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There I was...
Nathan Schlicher, MD, JD, St. Joseph Medical Center, Tacoma, WA, University of Washington Medical Center,
Seattle, WA, Legislative Advisor

L

(Pictured left to right) Drs. Schlicher,
Schneider, Auerbach and Gardner.

President Obama announcing his
push forward of healthcare reform.

ike all good stories in the emergency
department, mine began the same.
There I was, in Washington, D.C.,
minding my own business, having just
recieved a Leadership Award from the
American Medical Association...when
out of nowhere, I received a call inviting
me to the White House! To say the least,
I was stunned. I wondered if I was being
pranked or if they had the wrong number.
On the other end of the line though were
credible sources from EMRA and ACEP.
The event for which we were invited –
the President’s announcement to push
forward with healthcare reform on
March 3, 2010 – was a gathering of the
leaders of medicine with the President in
the East Room of the White House. After
a year of working to have a seat at the
table, ACEP was honored with four seats
out of approximately 120 invitees. ACEP
extended that honor to EMRA when they
invited me to join them.
The other attendees to the event were
Angela Gardner, MD, FACEP, President

of ACEP, Sandra Schneider, MD,
FACEP, President-Elect of ACEP, and
Bruce Auerbach, MD, FACEP, member
of the ACEP Federal Governmental
Affairs Committee. Quite a distinguished
delegation put together in under a day!
It is important to keep in perspective
what this honor means to our specialty
and the direct result of the hardwork
of staff, leaders, and our membership.
While our presence at the meeting was
an endorsement of our position as an
important stakeholder, it was not an
endorsement or support of the legislation
not passed or any specific piece of
legislation. EMRA and ACEP will
continue to advocate for our patients,
access to care, and adequate educational
opportunities for our membership. We
need your help in these efforts. The best
place to start is in Washington, D.C. at
the ACEP Leadership and Advocacy
Conference in May. Make the trek to D.C.
and who knows, maybe the next call you
receive will be an invitation to the White
House! n
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Antibiotic Guide

by Salibad the Sinner –
Version 1.0.1 – Jan 22, 2010

Best of Class

“Excellent format and
interface.”

by Sardamann –

Version 1.0.1 – March 23, 2010

“As an Infection Preventionist
and a Microbiologist I find
it an incredible source
of information. Flow is
very logical and essentials
are readily available.
Perfect work.”

EMRA
ABX GUIDE
iPhone App

Easier than
Sanford

by Geekstrap – Update
“It’s easier to navigate
and the suggestions
actually seem more
in line with actual
practice.”

or Download through your
iTunes account on Apple.com
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August 15, 2010
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Washington, DC
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SAEM Annual Meeting
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Phoenix, AZ
AMA MSS / YPS / RFS and House of Delegates Meeting
Chicago, iL
Annals of Emergency Medicine Resident Editorial Board
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EMRA/ACEP Health Policy Mini-Fellowship Application
Deadline
ACEP Teaching Fellowship
Dallas, TX
EMRA Travel Scholarship to ACEP Scientific Assembly
Applicatios
Deadline
EMRA Fall Awards Application
Deadline

Advertisingguidelines
Thank you very much for your interest in advertising with EM Resident. As the largest organization to
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of our specialty. EMRA’s mission statement is to promote excellence in patient care through the education
and development of emergency medicine residency-trained physicians. It is our belief that this provides the
best patient care in an emergency department setting.
To support our mission and provide the greatest advantage to our residency-trained members searching for
jobs, we welcome you to advertise in EM Resident, but require that all positions advertised in our publication
be addressed only to board-certiﬁed/board-prepared, residency-trained emergency physicians.
For the sake of consistency, the use of the terms “ED,” “emergency department,” and “emergency
physicians” are preferable to using “ER” or any such derivation.
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President’smessage
Edwin Lopez, MD

Loma Linda Medical Center
Loma Linda, CA
President

Dear members,
The Texas Medical Board has recently authorized diplomats of the American Board of Physician
Specialties (ABPS) to advertise themselves as “board certified” in emergency medicine. ABPS does not
mandate that its diplomats complete an approved residency training program in emergency medicine.
Physicians in primary care specialties and anesthesia may become “board certified” in emergency
medicine by ABPS after gaining experience on the field. EMRA maintains that the only pathway to board
certification is through an approved ACGME or AOA emergency medicine residency training program.
Here is our letter to the Texas Medical Board.

Emergency Medicine Residents’ Association

March 26, 2010
Re: ABPS/BCEM Board Certification
Dear Texas Medical Board:

The Emergency Medicine Residents’ Association (EMRA) is the largest independent resident physician organization in
the nation, promoting excellence in medical education and patient care since 1974. In representing over 90% of residents
training in emergency medicine, we are deeply troubled by the recent decision allowing non-residency trained physicians
in Texas to advertise themselves as “board certified” through the American Board of Physician Specialties (ABPS).
EMRA strongly believes that training in an accredited emergency medicine residency program is the only pathway to
board certification. EMRA only recognizes the American Board of Emergency Medicine (ABEM) and the American
Osteopathic Board of Emergency Medicine (AOBEM), both of which require residency training. The quality, caliber
and depth of knowledge learned through a formal 3 to 4 year training program devoted to emergency medicine cannot be
substituted by unsupervised experience on the field.
The ABPS, which is the governing body for the Board Certification of Emergency Medicine (BCEM), allows physicians
trained in other specialties to represent themselves as “board certified” in emergency medicine to the public without
completing an approved residency in the specialty. In a time when half a century of training skills have evolved into a
specific, unparalleled and focused education the two are not comparable.
EMRA is greatly appreciative of the innumerable physicians who have helped staff hospitals nationwide for years and that
began prior to the current availability of residency training programs. Nowadays, residency programs are widely available
and have evolved significantly, going as far as producing subspecialties in emergency medical services (EMS), toxicology,
emergency ultrasonography and disaster medicine to name a few. It is misleading to imply equivalency without residency
training by asserting “board certification.”
Emergency medicine is one of the more competitive specialties. Given the critical nature and the rapid analytical decisions
that must take place, medical student applicants currently rank among the highest in their class. Alternative pathways
of board certification will compromise this by allowing medical students that did not successfully gain entry into an
emergency medicine residency program to complete another training program and still practice as “board certified”
emergency physicians, a fact to which the majority of the public will not be aware.
Board of Directors
Edwin Lopez, MD
President
Joshua Moskovitz, MD, MPH
Immediate Past-President
Treasurer
Nathan Deal, MD
President-Elect
Carson Penkava, MD
Secretary, EM Resident Editor
Eric Maur, MD
ACEP Representative
Todd Guth, MD
Academic Affairs Representative
Stephen Tantama, MD
RRC-EM Representative
Jonathan Heidt, MD
Director-at-Large
Steven Horng, MD
Technology Coordinator
Nathan Schlicher, MD, JD
Legislative Advisor
John D. Anderson
MSGC Chair
Representative Council Ofﬁcers
Kaedrea Jackson, MD, MPH
Speaker & President-Elect
Angela Fusaro, MD
Vice-Speaker
Executive Director
Michele Byers, CAE

Pediatricians are trained in pediatric residency programs, surgeons in surgery residency programs, anesthesiologists
in anesthesia residency programs. Emergency medicine is a highly specialized field that must also retain and protect
its requirement for focused residency training. The concept that we can cross specialties by on the field experience
undermines our medical education and the nature of medical residency training.
None of these concerns is greater than that of public misconception. The lay public is not privy to the differences between
“board certified”, “board certified in ABPS” or “board certified in BCEM” and will assume that residency training in
emergency medicine was achieved by the physician rendering care. This will prevent patients from making an informed
decision regarding who they choose for their care.
We implore the Texas Medical Board to retract the position allowing ABPS-certified physicians to advertise themselves
as “board certified”, “board certified in ABPS”, or “board certified in BCEM” for the reasons aforementioned. It would
unknowingly be doing a great disservice to the thousands of physicians currently in emergency medicine residency training
programs, the tens of thousands of residency trained physicians currently working in our communities and the millions of
patients they serve.
Thank you for your consideration of this very important issue. Please feel free to contact us if you have any questions or
need more information.
Respectfully,

Edwin Lopez, MD
President
Emergency Medicine Residents’ Association

1125 Executive Circle

Irving, TX 75038-2522

Phone: 866.566.2492

Fax: 972.580.2829

www.emra.org

Boardupdate
•

•

Calling all contributing authors! The
new EMRA blog EMPostCall.com is
up and running! The perfect platform
to share a terrific story, connect with
other EM residents, or discuss topics
and issues that are at the forefront of
our specialty. Contact Alicia Hendricks
for more information on how you
can become a contributing author at
ahendricks@emra.org. n
2010 ACEP Leadership and
Advocacy Conference (LAC) will

be held May 16-19th in Washington,
D.C. This always-inspiring meeting
will be more exciting than ever with
discussions surrounding the latest
in healthcare reform legislation. Be
sure to ask your program or State
Chapter if they’re participating in the
“Chair’s Challenge,” a campaign to
provide as many travel scholarships
as possible for residents to attend the
conference! n
•

EMRA events at the 2010 SAEM
Annual meeting in Phoenix! Mark

your calendar to join us in Phoenix,
Arizona on June 3-6th. Your
Representative Council will meet to
vote on proposed resolutions. EMRA
committee meetings are held to
hammer out objectives for the coming
academic year. Don’t miss the EMRA
National EM Jeopardy Contest where
six programs from around the country
will battle it out for fabulous prizes.
We will end the meeting with the
acclaimed EMRA Party, THE place
to be on Saturday night! Watch the
Website a full schedule of all EMRA
activities. n

•

Board
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Don’t roll the dice on your
emergency medicine career! For your

sure bet, plan now to attend the EMRA
activities at the 2010 ACEP Scientiﬁc
Assembly this September in Las Vegas,
Nevada! Your EMRA leaders and staff
are hard at work creating the tools you
need to succeed in all levels of your
professional career as an emergency
medicine physician. Watch the Website
for more details! n

Carson Penkava, MD
Secretary & EM Resident Editor

University of Colorado School of Medicine
Aurora, CO

msgc@emra.org

EMRAstaff
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Editor’sforum
Consultant’s corner: Orthopedic observation

D

r. George Sutherland is an
orthopedic sports fellow at
The Hughston Sports Medicine
Clinic in Columbus, Georgia.
Q: What physical exam findings
do we [emergency medicine physicians] need
to be more careful about?

Carson Penkava, MD
University of Alabama
Birmingham, AL
Editor EM Resident/Secretary

Editor’s Note: EM
Resident has added a
new editorial feature
— Consultant’s
Corner. This
column features an
interview with a
physician outside of
emergency medicine,
detailing the art
of a proper phone
consult to their given
specialty.
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A: The most common injury that I see
emergency medicine residents/physicians
miss is a posterior dislocation of the shoulder.
The best physical exam finding for posterior
dislocation is lack of external rotation; also
look for a prominent coracoid process and a
“fullness” at the posterior aspect of the joint. I
know that you learn the classic mechanisms of
seizure or electrical shock, but I see this injury
often after motor-vehicle trauma, falls, and
sports injuries. Always examine patients with
their shirts off, and I recommend axillary views
for nearly all shoulder injuries. Sometimes,
this view is not taken because of fear of putting
the patient in pain; however, 20 degrees of
abduction should provide an adequate view and
can generally be performed even by patients
who have fractures.
Q: Talk to us about emergency physicians
reducing a dislocated artificial hip joint.
A: Some surgeons feel that their risk is as
much as yours in terms of separating the
modular head from the stem. Some would
prefer to do it themselves. Prolonged
dislocation of a total hip replacement is
much less dangerous than with a native hip,
although sciatic injury can occur; however, the
patient is usually in significant pain until the
joint is reduced. Either way, get a complete
series after reduction. A single view can look
concentric and reduced, but the lateral view
will show that the ball just hanging on the lip.
Also, be sure to assess range of motion after
any type of dislocation.
Q: What do we do the most that bugs you (as
consultants)?
A: Calling as a “head’s up” before all labs are

available. Gather all your data first. A great
example is joint fluid in a suspected hot joint;
I need to know if there are crystals in the fluid,
and I have to know the white count before I
can decide if I am taking this person to the
operating room to wash out his joint.
Also, if there is gross deformity, reduction
is best tried as soon as possible. A lot of
emergency physicians are worried about
“making things worse,” but iatrogenic
injury during reduction is extremely rare
and is less of a risk than the neurovascular
complications from angulated, displaced, or
dislocated bones.
The other side of the coin is that I really like
it when emergency physicians call (during
reasonable hours) to let me know of a problem
that they have taken care of on my patient. If I
am expecting Ms. Smith to see me for a wrist
injury and she doesn’t show up the next day,
I can call her at home and ask her to come in.
When I do this for a patient, she knows that her
emergency and orthopedic physicians work as a
team and that we really care about her.
Q: What’s the deal with the Dr. Jekyll/Mr.
Hyde consultant?
A: In the real world, consultants who treat
emergency medicine physicians like crap
don’t get called too often, and they pay for it
in lost revenue. When you are a resident, do
good work and stand up for yourself when
someone gives you a hard time. On the other
hand, if your workup is inadequate, if you don’t
know something you should, or if you forgot
something, own up to it, apologize, and take it
when the consultant reams you out.
Q: Any final words of wisdom?
A: You never do a patient a favor by limiting
your physical exam secondary to pain. It’s
OK to treat their pain and come back for a
re-examination when they have better pain
control, but you must examine your patients.
Missed injuries are bad news; you will miss an
injury if you don’t look. n
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Dr. Carol Rivers’
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Dr. Rivers’ nationally recognized
Board Review materials

Order Yours Today!
www.ohacep.org/riversboardreviewproducts
(614) 792-6506
(888) 642-2374
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Speakerreport
Madam Speaker,
I second the motion!
T

he notion of parliamentary procedures
might make some individuals feel like
they’ve been poisoned with a cholinergic
drug. An individual may become
diaphoretic, confused, and have a number
of loose bowel movements. Despite the
anxiety they cause, these guidelines make
the world go around and are easier to learn
than most people think.

