Enterovirus, trials are underway and
certain patients may be candidates for
enrollment. Furthermore, the lack of
denitive treatment for Enterovirus
does not preclude supportive care and
treatment of some of the effects of
Enterovirus such as myocarditis and
hepatitis. There has been discussion
of the diagnosis of enteroviral disease
shortening duration of antibiotics and
hospital length of stay which would save
health care dollars but this is not standard
practice. Diagnosing enteroviral disease
in a neonate may allow the practitioner to
provide better follow up and make them
aware of the potential harms that may be
caused by the disease.

10. “I know that there is no FDA approved
treatment for Enterovirus so I told the
parents that there was nothing that we
could do for their baby.” It is imperative
to be critical of the evidence and
constantly aware of changes in practice.
Although there is no FDA approved
treatment for Enterovirus at this time,
trials are underway and the practitioner
must stay abreast of any changes in
management that may come from these
studies. It may be helpful to be in touch
with the investigators of these trials when
dealing with a neonate who is sick from
enteroviral disease to discuss possibilities
that have not been formally accepted or
involvement of the patient in the trial
itself. Furthermore, it is important to recognize side effects of enteroviral infection
and treat those symptoms.. 

Pitfallstoavoid
Risk management pitfalls for cervical spine injuries
From the April 2009 issue of Emergency Medicine Practice. Reprinted with permission. To access your EMRA member benefit of free online
access to all EM Practice and Pediatric EM Practice issues, go to www.ebmedicine.net/emra, call 1-800-249-5770, or email ebm@ebmedicine.net.

1.

“I didn’t think a broken arm

document a repeat examination

would distract him from reporting

with no midline tenderness in a

consistent with a cervical spine

tenderness to his neck.”

sober patient.

injury, so I removed her from the

Distracting injuries are subjective

4.

6.

cervical collar. She just fell from

“I checked sensation during my

and based on the patient’s

initial examination but did not

interpretation of pain, not the

record the results.”

standing at her nursing home.”
Always take a complete and detailed

physician’s. If there is any doubt
if an injury is distracting, obtain

Spinal cord injuries may be easily

radiographs of the patient’s cervical

missed in a busy ED. The patient’s

spine. One patient’s distracter is not

lack of movement may be thought

always the same as that of another.

to be due to a lack of cooperation

history before clinically clearing
a patient from a cervical collar.
Older patients are at increased risk
for cervical spine injuries with
seemingly minimal mechanisms.

or intoxication. It is important
2.

“The initial 3-view radiographs

cervical fractures in the elderly.

examination during the initial

patient from cervical precautions.

evaluation and at time of disposition.

I thought the midline cervical

7.

“I thought that the radiographs

Write it down. “Negative acute” or

were adequate to clear the patient

“WNL” is not adequate.

from the cervical collar even

“I wanted to see the cervical

though the cervical thoracic

radiographs before I intubated

junction was not visualized.”

the patient. I did not know that he

Never settle for inadequate lms.

further evaluate the cervical spine.

would aspirate.”

Signicant pathology can be missed

“The intoxicated patient had

The primary survey and necessary

if the cervical thoracic junction

negative cervical radiographs

interventions to stabilize the patient

is not visualized. Order a repeat

and no cervical tenderness,

are ALWAYS preformed before

swimmer’s view or a CT scan.

so I cleared him from spinal

radiographs. If the airway is in

Inadequate lms provide no legal

precautions. Why is he paralyzed

jeopardy assume the patient has a

protection. 

now?”

spine injury, apply in-line cervical

tenderness was secondary to a
muscle strain not fracture.”
If a patient continues to have
signicant cervical tenderness after
plain lms, obtain a CT scan to

3.

Have a high level of suspicion for

to document a full neurologic

were negative so I cleared the

“Her mechanism was not

5.

stabilization, and intubate the
Do not remove an intoxicated
patient from cervical precautions

patient.

until you can perform and
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Resident Editorial
Board Fellowship
Application

EMreﬂections
Emergency Medicine Residents’ Appreciation Day

Deadline: July 6, 2009

Medical Education at the Kettering
Medical Center in Kettering, Ohio
presented each resident two
folding lawn chairs as tokens of
appreciation, and afterward enjoyed
cake.

The Resident Fellow appointments
to the Editorial Board of Annals of
Emergency Medicine is designed to
introduce the Fellow to the peer review,
editing, and publishing of medical
research manuscripts. Its purpose is
to give the Fellow experience that will
enhance his/her career in academic
emergency medicine and in scientiﬁc
publication, and develop skills that
could lead to later participation as a
peer reviewer or editor at a scientiﬁc
journal. It also provides a strong
resident voice at Annals to reﬂect the
concerns of the next generation of
emergency physicians.
Submit application to:
Michael L. Callaham, MD
Editor in Chief
Annals of Emergency Medicine
PO Box 619911
Dallas, TX 75261-9911
Or
1125 Executive Circle
Irving, TX 75038-2522
Fax: 972-580-0051
Questions should be directed to Nancy Medina, CAE,
Editorial Director, Annals of Emergency Medicine,
at 800-803-1403, ext 3221, or by email to
nmedina@acep.org.
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Alphabet Soup

Pictured is Chris Beechy, MD,
a 1st year resident at Kettering
Medical Center in Kettering, Ohio.

Benjamin Lawner, DO, University of Maryland

Congratulations

2009 EMRA SPRING
AWARD RECIPIENTS
Academic Excellence Award
Jody Vogel, MD
Denver Health Medical Center, Denver, CO

Dedication Award
Taku Taira, MD
Bellevue/New York University, New York, NY

Dr. Alexandra Greene Medical Student Award
Rachel Levitan
Tulane University School of Medicine, New Orleans, LA

Jean Hollister EMS Award
Kelly Gahan, MD
Carolinas Medical Center, Charlotte, NC

Local Action Grant
Brian Geyer
University of Arizona College of Medicine, Tucson, AZ

Robert J. Doherty, MD, FACEP
EMRA/ACEP Teaching Fellowship Scholarship
Britney Anderson, MD
University of Colorado, Denver, CO

Residency Coordinator of the Year
Melinda Carter
Medical University of South Carolina, Charleston, SC

Assistant Residency Director of the Year
Susan Stroud, MD
University of Utah, Salt Lake City, UT

Residency Director of the Year
Andrew Ulrich, MD, FACEP
Boston Medical Center, Boston, MA

EMRA Travel Scholarship to SAEM
Brian Geyer
University of Arizona College of Medicine, Tucson, AZ

Dylan Medley
Texas A&M College of Medicine, College Station, TX

Naresh Ramarajan
Stanford University School of Medicine, Stanford, CA

CORD’s Annual
Academic Assembly
was a success
this year in Las Vegas
This unique yearly conference organized by
CORD (Council of Residency Directors) focus
on developing the medical educator. Most
physicians have not had formal training in the
education of others. The conference provides
core material for those physicians interested
and involved in academics, both to further their
careers and to give them the tools to become
better educators. One of the most beneﬁcial
features of this conference is the relatively
small number of attendees, which in turn
provides an ideal environment for networking
and sharing ideas.
The conference is composed of several
different tracks, each offering different
educational opportunities for people at various
levels in their career. Residents mostly attended
the resident and navigating tracks. The
resident track was a half-day event that offered
sessions in billing and coding, a fellowship
panel, editing your cv, and transitioning to
junior faculty. All of these sessions were geared
toward residents who will be pursuing a career
in academics. The navigating track was offered
daily and focused on issues relevant to junior
faculty. These sessions included ﬁnding your
academic niche, how to teach small groups,
didactic instruction, bedside teaching, giving
feedback, and an introduction to the teaching
portfolio. The learning experience did not stop
there though. Networking lunches provided a
great time for interaction and trading ideas.
Conference attendees could also sign up to
eat dinner with individuals from different
residency programs, providing more networking
opportunities. A yearly poster presentation
provides an opportunity to submit your research
projects. Projects related to resident education
and evaluation are especially desired.
Please email questions to
academicaffairsrep@emra.org.
EMRA awards scholarships every year to three
residents interested in pursuing a career in
academics. The EMRA Faculty Development
Scholarship winners this year were:
Nathan Cleveland, MD
Denver Health
Nicholas Genes, MD
Mount Sinai School of Medicine
Nicholas Mohr, MD
Indiana University
April/May 2009
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EMreﬂections
Silencing the aftermath
Parts 2 of 3
Editor’s note: Here is the next installment of our EM Reections short story. You can check out the
previous installment by checking out the EM Resident archives on our website at www.emra.org.
Please share your talents with us! Submit articles, stories, artwork or photographs to emresidenteditor.
org. -LB