Kaedrea A. Jackson, MD, MPH
SUNY Downstate Medical Center
Brooklyn, NY
Speaker of the Council

“The bottom
line is
parliamentary
procedures are
as much a part
of medicine
as they are
politics.”
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Parliamentary procedures are not just
part of governmental politics but also
part of medicine. The American Medical
Association (AMA), American College
of Emergency Physicians (ACEP), and
the Emergency Medicine Residents’
Association (EMRA) use parliamentary
procedures to conduct business at their
annual meetings. Program Representatives
who attend EMRA’s bi-annual
Representative Council meeting use
these procedures to vote on important
resolutions that affect the organization.
Parliamentary procedures are a body
of rules that govern meetings and other
operations of organizations or legislative
bodies. The rules were developed in the
1800s to allow the majority to make
decisions effectively and efficiently, while
ensuring fairness towards the minority
and giving each delegate the right to voice
an opinion. At its heart is the will of the
majority with respect for the minority.
Multiple patterns of parliamentary
procedures exist. EMRA uses the Sturgis
Standard Code of Parliamentary Procedure.
It’s a simpler and more streamlined version
of Robert’s Rules of Order.

Have you ever been in a room with
100 doctors who all want to speak?
We would never get anything done
if everyone spoke at once or jumped
from topic to topic. Parliamentary
procedures keep us on track. The rules
dictate how discussions and motions
are brought to the floor. In addition,
it details in what order the presiding
officer should proceed through business.
Application of parliamentary procedures
increases the likelihood of a turning
long, confrontational meeting into short,
painless one.
So let’s get down to some examples.
Below are common motions heard
at meetings using parliamentary
procedures. Get acquainted. At some
point throughout your career, you may
encounter them.
The bottom line is parliamentary
procedures are as much a part of
medicine as they are politics. To get
yourself familiar try using a simplified
version the next time you are in a
decision making group, for example,
with your friends or family planning
an activity or event. If the idea of
parliamentary procedures still brings on
the classic SLUDGE symptoms of the
cholinergic toxidrome, remember at the
EMRA Representative Council meeting
there will be a number of individuals
and handouts to assist you through the
meeting logistics. If that is not enough to
ease your nerves, you can always attend
our Town Hall, which takes place after
each council meeting. There you can
speak freely on whatever topic you like.

You Want
Bring business before
assembly (a main motion)
Modify wording of motion
Parliamentary question
Close meeting
Take break
Register complaint
Close debate and vote
immediately
Limit or extend debate
Refer to committee

You Say
I move that...

2nd?
Yes

I move to amend the
motion by...
Parliamentary inquiry
I move that we adjourn
I move to recess for...
I rise to a question of
privilege
I move to close debate
I move to limit debate to...
I move to refer the motion
to...

Madame Speaker, I move to adjourn this
article. Second. Any debate? I move to
close debate. Second. We will now vote
on closing debate. All those in favor raise
your hand. All those against? Debate is
closed. We will now vote on the main

Debate? Amend?
Yes
Yes

Vote?
Majority

Yes

Yes

Yes

Majority

No
Yes
Yes
No

No
No
Yes
No

No
No
Yes
No

None
Majority
Majority
None

Yes

No

No

2/3

Yes
Yes

Yes
Yes

Yes
Yes

2/3
Majority

motion. All those in favor of adjourning
the article raise your hand. All those
against? The motion passes. Article
adjourned.
Now that wasn’t so hard, was it? n

Ways to get involved!
Make a difference in your
specialty through EMRA

Write a resolution. A resolution is essentially
a directive for EMRA to take a certain action
or to form a policy. Resolutions for the
EMRA Representative Council meeting to
be held at Society for Academic Emergency
Medicine (SAEM) Annual Meeting are due
April 21, 2010. Visit the EMRA Website for
more details, examples, and to submit your
resolution online. You can always request
more information from the Speaker of the
Council at speaker@emra.org.

Get involved with EMRA’s
Conference Committees

We are currently recruiting volunteers for the
EMRA Representative Council Conference
Committees held at the 2010 SAEM Annual
Meeting. These committees are a great way
to get involved in EMRA, to see how EMRA
operates and to meet the board and staff.
They include the Reference Committee,

Credentials and Tellers Committee, and
Sergeant-at-Arms. Committee members
help the flow of the Representative Council
meeting run effectively and only exist for the
length of the SAEM conference. Deadline
for applications is May 6, 2010. If interested,
or for more details, check online or contact
Angela Fusaro at vicespeaker@emra.org.

Become an EMRA
Regional Representative
The purpose of the Regional Representative
network is to identify and empower new
leaders within our specialty, to write
resolutions that influence our medical practice,
to participate in the Representative Council,
and to facilitate communication between the
Program Representatives and the EMRA
leadership. EMRA will begin collecting
applications for Regional Representatives for
the 2010-2011 academic year in June 2010.
Interested parties please send your curriculum
vitae and letter of intent to Angela Fusaro, MD
at vicespeaker@emra.org by June 18, 2010.

For more details on these and other ways to be
involved in EMRA visit www.emra.org.

Fantastic
turnout
for Council of
Residency Directors
(CORD) Academic
Assembly

F

or those residents not familiar with
the CORD Academic Assembly, the
conference provides many fundamental skills
to develop yourself as a professional educator
and to kick-start your career in academics.
Although much of Academic Assembly is
tailored to established educators and junior
faculty educators, residents gain much from
participating in this premier educational
conference in emergency medicine. A specific
track organized for residents covered the
topics of Transitioning to Junior Faculty, CV
and Portfolio Building, Billing and Coding in
addition to an interactive session on “Can’t
Miss Cases.” Additionally, the familiar
“Navigating the Academic Waters Track”
launched a new three-year curriculum with
workshops for developing skills in speaking,
writing, and teaching.
Networking opportunities abound between
the educational sessions, continental
breakfasts, and catered lunches. New this
year, EMRA sponsored a Resident/CORD
Board of Directors Mixer that provided an
additional opportunity to meet some of the
biggest names in emergency medicine.
EMRA provided three $500 scholarships
to attend the CORD Academic Assembly
as winners of the EMRA Faculty
Development Award to senior residents
aspiring to become medical educators.
This year’s winners were: John Hougland,
MD, Denver Health Medical Center, Carrie
Cregar, MD, UMDNJ University Hospital,
and William Goldenberg, MD, SUNY
Brooklyn.
Mark your calendar for next years’ CORD
Academic Assembly in San Diego March
2nd-5th, 2011.In addition to applying for
EMRA’s scholarship, residents should look
to attend in order to showcase their latest
educational innovation or educational
research at the CORD peer-reviewed
academic poster session. n
April/May 2010
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RRC-EMupdate
State of the emergency
medicine specialty
C

urrently in the 2009-2010 Academic Year there are 155 ACGME accredited
emergency medicine programs of which 124 are three years in length and the other
32 are four years in length. Approximately 88 percent (4982 of 5675) of approved
resident positions are filled. Of the 24 accredited Medical Toxicology Programs, 52 of
the 88 approved positions are filled. In Pediatric emergency medicine, there are 63 of
75 positions filled in the 21 accredited programs. Sports Medicine has eight of eight
positions filled in five programs. And lastly, seven of 12 positions are filled in the six
Undersea and Hyperbaric Medicine programs.

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

Semiannually, the Residency Review Committee for Emergency Medicine (RRC-EM)
meets to review both core emergency medicine and subspecialty programs. The purpose
of the reviews is to ensure all residents graduating from an ACGME-accredited program
receive equivalent and adequate training. Results from the February 2010 RRC-EM
meeting in Santa Barbara, CA are as follows:
Five new Core EM (2), Medical Toxicology (2), and Undersea & Hyperbaric programs
(1) were approved.
1. Staten Island University Hospital Emergency Medicine Residency Program
Staten Island, NY ( PGY1-3; 8 residents/yr)
Program Director: Moshe Weizberg, MD
2. Baylor College of Medicine Emergency Medicine Residency Program
Houston, TX (PGY1-3; 12 residents/yr)
Program Director: Grish Bobby Kapur, MD
3. Texas Tech University Health Sciences Center / Paul L Foster School of Medicine
Medical Toxicology Program
El Paso, TX (2 fellows/yr)
Program Director: Stephen Borron, MD
4. Washington University/B-JH/SLCH Consortium Medical Toxicology Program
St. Louis, MO (2 fellows/yr)
Program Director: Sarah Eliza Halcomb, MD
5. SUNY Upstate Medical University Undersea and Hyperbaric Medicine Program
Syracuse, NY (1 fellow/yr)
Program Director: John McCabe, MD
The next RRC-EM meeting will be held in Chicago, IL September 10-11, 2010. If you
have any questions, please refer to the ACGME Website and the Emergency Medicine
RRC newsletter which can be found on the ACGME Website (http://www.acgme.org/
acWebsite/navPages/nav_110.asp). Congratulations and a great welcome to all the new
programs! n
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ACEPrepresentative
update

Access to care a critical issue
O
n a daily basis, I hear the same story from
my patients in the emergency department,
and I’m sure many of your patients are telling
you the same stories as well. “I have a GI
referral, but the first appointment they have
available is in three months,” or “I called my
neurologist, but he can’t get me in for another
month.” And let’s not forget “I’m scheduled
for a MRI, but it’s not for three more months”
or “I’m scheduled to have my tooth pulled…in
four months.”
Every time I hear stories like these, I wonder
what would happen if our patients were able
to obtain these services sooner. Would they
actually obtain timely outpatient care, instead
of constantly relying on the emergency
department to serve both their primary and
long-term care needs?
Thanks to new legislation in the state of
California, we may soon find out. In January,
California adopted a set of health care
access standards, becoming the first state
to adopt such legislation. Governor Arnold
Schwarzenegger stated that “timely access to
comprehensive health care services is critical
for both diagnosis and treatment, and these
regulations will ensure nearly 21 million
Californians can access physicians and other
health services in a quick and appropriate
manner.”
These regulations require HMO’s to ensure
that they have enough providers to meet
specific access time frames, which include:
• Telephone triage or screening on a 24/7
basis
• 30 minute maximum wait time for
telephone triage
• 48 hours for urgent-care appointments not
requiring pre-authorization
• 96 hours for urgent-care appointments
requiring pre-authorization

•
•
•
•
•
•
•

10 business days for non-urgent primary
care appointments
15 business days for non-urgent specialist
appointments
10 business days for non-urgent mental
health appointments
15 business days for non-urgent ancillary
services
72 hours for urgent dental care
36 business days for non-urgent dental care
40 business days for preventive dental care

Set to take effect in January 2011, these
regulations certainly provide food for thought.
Based on my personal experiences as patient,
parent, and concerned family member, I know
how difficult it can often be to get a return
phone call from a specialty provider within
a reasonable time frame, let alone obtain an
appointment without waiting for weeks or
months. Even scheduling a routine health exam
for my children requires at least a month of
advanced planning. So I can certainly see the
countless advantages these regulations could
bring to the average patient.
There is still an entire year that will pass
before these regulations take effect. And as we
all know, the political machine is constantly
producing new and “improved” rules,
regulations, and policies. So these standards
may change or even be revoked before being
officially implemented. But it is my sincere
hope that we are given the opportunity to see
the results of this “experiment” in California.
Perhaps our patients will truly have better
access to care and ultimately better outcomes.
Or perhaps despite better access there will not
be any difference in outcomes. Only time will
tell what, if any, benefit these regulations will
demonstrate in the long run, but without being
given the opportunity to fail, we will never
know if they can succeed. n

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

“Even
scheduling a
routine health
exam for my
children requires
at least a month
of advanced
planning.”

April/May 2010
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Techtalk

Disasters encourage
technology development

D

Steven Horng, MD
Maimonides Medical Center
Brooklyn, NY
Technology Coordinator

“While disaster
responders
poured into
Haiti,
technology
volunteers
were busy
around
the world
supporting
their efforts.”

isasters force people to leverage their
previous training and experiences
to meet challenges with often inadequate
resources and support. Volunteers must be
more ingenious and innovative. I wanted
to highlight some of the technological
innovations developed and deployed
during the Haiti Crisis, as well as some
technologies on the horizon that may have
a huge impact on future disasters. In many
cases, these technologies were deployed
remotely to aid responders on the ground.

EMResident

•

The Sahana List was put together to
catalog and map Non Governmental
Organizations (NGO) personnel
and to improve intra-organization
communication

Within hours of the Haiti earthquake,
developers launched a build of Ushahidi
for Haiti. Ushahidi, Swahili for testimony,
is a crisis incident management tool that
aggregates and maps crisis intelligence.
Originally developed for the post-election
violence in Kenya, it has been deployed in
South Africa, the Democratic Republic of
Congo, India, and Pakistan.
The premise is simple. Crisis intelligence
is best collected by the victims of a
disaster. Crisis information is crowdsourced from text, Twitter, Facebook, and
other sources. A network of volunteers
then aggregates and enters the data into
the Ushahidi system to become actionable
data for disaster responders.
While disaster responders poured into
Haiti, technology volunteers were busy
around the world supporting their efforts.
Domain experts, developers, and first
responders gathered at local events—
called CrisisCamps—where they worked

12

together to improve technology and
practice for disaster relief. Under the
CrisisCommons banner, they have
accomplished a dizzying array of
projects:

The Life Saver System
water-filtration 750mL bottle unit.

EMF/EMRA
Resident
Research Grant

The Life Saver System
water-filtration 18.5L
jerry can unit.

•

The Person Finder application
helps families reunite by searching
for and cataloging missing person
information.

•

The Open Street Maps project
utilized volunteers to build an open
source map of Port-au-Prince using
satellite imagery, well before any
other map provider.

•

The We Have, We Need Exchange
is an online marketplace for the
exchange of resources and services
for NGO’s operating in Haiti.

CrisisCamps even produced a free
iPhone ap15
p Tradui, a Creole to English translation
mobile application.
•

There are also two emerging
technologies I wanted to highlight.
The Life Saver System is a new
type of water-filtration unit that will
revolutionize humanitarian aid. It is
able to filter down to 15 nanometers,
eliminating even the smallest viruses.
It comes in two configurations—a 750
mL bottle, capable of filtering 4000 L
of water, and a 18.5 L jerry can capable
of filtering 10,000 L or 20,000 L,
depending on which type of filter you

Jody
Vogel,
MD

use. This technology will allow disaster
victims to return to their homes sooner,
instead of clustering around potable
water distribution points. By helping
victims return to their homes sooner,
it may also minimize the burden of
infectious diseases that spread rapidly
through clustered communities.
Another emerging technology—
sustainable refrigeration—has always
been difficult to introduce to developing
countries. It is necessary for the storage
of many vaccines and medications.
Researchers at Stanford are working on
a new type of Stirling engine, fueled by
cooking fires, that will serve as a coolant
device. The football-sized device is first
heated over a fire for 30 minutes and
then is able to refrigerate a 3-gallon tank
for 24 hours. Even more impressive, this
device can be used in perpetuity.
Technology will have a profound
effect on future disasters. Ultimately,
technology’s greatest contribution will
not be sophisticated devices such as the
Life Saver System but rather in helping
to bring people together to work on a
common cause—whether that means
volunteers with a specialized skill set or
even those with just a desire to help. n

The Emergency Medicine
Foundation (EMF), the research
and educational 501 (c) 3 arm of
American College of Emergency
Physicians (ACEP), and Emergency
Medicine Residents’ Association
(EMRA), are pleased to announce
one of the EMF/EMRA Resident
Research Grantees for the 20092010 year, Jody A. Vogel, MD.
She was awarded a $5,000 grant.
Dr. Vogel’s project, entitled,
“Derivation and Validation of a
Trauma Organ Dysfunction Score”
is being studied at the Denver
Health and Hospital Authority in
Denver, CO. Jason A. Haukoos,
MD, MSc is serving as her mentor.
If you are interested in applying for
an emergency medicine research
grant or making a donation, please
go to www.emfoundation.org
or contact the Emergency
Medicine Foundation by calling
(800) 798-1822 x3216.

April/May 2010
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2010 ACEP Leadership
and Advocacy Conference
May 16-19, 2010
Washington, D.C.

For complete conference schedule and registration,
visit www.acep.org. Deadline: May 1, 2010
Be sure to ask your academic chair
about participating in the EMRA Chair’s Challenge.

EMRA/YPS Residents and First Timers Leadership and Advocacy Essentials
Sunday, May 16, 2010
12:30 pm – 12:40 pm Welcome and Introduction
Edwin Lopez, MD, EMRA President and
Kathleen Cowling, DO, FACEP,
ACEP Vice President
12:40 pm – 1:20 pm

Introduction to Advocacy and
Healthcare Reform
Nathaniel Schlicher, MD, JD
EMRA Legislative Advisor

1:20 pm – 2:00 pm

Current Issues and Crises
Jennifer Wiler, MD, YPS Member

2:00 pm – 2:40 pm

Healthcare Economics
Ethan Booker, MD, YPS Member

2:50 pm – 3:50 pm

Roundtable Discussion

4:00 pm – 6:00 pm

Delivering Powerful Presentations
Learn to deliver powerful, eﬀective
presentations at a podium or in your hospital
administrator’s oﬃce; use eﬀective strategies
that convey enthusiasm and executive
presence. Coaches oﬀer critiques that are
constructive and supportive to help improve
your delivery, control and confidence.

6:00 pm – 7:00 pm

Resident and Young Physician Section
Reception

Monday, May 17, 2010
7:00 pm – 7:50 am
Resident’s Welcome Breakfast
Edwin Lopez, MD, EMRA President

2010 Chair’s Challenge
Leadership and Advocacy Conference
Scholars Program
Support the development of our specialty’s
future leaders and patient advocates
What the ACEP Leadership and Advocacy Conference does for Emergency Medicine
Residents:
 Exposes them to the legislative process
 Fosters in them the advocacy spirit
 Teaches them the skills needed to eﬀectively communicate issue-related messages
 Empowers them to actively use these skills as leaders
The experience culminates with the residents, along with the other conference attendees, meeting with their U.S.
Senators and Representatives on Capitol Hill to discuss the most important health policy issues. For complete
schedule and registration form, please visit www.acep.org.

Sponsorship commitment deadline: May 1, 2010
For more information and sponsorship form please visit www.emra.org
14

EMResident

Advocacycorner
About face
W

hen I first sat down to write this article
about healthcare reform it was late
February, we had just seen the Senate lose its
supermajority in the election of Scott Brown
in Massachusetts, and the hope for health
care reform seemed dash. I had planned
on analogizing our current situation to the
time honored military terms of SNAFU and
FUBAR. How had we gotten so hopelessly
adrift after a year of work?
One month later we find ourselves in an
about face. Healthcare legislation has passed
relatively intact. The Republicans, once
celebrating the defeat of healthcare legislation
by Scott Brown’s election, are now screaming
about revolution, repeal, and the political
two step of reconciliation. Coverage will
be extended to some 32 million Americans,
pre-existing conditions are a thing of the
past, “insurance abuses” are gone, fraud is
under assault, and other major changes to the
way we pay for healthcare is under way over
the next four years.
Yet the legislation has not done as much
to address many of the problems that exist
in healthcare delivery, beyond providing
coverage. If we can learn anything from the
implementation from Massachusetts’ own
healthcare legislation coverage five years
ago, the system is not ready. We have too few
primary care physicians who are paid too little
and worked too hard by the current system.
While some minor payment increases are
foreseen and the “promises” of the Medical
Home are touted, this is a glaring abyss within
the legislative promises made. Where will all
those patients who cannot get access to care
(now with insurance) go to? Where else, their
local emergency department and you. This
was demonstrated by the ballooning numbers
of patients seen in the emergency department
after Massachusetts’ reform passed.
There is also the threat of new payment

forms that will further hamper the emergency
department. With Episode of Care (EOC)
and Bundled Payments, there is growing risk
that the fight will be between physicians and
hospitals over reimbursement, not with CMS
directly. These present a clear and present
danger to every hospital based emergency
physician. We will need to be working on
these issues on the regulatory side to limit the
scope and potential for abuse. There is also
the ongoing issue of CMS reimbursement
and SGR cuts that threaten to further push
primary care physicians away from Medicare
and Medicaid, drive down reimbursement,
and threaten the recruitment of excellent
medical students into our field. There is the
inclusion of an independent oversight board
in the regulation that risks putting SGR like
cuts (or worse) in place down the road.
With the two thousands pages of legislation
that has passed, now comes the true
challenge. There will be constitutional
challenges from many states under arguments
of limiting federalism versus the broad reach
of the commerce clause. There will be many
special interests from within and outside of
medicine that will be working to repeal part
or all of the reform. The smallest lines of the
reform will require pages of regulations and
codification in the federal register. Comments
will be needed as these regulations are
published for review. Our work is only
beginning, now comes the large challenges.
Regardless of the voluminous laws passed,
there will be future bills, challenges to
medicine, and ever-increasing need for
physician involvement in advocacy. I hope
that we will see many of you at the Leadership
and Advocacy Conference in Washington,
D.C. this May. Talk to your Chair today about
having them sponsor you in support of the
EMRA Chair’s Challenge. Help guide the
future forward to successful! n

Nathaniel Schlicher, MD, JD
St. Joseph Medical Center
Tacoma, WA
University of Washington Medical Center
Seattle, WA
Legislative Advisor

“Where will all
those patients
who cannot
get access to
care (now with
insurance) go to?
Where else, their
local emergency
department and
you.”
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Clinicalcase
Going nuts over nuts
History and presentation
Paramedics are in route with a 9-year-old
male with a history of chronic persistent
asthma who just finished a two-week
taper of prednisone for an asthma flare.
The boy had eaten a brownie about 30
minutes prior and started to have difficulty
breathing and felt like he was choking.

Todd Guth, MD
Denver Health Medical Center
Denver, CO
Academic Affairs Representative

“Even though
three million
Americans (one
percent of the
total population)
have been
reported to
have an allergy
to tree nuts,
most will never
have more than
mild reactions
to the ingestion
of or exposure
to nuts.”
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Paramedics found the patient supine on
the floor in severe respiratory distress with
diffuse wheezing and poor air movement
throughout his lungs. They attempted
orotracheal intubation but the patient bit
down on the blade. Paramedics initiated
albuterol nebulizer treatments and gave
methylprednisolone 50mg IV during
transport.
Physical exam
On arrival to the emergency department,
the patient was alert but having nasal
flaring, sternal and inter-costal retractions.
The boy was able to state his name but
unable to complete a sentence. Vitals were
temperature 94.6F, heart rate 143, blood
pressure 111/40, respiratory rate 33, and
weight 31kg with O2 saturation of 100
percent on 15L facemask. On skin exam,
no rash was noted, and on HEENT exam,
no oropharyngeal or lip swelling or edema
was evident. The boy was still having
significant inspiratory and expiratory
wheezes with poor air movement. The rest
of the physical exam was unremarkable.
Differential diagnosis discussion
Asthma exacerbations certainly present
with the findings of diffuse wheezing
and respiratory distress as was evident
with this patient; however, the rapidity
of onset and the relationship of the
patient’s clinical deterioration with
eating a brownie forces the astute
clinician to consider other causes of this

presentation. Foreign body aspiration
with resultant stridor or wheezing is a
definite consideration in pediatric patients
with respiratory symptoms shortly after
eating. Often the clinical history of an
aspiration event is not readily apparent to
parents or the physician and a high clinical
suspicion is necessary in any pediatric
patient presenting with a sudden onset of
respiratory distress.
The lack of a rash or oropharngeal swelling
and the past medical history of asthma
should not dissuade the savvy emergency
practicioner that this presentation is likely
a case of anaphylaxis. With additional
history from the mother of the patient,
the brownies were found to be made with
pecans. Even though the patient had no
known sensitivity to pecans, the proximity
of the exposure with the rapid clinical
deterioration of the patient clues us into
the diagnosis. Food allergies in children,
especially shellfish and tree nuts, have
been reported to increase by 17 percent
in the last ten years. Although the overall
incidence of food allergies is increasing, the
numbers of deaths related to anaphylaxis
is relatively few. Less frequent than the
uncommon death due to a lightening strike,
sources report fewer than 150 anaphylactic
fatalities per year.
Initial management
The patient was started on continuous
albuterol nebulizer at 10mg/hr, given
an IV bolus of terbutaline 10mcg/kg.
Epinephrine (1:1000) 0.3mg IM was
administered to this 30mg boy at a dose
of 0.01mg/kg. The patient began giving a
thumbs up to providers after these initial
treatments but was still experiencing
severe respiratory distress. A portable
chest X-Ray failed to demonstrate a
radiopaque foreign body or asymmetric
hyperinflation. Diphenhydramine 30mg IV

Table 1: Epinephrine Dosing and Routes of Administration
ADULTS
Cardiac Arrest
Epinephrine (1:10,00) injection
Anaphylaxis
Epinephrine (1:1000) injection
Epinephrine (1:1000) infusion

1mg iV/iO repeat q5min
0.3mg iM/SQ repeat q5min
1mg in 250ml NS; Run at 2-4ml/min iV
CHILDREN

Cardiac Arrest
Epinephrine (1:10,000) injection
Anaphylaxis
Epinephrine (1;1000) injection
Epiglottitis/Croup
Racemic Epinephrine (1:1000)

0.01mg/kg iV repeat q5min

Congratulations
to the following
new programs
in Emergency
Medicine

0.01mg/kg iM/SQ repeat q5min
5ml undiluted, nebulized*

*For infants weighing less than 10kg, the recommended dose is 0.5ml/kg of 1:1000 racemic epinephrine.

at 1mg/kg was given along with a second
dose of epinephrine IM and a terbutaline
drip was started at 0.2 mcg/kg/min. Within
45 minutes of arriving to the emergency
department, the patient was speaking full
sentences and had a much-improved work
of breathing.
Epinephrine is the treatment of choice and
needs to be the first drug administered
in the therapy of anaphylaxis. This has
been confirmed by every guideline
issued worldwide since 1973. Dosing
and routes of administration should be
committed to memory by emergency
medicine practicioners. (See Table 1).
Although studies fail to demonstrate
improved outcomes with various
routes of administration, intramuscular
administration is favored for initial
treatments of epinephrine with intravenous
administration reserved for refractory cases.
Although both intravenous administration
of histamine blockers and corticosteroids
have been shown to improve outcomes
for cases of anaphylaxis, they are largely
ineffective in the first few hours of
treatment. The addition of H-2 blockers,
such as cimetidine or ranitidine, to
diphenhydramine has shown to provide
some modest improvements in patients
and are reasonably warranted.
Final thoughts
The patient was admitted to the PICU
and was on room air within three hours of
admission. The patient was discharged two
days later and ultimately diagnosed with
an allergy to pecans and peanuts. Tree
nuts, such as pecans, cashews, walnuts,

and pistachios are common triggers for
allergies in children. Peanuts, which are
technically not nuts but instead legumes
(like peas or lentils), are frequent “nut
allergies” and have up to a 60 percent
cross-reactivity with tree nuts. Even
though three million Americans (one
percent of the total population) have been
reported to have an allergy to tree nuts,
most will never have more than mild
reactions to the ingestion of or exposure
to nuts.
For those patients refractory to
intramuscular epinephrine, intravenous
epinephrine can be used. An epinephrine
infusion can be created by injecting
epinephrine (1:1000) 1mg into 250ml of
normal saline. This infusion can be run in
at 2-4ml/min to maintain acceptable blood
pressures and treatment effect. In a pathway
similar to that involved in beta-blocker
overdose, glucagon can be considered as
an adjunctive medication to those patients,
particularly patients on beta-blockers,
who are refractory epinephrine treatments.
Administration of glucagon in doses of
2-5mg IV will be necessary. n
References
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Residentlife
Back to basics: Emergency medicine residents
rekindle their passion for medicine in Haiti
I

Jonathan Heidt, MD
Director-at-Large
Washington University
St. Louis, MO

“By providing a
medical safety net
for patients left
helpless, we were
reminded again of
why we chose to
devote our lives
to the practice of
medicine.”