E

Padma Sarvepalli, MS-I
Morehouse School of Medicine
Atlanta, GA

very nerve ending stands at attention
as he walks past slowly, scrutinizing
every crease, every fold, every detail. He
passes me with a curt nod, his bulky frame
moves stealthily. My now-short hair still
feels prickly and although I miss my messy
brown mop I used to hide under a worn-out
Buckeyes cap, the relief of getting rid of
that disorder was gratifying. My blindingly
white shirt is neatly tucked into the neatly
creased navy slacks and as I secretly sweep
my eyes over the line of guys across from
me, my shoulders straighten involuntarily.
Everything is organized, planned here.
Breakfast, 20 minutes. Then the physical
stuff: rowing, running, obstacle courses.
The best part of the day, in my opinion.
Then, lunch, 20 minutes. Free time, 1 hour.
Back to physical stuff. Dinner, 20 minutes.
Sleep, 6 hours if you’re lucky.
I keep my uniform impeccable, my bunk
spotless, my few belongings ordered. This
place is such a difference from home.
No dishes piling up in the sink, no naps
and darkening of blinds to block out the
sun during the day, no locked doors, no
emotion wringing your gut like a sopping
pool towel.
The only raised voices were barking out
orders, “Yes, Sir! No, Sir!”
The only anger came when you didn’t beat
your last time on a run.
I keep to myself, drinking in the order
and predictability with thirst. On the hot,
sticky island, the camp keeps the mess and
disarray of the real world at arms length.
I go for a run during my free time. On
moonless nights, I can see the city lights of
the distant shore from the beach. I stand at
the edge of the water and watch the multicolored lights blink hectically.
I turn my back. My ngers itch for a
cigarette. I jog back to the barracks slowly,
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feeling the instability of the sand shift
under my feet.
No one told us how hot it was gonna be
here. The sun beats down on me with all
the anger and intensity of a sucker punch
right to the gut, leaving me breathless
and winded. There is no wind here. There
is only the hot dry air that sucked the
moisture right out of my throat the day we
arrived at the Marine base in the desert of
Kandahar.
Five months later, and I am still not used
to the dry, rainless weather. I walk through
the streets and my eyes drink in the sights.
The dusty equipment shifts silently against
my body as we move through.
Since being here, I have begun to notice
the patterns in the city. Men with white and
red-checkered head coverings and billowy
white clothes saunter through the street of
the city in groups of twos and threes. Their
eyes shift to us uneasily as they pass us.
Women, dressed in yards of silky black,
avoid eye contact all together as they
clutch the hands of dark-haired and darkeyed children and pull them in a wide arc
around our positions in the dusty street.
The children peer curiously at us as they
stumble past us in a cloud of red dust.
Boys play soccer in the streets and they
kick around a at soccer ball as the red
dust that seems to be everywhere stains
their white and khaki uniforms. Their ties
ail as they scramble for the ball.
Periodically, strains of prayer waft through
the streets. The chant, a male voice, is sung
with a desperation and intensity that makes
me shiver despite the fatigue and white-hot
sun. As soon as the voice crackles over
the speakers, shopkeepers and bystanders
shift into a bustling motion that sharply
contrasts the still watchful eyes of the
soldiers. The black metal gates clank over

the store openings and the streets clear till
we are the only ones left.

“Stabilize him first, this is an evac- get
him out of here.”

Bull. Two surgeries, and one on the way,
and I still can’t put any weight on it.

The day it happens, I am not thinking
about the people in the streets or the layers
of heat against my uniform. I am thinking
of fall and spicy apple cider. It is October
here, but there has been absolutely no
change in the weather. I am thinking of
the brown and orange of autumn that
welcome me through the entrance of my
neighborhood. I am thinking of home on
this day.

I feel a twinge of pain and dull pressure in
the base of my spine. The deafening lights
around me spin and sparkle like lightning
and then–

I sink into the rubbery bed and allow my
mind to wander. They came to visit me a
couple days ago. Not together, of course.
One, and then the other. As they cautiously
entered the room, giving Grant an
obligatory smile, I wanted to run right out.
I would have put any old track record to
shame. Forget my knee, forget the femoral
artery damage, and forget the physical
therapy.

Then I hear the rst crack, like the crack
of a baseball against a bat, only so much
louder.
As shots ll the air, my training nally
kicks in. It is a relief to go into auto-pilot,
kneeling on the hot dirt road and ring
shot after shot after shot. The impact
of each shot reverberates in my chest,
resounding through my bones like the bass
at a rock concert with vibrating booms.
I swear there is a moment of silence before
the explosion. I can feel it like the pressure
shift before a thunderstorm and the scent
of dooming rainfall. The impact throws
me against the ground and sand ies like
glitter as I am enveloped in a red smoke.
Then, I feel a pain so sharp and so
terrifying that I suddenly cannot breathe.
As I lean heavily against the stark white
wall, my ears cannot register the noise
around me. I feel numbness spread
through my body and as my eyes see red
that dots to black that fades to nothing. I
smell the sweet scent of apple cider and
take a deep breath.
***
“What happened here?” a gruff and
emotionless voice asks.
Oh God, my whole body feels like it’s on
fire… or ice. I’m not sure. The initial shock
of the explosion has worn off. Trembling all
over, I crane my head up from the shaking
gurney, trying to get a glimpse of my leg.
“IED went off, came out of nowhere
through the crossfire,” a brisk woman’s
voice answers.
There is blood everywhere, spattered over
my fatigues like molasses seeping heavily
over a pristine tablecloth. My breathing
quickens. I am gasping for air, terrified for
the first time since I signed the enlistment
papers. Terrified for the first time since I
got here.

I wake up with a jerk, covered in a sheen
of cold sweat. The steady beeping of the
IV drip steadies my racing heartbeat as
I focus slowly on my surroundings. The
white walls, white oor, white sheets, and
white blanket of snow outside stare back
at me emotionlessly.
Slowly and with difculty, I separate
myself from the dream and peel myself
away from the feeling of my pound heart
thudding against my chest. I glance over
at my neighbor of four months. Grant
Waters, a 23-year-old skinny white boy
from Manhattan, ended his tour with a
well-placed shot in the chest. Though the
bullet barely grazed his heart, he went
through multiple surgeries before the
doctors declared him “good to go.” He is
leaving in a few days.
He stares blankly out the window. I
think he is watching the snow steadily
blanket the view of the parking lot from
our lone window. From the isolation of
the lukewarm hospital room, the dusting
of white powder looks harmless as it
innocently sifts like our over cars and
dusts the shoulders of thick woolen coats.
Grant and I know better. To us, the snow is
a death wish of icy dirt, a slippery road to
nothing. He notices I’m awake and gives
me a wry smile.
“Last surgery today, huh? That’s gotta feel
pretty good, knowing that you got all that
fun physical therapy comin’ up,” he says,
winking knowingly.
“Oh yeah, hope I get a really smokin’
nurse to ‘help’ me,” I joke back, smiling.
It was an Improvised Explosive Device.
An IED.
“You have experienced considerable
damage to your femoral artery bypassing
your knee as well as additional damage to
the surrounding muscle,” the cocky and
distracted chief of orthopedic surgery at
the VA hospital informed me after he cut
up my knee. “I have the utmost condence
that with some physical therapy, you will
achieve a full recovery!”

The TV clicks on, and as I watch the
gures move robotically across the screen,
I am once again reminded of the silence
and monotony in my own life. The tedious
movements of the hospital mirror my own
actions. In and out, nurses move through
motions without making eye contact. In
and out, doctors make rounds without
asking, “How are you feeling?” or even
offering a fake smile.
Moving through life blocking out images
and sound, I have become desensitized.
Like the moments after the explosion, my
ability to feel is so over-stimulated, to the
point of numbness. The disappointments
of my past make each step forward
guarded and wary. The faceless clock ticks
seconds silently.
“Heya cutie, they’re ready for ya,” a
chirpy voice cuts into my thoughts.
Jillian, the middle-aged nurse with a pretty
obvious crush on me, peeps her head in
the door. With a wink and smack of pink
bubble gum, she wheels me down the hall,
chattering away nonsensically without
taking a breath, as I lie back and try to
relax.
“Count backwards from one hundred.”
I count in events. Surgery. Explosion
of knee. Enlistment. Explosion of life.
This time, I tell myself, this time will be
different. 
***
Don’t miss the conclusion to the
story of Nick in our final installment
of “Silencing the Aftermath.” Nick
has to learn to deal with his injuries
and a new version of “home.” There
is a whole new reality he must face,
as many of our veterans do. Check it
out in our June/July issue.