s your procedure log up to date? How
many patient follow-ups have you
completed? Did you finish your journal
club assignment this month? As residents
in the middle of a grueling academic year,
we are easily overtaken and distracted
by the ever-mounting tasks expected of
us. Unfortunately, many of us let these
responsibilities take away the joy and
excitement we once had for the practice
of medicine. However, it is imperative
that we occasionally remind ourselves of
the excitement we felt back in July, when
we first started our academic year. This
past month, several emergency medicine
residents rediscovered their passion for
medicine after providing relief work in
Haiti.
In January, a devastating earthquake killed
thousands of people and destroyed much
of the infrastructure in the country of
Haiti. After the earthquake, countries from
around the world quickly came to the aid
of Haiti, with much of their focus on the
capital city of Port-au-Prince. However,
the widespread devastation also hit the
southern region of the island, including
the small town of Petit-Goave, located 42
miles southwest of Port-au-Prince. This
town of 12,000 was the site of a temporary
clinic established by the Wesleyan Church,
existing only until the local hospital
became fully operational. However, with
that goal almost two years away, the
clinic now serves as a local emergency
department and trauma center.
I had the privilege of spending ten days in
the clinic serving as a co-medical director
with two other emergency medicine
residents. During this experience, we
quickly realized how well we were trained
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as we took care of patients without the
luxury of radiology, labs or specialty
back-up. Our second night, we treated
four patients injured in a motorcycle
accident, three burn victims with 20 to 30
percent TBSA wounds and one seizing,
ecclampsia patient. By the end of the
night, we had stabilized each patient and
transferred them safely to definitive care.
However, our feelings of triumph were
quickly replaced by defeat the next night
when a patient in labor presented with
fetal distress. By the time an obstetrician
arrived, the baby had already died. Despite
that loss, we knew our involvement had
helped save the mother’s life.
During our short stay, we helped organize
the new “emergency department” in PetitGoave by developing a triage system,
an ambulance transport system and even
a small ICU. Teams of three to four
physicians will continue to rotate through
in approximately two-week cycles. By
providing a medical safety net for patients
left helpless, we were reminded again of
why we chose to devote our lives to the
practice of medicine.
All the physicians who worked in Haiti
gained an experience that will stay with
them throughout their careers. Although
not every emergency medicine resident
will have that same experience, each one
can have equally inspiring shifts at their
home hospitals. So the next Saturday
night you run five Level I traumas, take
care of that septic patient, resuscitate that
medical code and deliver that baby in the
hallway, just remember how fortunate and
privileged you are to be an emergency
medicine physician. n

Toxicologycorner
Widened QRS...3 mm R wave in lead
aVR...a tricyclic antidepressant, right?
Case
16-year-old female with no past medical
history presented to the emergency
department with a chief complaint of
seizure. Three hours prior to arrival, the
patient had got into an argument with her
father. Her mother went to check on her
and witnessed the patient having a seizure.
On arrival to the emergency department,
the patient’s vitals were as follows: blood
pressure, 80/50 mmHg; heart rate, 120
beats/min; respiratory rate, 15 breaths/min;
oxygen saturation, 99 percent on room air;
and capillary glucose, 110 mg/dL. An ECG
was obtained as seen in Figure 1.

A

Discussion
When a patient presents to the emergency
department with a history of suspected
overdose, a “tox” panel is often sent. This
usually consists of a complete blood count,
a chemistry panel, urine screen for drugs
of abuse, and a serum acetaminophen/
salicylate concentration. While some
institutions also add a measured osmolality
and serum lactate, perhaps one of the most
critical tests to obtain is an ECG.
In addition to evaluating for ischemia, an
ECG can reveal evidence of sodium
channel and potassium channel blockade
in the setting of suspected overdose.
Sodium channel blockade is often evident
as prolongation of the QRS interval,
defined as greater than 100 msec.
Additional evidence of sodium channel
blockade is a RaVR ≥ 3 mm, especially in
tricyclic antidepressant (TCA) overdose.
While TCAs are classically associated
with sodium channel blockade, there are
many other drugs with similar properties,
often described as a “quinidine-like”
effect. These drugs are listed in Table 1.

Table 1. Drugs with type IA sodium
channel blockade
Amantadine
Cocaine
Encainide
Procainamide
Quinidine
Thioridazine

Carbamazepine
Diphenhydramine
Flecainide
Propranolol
Quinine
Tricyclic antidepressants

The mechanism by which sodium channel
blockade occur is the same regardless of
the pharmacologic agent. Drugs that exert
this “quinidine-like” effect block the fastacting sodium channels in cells of the HisPurkinje system. This prolongs phase 0 of
depolarization and manifests as a widened
QRS on the ECG. This conduction delay
can also manifest as a right axis deviation
due its greater effect on the right-side of
the conduction system.

David H. Jang, MD
Medical Toxicology Fellow
New York University Medical
Toxicology Fellowship

Management focuses on recognition of
these potentially fatal complications and
treatment. Alkalinization with hypertonic
sodium bicarbonate is the cornerstone
of therapy for sodium channel blockade.
While the efficacy of this therapy is welldemonstrated in experimental models for
cyclic antidepressant cardiotoxicity, it is
also recommended for other agents causing
sodium channel blockade. n
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Medicalstudentnews
Room 1: Teen vs. projectile vegetable

“I

John Anderson, MSIV
University of Colorado School of Medicine
Denver, CO
Medical Student Governing Council Chair

“Rural providers
must maintain
their skills without
the beneﬁt of
daily exposure,
and they are often
faced with difﬁcult
decisions about
transfer times or
appropriation of
limited resources;
they must be
adequately
trained.”

can’t find potato gun on the algorithm for
trauma activation. Is it in the same category as
a GSW or is there a separate listing for homemade
vegetable missile?” These were the thoughts (with
some artistic embellishment) in my head during a
shift in a rural emergency department in Colorado.
Apparently, a potato, a piece of PVC piping, and
a can of hairspray can be quite dangerous when
in the hands of enthusiastic teenage boys (these
implements would also be dangerous in the hands
of an enthusiastic medical student, and this author
takes no responsibility should one choose to
assemble the aforementioned products). During
the summer between my first and second year
of medical school, I spent one month in a small
town (population 7,000) living and working with
physicians in a six-bed emergency department
through an externship program. I experienced
firsthand some of the challenges and rewards
facing rural emergency physicians. I felt the
pressure of minimal subspecialty consult resources
and long transfers – I even learned all about
“mutton-busting” (imagine a small child clinging
for dear life onto the back of an angry sheep).
Emergency medicine can be difficult in rural
areas. While the emergency department isn’t
always busy and the volume of patients is low
in comparison to other settings, the chance for
any type of pathology still exists. As such, the
rural emergency physicians must be able to
make complex medical decisions with minimal
resources and backup, such as deciding whether
or not to administer tPA in an acute stroke without
neurology in house or even in the same county.
Rural providers must maintain their skills without
the benefit of daily exposure, and they are often
faced with difficult decisions about transfer times
or appropriation of limited resources; they must
be adequately trained. Additionally, they face
difficulty in recruiting fully qualified colleagues.
In a recent study, Ginde et al. illustrate some of
the issues surrounding the emergency physician
work force, including the shortage of emergency
medicine trained physicians practicing in rural
areas. In small, rural areas only 35 percent of
physicians who practice emergency medicine
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are board certified in emergency medicine.
Additionally, only 21 percent of these rural
practitioners completed an emergency medicine
residency. This shortage may continue to worsen
as only one percent of residency graduates in the
past five years practice in small, rural areas, as
opposed to five percent of graduates who finished
training 20 years ago.1
In order to best serve our patients in these areas,
we should seek to improve these numbers. The
American College of Emergency Physicians’
goal is to have all new physicians who practice
emergency medicine in the 21st century complete
an emergency medicine residency and be eligible
for board certification.2 Although this aim may not
be practical in the near future, there may be steps
that we can take with this goal in mind. Exposure to
rural practice in both medical school and residency
may encourage graduates to practice, at least part
time, in smaller towns. Broadening loan repayment
programs, such as the National Health Service
Corps, to include emergency medicine physicians
may increase rural numbers, especially with
young physicians. Encouraging groups to include
rural hospitals in their staffing, i.e., having urban
physicians spend one or two shifts a month in a
rural site, may also be feasible as many rural areas
are within a few hours drive of urban centers and
most use 24 hour shifts.
As we bring the entire specialty of emergency
medicine into the 21st century, we can hopefully
address these issues with practical solutions.
As you begin thinking about your own career
and future in emergency medicine, consider an
elective at a rural emergency department. You
will undoubtedly be challenged and find many
rewards. Who knows, you may even leave with
your own potato gun. n
References
1. Ginde AA, Sullivan AF, Camargo CA. National
Study of the Emergency Physician Workforce,
2008. Ann Emerg Med. 2009; 54(3): 349-359.
2. American College of Emergency Physicians. The
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Tips for a successful EMIG
F
or those medical students interested in
emergency medicine, there are precious
few ways to get involved in the department.
This makes involvement in an Emergency
Medicine Interest Group (EMIG) an invaluable
experience. Not sure whether or not you like
emergency medicine? Become involved in a
shadowing program! Considering residency in
emergency medicine? You’ll build relationships
for future recommendations. Want to improve
your clinical skills? Attend a clinical skills lab!

EMIGs are often the only link between
interested first and second years and the
specialty, so having a successful organization
becomes crucial. Here are some tips for running
a successful EMIG:
1. Fundraising: Use that first year anatomy
class as a way to fundraise! Providing an
easy and affordable way to purchase scrubs
is a lucrative way to raise funds.
2. Lunch talks: Aim to have four talks
per semester, and always keep the exam
schedule in mind when organizing the
event. Balance lectures that introduce
students to the specialty with lectures
covering issues such as advocacy, the future
of emergency medicine, and overcrowding.
Reserve the room in advance, and ask for
the AV equipment your presenter needs.
Try to have speakers set at least a month
in advance; remind them as the event
gets closer, and send them a thank you
immediately after the event. Don’t forget to
change the lectures each year to keep event
attendance high,
3. Labs: There are a multitude of labs you can
offer--including ultrasound, phlebotomy,
EKG reading, and suturing. Try to
coordinate with other groups such as the
Surgical Interest Group to defray costs.
Residents are often willing to help teach.
Either a lottery system or first come, first
serve are acceptable ways to fill popular
labs.

4. Shadowing: There are two ways to manage
this. One is to match students up with
a resident or an attending and let them
coordinate shadowing on their own. Although
this allows students to build a relationship,
inevitably some students will be unable
to set up a shadowing time and may lose
out on this experience. Another option is
to have prearranged three-hour-shadowing
shifts in the emergency department. By not
having a set person to shadow going into the
experience, the student can follow whoever
has the most interesting cases that day. The
downfall is that students whose schedules do
not work with the prearranged shadowing
shifts will potentially miss out. A combination
of both approaches will ensure that students
have the best experiences shadowing in the
department.
5. Mentoring: Ask your EMIG faculty advisor
to provide a list of attendings willing to
interact with students on a one-on-one
basis and offer guidance for a career in the
emergency medicine. This opportunity might
be best for those second years who have
investigated the field of emergency medicine
(such as through the EMIG in their first
year) and thus have a genuine interest in the
field. This can become a fantastic resource
for students to meet faculty and become
involved in the department early in their
medical school career.

Krystle Shafer, MSII
University of Maryland
School of Medicine
Baltimore, MD
EMIG Vice-President

S ign up

for the EMRA
Mentorship
Program at
www.emra.org
and select
the Get
Involved tab.

6. Additional events: Considering hosting
a blood drive, starting an ambulance ridealong program, teaching CPR classes, or
holding a fundraiser for students to attend a
scientific assembly. The more opportunities
you can offer for students to become
involved in emergency medicine the better.
Don’t forget to advertise summer research
and externship opportunities in emergency
medicine!
I hope that these tips help you either improve
upon an existing EMIG or provide you with the
tools to start one in your school. Good Luck! n
April/May 2010
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Going abroad

H

Tom Becker, MSIV
University of Heidelberg
Medical School
Heidelberg, Germany
MSC International Representative

ave you considered rotating abroad? An
international rotation will leave a lasting mark
on you, both as a person and as a physician. You
will learn to see things differently in medicine and
your everyday life. The scope of diagnosing and
curing disease varies dramatically from country to
country, and you will have a firsthand opportunity
to incorporate the best ideas from around the globe
into your future practice. In addition, you will see
the differences in health care systems; the way
insurance is provided, how hospitals are organized,
and what culture exists within them. Lastly, many
program directors will appreciate an international
rotation on your CV.
Working in a hospital is probably one of the best
and most direct ways of immersing yourself
into another culture. How does society treat its
sick? How do the people react to illness? How
is the doctor-patient relationship different? Is
there universal health care? Also, this kind of
work will expose you to people of all levels
of society, patients and co-workers alike; you
would never learn so much about a country
and its people as a tourist. Mastering the new
environment and learning all the medical issues
can be challenging at times, but isn’t adaptability
to unfamiliar situations a key characteristic of a
good emergency physician?
Start by deciding what type of setting you would
like to work in. Are you more interested in
rural, low budget medicine and tropical disease,

or would you prefer a country with top-notch
facilities and lots of resources? Do you speak a
foreign language? In many countries, English is
widely spoken among medical professionals, but
keep in mind that some may require you to be
able to communicate in the local language.
Once you have decided where you want to
go, there are many resources available to help
make it happen. Your medical school may have
partnerships with foreign universities, so start
by asking around. The International Federation
of Medical Student Associations has a Standing
Committee on Professional Exchange (SCOPE)
that offers many international electives. Often
food and lodging are included, and a social
progam will get you in touch with the local
students. Finally, EMRA’s Medical Student
Council partners with Emergency Medicine
Interest Groups (EMIG) in countries all over
the globe, from Rwanda to New Zealand, from
the Philippines to Germany to help students find
international rotations.
Our international EMRA EMIG representatives
will be glad to assist you with information
on rotations in their country – please feel
free to contact us if you are interested at
MSCIntl@emra.org. Having worked and studied
in five different countries, I can assure you that
an international rotation will be a phenomenal
and exciting experience that will shape your
future life and career. n

Congratulations EMRA’s Medical Student Council
on their matches with the following residencies

John Anderson
Denver Health
Denver, CO

Jordan Celeste
Brown University
Providence, RI
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Sara Dubbs

University of Maryland
Baltimore, MD

Kevin Jones

Oregon Health
& Science University
Portland, OR

Ashley Kuklentz
Doscher

University of Florida –
Jacksonville
Jacksonville, FL

Chadd Kraus

Lehigh Valley
Health Network
Allentown/Bethlehem, PA

Lars Peterson

University of Rochester
Rochester, NY

Choosing an away rotation

T

he specialty of emergency medicine is
becoming increasingly competitive. Program
directors not only wish to see outstanding
performance in the emergency department at the
applicant’s home institution, but also at another
program as well. As such, away rotations are
becoming an essential piece to the process of
applying to residency in emergency medicine.
The Standardized Letter of Recommendation
(SLOR) is the tool used to evaluate your
performance on a fourth-year-emergencymedicine rotation. Your application is much
stronger with two of these letters in your file
– one from your home institution and one from
an away rotation. If your medical school does
not have an emergency medicine residency, it is
helpful to complete two rotations at established
residency programs that interest you.

There are many advantages to doing an away
rotation. Spending four weeks with a residency
program will tell you first-hand if that residency
is for you. You will work with the faculty,
interact with the residents, eat in the cafeteria,
and attend conferences. By the end of the month,
you will know if this program is a top choice
for you. You may even be able to interview
during the rotation, which will save time and
money later during the interview season. Most
importantly, spending time at another institution
will help you to experience the different settings
in which emergency medicine is practiced.
Emergency department volume, percentage of
trauma patients, patient demographics, autonomy
of residents, and length of shifts are all different
factors you will experience during an away
rotation.
There are two schools of thought on how to
choose an away rotation. One approach is to
apply to the program of your dreams. If the
program is highly competitive and your scores
mediocre, outstanding performance during your
month may show the program that you are worth
considering. In addition, spending a month at
your top choice residency will either reaffirm
your choice or change your mind.
The other approach is to select a program that is
entirely different than your home institution. If

your local residency is an academic, community
program, go to an urban, county program. The
practice and style of emergency medicine varies
dramatically depending on the setting, and
exposure to different places will help you find a
match that fits your unique personality. Choosing
between academic and county programs is
important when applying for interviews, so
finding out what you like early will save a large
amount of travel and expense down the road.
There is a potential downside to away rotations.
It is a four week long interview. You will
interact with dozens of faculty and residents,
and as a student, you will make mistakes. Bad
interactions can hurt your chances of matching at
that program. However, if you are enthusiastic,
work hard, and play nice with others, you will be
highly regarded. Program directors may choose
someone with a strong work ethic and social
skills, rather than take a risk on an applicant they
do not know.
Applying for an away rotation used to involve
contacting programs individually and filling out
many separate applications. The Visiting Student
Application Service (VSAS) program, available
on the AAMC Website, is an on-line application
that many residences now utilize. Using this
program is much more efficient and may even be
required by the program with which you wish to
rotate. Beware that this system is relatively new
and programs may not receive your application
materials before deadlines. I recommend
contacting the program coordinator to follow-up
after applying electronically. Keep in mind that
competitive programs often fill their available
spots early in the spring or summer. Apply early,
and have a current CV ready. Lastly, remember
your professional reputation in emergency
medicine is molded with every interaction. Be
polite in your communications. Do not miss
deadlines, and decline back-up away rotations
as soon as you receive confirmation from your
desired program.

Kevin Jones, MSIV
Oregon Health & Science University
Portland, OR
MSC Western Region 4
Representative

“Keep in
mind that
competitive
programs
often ﬁll
their student
spots early
in the spring
or summer.
Apply early
and have
your current
CV ready.”

In summary, an away rotation can significantly
strengthen your application and provide useful
insight into your residency goals. It will be an
experience you will not forget. Good luck! n
April/May 2010
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Criticalcare
Lactate: An endpoint for
resuscitation of the septic patient
S

Jessica L. Salzman, MD
Carolinas Medical Center
Charlotte, NC

“Sepsis affects
approximately
750,000 people
annually in
the United
States, with
its associated
mortality
approaching
25 percent.”

epsis affects approximately 750,000
people annually in the United States,
with its associated mortality approaching
25 percent. Over the past decade, there
has been a movement towards early
goal-directed therapy. Having specific
endpoints for resuscitation has proven
to significantly influence survival rates1.
Indices of macrocirculation such as
systolic blood pressure and urine output
have traditionally been utilized within
the emergency department to target
therapy for septic patients. Current
trends, however, are shifting to include
other objective measurements of tissue
hypoperfusion and microcirculatory
changes that can be present despite no
signs of overt shock2.

Lactate has long been identified as a
marker of energy failure and tissue
hypoxia; however, its production is one
of many critical adaptive mechanisms
utilized by the body during states of
oxygen deprivation. According to the
Pasteur effect, under anaerobic conditions,
pyruvate generated through glycolysis
is shunted to produce lactate rather than
entering the Krebs’ cycle via acetyl-coA
to produce energy. This mechanism occurs
during states of low oxygen tension within
cells3. Lactate produced via this pathway
can then be utilized by the liver for
gluconeogenesis allowing cells to produce
some energy under states of relative
oxygen deprivation.
Many of these adaptive mechanisms
are time-sensitive—including the cell’s
ability to utilize lactate as an energy
source. If the hypoxic insult continues, a
threshold is reached where energy supply
no longer meets demand, and lactate
diffuses into the circulatory system
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becoming an objective measurement of
disease progression.
Elevated lactate levels in patients
with septic shock clearly provide the
physician an indication that the patient
has reached their threshold of adaptation
and have progressed to a state of tissue
hypoperfusion. Generally accepted criteria
for aggressive, early resuscitation includes
either a systolic blood pressure less than
90 despite a fluid bolus or an initial lactate
level greater than four.

After identification of the shock state, it is
critical to begin resuscitation with specific
goals designed to ensure optimization of
tissue perfusion. Currently, in accordance
with the Surviving Sepsis Campaign
revised in 2008, those include CVP
between 8-12, MAP 65 or higher, urine
output at least 0.5 ml/kg/hour and cSvO2
or mSvO2 at least 70 or 65 percent,
respectively.
If goal venous oxygen saturation is not
achieved, then further fluid should be
considered in addition to transfusion
of packed red blood cells to achieve a
hematocrit of at least 30 percent and/or the
addition of dopamine at a maximum dose
of 20 ug/kg/min6. It is this early goaldirected therapy that has proven to reduce
mortality among patients with severe
sepsis and septic shock1.
Despite the success of early goal-directed
therapy within the emergency department,
there are still approximately 215,000
deaths each year secondary to sepsis.
Research continues to investigate ways
in which we can further reduce these
numbers with lactate being a specific area
interest.

All the best
procedures.

In a recent cohort study, an association
was found between elevated serum lactate
levels and increased mortality independent
of signs of organ failure and shock2.
Interestingly, patients within their study
with intermediate lactate levels between
two and four mmol/L—which would not
typically prompt aggressive resuscitation—
experienced almost twice the mortality as
patients with lactate levels less than two.
This raises a new subgroup of patients with
sepsis who could potentially benefit from
goal-directed therapy.
Several investigators have evaluated not
only patient’s initial lactate levels, but
lactate clearance. Lactate clearance is
defined in these studies as at least ten
percent decrease in initial lactate levels
compared to six hours after resuscitation.
Nguyen et al found a significant decrease
in mortality as well as decreased fluid and
vasopressor requirements in those patients
with high lactate clearance4.
A similar study conducted by Arnold et
al evaluating lactate clearance in septic
patients found similar results, with
decreased mortality from 60 percent
among lactate non-clearers to 19 percent
among lactate clearers. In addition,
they found discordance between cSvO2
optimization and lactate clearance
suggesting the need to incorporate lactate
clearance as a distinct end point of early
resuscitation5.
Sepsis continues to be one of the most
costly and devastating disease processes
affecting thousands of patients on a daily
basis. With the majority of these patients
presenting to the emergency department,
it is critical for emergency medicine
physicians to diagnose and initiate
aggressive resuscitation. Having specific

end points has already changed practice
within the emergency department at
many facilities.
Mortality remains significant among
these patients, however, with continued
search for areas of improvement within
the accepted resuscitation goals. Elevated
lactate in septic patients is clearly a
measurement of tissue hypoperfusion,
even without overt signs of shock. With
the study of lactate clearance showing
promising results, it is likely to be
incorporated as a goal of resuscitation
in the emergency department, further
decreasing mortality among these
patients. n
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EMpediatrics
Infantile diabetic ketoacidosis
presenting as respiratory distress
Case
13-month-old male presents to the
emergency department with difficulty
breathing. This was preceded by two days
of intractable vomiting and one day of
decreased urine output. There is no report
of recent fever, trauma, or sick contacts.
The patient was born full-term without
complications. He has no chronic medical
problems and no prior hospitalizations or
surgeries. Immunizations are up to date.

A

Charlene Shaughnessy, MD
University of Arizona
Tucson, Arizona

“Since deﬁnitive
treatment
requires insulin
replacement to
halt ketogenesis,
an early diagnosis
is crucial to
ensuring a good
outcome.”

On arrival, the patient’s eyes open
spontaneously. He has a weak cry, and he
withdraws from pain. Initial vital signs
are: T 37.4 oC, pulse 143, respirations
48, and SaO2 92 percent. On exam, the
patient has increased work of breathing
with retractions and grunting, dry mucous
membranes, peripheral cyanosis, and a
small forehead hematoma. Lungs are clear
with good air movement and no wheezes
or crackles.
Initial interventions include intraosseous
line placement after failed peripheral
venipuncture. Despite a 40 mL/kg
NS bolus and one nebulized albuterol
treatment, rapid sequence intubation
is performed due to a worsening
respiratory status. A confirmatory chest
x-ray shows good ETT position, normal
cardiac silhouette, and no signs of
infection or edema. A head computed
tomography (CT) scan is negative for
abnormalities. Transfer is arranged to
an affiliated hospital with a pediatric
intensive care unit.
Initial labs include a venous blood gas
with a pH of 6.98 and bicarbonate of
15. Half an amp of IV bicarbonate is
given. A finger-stick blood glucose
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reads “too high” on the glucometer.
Eventual laboratory results demonstrated
a metabolic panel with a serum glucose
of 797 mg/dL, an anion gap of 32, and a
urinalysis positive for glucose and ketones
thus confirming the diagnosis of diabetic
ketoacidosis.
Discussion
This case demonstrates that not all
respiratory distress stems from a primary
pulmonary problem. The diagnosis of
diabetic ketoacidosis was eventually made
but was clearly not high on the differential
as demonstrated by the lateness in
obtaining the serum glucose measurement.
Even though this patient presented with
significant respiratory symptoms during
respiratory syncytial virus (RSV) season,
non-pulmonary causes of respiratory
distress should always be considered.
Since definitive treatment requires insulin
replacement to halt ketogenesis, an early
diagnosis is crucial to ensuring a good
outcome. Cerebral edema and deep
venous thrombosis (DVT) are serious
complications to be avoided as these
patients are managed. The remainder of
this article offers some clinical pearls on
the management of DKA in infants.
The bicarbonate controversy
Uncorrected acidosis can depress both
cardiac contractility and respiratory drive.
This may result in worsening acidosis,
cardiac instability, and ultimate demise of
the patient. Although counter-intuitive, the
administration of sodium bicarbonate is
rarely indicated to correct acidosis in the
treatment of DKA. Instead, intravenous
hydration and insulin are the mainstays of
management. They reverse ketogenesis—

allowing for the oxidation of ketoacids
and regeneration of bicarbonate.
Administration of bicarbonate has been
identified as a risk factor for developing
cerebral edema because it indirectly
increases the osmolarity of brain tissue
and causes cerebral hypoxia. Early
recognition and avoidance of cerebral
edema is paramount as it accounts
for the majority of case fatalities in
DKA patients. It frequently presents
with an insidious onset and subtle
symptoms including mental status
changes, decreased heart rate, and ageinappropriate incontinence. If cerebral
edema is suspected, it should be
treated immediately by reducing fluid
replacement rates and administering
either mannitol or hypertonic saline.
Additionally, alkalosis resulting
from bicarbonate administration can
exacerbate hypokalemia by accelerating
potassium entry into cells. This is of
particular concern as potassium levels
are already expected to fall as a result of
rehydration, renal excretion, and insulin
administration. In general, bicarbonate
administration should be reserved for
cases of severe acidosis refractory to fluid
hydration and insulin therapy.
The risk for DVT
Studies have shown that children
presenting in DKA may be at increased
risk for deep venous thrombosis. One
retrospective cohort study suggests
that central access may increase the
complication rate of DVT in children with
DKA.
Hospital course
Upon transfer to the PICU, the patient
received fluid replacement and IV
insulin therapy for two days. He was
subsequently extubated and converted
to subcutaneous insulin. A left central
venous femoral line resulted in a
deep venous thrombosis requiring
anticoagulation therapy with enoxaparin.
Over several days, the patient’s symptoms

Treatment of DKA
Fluid and Electrolyte Replacement:
1. Patient should receive nothing by mouth (NPO).
2. IV ﬂuid hydration, initially with normal saline (NS) 10-20mL/kg x 1
3. Maintenance with ½ NS + estimated deﬁcit correction over next 48 hours.
4. Avoid large volume, hypotonic ﬂuids.
5. Add glucose to infusion when blood glucose <300mg/dL.
6. Assess ﬂuid balance Q2 hours, glucose Q1 hour, electrolytes Q2 hours.
7 Urine dip for ketones until negative.
Insulin Therapy
1.
2.
3.
4.