April/May 2009
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Boardreview Questions
Questions from the 5th Edition, Preparing for the Written Board Exam in Emergency Medicine.
For a full review of Board Questions, please visit www.emeeinc.com.
by Dr. Carol Rivers
From Metabolic/Allergic
The nitroprusside test for ketones most accurately
assesses the presence of:
(a) Acetone
(b) Acetoacetate
(c) Beta-hydroxybutyrate
(d) It assesses all of the above equally well.

2.

They mainstay of therapy for patients in alcoholic
ketoacidosis is IV hydration with:
(a) A saline solution (NS or ½ NS)
(b) A glucose solution (D5W)
(c) A solution containing both glucose and saline
D5/NS or D5/.45 NS)
(d) The type of solution used is irrelevant.

3.

4.

The role of propylthiouracil in the treatment of
thyroid storm is most accurately described as
that of:
(a) Inhibiting conversion of T3 to T4
(b) Retarding release of stored thyroid hormone
(c) Blocking the synthesis of thyroid hormone
(d) None of the above

5.

The following lab findings are typical of primary
adrenal insufficiency except:
(a) Hyponatremia
(b) Hypoglycemia
(c) Hyperkalemia
(d) Hypocalcemia

The acidosis seen in association with alcoholic
ketoacidosis is primarily attributable to the presence
of:
(a) Beta-hyddroxybutyrate
(b) Acetoacetate
(c) Acetone
(d) Lactate

Answers: 1. B; 2. C; 3. A; 4. C; 5. D

1.

With Liberty Advantage®, Emergency Medicine Residents’
Association members can get more from their auto and renters
insurance.
Savings of up to $327.96 or more a year on auto insurance*
with a College Education Discount and other discounts**

12-month Rate Guarantee
unlike the six-month policies that some other insurers offer

Help when you need it
with 24/7 Emergency Roadside Assistance and 24-hour claims service

Additional coverages for added security
including Umbrella Liability policies, Accident Forgiveness† and Home Insurance with optional
Identity Fraud Expense Coverage

Get More. Save More.
Find out just how much
more today.
• Call 1-800-524-9400 and mention
client #112901
• Go to www.libertymutual.com/lm/emra
• Or visit a Liberty Mutual office near you

AUTO
RENTERS
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This organization receives financial support for allowing Liberty Mutual to offer this auto and renters insurance program.
*Figure based on a February 2008 sample of auto policyholder savings when comparing their former premium with those of the Liberty Mutual Advantage program. Individual premiums and savings will vary. **Discounts and savings are available where
state laws and regulations allow, and may vary by state. Certain discounts apply to specific coverages only. ***Emergency Roadside Assistance is available anywhere in the U.S. and Canada. With the purchase of our optional Towing & Labor
coverage, the cost of towing is covered, subject to policy limits. †Accident Forgiveness coverage subject to terms and conditions of Liberty Mutual’s underwriting guidelines and is not available in all states.
Coverage provided and underwritten by Liberty County Mutual Insurance Company and its affiliates, 2100 Walnut Hill Lane, Irving, TX. A consumer report from a consumer reporting agency and/or a motor vehicle report, on all drivers listed on your
policy, may be obtained where state laws and regulations allow. Please consult a Liberty Mutual specialist for specific details.
©2008 Liberty Mutual Insurance Company. All Rights Reserved.

Graduating Seniors
Take advantage of your resident discount
Dr. Carol Rivers Board Prep Programs
Dr. Carol Rivers will no longer be publishing any Written Board
or Oral Board materials. Current editions are available through
September 2009 or until our current stock is depleted.

ORDER NOW while supplies last!

Preparing for the Written Board Exam
in Emergency Medicine
Text
Critical Qs & As (cards, palm, pocket PC)
Self-Assessment

Preparing for the Oral Board Exam
in Emergency Medicine
Text
Audio Program (CDs)
Self-Assessment
Order Online........ www.emeeinc.com or call 800-878-5667
April/May 2009
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Publications

available online at www.acep.org/bookstore
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ABX Guide
for PDA

2ND EDITION

GUS M. GARMEL, MD

Contract Issues
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emergency

physicians
2nd

Edition

Joseph P. Wood, MD, JD
Editor in Chief

Emergency Medicine Residents’ Association

EMRA Publications
2009 EMRA Antibiotic Guide, 13th Edition

Emergency Medicine: The Medical Student
Survival Guide, 2nd Edition

Emergency Medicine
Chief Resident Survival Guide

A quick reference guide to antibiotic use in the emergency
department. Organized alphabetically by organ system, followed
by sections on “Special Topics” to make reference quick and
easy for a particular disease process. Color coded.
900030 / $25.95 • EMRA Member Price $15.95

Kristin E. Harkin, MD; Jeremy T. Cushman, MD, MS

Christian Arbelaez, MD, MPH
Kavita Babu, MD
Joy Martin, MD
Matthew Miles, MD

Published 2008; 96 pages; Soft Cover 4 x 6

Reviewed by Ann Emerg Med 2009; 53; 165
900120 / $25.95 • EMRA Member Price $15.95
Published 2007; 280 pages; Soft Cover 5 x 9

Written specifically for EM chiefs by EM chiefs, this
straightforward, practical guide is designed to help
aspiring and current chief residents succeed as young
physician leaders. Details the role of Chief Resident as
Leader, Clinician, Educator, and Administrator.

Emergency Medicine’s Top
Clinical Problems, 2nd Edition

Reviewed by Ann Emerg Med 2007; 49; 830
900190 / $34.95 • EMRA Member Price $19.95

Brian J. Levine, MD

Career Planning Guide for Emergency
Medicine, 2nd Edition
Gus Garmel, MD

Get help organizing and understanding the many complex
issues concerning emergency medicine careers. Topics include
career possibilities, CV’s, interview tips, contract negotiations,
benefits and more.
Reviewed by Ann Emerg Med 2009; 53; 292
900080 / $29.95 • EMRA Member Price $19.95
Published 2007; 104 pages; Soft Cover 5.5 x 8.5

Contract Issues for Emergency
Physicians, 2nd Edition
Joseph P. Wood, MD, JD

Invaluable for any emergency physician entering into an
employment or independent contract agreement to provide
medical services on behalf of a hospital or group. What you
don’t know can really hurt you!
Reviewed by Ann Emerg Med 2009; 53; 165
900110/$49.95 • EMRA Member Price $29.95
Published 2007; 92 pages; Soft Cover 5.5 x 8.5

The most comprehensive guide to the specialty of emergency medicine
written specifically for medical students. Familiarize yourself with all
aspects of emergency medicine including lifestyle and wellness, careers,
training, research, fellowships, subspecialties and much more.

Published 2006; 96 pages; Soft Cover 5 x 9

Gary Katz, MD, MBA; Mark Moseley, MD, MHA

A new and improved pocket reference and quiz tool. Each chapter starts
with critical actions and then logically expands with disease-specific
information. The design simulates the format of an emergency medicine
oral or written board exam.
900100/$25.95 • EMRA Member Price $15.95
Published 2008; 218 pages; Soft Cover 4 x 6

Emergency Medicine’s Top Pediatric
Clinical Problems, 1st Edition
Dale Woolridge, MD, PhD

The pediatric version of top clinical problems features the same design
and format as its cousin. Is a must have pocket reference and teaching
tool for all EM physicians, especially during pediatric rotations.
900230/$25.95 • EMRA Member Price $15.95
Published 2008; 336 pages; Soft Cover 4 x 6

ABX Guide 2009
for Pocket PC and Palm OS
Robert Blankenship, MD
Brian Levine, MD

A necessity for any physician, resident, medical student,
or other health care professional who rotates in the ED.
Select antibiotics based on organ system and diagnosis.
Virtually every type of infectious disease is covered
for outpatient management and for patients needing
admission. With everything you love about the printed
guide included, plus the ability to search, it’s fast, easy
to use, and accurate!
Palm OS-900210 • Price $25.95
Pocket PC 900200 • Price $25.95
Pocket PC/Palm • EMRA Member Price $15.95

Pocket Reference Cards
Pediatric Qwic Card

EMRA Airway Card

EMRA Sepsis Card

Dale P. Woolridge, MD, PhD

David Farcy, MD

This comprehensive quick reference card has
pertinent information from proper dosages, vital stats
by age, pearls, to RSI. The perfect accompaniment to
the new pediatric family of publications from EMRA.
900240/$12.00 • EMRA Member Price $7.00