No insulin until the ﬁrst normal saline bolus is complete (usually started after the ﬁrst hour).
Low dose continuous IV insulin: regular insulin, 0.1unit/kg/hour, NO BOLUS!
Blood glucose should decrease by 50-100mg/dL/hr.
When venous pH > 7.25 and bicarb > 14, consult endocrine for conversion to
subcutaneous (SQ) insulin.

Potassium Replacement
1. Add KCl/KPhos (50:50) after patient is urinating:
None for K+ >5; 20meq/L for K+ 4-5; 40meq/L for K+ < 4
2. Watch for abnormal T-waves on EKG.
Neuro checks Q1 hour for signs/symptoms of cerebral edema.
Adapted from: Wheeler MD, Theodorou AA et. al. “Diabetic Ketoacidosis.” University of Arizona Department of
Pediatrics, Divisions of Endocrinology and Critical Care & EMRA Pediatric Qwic Card.

gradually resolved, and he was discharged
from the hospital. n
DKA pearls
1) Obtain finger stick glucose
immediately in a child with altered
mental status.
2) Intubation may be needed due to
respiratory distress (from acidosis)
and/or mental status changes (from
cerebral edema).
3) Gradually replace fluid losses with
isotonic saline (10-20 ml/kg) for the
first hour prior to insulin drip.
4) Avoid use of bicarbonate therapy for
correction of acidosis in DKA.
5) Use central venous access as a last
resort in DKA patients.

3)

4)

5)

6)
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Lending a hand in the Himalayas
I

Frederick Davis, DO
Good Samaritan Medical Center
West Islip, NY

“imagine
obtaining a
history, doing a
shoulder exam,
or administering
medications
while looking at
the backdrop of
the Himalayan
Mountains!”
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arrived at New Dehli’s Indira Gandhi
Airport in the early morning after
an overnight flight. I was immediately
impressed by the multitude of people
running about. Instead of orderly lines,
there was a crowded mass of people busier
than at Penn Station’s rush hour. After
collecting my bags, I took a taxi to the
center of town where cows stopping in the
middle of a major roadway had caused a
traffic jam.
After a few days exploring the city on my
own, I arrived at our team’s hotel. It was a
nice establishment down a narrow side street
populated with stray dogs and motorized
rickshaws. Our
team—consisting
of people from
US, Canada,
Europe, and even
Australia—met
early the next
morning to catch a
northbound train.

Muslims, Sikhs, and Buddhists.We had
over fourteen clinics at seven different
sites in the northern province of India.
The clinics sites—set up in local schools,
Buddhist monasteries, or the mountain
areas—were breathtaking.

Working side-by-side with local healthcare
providers, we administered general
medical and dental care in addition to
providing medication to the local patient
population. In the monasteries, we also
provided care to the monks. Throughout
our time there we saw over 2,500 people.
What a great experience!

The mission’s success was largely due to
the planning of the
Himalayan Health
Exchange. I heard the
story of its founding
one night as we sat
around a campfire
drinking chai. The
organization began
over a decade ago
when two trekkers,
We arrived in the
state of Himachal Teams from the U.S., Canada, Europe, and Australia Ravi Singh and Hem
Singh Thakur, were
Pradesh after
participated in the Himalayan Health Exchange.
exploring the foothills
a train ride
of the Himalayan Mountains. While hiking,
straight out a scene from The Darjeeling
they came upon another mountain climber
Limited. There, we met the organizers of
who had become ill with chest pain. One of
Himalayan Health Exchange. After the
them had an aspirin and gave it to the sick
introductions were made, we piled into
climber. When they awoke the next day,
five Jeeps driven by hired locals who also
there was a line of people outside their tent
served as our translators for the mission.
As we climbed the steep mountainside, the seeking medical attention. Neither Singh
area was so remote I wondered if a car had nor Thakur were medically trained, but
they recognized at that moment the area’s
ever been on that road.
medical need.
Our mission went to the outer Himalayas
Soon after, in 1996, Ravi Singh founded
in Himachal Pradesh. The population of
Himachal is just over six million and made the Himalayan Health Exchange. The
mission of the Himalayan Health
up of various cultures including Hindus,

Above and at right: Local papers printed articles
praising the efforts of the Himalayan Health Exchange.

Exchange is to provide medical
and dental care to the underserved
people living in remote regions of
the Indian and Nepal Himalayas. The
organization also helps support two
orphanages located in the north Indian
state of Himachal Pradesh.
All of the care we provided during
our mission was free of charge, and
our donations for the trip also went
to support the two orphanages. The
people we treated were so thankful
that on two occasions the local paper
printed articles praising our efforts.
We were also honored with traditional
dances or ceremonies in many other
places.
I was floored seeing how spending just
a few minutes with the natives could
make such a big impact. Many of these
people traveled for hours, and some for
days, to get to the camps, yet they were
so thankful for even the short amount

of time we devoted to them. The
chronic conditions we found in their
history and physical could not be cured
in that one day we were there, but the
education about their diseases could
help them deal with, prevent further
decline, and perhaps control their
condition. Though we spoke through
translators, the smiles on their faces
and the sincere gratitude in their eyes
let us know beyond words how much
they appreciated what little we could
do for them.
All this brings a new focus to how
we might treat someone who walks
through the door into the emergency
department. Even though it may
be a brief encounter, our sincere
effort to help, and more importantly,
the education we give them might
empower them to take charge of
their own healthcare more than any
medication we can dispense. n

Dr. Davis examining local patients at the clinic in Himachal Pradesh.

Medical supplies to distribute to the
local patient population.
April/May 2010
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EMRA Activities at the

2010 SAEM Annual Meeting
June 3-5, 2010

JW Marriott Desert Ridge Resort & Spa
5350 East Marriott Drive • Phoenix, AZ 85054

Board of Directors
Thursday, June 3, 2010
Friday, June 4, 2010
Saturday, June 5, 2010

1:00pm-5:00pm
8:30am-11:30am
3:00pm-5:00pm

EMRA Board of Directors Meeting
EMRA Board of Directors Meeting
EMRA Board of Directors Meeting

1:00pm-2:00pm
2:00pm-3:00pm
3:00pm-4:00pm
4:00pm-5:00pm
8:30am-9:00am
9:00am-12:30pm
12:30pm-1:30pm

Regional Representative Meeting
EMRA Conference Committee Orientation
EMRA Reference Committee Public Hearing
Reference Committee Work Meeting
EMRA Representative Council Welcome Breakfast & Registration
EMRA Representative Council Meeting/Town Hall
EMRA Representative Council & Resident Luncheon

Friday, June 4, 2010

1:00pm-1:30pm
1:00pm-3:00pm
1:30pm-3:00pm

Friday, June 4, 2010

4:00pm-5:00pm

EMRA Committee Chair Orientation
EMRA Medical Student Governing Council Meeting
EMRA Committee Meetings
Health Policy Committee
Technology Committee
International Committee
Critical Care Committee
Research Committee
EM Resident Advisory Committee

5:30pm-6:30pm
1:00pm-5:00pm
5:30pm-7:00pm
9:30pm-?

EMRA Spring Awards Reception
EMRA Resident SIMWars
EMRA National EM Jeopardy Contest
EMRA Party

Representative Council
Friday, June 4, 2010

Saturday, June 5, 2010

Committees

Other Fun Stuff
Friday, June 4, 2010

Saturday, June 5, 2010
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IMPORTANT
DATES
TO KNOW

EMResident

2009-2010 Honor Roll

Programs with

100%

Membership

The following 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
Baystate Medical Center
Beth Israel Deaconess Medical Center
Beth Israel Medical Center
Boston Medical Center
Brigham & Women’s Hospital
Brody School of Medicine/East Carolina
University
Brown Medical School
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 University Medical Center
Eastern Virginia Medical School
Emory University School of Medicine
Florida Hospital Medical Center Orlando
Genesys Regional Medical Center
George Washington University
Georgetown University Hospital
Grand Rapids MERC/MSU
Haaglanden Medical Center – Netherlands
Hamot Medical Center
HealthPartners
Hennepin County Medical Center
Henry Ford Hospital
Henry Ford Macomb Hospital
Henry Ford Wyandotte Hospital
Hospital General Plaza de la Salud –
Dominican Republic
Hospital Leyenburg – Netherlands
Ijsselmeerziekenhuizen – Netherlands
Indiana University School of Medicine
Johns Hopkins Hospital
King Hussein Medical Center – Jordan
Lehigh Valley Health Network
Loma Linda University Medical Center
Long Island Jewish Medical Center
Louisiana State University/Baton Rouge
Louisiana State University/New Orleans
Maimonides Medical Center
Maine Medical Center
Maricopa Medical Center
Medical College of Georgia
Medical College of Virginia
Medical College of Wisconsin
Medical University of South Carolina ED

Memorial Hospital (York)
Memorial University of Newfoundland –
Alberta, Canada
Metro Health Hospital
Michigan State University/KCMS
Morristown Memorial Hospital
MSU/Sparrow Hospital/Lansing
Mt Clemens Regional Medical Center
Mt Sinai Medical Center/Miami
Mt Sinai School of Medicine
National University of Singapore
New York Hospital Medical Center of Queens
New York Methodist Hospital
Newark Beth Israel Medical Center
North Shore University Hospital
Ohio State University Medical Center
Oregon Health & Science University
Orlando Health
OSUCOM/Southwest Medical Center
OUCOM/Doctors Hospital Stark County
OUCOM/Southern Ohio Medical Center
OUCOM/Summa Western Reserve Hospital
Palmetto Health Richland Memorial
Palms West Hospital
Penn State Hershey Medical Center
Queens University Kingston – Ontario, Canada
Resurrection Medical Center
Royal Prince Alfred Hospital – Australia
Sinai-Grace Hospital
Sri Ramachandra Medical College – India
St John Hospital & Medical Center
St Joseph Health Center
St Louis University School of Medicine
St Lukes Hospital
St Lukes Roosevelt Hospital Center
St Vincent Mercy Medical Center
St. Antonius Ziekenhuis – Netherlands
Stanford University Medical Center
Stirling Royal Infirmary – United Kingdom
Summa Health System
SUNY Buffalo General Hospital
SUNY Downstate
SUNY Stony Brook
SUNY Upstate
Synergy Medical Education Alliance
Tan Tock Seng Hospital – Singapore
Tawam Hospitalital – United Arab Emirates
Texas A&M/Scott & White Memorial Hospital
Texas Tech Health Science Center
Thomas Jefferson University
UC Irvine Medical Center
UMDNJ – University Hospital ED
UMDNJ/SOM/Kennedy

UNECOM/Kent Hospital
University Hospitals Case Medical Center
University of Alabama
University of Amsterdam – Netherlands
University of Arizona College of Medicine
University of Arkansas College of Medicine
University of California/San Diego
University of California/San Francisco Medical
Center
University of Chicago Medical Center
University of Cincinnati Hospital
University of Connecticut
University of Florida/Gainesville
University of Florida/Jacksonville
University of Illinois Hospital/Chicago
University of Iowa Hospital & Clinics
University of Kentucky Chandler Medical
Center
University of Louisville
University of Maryland
University of Massachusetts Medical Center
University of Michigan
University of Mississippi Medical Center
University of Nebraska Medical Center
University of New Mexico
University of North Carolina School of Medicine
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 Texas Southwestern Medical
Center
University of Toledo Medical Center
University of Utah Hospital & Clinics
University of Vienna – Austria
University of Virginia Health System
University of Wisconsin
Utrecht University Medi\cal Center –
Netherlands
Vanderbilt University
Wake Forest University School of Medicine
Washington University School of Medicine
Wayne State University/Detroit Receiving
West Virginia University
William Beaumont Hospital
Wright State University
Yale New Haven Medical Center
York Hospital
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We’ve got a deal!
The ACEP Bookstore and EMRA join forces to bring
EMRA Resident and Medical Student Members
SPECIAL SALE PRICES — APRIL 1 through JUNE 30, 2010

SAVE

$20

SAVE

$40

SAVE

$60

SAVE

$100

Save money and time! All the best emergency medicine books – the “gold standards” from all publishers –
all available from one source – and all at discounted prices just for EMRA resident and medical student members

Offer valid only for current EMRA Resident and Medical Student members. Quantities may be limited. Prices subject to change without notification. Bulk discounts do not apply.

Shop and save at the ACEP Bookstore—What a deal!
Item
Number

Item Description

List Price

EMRA Price
APR-JUN

478930

Atlas of Emergency Medicine, 3rd Ed

$225.00

$200.00

479522

Case Files Emergency Medicine, 2nd Ed

$32.95

$30.00

479730

Clinical Emergency Medicine Casebook

$75.00

$65.00

479704

Clinical Emergency Radiology

$150.00

$135.00

479449

Clinical Procedures in Emergency Medicine, 5th Ed

$199.00

$179.00

479456

ECGs for the Emergency Physician 1

$41.95

$36.00

479680

ECGs for the Emergency Physician 2

$58.95

$50.00

508000

Emergency and Primary Care of the Hand

$72.95

$55.00

479427

Emergency Medicine: A Comprehensive Study Guide, 6th Ed

$209.00

$149.00

479682

Emergency Medicine - Expert Consult: Online and Print

$199.00

$175.00

479464

Emergency Medicine Manual, 6th Ed

$62.95

$52.00

479681

Emergency Management of Infectious Diseases

$95.00

$82.00

479653

Emergency Radiology: Case Studies

$163.00

$143.00

479710

Evidence-Based Emergency Medicine

$275.00

$245.00

478950

Fitzpatrick’s Color Atlas of Clinical Dermatology, 6th Ed

$74.95

$67.00

479754

Handbook of Fractures, 4th Ed

$69.00

$59.00

479711

Harriet Lane Package with Pediatric Antimicrobial Therapy

$69.95

$62.00

479742

Harrison’s Manual of Medicine, 17th Ed

$59.95

$53.00

479334

Harwood-Nuss’ Clinical Practice of Emergency Medicine, 5th Ed

$229.00

$206.00

479731

Koenig and Schultz’s Disaster Medicine: Comprehensive Principles and Practices

$145.00

$125.00

479646

Last Minute Emergency Medicine

$52.95

$47.00

479661

Minor Emergencies: Splinters to Fractures, 2nd Ed

$84.95

$76.00

553000

Pediatric Resuscitation

$82.00

$52.00

506000

PEER VII

$211.00

$111.00

506001

PEER VII on CD-ROM

$211.00

$111.00

506002

PEER VII Package

$314.00

$190.00

506003

PEER VII Online

$211.00

$111.00

479694

Poisoning and Drug Overdose, 5th Ed

$62.95

$55.00

479744

Rapid Sequence Intubation, 2nd Ed

$50.00

$45.00

479468

Rosen & Barkin’s 5-Minute Emergency Medicine Consult

$89.95

$77.00

478510

Rosen’s Emergency Medicine: Concepts and Clinical Practice, 7th Ed

$359.00

$319.00

479722

Tarascon Medical Translation Pocketbook

$20.95

$19.00

479419

Tarascon Adult Emergency Pocketbook 4th Ed

$20.95

$19.00

479420

Tarascon Pediatric Edition 5th Ed

$19.95

$18.00

479417

Tarascon Pharmacopoeia 2010 Classic Shirt-Pocket Edition

$15.95

$15.00

479418

Tarascon Pharmacopoeia 2010 Deluxe Lab-Coat Edition

$25.95

$24.00

479671

Textbook of Pediatric Emergency Procedures, 2nd Ed

$219.00

$179.00

479726

Toxicology Recall

$37.95

$34.00

512000

Ultrasonography in Trauma: The FAST Exam

$49.95

$15.00

479279

Wills Eye Manual, 5th Ed

$82.95

$70.00

Critical Decisions in Emergency Medicine Subscription
EMRA MEMBER

1 YEAR

2 YEAR

$166.00

$299.00

Make the most of your book and education funds with these special savings!
FOUR EASY WAYS TO TAKE ADVANTAGE OF THESE SPECIAL RATES
PHONE…

800-798-1822, ext. 4,
or 972-550-0911

MAIL…

ACEP Bookstore, PO Box 619911,
Dallas TX 75261-9911

FAX…

972-580-2816

Purchase orders accepted by fax or mail

INTERNET…

www.acep.org/bookstore

Complete list of Special Sale items can be found on the ACEP Bookstore Web site in the “Residents’ Interests” Browse category. The ACEP Bookstore offers discounted
prices to ACEP and EMRA members on everything every day.

Moneymatters
Disability insurance for emergency
physicians: The 2010 scoop

T

his time of year always brings about
discussion regarding the importance
of disability insurance and income
protection. Emergency physicians are no
strangers to disabling injuries, as they
often witness them firsthand. In the first 20
years of practice, your disability program
is one of the most vital components of
your financial plan.

M. Shayne Rufﬁng
CLU, ChFC, AEP

“In the first 20
years of practice,
your disability
program is one
of the most vital

A recurring question among residents is
how to purchase appropriate disability
insurance. This article is a “nuts and
bolts” explanation of disability terms and
conditions. An understanding of these
terms will enable you to make informed
purchasing decisions.
The disability marketplace continues to
be competitive for emergency physicians.
Some of the recent developments that
impact you specifically are:
•

components of
your financial
plan.”

•

•

There are now four individual
disability contracts (in most states)
with own occupation (specialty
specific) language for the life of the
contract.
Premium costs overall have decreased
recently due to an increasingly
competitive market.
A graduating resident can now obtain
up to $6,500 per month in benefit in
some situations (prior to signing a
contract).

Following are the terms and conditions
that I find myself advising on frequently.
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Own occupation
(specialty speciﬁc) wording
The own occupation period is the length
of time that you will be eligible to receive
FULL benefits under your contract, as
long as you cannot 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 could
conceivably be working outside of
emergency medicine and still receive the
full benefits under your contract!
Residual disability
This is as important as own occupation.
Imagine you become injured and you
are out of the emergency department for
eight months. If you wish to return to the
emergency department as soon as possible,
you need to understand the residual
definition in your contract. The residual
clause will determine how much money
you receive, the duration of the payments
and when you can return to work as an
emergency physician. Understand this
benefit, how long it will pay and if there
are any clauses such as time or earnings
that could discontinue payments.
Guaranteed purchase option
An option to purchase simply gives you

“As EMRA members, you can obtain a personal
analysis and apply for benefits by visiting
www.integratedwealthcare.com/education/
and clicking on the EMRA link.”
the right to potentially increase your
benefits in the future, if your income
will justify it. It ensures that any future
medical history will not impact your
ability to increase your benefit. It does
not guarantee, however, that you can
purchase more protection. Given the
often transitory nature of emergency
medicine, I recommend this option. 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 benefit every year that you
remain disabled and on claim, protecting
your income from the rising cost of
inflation over time. I recommend this to
be a compound increase, rather than a
simple increase.
Monthly beneﬁt amount
As a resident, you can protect future
earnings by purchasing disability
coverage before you finish your training.
You can purchase up to $6,500 per
month of tax-free benefit while still in
training as either a resident or fellow.
This opportunity expires the day you
complete your program. If you bring this
into practice and have 60 percent 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 $9,500 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 visiting www.integratedwealthcare.
com/education/ and clicking on the
EMRA link. You can also view two
educational videos on the topic, further
explaining this opportunity.
An adequate disability income program
will provide you with the confidence of
knowing that your time and effort is fully
insured and that your family’s financial
security is protected from any unexpected
loss of income. n
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 e-mail
at shayne@mybpginc.com or on the web
at www.IntegratedWealthCare.com.

EMS Week

20
10

MAY 16-22, 2010
A Proud Partner in
Your Community
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-to-day
lifesaving services of
medicine’s “front line.”
This information can be
used throughout the year
for public education and
safety programs.
For additional
information, contact
emsweek@acep.org

Shayne is an 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.
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Guestfeature
Chet Schrader, MD

Washington University/Barnes Jewish Hospital
St. Louis, MO

Public service loan
forgiveness program
“The Public Service Loan Forgiveness Program was created as part of the College Cost
Reduction and Access Act to encourage individuals to work in public service jobs.”

W

hen Congress passed the College
Cost Reduction and Access Act
of 2007, much of the focus by resident
advocacy groups was on the elimination
of the 20/220 rule. For those unaware,
the 20/220 rule stipulated that you could
defer your Subsidized Stafford Loans if:
• Your debt burden was greater than 20
percent of your income AND
• Your income minus your debt burden
was less than 220 percent of the
federal poverty level
Lost in all of this were two essential
things
• The 20/220 rule only allowed
deferment of federal SUBSIDIZED
Stafford Loans (roughly
$8,500 per year); the remaining
UNSUBSIDIZED Stafford Loans and
Graduate Loans (by far the largest
portion of total medical school debt)
have never been able to be deferred
and thus have always accrued interest
• The creation of the Public Service
Loan Forgiveness Program.

The Public Service Loan Forgiveness
Program was created as part of the
College Cost Reduction and Access Act
to encourage individuals to work in public
service jobs. According to the Department
of Education1, “borrowers may qualify
for forgiveness of the remaining balance
due on their eligible federal student loans
after they have made 120 payments on
those loans under certain repayment plans
while employed full time by public service
employers.”
While you can read the
aforementioned reference to answer
most questions, we can briefly take a
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look at the eligibility requirements:
• Any Federal Direct Loan is eligible.
Note, however, that if you had
previously taken out loans under
the Federal Family Education Loan
(FFEL) program, you can consolidate
your loans under the Direct Loan
program if you intend to apply for
forgiveness.
• You must make 120 on-time
payments under one of the following
repayment plans: Income Based
Repayment (IBR), Income Contingent
Repayment, Standard Repayment
over a ten-year period.
• You must be employed full-time
by a public service organization
for the duration of 120 payments
and until loans are forgiven. These
include: federal, state or local
government/agency, any 501(c)
(3) non-profit organization, or any
private organization that is not a forprofit business that provides a public
service (ie., health professionals).
One important thing to note is the
employment requirement. As an EM
resident, joining a for-profit group or
becoming an employee at a for-profit
hospital would automatically exclude you
from this program.
Let’s take a look, though, at how this
might benefit you if you took out student
loans. Say you’re starting four-year
residency this year at $45,000 per year,
do not have a spouse or children, and
have a student loan debt of $150,000 at
five percent after college and medical
school. According to IBR info2, your
calculated Income Based Payment
would be $360 per month. (Another

quick note – more income would
increase the IBR, whereas dependents
would decrease the IBR.) We will
assume that when you finish residency,
you start a job at $200,000 per year.
With an IBR of $360 per month for four
years of residency, followed by full
payments of $1,617 per month for six
years, at the end of ten years, you would
still have a balance of neatly $85,000
that the government would forgive. In
addition, making IBR payments during
a longer residency or added fellowship
would further increase the amount the
government will forgive.
One other aside – if you have a spouse,
currently the federal government adds
their income in considering the IBR
amount, however, it does not take
into account your spouse’s student
loan burden. This creates higher IBR
payments without accounting for the
payments you make on both loans. The
Department of Education has agreed to
look into this, but it has yet to act on it.
Regardless, most are unaware of the
potential for loan forgiveness offered
by the Public Service Loan Forgiveness
Program. Although it does require
Income Based Repayment to be made
throughout the course of residency, it
offers significant financial incentive in
the long run. Please consider it when
making decisions in regards to your
student loans. n
References
1. http://studentaid.ed.gov/students/
attachments/siteresources/
LoanForgivenessv4.pdf
2. http://www.ibrinfo.org/calculator.php

PROVIDED BY

PEER Q
&A
VII

BOARD
REVIEW

PEER VII is ACEP’s Gold Standard
in self-assessment and educational
review for emergency physicians.
EMRA members can purchase
PEER VII at a significant discount
at www.acep.org/bookstore.

Signs, Symptoms, & Presentations
For a complete reference and answer explanation for the questions below, visit www.emra.org.
1. A 40-year-old man is brought in by ambulance from the
local steel mill. His coworkers had noticed that he was
confused and acting inappropriately while working at
his station pouring molten steel. The EMTs state that the
patient was diaphoretic, hypotensive, and felt warm to
touch. Family members are contacted and disclose that the
patient is in good health and had visited his psychiatrist
2 weeks earlier for a medication adjustment. There are
no known allergies, and he is otherwise healthy. On
examination, the patient is agitated and does not respond
appropriately. He is noted to be tachycardic, diaphoretic,
hypotensive, febrile to 38.5°C (101.5°F), and has generalized
rigidity. What is the most likely diagnosis?
A. Delirium tremens
B. Heat stroke
C. Malignant hyperthermia
D. Meningitis
E. Neuroleptic malignant syndrome

4. A 55-year-old man presents complaining of abdominal
pain of several days’ duration. He was in good health
until he developed fever and chills, malaise, and myalgias.
He got scared when his coworkers told him that his eyes
were yellow. Past medical history is unremarkable. He
denies any history of alcohol abuse, intravenous drug
abuse, or blood transfusion. Vital signs include blood
pressure 100/70, pulse rate 110, and temperature 38.8°C
(101.8°F). Physical examination reveals scleral icterus and
a tender right upper quadrant. What is the most likely
diagnosis?
A. Acute cholangitis
B. Cholelithiasis
C. Hepatic metastasis
D. Pancreatic carcinoma
E. Viral hepatitis

Want More
PEER VII questions?

Answers
1. E 2. D 3. A 4. A 5. C

5. A 45-year-old woman presents with chills and abdominal
discomfort that have been present for the past 2 to 3
days. Her husband says that her abdomen is getting
2. A 38-year-old woman presents because she began vomiting
progressively larger and that she appears to have gained
blood that evening. Medical history is significant for
weight over the past 2 weeks. Past medical history is
alcohol abuse and occasional smoking. She has been in the
significant for hypertension and renal insufficiency. On
United States for 6 months and has been homeless since
examination, the patient is in mild discomfort, with blood
her arrival. Vital signs are stable, and she is in no acute
pressure 100/70, pulse rate 110, respiratory rate 22, and
distress. Cardiac, pulmonary, and abdominal examinations
temperature 38.5°C (101.4°F). Spider angiomata are noted
are unremarkable. What is the most appropriate next step
on the trunk, and examination of the abdomen reveals
in management?
moderate distention, a fluid wave, and an enlarged liver.
A. Abdominal CT with contrast
Ultrasonography-guided paracentesis is performed;
B. CBC and type and crossmatch
the aspirate is somewhat cloudy, and the cell count is
C. Chest radiograph
300 neutrophils/mm3. What is the most appropriate
D. Complete physical examination
management?
E. Nasogastric lavage with administration of an H2 blocker
A. Admit the patient and await culture results before
starting antibiotic treatment
3. A 45-year-old homeless man presents with hemoptysis,
B. Admit the patient and await results of the Gram stain
weight loss, and fever. He admits to smoking 2 packs of
C. Admit the patient and start antibiotic treatment in the
cigarettes per day and drinking whenever he is able to find
emergency department
alcohol. He has lost 20 to 30 pounds over the past month
D. Admit the patient for observation and repeat the
and has been coughing up “cupfuls” of blood over the
paracentesis in 24 hours
past 1 to 2 days. He says he has been experiencing night
E. Discharge the patient with outpatient followup
sweats for several months. Vital signs are blood pressure
90/60, pulse rate 120, respiratory rate 20, and temperature
37°C (98.6°F). Physical examination reveals coarse breath
sounds, no cardiac murmurs, and clubbing. Which of the
following studies is most likely to lead to the correct
diagnosis?
Go to http://acep.spaceded.com, sign up for the—FREE—PEER
VII Sampler, and help ACEP test a new learning strategy called
A. Bronchoscopy
spaced education. In return for your feedback on a short survey
B. Chest CT
that will be sent out midway through the program, you’ll get a
C. Chest radiography
total of 40 PEER VII questions delivered daily via e-mail.
D. Echocardiography
E. Tuberculin skin testing
April/May 2010
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The 5th Annual
Emergency Medicine
Qualifying Exam
Review Course

Annals of
Emergency Medicine
Resident Editorial Board
Fellowship Appointment
The Resident Fellow appointment 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 not only to give the Fellow experience that
will enhance his/her career in academic emergency
medicine and in scientific publication, but to 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.
Please visit Annals’ Web site at
www.annemergmed.com
for a copy of the complete application.
Due date is July 7, 2010.
Questions should be directed to Nancy Medina, CAE,
Editorial Director, Annals of Emergency Medicine, at
800-803-1403, ext. 3221, or by e-mail to nmedina@acep.org.