A handy pocket reference for intubation of
neonates to adults. Includes helpful information
on drips, tube placement and Glasgow Coma
Scale. A must-have in the emergency department
for patients of all ages!
900180/$12.00 • EMRA Member Price $7.00

Published 2008; Folded; Laminated 4 x 7

Published 2005; Laminated Card 3 x 5.5

Published 2007; Laminated Card 4 x 7 folded/8 x 7 flat

Everything you need to know about improving outcomes for septic patients in
the emergency department now available in a pocket reference guide. This
comprehensive review of sepsis treatment recommendations was developed by the
EMRA Critical Care Committee and is endorsed by the Surviving Sepsis Campaign.
900220 / $12.00 • EMRA Member Price $7.00

E M E R G E N C Y M E D I C I N E R E S I D E N T S ’ A S S O C I AT I O N

sidHARTe
Systems Improvement
At District Hospitals and
Regional Training of Emergency Care

INTERNATIONALOPPORTUNITY
Fourtoeightweekrotation
inGhana,WestAfrica
(allexpensescovered)ȱ
PROGRAM PURPOSE
To provide clinical training, process improvement, hands-on bedside teaching, and supervise clinical service
delivery, using United States trained emergency physicians at the district level hospital in Ghana.
PROGRAM OBJECTIVES
With the support of GE Foundation and in collaboration with the Ghana Health Service, we have developed a pilot
project to provide technical knowledge transfer at Kintampo District Hospital and Mampong District Hospital for 3
years with United States trained Emergency Physicians serving an average of 6 week blocks (4-8 week
blocks are also acceptable).
The program has four main components that integrate with other public health programs in Ghana;
specifically ‘diagonalizing’ traditional vertical programs within the multidisciplinary approach of emergency
medicine within Ghana.

sidHARTe PROGRAM INFORMATION
The sidHARTe Program consists of the following components:
1. Supervising clinical service delivery at either Kintampo District Hospital or Mampong District Hospital
2. Training of health staff which includes: physicians, medical officers, midlevel providers, nurses and midwives (technical knowledge transfer of
medical equipment training into practice)
3. Health systems process improvements with the Ghana Health Service and other programs
4. Monitoring & Evaluation (external evaluation)
The program started January 1, 2009 and will continue through December 31, 2011.
The sidHARTe program will cover all program travel related costs incurred during the rotation. Details to follow upon sidHARTe program acceptance.
APPLICATION PROCESS
ELIGIBILTY
Emergency Medicine Resident Physicians must be in their third or fourth year of training at an accredited US program in Emergency Medicine by July 2008. For
Emergency Medicine Attending Physicians, those who are board prepared or board certified in EM are welcome to apply.
Please note: All sidHARTe Program participants must be covered by international malpractice insurance during their international health rotation in
Ghana. The sidHARTe Program is unable to provide this coverage. All participants are responsible for providing proof of their own international
malpractice insurance.

PROCESS
Please email CV immediately with possible travel dates.
Physicians are asked to submit the application below, a CV, a cover letter (delineating previous international experience) and two letters of recommendation
—one of which must be from a program director if the applicant is an Emergency Medicine Resident Physician.
sidHARTe Program
Columbia University
Mailman School of Public Health
Population and Family Health—Program on Forced Migration and Health
60 Haven Avenue, B-4, Suite 432
New York, NY 10032

It is the applicant’s responsibility to collect all materials and enclose in ONE
packet. Incomplete application packets will not be reviewed.
To confirm our receipt of your packet, please contact our program manager
Ms. Tanya Hart via email to: sidharte@columbia.edu

APPLICATION (please print clearly and/or circle answers)

Name: _____________________________________________________________________________________________________________________
Address: ________________________________________________City: ______________________________State: _____________ Zip:___________
Home Telephone: _____________________________ Cell Phone: _______________________________ Pager: _______________________________
Country of Citizenship: _______________________________ Email: __________________________________________________________________
Current Employment: _________________________________________________________________________________________________________
Residency and Year of Graduation: ______________________________________________________________________________________________
Current Residents: PGY1 PGY2 PGY3 PGY4 Current Fellows: ________________________________________________________________
International Malpractice Insurance Coverage? Yes
No
Have You Worked Internationally Before?
Yes
No
If Yes in What Capacity: ______________________________________________________________________________________________________
Languages Spoken: __________________________________________________________________________________________________________
Length of Elective:
4 weeks
6 weeks
8 weeks
Date Preferences: First Date Period : ___________________ Second Date Period: ____________________ Third Date Period : __________________
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Emergency Medicine Informatics Fellow
The Mount Sinai School of Medicine Department
of Emergency Medicine is pleased to offer a two
year EM informatics research fellowship position
to begin July 2009.


Funded research project will provide an opportunity to learn how
to use information technology to improve the quality of care
rendered in an ED setting



Masters Degree in Public Health or Clinical Research available



Formal didactic sessions available through AMIA 10 X 10
(http://www.amia.org/10x10)



Mentored and supported by experienced informatics and health
services researcher professionals leading to preparation of research
grant applications appropriate to experience and interests



Limited clinical responsibilities at one of our afliated hospitals

 Participation in training medical students and EM residents
 Academic appointment in the Department of Emergency Medicine
The successful applicant will have completed residency training in
emergency medicine at an accredited program and will have demonstrated
interest and/or experience in clinical, educational or research applications
of information technology. Interested individuals should send a
curriculum vita, names and contact information of three references, and
a letter describing their qualications and interests. An interview will be
required. Women and minorities are encouraged to apply. To apply or
to obtain more information you may contact Jason Shapiro, MD, MA,
Informatics Fellowship Director, at: jason.shapiro@mssm.edu.
The Mount Sinai School of Medicine is an equal opportunity employer.

Enjoy the best
of Maine
in Bangor
Exceptional Emergency
Medicine Opportunity
Eastern Maine Medical Center seeks a
additional BC/BP emergency medicine
physician to join 16 hospital-employed
physicians in our Emergency Department.
Inpatient care supported by hospitalist and
intensivist services, as well as a multispecialty trauma surgery group. EMMC is a
411-bed, regional tertiary care and ACSverified level II trauma center, the first in the
state. Our ED sees more than 70,000 patients
per year. EMMC serves a population of 500,000 in a region
covering two-thirds of the state’s geography and serves as
one of two base hospitals for LifeFlight of Maine, a critical
care air transport service flying nearly 900 missions per year.
Opportunities for teaching residents and students. Excellent
compensation and benefits.
Bangor is an award-winning small city with easy access to
Maine’s spectacular coast, mountains, and lakes. Schools
rank among New England’s best. Bangor serves as the
regional hub for medicine, the arts, and commerce.
For confidential consideration, please contact:

Ann Homola
phone: 207-973-7444
e-mail: emmccvs@emh.org
www.emmc.org

Classifiedadvertising
Florida, Orlando: THE BEST OPTION FOR
PEDIATRIC EMERGENCY MEDICINE PHYSICIANS!
Florida Emergency Physicians is interviewing for Peds EM
Fellowship or EM/Peds EM Fellowship-Trained positions
to ll our Children’s Emergency Medical Department.
We are celebrating our 40th year as a stable organization
and are proud to announce our Emergency Medicine
Residency Program that began in July 2008. Children’s ED
sees in excess of 15,000 visits annually. Florida Hospital
Orlando is currently building a new ED, and expanding
its pediatric inpatient services. Orlando is a growing and
rapidly expanding city, with many attractions, proximity to
beaches, and ideal easy living! FEP offers a very attractive
compensation package with excellent benets; including an
EXCEPTIONAL RELOCATION PACKAGE. Contact Brian
A. Nobie, MD, FACEP at 800-268-1318. Send CVs to:
Susan Yarcheck, Recruitment Coordinator, E-mail
syarcheck@psrinc.net or by fax 407-875-0244. 
llinois, Marion: Democratic group has Newer ED with
many state-of-the-art systems, great on-call services, and
excellent opportunity at 23,000 volume ED in southern
Illinois. Appealing package of $300,000 including
employer-funded pension, family medical plan, stable
malpractice, CME and more. Single physician plus 10-12
PA hours daily. Contact Rachel Klockow, Premier Health
Care Services, (800) 406-8118, rklockow@phcsday.com,
fax (954) 986-8820. 
Indiana, Evansville: Level I Trauma Center sees 54,000
ED pts./yr. St. Mary’s Medical Center is a 490-bed tertiary
care center serving southwestern Indiana, southern Illinois
and western Kentucky. Outstanding partnership opportunity
includes equal prot sharing, equity ownership, funded
pension, open books, full benets and more. Contact Steve
Rudis, MD (careers@emp.com), Emergency Medicine
Physicians, 4535 Dressler Rd, NW, Canton, OH 44718.
800-828-0898 or fax 330-493-8677. 
Iowa, Des Moines: Health System Emergency Physicians
(HSEP) is a well-established, physician-owned group. With
expected growth, HSEP invites BC/BP Residency-trained
EM physicians to join their group in providing continued
notable service to Iowa Lutheran Hospital (ILH) and Iowa
Methodist Medical Center (IMMC). ILH is a Level III
trauma center that houses a 23-bed ED with an annual patient
volume of 24,000. Located in downtown Des Moines, IMMC
is a Level I trauma center, 15-bed ED with a patient volume
of 34,000. Physicians are employees and receive an industry
competitive, guaranteed hourly rate, and a comprehensive
benets package including 401(k) and malpractice with
tail coverage. Physicians provide coverage daily. Enjoy
numerous outdoor activities, or college sports for your
April/May 2009
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enjoyment. Iowa is well known for
its quality of affordable public
education, and takes pride in the
academic success of our students.
Contact Shari Kuykendall at
(800) 346-0747 ext. 3165 or email
skuykendall@psrinc.net. 
Maryland, Baltimore: The Department
of Emergency Medicine at the University
of Maryland is recruiting full-time
academic physicians for its downtown
Baltimore community-afliated
facilities. Candidates must be BC/BP in
emergency medicine and will be hired
at the rank of instructor or assistant
professor. Faculty members staff the
Emergency Departments at University of
Maryland Medical Center, the Baltimore
VA, Mercy Medical Center, Maryland
General Hospital, and Bon Secours
Hospital. Our physicians are required to
provide clinical coverage and participate
in the Department’s educational
programs as well as research initiatives.
Please forward your CV to Brian J.
Browne, MD, Chairman, in care of Susan
Kamen, Director of Recruitment,
at skamen@memn.org or call
(410) 328-1859 for more information. 
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Nebraska, Omaha: Democratic group
seeks BC/BP EM physician .This is
truly a state-of-the-art hospital. ED
has an annual census of 24,000 with
coverage of 24-32 physician hours
plus 12 hours MLP coverage daily.
Enjoy employer-funded pension,
additional incentive, family medical
plan, shareholder opportunity, more.
Contact Kim Avalos Rooney, Premier
Health Care Services, (800) 726-3627,
ext.3674, krooney@phcsday.com, fax
(937) 312-3675. 
New York: New York State Capital
District: EMERGENCY MEDICINE
PHYSICIAN. Live and work in a
family oriented location offering
suburban or rural communities with
affordable housing, rst-rate schools,
and year-round outdoor activities like
skiing, hiking, biking, shing. Nearby
Albany and Saratoga Springs offers
horse-racing, ballet, theatre, gourmet
restaurants. 300 bed community
hospital with Level 2 trauma center,
75,000 visits, ALS base station, on-site
family practice residency. No in-house
emergencies, 24/7 Medical, Surgical,
Cardiology & Subspecialty support.

Classifiedadvertising
Competitive salary with incentive
and sign-on bonus, generous hospital
benets including malpractice, health,
life, retirement, CME and more. 2.5
hours from NYC and Boston. For
details, email CV to mdconnection@
cox.net, fax to 203-440-0928. 
New York, Albany: Albany Memorial
Hospital is a respected communityteaching facility seeing 32,000 pts. /yr.
Outstanding partnership opportunity
includes equal prot sharing, equity
ownership, funded pension, open
books, full benets and more. Contact
Steve Rudis, MD, (careers@emp.com),
Emergency Medicine Physicians, 4535
Dressler Rd, NW, Canton, OH 44718.
800-828-0898 or fax 330-493-8677. 
New York, Cortland: Cortland
Regional Medical Center is a fullservice 181-bed community hospital
treating 33,000 ED pts./yr. State of
the art ED. Outstanding partnership
opportunity includes equal prot
sharing, equity ownership, funded
pension, open books, full benets
and more. Contact Steve Rudis, MD
(careers@emp.com), Emergency
Medicine Physicians, 4535 Dressler
Rd, NW, Canton, OH 44718.
800-828-0898 or fax 330-493-8677. 
New York, Kingston: Benedictine
Hospital is a respected 222-bed
community hospital situated in the
Hudson River Valley in the foothills of
the Catskill Mountains. Full
service facility, active EMS service
and a helipad on the grounds. 24,000
ED pts./yr. Outstanding partnership
opportunity includes equal prot
sharing, equity ownership, funded
pension, open books, full benets
and more. Contact Steve Rudis,
MD (careers@emp.com), Emergency
Medicine Physicians, 4535
Dressler Rd, NW, Canton, OH 44718.
800-828-0898 or fax CV to
330-493-8677. 

North Carolina, Charlotte: PEMA,
a local dynamic democratic group
practicing for 25+ years seeks BC/BP
EM physicians. PEMA is comprised
of young, progressive, and innovative
providers. Five contracts in award
winning hospitals offer opportunities
to work in rural, suburban, and urban
environments based on physician
preference. Fair scheduling of 8-hour
shifts, generous compensation
including weekend, holiday, and
night-shift bonuses, plus productivity
for Shareholders. Full benets, prot
sharing, and relocation assistance
available. Ownership tracks and
Independent Contractor opportunities
available. Live/Work where there
are four distinct seasons, real-estate
remains affordable, and within a short
drive to the mountains or beaches.
Contact Catherine Eakins at
HR@pema.net, 704-376-7362, or
www.pema.net. 
North Carolina, outside Charlotte:
Gaston Memorial Hospital. Join a
stable, democratic group of young,
innovative BC and EM residency
trained doctors at this prestigious
location just outside Charlotte, NC.
Gaston Memorial Hospital treats
90,000 ED pts./yr. Outstanding
partnership opportunity includes equal
prot sharing, equity ownership,
funded pension, open books, full
benets and more. Contact Steve
Rudis, MD (careers@emp.com),
Emergency Medicine Physicians, 4535
Dressler Rd, NW, Canton, OH 44718.
800-828-0898 or fax 330-493-8677. 
North Carolina, Kinston: Located in
the center of eastern North Carolina,
Kinston is less than 60 miles to the east
are some of the most beautiful beaches
of the Carolina coast and 35 miles
from Greenville. 200-bed full-service
community hospital treats 39,000
ED pts./yr. Outstanding partnership
opportunity includes equal prot
sharing, equity ownership, funded
pension, open books, full benets
April/May 2009
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and more. Contact Steve Rudis, MD,
(careers@emp.com), Emergency
Medicine Physicians, 4535 Dressler Rd,
NW, Canton, OH 44718. 800-828-0898
or fax 330-493-8677. 
North Carolina, Morehead City:
Located in a sound-side seaport,
Morehead City is a thriving, growing
community. New 21,000 sq ft ED
sees 37,000 ED pts./yr. Outstanding
partnership opportunity includes equal
prot sharing, equity ownership, funded
pension, open books, full benets
and more. Contact Steve Rudis, MD
(careers@emp.com), Emergency
Medicine Physicians, 4535 Dressler Rd,
NW, Canton, OH 44718. 800-828-0898
or fax 330-493-8677. 
North Carolina, New Bern:
Respected 313-bed regional medical
center located at the intersection of

the Trent and Neuse Rivers just off
the central coast. 65,000 ED pts./yr.
Outstanding partnership opportunity
includes equal prot sharing, equity
ownership, funded pension, open
books, full benets and more. Contact
Steve Rudis, MD (careers@emp.com),
Emergency Medicine Physicians, 4535
Dressler Rd, NW, Canton, OH 44718.
800-828-0898 or fax 330-493-8677. 
Ohio, Multi Area: Resident
Moonlighting Opportunities –
Democratic group has moonlighting
opportunities for EM Residents in
several Ohio locations including:
Northern Cincinnati suburb; North
Dayton, Southwest of Columbus, and
Lima area. These opportunities provide
appealing hourly compensation &
malpractice coverage; and environments
with optimal physician/patient ratios.
For additional information contact

6HN
Unburdened.
Move beyond residency and
out of debt. With CompHealth
you can earn an overhead-free
income so you can pay off your
student loans quickly.

Call today.
866.264.6091
emshiftwork.comphealth.com
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Ohio, Barberton: Barberton Citizens
Hospital is a full-service community
hospital in southern suburban Akron
with 38,000 ED visits/yr. Outstanding
partnership opportunity includes equal
prot sharing, equity ownership, funded
pension, open books, full benets
and more. Contact Steve Rudis, MD
(careers@emp.com), Emergency
Medicine Physicians, 4535 Dressler Rd,
NW, Canton, OH 44718. 800-828-0898
or fax 330-493-8677. 
Ohio, Cambridge: Southeastern Ohio
Regional Medical Center is a 177-bed,
full-service facility and Level III
Trauma Center treating 34,000 ED pts./
yr. Outstanding partnership opportunity
includes equal prot sharing, equity

QUALITY PARTNERS.
QUALITY L IVING.
We offer a truly democratic partnership
built on a strong foundation of ownership
equality ~ one person, one vote.
High standards, outstanding physicians
and excellent patient demographics
provide a stable practice environment
in our eleven-hospital system.
Lifestyle? Dallas/Fort Worth is the
ninth largest Metropolitan area in the
U.S. with a cost of living below the
national average. Our two hospitals
in El Paso provide an opportunity
for an academic appointment and a
great place to live in a scenic and
recreational environment.
Excellent compensation,
pension plans, paid
malpractice.
EL
PASO

Member: NALTO.org
©2009 CompHealth EMRES09

Rachel Klockow, Premier Health Care
Services (800) 406-8118, rklockow@
phcsday.com, fax (954) 986-8820. 

DALLAS/
FORT WORTH

www.questcare.com
For more information, contact
Sharon Hirst at 800.369.8397
or e-mail shirst@questcare.net
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ownership, funded pension, open
books, full benets and more. Contact
Steve Rudis, MD (careers@emp.com),
Emergency Medicine Physicians, 4535
Dressler Rd, NW, Canton, OH 44718.
800-828-0898 or fax 330-493-8677. 
Ohio, Cincinnati: Democratic group
has opportunities in three Cincinnati
locations in appealing northern
Cincinnati suburbs. Choose from 52,000
volume ED with 56 hours of daily
physician coverage plus additional
PA coverage; or this brand-new
hospital with 56,000 annual visits, 61
hours of physician plus 24 hours PA
coverage and separate fast track; or
47,000 volume ED with 53 hours of
physician coverage daily plus 10 hours
of daily PA coverage. This facility
also has 2 dedicated night physicians
thereby limiting your required night
shifts. As an equity ownership group
Premier Health Care Services provides
opportunity for shareholder status after
just one year with no buy-in. Excellent
package includes guaranteed hourly
rate, employer funded pension, family
medical plan, CME, malpractice, and
more. For additional information please
contact Kim Avalos Rooney, Premier
Health Care Services, (800) 726, 3627,
ext. 3674, e-mail: krooney@phcsday.com
fax (937) 312-3675. 
Ohio, between Columbus and
Cleveland: NEW OPPORTUNITY
WITH DEMOCRATIC GROUP!
Sign-On Bonus up to $80,000.
Premier Health Care Services
is pleased to announce new EM
physician opportunities in twohospital system midway between
Columbus and Cleveland. This system
with over 68,000 annual Emergency
Department visits includes a Level II
trauma center and a critical access
facility. Both facilities have excellent
physical plants and specialty backup. Mansfield is the largest city in the
mid-Ohio region and is convenient to
Columbus and Cleveland. Applicants
should be BC/BP in Emergency

Medicine. An excellent package is
offered including employer-funded
pension, family medical plan, expense
account, additional incentives plus
shareholder status at one year with
no buy-in! Premier offers the ideal
balance of a shareholder model with
the strength of a contract group. Our
20-year old group remains employee
owned and managed; and provides
financial stability from its continued,
well-planned growth. Premier’s
equity model means full participation
for every physician. Resident
Moonlighting opportunities are also
available. Contact Michele Wilkerson,
Premier Health Care Services, (800)
726-3627, ext 3672, mwilkerson@
phcsday.com, fax (937) 312-3673. 
Ohio, Columbus: Doctors Hospital is
a 256-bed teaching facility representing
all major specialties and hosting
Osteopathic residency programs in
Emergency Medicine and 12 other
specialties. 62,000 ED patients
are treated annually. Outstanding
partnership opportunity includes equal
prot sharing, equity ownership, funded
pension, open books, full benets
and more. Contact Steve Rudis, MD
(careers@emp.com), Emergency
Medicine Physicians, 4535 Dressler Rd,
NW, Canton, OH 44718. 800-828-0898
or fax 330-493-8677. 
Ohio, Columbus: Enjoy the privileges
of ownership! Democratic group with
equity-ownership opportunities in
Columbus and surrounding areas.
Work within an established, stable
group with optimal patient/physician
ratios and acclaimed risk management
program. Excellent model and benets
providing malpractice, employer-funded
pension, family medical plan, CME,
incentive income, plus shareholder
opportunity at one year with no buy-in!
Contact Amy Spegal, Premier Health
Care Services, (800) 726-3627, ext.
3682, e-mail aspegal@phcsday.com,
fax (937) 312-3683. 
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Emergency Medicine Opportunities
ÌPartnership

ÌOwnership

ÌLeadership

ÌHealth

and Retirement
Programs

Opportunities
ÌManagement

Support

ÌLocal Autonomy

Visit us at www.cepamerica.com
or
Call Recruiting at 800.842.2619

ARIZONA
ILLINOIS
OREGON

CALIFORNIA
GEORGIA
TEXAS

CEP America—A national entity established by California Emergency Physicians Medical Group

Explore all we have to offer!
Seeking Board Certified/Board Prepared Emergency Physician at 294-bed community teaching hospital affiliated with
Brown University. Located minutes from downtown Providence, we are close to Boston, Cape Cod, Newport and the
beautiful local beaches, and were recently rated “the most livable on the east coast” by Money Magazine. The Rhode
Island school system includes both Ivy League and private colleges/universities and boasts many cultural attractions.
Eleven emergency physicians care for 35,000 patients/year. EM coverage of 37 hours/day, plus 12 hours/PA coverage
in dedicated fast track. Hospital-based residency programs provide clinical teaching and faculty appointment at
Brown. Newly renovated ED to open in 09/08.
Competitive salary and benefits package: fully paid family health/ dental, life/short and long-term disability,
malpractice coverage, four weeks vacation, one week CME, 403B tax shelter annuity plans, paid professional
memberships, board certification/paid license costs. Incentive for 50% or greater commitment to night shifts.
Contact: Ludi Jagminas, M.D., Chief, Emergency Medicine, Memorial Hospital of Rhode Island, 111 Brewster Street,
Pawtucket, RI 02860; Fax: (401) 729-3112 or call (401) 729-2419. An Equal Opportunity Employer.
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Ohio, Dayton area: Excellent
opportunities with Democratic group for
EM physicians in appealing locations
north of Dayton. Locations include
18,000 volume ED in St Mary’s; 29,000
volume ED in Sidney, and 27,000
volume ED in Greenville. Work within
an established, stable group with
optimal patient/physician ratios and
acclaimed risk management program.
Excellent model and benets providing
malpractice, employer-funded pension,
family medical plan, CME, incentive
income, plus shareholder opportunity at
one year with no buy-in! Contact Michele
Wilkerson, Premier Health Care Services,
(800) 726-3627, ext 3672, mwilkerson@
phcsday.com, fax (937) 312-3673. 
Ohio, Hillsboro: Join democratic group
in 20,000 volume ED one hour from
Cincinnati or Columbus. Appealing,
community ED with excellent
support staff. Enjoy equity ownership
opportunity, malpractice, incentive

income, family medical plan, employerfunded pension, CME & more. Contact:
Michele Wilkerson, Premier Health Care
Services, (800) 726-3627, ext. 3672,
e-mail mwilkerson@phcsday.com, fax
(937) 312-3673. 
Ohio, Lodi: Fully accredited 30-bed
hospital with acute and skilled care
facilities is part of the Akron General
Health System. Brand new 12-bed ED
has 12 private rooms including cardiac
and trauma. 10,000 ED pts./yr. with 12
and 24 hr. shifts. Outstanding partnership
opportunity includes equal prot sharing,
equity ownership, funded pension, open
books, full benets and more. Contact
Steve Rudis, MD (careers@emp.com),
Emergency Medicine Physicians, 4535
Dressler Rd, NW, Canton, OH 44718.
800-828-0898 or fax 330-493-8677. 
Ohio, Toledo: Opportunity for solid
EM physician within democratic
group. This Level III facility has an

annual volume of 45,000 visits with
outstanding physician coverage plus PA
coverage. Appealing package includes
equity ownership eligibility, employerfunded pension, family medical plan,
malpractice CME and more. Contact
Amy Spegal, Premier Health Care
Services, (800) 726-3627, ext. 3682,
e-mail aspegal@phcsday.com, fax:
(937) 312-3683. 
Oklahoma, Tulsa: Modern 800+ bed
community hospital hosts new (7/08)
allopathic EM residency program and
sees 73,000 ED patients per year. Broad
pathology, high acuity, modern facilities
and supportive environment. Outstanding
partnership opportunity includes equal
prot sharing, equity ownership, funded
pension, open books, full benets
and more. Contact Steve Rudis, MD,
(careers@emp.com), Emergency
Medicine Physicians, 4535 Dressler Rd,
NW, Canton, OH 44718. 800-828-0898
or fax 330-493-8677. 

Best Team, Best Services, Best Practices . . .

R E D E F I N E RU S H H O U R

EMERGENCY MEDICINE
Geisinger Wyoming Valley Medical Center,Wilkes-Barre, PA, seeks a
BC/BP Emergency Medicine physician to join its very active and growing
Emergency Department.
About this opportunity:
s Join a team that includes 8 emergency physicians and 6 physician assistants
s Work in a Level II Trauma Center and Accredited Chest Pain Center with a
new 32-bed emergency department
s Estimated 32,000 emergency department visits per year
s Opportunities to develop new programs, perform research and teach
third-year emergency medicine residents and first-year rotating residents
s Utilizes a mature, fully integrated electronic health record, connecting a
comprehensive network of 40 community medical groups and more than
700 Geisinger primary and specialty physicians
For more information, please contact Lori Surak, Physician Recruiter,
at 1-800-845-7112, email: ljsurak@geisinger.edu
or visit www.Join-Geisinger.org/151/Emergency

ED Physician Opportunities
in 22 Beautiful Northern and Central California Cities
* * * * * * * *
San Francisco Bay Area, Sacramento, San Joaquin &
Sonoma Valleys, Coast and Mountain Locations

EXCELLENCE IN EMERGENCY MEDICINE
•
•
•
•

Fast track to Shareholdership!
Leadership Positions
Paid Malpractice
25+ years in California

Contact: VEP Recruiter
Email:
recruiter@valleyemergency.com
Phone: (510) 436-9000

Visit us at www.ValleyEmergency.com
April/May 2009
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Pennsylvania, Drexel Hill: CrozerKeystone Health Network (CKHN) is
the largest primary care and specialty
physician network in Delaware
County offering an array of specialty
and subspecialty services. CKHN is
presently expanding its Emergency
Medicine Department at Delaware
County Memorial Hospital (DCMH).
Located in Drexel Hill, Pennsylvania,
DCMH is one of the founding hospitals
of the Crozer-Keystone Health System.
This 213 bed not for prot facility
admits over 11,000 patients, and treats
approximately 40,000 ED patients. In
2006, the hospital was named a J.D.
Power and Associates Distinguished
Hospital for providing outstanding
inpatient and outpatient experiences.
The DCMH ED is newly renovated and
has 33 beds with an 8 bed fast track
area. There are 40 hours of physician
coverage in the main ED and we work
alongside EM residents. The Fast Track
area is open 12 hours a week and is
covered by family physicians and/or a
mid-level provider. Candidates must
be Board Certied/Board Prepared
Emergency Medicine physicians
committed to providing high quality
care in a community setting. These are
employed positions with competitive
salary, LIABILITY INSURANCE
WITH TAIL COVERAGE, and other
excellent benets. Please reply with
C.V. to Dave Barlow, Physician
Recruiter, Crozer-Keystone Health
Network by email at dave.barlow@
crozer.org. For more information about
these institutions and the CrozerKeystone Health System, please see
our website at www.crozer.org. 
Pennsylvania, Greenville/Sharon:
Join Pennsylvania’s Leader in
Emergency Medicine UPMC Horizon,
with hospital sites in Greenville and
Farrell, PA, serves the Mercer County
region in northwestern PA and offers a
wide range of services at both campuses.
The Greenville Campus ED sees 17,000
patients annually with 24 hours of
physician coverage (12 hour shifts)
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and 10 hours of mid-level provider
coverage. The Shenango Valley Campus
ED sees 15,000 patients annually with
12-hour physician shifts. The cost of
living is low, the patient population is
pleasant, outdoor activities are plentiful,
and the amenities of Pittsburgh are
easily accessible. We offer an excellent
salary with full benets including:
paid malpractice insurance with tail,
employer-funded retirement plan, paid
health insurance, CME allowance, and
more. Board certication/prepared in
EM is required. Call Dr. Robert Maha
at 888-647-9077/Fax 4124327480 or
e-mail mahar@upmc.edu. EOE. 
Pennsylvania, Pittsburgh: Alle-Kiski
Medical Center in Natrona Heights is
currently building a brand new ED to
see 34,000 emergency pts./yr. Situated
just 18 miles north of downtown and
nearby some of the city’s most desirable
residential communities. Outstanding
partnership opportunity includes equal
prot sharing, equity ownership, funded
pension, open books, full benets
and more. Contact Steve Rudis, MD,
(careers@emp.com), Emergency
Medicine Physicians, 4535 Dressler Rd,
NW, Canton, OH 44718. 800-828-0898
or fax 330-493-8677. 
Pennsylvania, south of Pittsburgh:
Monongahela Valley Hospital is
community hospital located 30 miles
south of Pittsburgh, PA. The surrounding community offers a great lifestyle
with affordable housing and a low cost
of living, and is close to the amenities
of Pittsburgh. The new state-of-the-art
ED sees 34,000 patients annually with
41 hours of physician coverage and 12
hours of mid-level provider coverage.
We offer an outstanding compensation/
benefit package including paid
malpractice insurance with tail,
employer-funded retirement plan,
paid health insurance, CME allowance,
etc. Call Dr. Robert Maha at
888-647-9077/ Fax 412-432-7480
or email at mahar@upmc.edu. 
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Pennsylvania, York: Memorial Hospital in York is
host to a respected osteopathic EM residency program
and sees 41,000 annual ED visits. Outstanding
partnership opportunity includes equal prot sharing,
equity ownership, funded pension, open books,
full benets and more. Contact Steve Rudis, MD,
(careers@emp.com), Emergency Medicine Physicians,
4535 Dressler Rd, NW, Canton, OH 44718.
800-828-0898 or fax 330-493-8677. 
West Virginia, Charleston and Bluefield: EM
Physician opportunities within democratic group in
Charleston and Blueeld, WV. Charleston opportunity
is within three-hospital system with 100,000 annual
visits. This facility includes a Level I trauma center
and numerous allopathic & osteopathic residency
programs including EM. Blueeld opportunity is a
36,000 volume ED located on WV/VA border. This
scenic location neighbors the state’s highest mountain.
Enjoy workinig within an established, stable group with
optimal patient/physician ratios and acclaimed risk
management program. Excellent model and benets
providing malpractice, employer-funded pension, family
medical plan, CME, incentive income, plus shareholder
opportunity at one year with no buy-in! Contact Rachel
Klockow, Premier Health Care Services, (800) 406-8118,
rklockow@phcsday.com, fax (954) 986-8820. 
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Looking for a rewarding career
Pennsylvania’s Leader in Emergency Medicine
opportunity in emergency medicine?

You just found it.

ERMI
a part of UPMC

Quantum One Building
2 Hot Metal Street
Pittsburgh, PA 15203
Telephone: 888-647-9077
Fax: 412-432-7490

ERMI is Pennsylvania’s largest emergency medicine physician group and is part of
the prestigious University of Pittsburgh Medical Center, one of the nation’s leading
integrated health care systems. ERMI is a physician-led company that offers
unmatched stability, and a host of other advantages:
• Multiple sites in western Pennsylvania/Pittsburgh area
• Suburban, urban, and rural settings
• Coverage averages less than two patients per hour
• Excellent compensation and benefits
• Employer-paid occurrence malpractice with tail
• Employer-funded retirement plan
• CME allowance
• Equitable scheduling
• Abundant opportunities for professional growth

For more information about joining Pennsylvania’s emergency medicine leader,
call Robert Maha, MD, MBA, FACEP, President and Chief Medical Officer, at
1-888-647-9077, or send an email to mahar@upmc.edu.
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Longview Emergency
Medicine Associates
Longview, TX
Service marked by quality and dedication
Management marked by character and integrity
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West Virginia, Wheeling: Ohio Valley Medical Center
is a 250-bed community teaching hospital with a brand
new-ED under construction. AOA approved Osteopathic
EM/IM residency program. Enjoy teaching opportunities,
full-specialty back up, active EMS program, and 22,000
annual visits. Outstanding partnership opportunity includes
equal prot sharing, equity ownership, funded pension,
open books, full benets and more. Contact Steve Rudis,
MD, (careers@emp.com), Emergency Medicine Physicians,
4535 Dressler Rd, NW, Canton, OH 44718. 800-828-0898
or fax 330-493-8677. 

Some of our LEMA family

Opportunities available with LEMA for BC/BP
Residency-trained EM Physicians.
Independent contractor status with productivity
compensation
Paid professional liability insurance
2 year partnership track
Contact Teri Geen: tgeen@psrinc.net
(800) 346-0747 ext. 3168 or visit www.lemaed.net.

West Virginia, Weirton (near Pittsburgh, PA): Weirton
Medical Center affords easy access to desirable residential
areas and amenities in WV and PA. The ED treats 40,000
patients annually. Outstanding partnership opportunity
includes equal prot sharing, equity ownership, funded
pension, open books, full benets and more. Contact Steve
Rudis, MD (careers@emp.com), Emergency Medicine
Physicians, 4535 Dressler Rd, NW, Canton, OH 44718.
800-828-0898 or fax 330-493-8677. 
Wisconsin, Eau Claire: Outstanding opportunity for
ABEM (or AOBEM) certied/EM residency trained
physicians to join a well-established, top quality group

S

and organic food producers in the world. The region oers a pleasant
pace of life, low crime, friendly people, excellent educational opportunities and aordable housing. The Bangor area is widely regarded
as a wonderful place to raise a family.

MAINE:

Once the home and playground of lumber barons, the area is experiencing a rebirth as a four-season sports, recreation and tourist destination, with nearby Acadia National Park, Bar Harbor and the many
other scenic harbors and towns up and down the Penobscot River and
Bay. Sugarloaf USA, one of the premier outdoor, golf and ski resorts
in the east, is just two hours away by car. When it’s time to travel farther, there is easy access to Interstate 95 and Bangor International
Airport, with connecting ights to any destination.

t. Joseph Hospital, a 112-bed non-prot acute care community
hospital with an outstanding reputation for providing quality
care to the residents of the Bangor area and “Down East” Maine, is
recruiting an A.B.E.M certied or prepared physician to complete its
group of dedicated emergency physicians. The current stang plan includes 34 physician hours and
16 mid-level hours per day for 24,000 annual visits.

a relaxed, collegial and supportive work enThe Way Enjoy
vironment with the latest technology, both in the
ED and throughout the hospital. We
are designing an expansion and further modernization of the ED, with an
eye towards future new construction.

Life Should Be

We are a group of physicians who support one another, recognizing
that patient satisfaction is best achieved through staff satisfaction.
There are also ample opportunities for leadership development and
participation in the Department’s policies and direction. We have
good access to needed specialties, and we virtually never board admitted patients in the ED.
The Bangor area oers a variety of cultural attractions, including
drama, music, visual arts and the agship campus of the University
of Maine. Maine is home to one of the largest collections of natural

We oer a highly competitive compensation package, including relocation, student loan repayment, retirement and incentive plans,
signing bonus, plus contracted vacation and CME time.
Please contact: Charles F. Pattavina, MD, F.A.C.E.P.
Medical Director and Chief, Department of Emergency Medicine
207.907.3350 z charles.pattavina@sjhhealth.com
St. Joseph Healthcare
St. Joseph Hospital

In the Spirit of Healing
Sponsored by the Felician Sisters

www.stjoeshealing.org

Rangeley Lakes Region, Maine
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OWNED BY PHYSICIANS, MANAGED BY
PHYSICIANS, DESIGNED FOR PHYSICIANS

Employee status with independent
career design
Outstanding benefits package
Flexible scheduling to maximize
quality of life
Appealing locations with affordable
cost of living
Personal Relocation Assistant
FOR MORE INFORMATION
PLEASE CONTACT:
Amanda Meyer
859.335.9041 x222, or
859.797.0548
ameyer@mesaer.com

in an exciting new practice setting. Innity HealthCare
has assumed the ED management and stafng
responsibilities at Sacred Heart Hospital in Eau Claire,
Wisconsin. A college town, Eau Claire is a major
metropolitan center in northwest Wisconsin, surrounded
by lakes and recreational areas within a short distance
to Minneapolis, MN. This represents a truly outstanding
opportunity for qualied candidates to participate in
the reorganization of a quality EM boarded physician
practice while joining a highly regarded group, Innity
HealthCare. Excellent compensation and comprehensive
benet package including the exceptional benet of
distributed ownership/equity. The practice is 25K
patients/annum & growing, tertiary neuroscience
capabilities, Level III Trauma Center & Paramedic
Medical Control Center with group responsibility for
the Paramedic Training Center, an efcient physical
plant with UC/Fast Track area, Physician Assistant
partners and a high quality nursing and support staff.
Please direct inquires to: Mary Schwei or Johanna
Bartlett at Innity HealthCare Inc; ihc-careerops@
innityhealthcare.com, 111 E. Wisconsin Ave, Suite 2100
Milwaukee, WI 53202 fax (414)290-6781 or at the toll
free number 1-888-442-3883. 

Fairview Health Services
Opportunities in Minnesota
to ﬁt your life
Fairview Lakes Medical Center in Wyoming, Minnesota, located just
30 miles north of St. Paul continues to expand to meet the growing
patient population in communities just north of the Twin Cities.
We are seeking two physicians to care for patients in our Emergency
Department.
t 1SPWJEFEJSFDUQBUJFOUDBSFJOPVSOFX TUBUFPGUIFBSU
Emergency Department.
t 8PSLIPVSTIJGUT JODMVEJOHXFFLFOET
t 4FFBOBWFSBHFPGQBUJFOUTQFSIPVS
t &OKPZDPNQFUJUJWFTBMBSZXJUIQSPEVDUJWJUZDPNQPOFOU 
comprehensive beneﬁts and malpractice insurance.
t -JWFJOBTVCVSCBOPSDIBSNJOHTFNJSVSBMDPNNVOJUZɨ
 JTBSFB
is known for the peace and serenity of rural living and easy access
to the metropolitan area for dining, cultural and sporting events.
Shape your practice to ﬁt your life as a part of our nationally
SFDPHOJ[FE QBUJFOUDFOUFSFE FWJEFODFCBTFEDBSFUFBN
'PSNPSFJOGPSNBUJPO DPOUBDU-BVSFO#FDLTUSPN  
 GBY recruit1@fairview.org, or visit us online at
fairview.org/physicians.

fairview.org/physicians
EEO/AA Employer
TTY 612-672-7300
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Tampa Bay Emergency Physicians
Tampa, Florida

Place your message here. For maximum impact, use two or three sentences.

•
•
•

Four ED Network with Partnership Track
Volume from 15,000-65,000/year with Excellent Coverage
Competitive compensation, partially RVU based, outstanding benefit package

Emergency Medicine trained or BC/BP sought for progressive physician owned group
practice in Tampa Bay. Great working environment and location offers choice of convenient
city or suburban living on the beautiful west coast of Florida. Outstanding recreational and
cultural activities, major league sports, world class shopping and restaurants, and
nationally recognized schools make this a perfect area for you and your family.
Contact: Human Resources (813) 972-4199 x 302 Fax 813.769.7265
www.tbeponline.com

In the business of saving lives,
how about we start by improving yours.

JOIN

MEP

We’re passionate about emergency medicine. And we believe
satisﬁed medical professionals provide better care. Join our
team at one of ﬁ ve excellent Maryland facilities and enjoy the
lifestyle you deserve, including:

s A healthy work-life balance
s Above-market compensation
s Ownership opportunities
s Comprehensive health beneﬁts
s Malpractice insurance
s 401(k) with company contributions
s FT, PT, and PT with beneﬁts

positions available

EmergencyDocs.com
Emergency medicine physicians, please contact Amy-Catherine McEwan
at 301.944.0049 or e-mail CV to ACMcEwan@emergencydocs.com.
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Fort Worth, Texas

Emergency Medicine Residents’ Association
1125 Executive Circle
Irving, Texas 75038-2522
972.550.0920
www.emra.org

When you find
the right fit

Big names can rub you the wrong way. Maybe they don’t know what it’s
like to be in your shoes or they’re corporate suits more concerned with
watching their bottom line than your back. At Emergency Medicine
Physicians we’ve been there. Founded by physicians dedicated to
delivering the best in emergency medicine, we’re exclusively owned by
emergency medicine residency trained, board certified physicians.
If your perfect fit includes locations rich in culture and entertainment,
a schedule you make your first year, equal equity, democratic organization
and competitive benefits, try us on. Email us at careers@emp.com or visit
EMP.com today.

you know it.
EMP.com

800-828-0898