PREPARING FOR THE WRITTEN BOARDS
In New York City
October 13-15, 2010
Crowne Plaza, LaGuardia Airport
104-04 Ditmars Boulevard
East Elmhurst, NY 11369

A 3-day
intensive study
in Emergency
Medicine

Convenient to LaGuardia and Kennedy Airports, this
comprehensive review for Emergency Medicine physicians
preparing for the qualifying exam in Emergency Medicine
will provide a maximum of 31 hours of instruction over a
3-day period. Physicians interested in board recertification
or continuous certification will find this course particularly
helpful. Topics will be presented in lecture format, encompassing the core curriculum distributed by the American
Board of Emergency Medicine (ABEM).

For course information, please contact:
Rick Hostnik, Assistant Director
Office of Continuing Medical Education
North Shore-LIJ Health System
rhostnik@nshs.edu 516.465.3263 (3CME)
www.newyorkemboardreview.com

Register today for Ohio ACEP’s

EMR
2010

Emergency Medicine Review

Two Dates
This Year!

As always
Ohio ACEP
discounts
resident
registrations!

Ohio ACEP

3510 Snouffer Road, Suite 100
Columbus, OH 43235
(614) 792-6506

For more information or to register online visit
www.ohacep.org/emergencymedicinereview
or call (888) 642-2374
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Attend the Ohio Chapter ACEP Emergency
Medicine Review Course (EMR) for a
comprehensive review of emergency medicine,
and preparation for certification and the
qualifying exam.
Long Track:
■ August 23-27, 2010
■ October 9-13, 2010
Fast Facts & Fundamentals:
■ August 28-30, 2010
E-Learning Web Site:
All registrants receive complimentary 30-day
access to Ohio ACEP’s e-learning web site
with over 1400 photos and radiographs,
www.ohacep–elearning.org

Publications

available online at www.emra.org/emra_bookstore.aspx

(800) 798-1822

Contract Issues for Emergency Physicians

CAREER PLANNING GUIDE FOR EMERGENCY MEDICINE 2ND EDITION

EMERGENCY MEDICINE
RESIDENTS’ ASSOCIATION

1125 EXECUTIVE CIRCLE
IRVING, TEXAS 75038-2522

CAREER
PLANNING
GUIDE
FOR EMERGENCY MEDICINE

EM CAREER CENTRAL.

Brian JJ. Levine
Levine, MD

EMERGENCY
MEDICINE

If Persistent hypotension:
Place central venous line above the diaphragm
Achieve SBP ≥ 90 or MAP ≥ 65 mm Hg. Start vasopressor therapy as required
Achieve central venous pressure (CVP) of 8-12 mm Hg (12-15 mm Hg if mechanically
ventilated or other RV filling impediments)
•
Achieve central venous oxygenation saturation (ScvO2) of ≥ 70% or mixed venous O2
saturation of ≥ 65%
•
Urine output 1.0 mL/kg/hr
•
•
•

Sepsis Card
2009 Edition: Chris Coletti, MD and John Powell, MD
2006 Edition: Dave Farcy, MD
Severe sepsis affects more than 750,000 patients and claims more than 210,000 lives each
year in the U.S. It is the second leading cause of death in non-cardiac ICU patients and the
10th overall cause of death. The rate of severe sepsis is expected to rise to 1 million cases a
year by 2010 as the population ages. Early therapy influences outcome. Utilizing the Surviving
Sepsis Campaign Guidelines improves morbidity and can decrease mortality by 25%.
Angus DC, et al. CCM 2001(29)7
Martin GS, et al. NEJM 2003 (348)16

Hotchkiss RS, et al. NEJM 2003, (348)2
Dellinger RP, et al. CCM 2008 (36)2

SSC: survingsepsis.org

Infection
Defined as a pathologic process caused by the invasion of normally sterile tissue, fluid or body
cavity by pathogenic microoganisms.

Sepsis
Defined as a suspected or documented infection and 2 or more of the following variables:

Bendjelid K, et al. ICM 2003; 29:352–360
Gaieski D, et al. AEM 2005;46:S4.

•
•
•
•
•
•

Lactate
4 or persistent hypotension despite
20 mL/kg crystalloid or colloid equivalent.

Temperature: >38.3°C (>101°F) or <36°C (<96.8°F)
Heart Rate > 90 bpm
Respiratory Rate > 20 breaths/min
Acutely altered mental status
Hyperglycemia (glucose >140 mg/dL or 7.7mmol/L) in the absence of diabetes
WBC >12,000/mm3, <4000/mm3, or >10% immature (band) forms

Severe Sepsis
Central line placement for
CVP/ScvO2 monitoring

Broad Spectrum
Antibiotics

GUS M. GARMEL, MD

2ND EDITION

< 8 mm Hg

CVP

1125 Executive Circle
Irving, Texas 75038-2522
ISBN# 1-929854-12-9
972.550.0920
www.emra.org

EMRA

Christiana Care Health System
Department of Emergency Medicine

Contract Issues
for

emergency

•

MAP

Edition

Hypotension (SBP <90mm Hg, MAP <65mm Hg or an SBP decrease >40 mm Hg)

Pulmonary
•
•

Bilateral pulmonary infiltrates with a new (or increased) oxygen requirement to
maintain SpO2 >90%
Acute lung injury:
PaO2/FiO2 <300 in absence of PNA as source
PaO2/FiO2 <200 with PNA as source

n
n

vasopressor

Renal

MAP < 65 mm Hg after 20-40 mL/kg of crystalloid or
colloid bolus

physicians
2nd

Cardiovascular

If patient meets criteria for sepsis-induced tissue hypoperfusion
(lactate > 4 or hypotension after initial fluid bolus):
500mL of crystalloid bolus q 30 min. until CVP 8-12 mm Hg
then 150mL/hr, Consider Colloid if CVP < 4
Consider LR instead of NS if hyperchloremic acidosis

MAP < 65 mm Hg

MAP

Defined as acute organ dysfunction, hypoperfusion or hypotension before fluid challenge.
Organ system dysfunction must be remote to the site of infection with the exception of
pulmonary criteria.

fluid bolus

8-12 mm Hg

Editor-in-Chief

The Medical Student
Survival Guide

Obtain serum lactate
Draw blood cultures x 2 (one percutaneous, all prior to antibiotics)
Administer broad spectrum antibiotics ASAP, goal <1 hour upon recognition of sepsis
In the event of hypotension: (SBP <90 or MAP <65) or lactate ≥ 4 mmol/L (36 mg/dL):
Initiate fluid resuscitation with 20-30 ml/kg crystalloid for hypotension

Initiate Sepsis Orders

Joseph P. Wood, MD, JD

FROM

GUS M. GARMEL, MD

ANTIBIOTIC GUIDE

ISBN: 1-929854-13-7
MEMBER COPIES PROVIDED BY AN EDUCATIONAL GRANT
EMRA GRATEFULLY ACKNOWLEDGES THEIR SUPPORT.

•
•
•
•

If patients meet entry criteria of severe sepsis or septic shock:

WWW.EMRA.ORG

2009 EMRA

Sepsis Bundle Goals for Severe Sepsis/ Septic Shock:
(Protocol-Driven System Recommended)

Acute oliguria (UO <0.5ml/kg/hr for 2 hrs despite adequate fluid resuscitation)
Creatinine increase >0.5mg/dL from baseline

•
•

Coagulation dysfunction (INR>1.5 or PTT>60 secs absent anticoagulant usage)
Thrombocytopenia (platelet count <100,000/mm3)

Hemotologic

Norepinephrine: 2-20 mcg/min IV (preferred)
Dopamine: 5-20 mcg/kg/min IV
Vasopressin: 0.03 units/min IV (adjunctive)

65 mm Hg

•
•

Hepatic/GI

Joseph P. Wood, MD, JD
Editor in Chief

•

Hyperbilirubinemia (total bilirubin > 2 mg/dL

•

Hyperlactemia >2 mmol/L (18.0mg/dL)

Systemic
ScvO2

< 70%

Hgb

< 10

70%

Emergency Medicine Residents’ Association

goal achieved

> 10

Transfuse PRBC
ScvO2
ScvO2 < 70% and Hgb < 10g/dL
Dobutamine: 2-5 mcg/kg/min IV

Diagram derived from Rivers E, et al. NEJM, 2001;345:1368-1377.

Emergency Medicine’s

Sepsis-Induced Tissue Hypoperfusion
Defined as (1) sepsis-induced persistent hypotension (SBP <90 mmHg, a MAP < 65
or a SBP decrease >40 mmHg from baseline), or (2) lactate ≥ 4.0 mg/dL, or (3) oligura
Septic Shock is Sepsis-Induced Tissue Hypoperfusion not responding to 20 to 30ml/kg
crystalloid bolus
Derived from the Levy MM, et al. CM 2003 (3)4

Osborn TM, et al. AEM 2005 (46)3

Dillenger RP, et al. CCM 2008 36(3)

Top

Pediatric
Clinical

Problems

AC
Comprehensive
ompreh
hensive G
Guide
uide to
The Specialty
The
Edited by
Kristin E. Harkin, MD, FACEP and Jeremy T. Cushman, MD, MS

EMRA Publications
Emergency Medicine Advocacy Handbook
Nathaniel R. Schlicher, MD, JD

In this clear, well-thought-out handbook, Dr. Schlicher and the chapter
authors outline the essential advocacy issues surrounding emergency
medicine today. Not just for the politically-minded, this resource is
useful for the student, resident, physician, healthcare worker, patient or
concerned citizen to help understand the important issues affecting all
aspects of emergency care.
900290 / List Price $25.95
ACEP Member Price $23.35 • EMRA Member Price $15.95
Published 2009; 96 pages; Soft Cover 5.5 x 8.5

Bulk pricing available; order online at www.emra.org

2009 EMRA Antibiotic Guide, 13th Edition
Brian J. Levine, MD

Dale Woolridge, MD, PhD

A Rapid Pocket Reference and Teaching Tool

Contract Issues for Emergency Physicians,
2nd Edition

Emergency Medicine’s Top Pediatric
Clinical Problems, 1st Edition

Joseph P. Wood, MD, JD

Dale Woolridge, MD, PhD

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

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.

900110 / List Price $49.95
ACEP Member Price $29.95 • EMRA Member Price $44.95
Published 2007; 92 pages; Soft Cover 5.5 x 8.5

Emergency Medicine: The Medical Student
Survival Guide, 2nd Edition
Kristin E. Harkin, MD; Jeremy T. Cushman, MD, MS

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.

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.
Reviewed by Ann Emerg Med 2009; 53; 165

900030 / List Price $25.95
ACEP Member Price $23.35 • EMRA Member Price $15.95

900120 / List Price $25.95
ACEP Member Price $23.35 • EMRA Member Price $15.95

900230 / List Price $25.95
ACEP Member Price $26.35 • EMRA Member Price $15.95
Published 2008; 336 pages; Soft Cover 4 x 6

Emergency Medicine
Chief Resident Survival Guide
Christian Arbelaez, MD, MPH; Kavita Babu, MD
Joy Martin, MD; Matthew Miles, MD

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.
Reviewed by Ann Emerg Med 2007; 49; 830
900190 / List Price $34.95
ACEP Member Price $31.45 • EMRA Member Price $19.95

Published 2007; 280 pages; Soft Cover 5 x 9

Published 2006; 96 pages; Soft Cover 5 x 9

Career Planning Guide for Emergency Medicine,
2nd Edition

Emergency Medicine’s Top
Clinical Problems, 2nd Edition

ABX Guide 2009 for Pocket PC and Palm OS

Gus Garmel, MD

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

Get help organizing and understanding the many complex issues
concerning emergency medicine careers. Topics include career
possibilities, CV’s, interview tips, contract negotiations, benefits & more.
Reviewed by Ann Emerg Med 2009; 53; 292

A new and improved pocket reference and quiz tool. Each chapter
starts with critical actions and then logically expands with diseasespecific information. The design simulates the format of an
emergency medicine oral or written board exam.

900080 / List Price $29.95
ACEP Member Price $26.95 • EMRA Member Price $19.95

900100 / List Price $25.95
ACEP Member Price $23.35 • EMRA Member Price $15.95

Published 2008; 96 pages; Soft Cover 4 x 6

Published 2007; 104 pages; Soft Cover 5.5 x 8.5

Published 2008; 218 pages; Soft Cover 4 x 6

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 • List Price $25.95
Pocket PC 900200 • List Price $25.95
ACEP Member Price $23.35 • EMRA Member Price $15.95

Pocket Reference Cards
Pediatric Qwic Card

EMRA Sepsis Card

Dale P. Woolridge, MD, PhD

2009 Edition: Chris Coletti, MD and John Powell, MD; 2006 Edition: Dave Farcy, MD A handy pocket reference for intubation of neonates to

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.

Everything you need to know about improving outcomes for septic patients in
the emergency department available in this newly revised pocket reference
guide. This comprehensive review of sepsis treatment recommendations was
developed by the EMRA Critical Care Committee.

900240 / List Price $12.00
ACEP Member Price $10.80 • EMRA Member Price $7.00
Published 2008; Folded; Laminated 4 x 7

900220 / List Price $12.00
ACEP Member Price $10.80 • EMRA Member Price $7.00
Published 2009; Laminated Card 4 x 7 Folded/8 x 7 flat

EMRA Airway Card
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 / List Price $12.00
ACEP Member Price $10.80 • EMRA Member Price $7.00
Published 2005; Laminated Card 3 x 5.5
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Pediatricpearls
Risk management pitfalls for pediatric migraine
From the February 2010 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. “This child can’t have a migraine.
She has a bilateral frontal
headache.”
Pediatric migraine headaches have
many different facets that are not
comparable to adult migraine headache
– one of which is location. A large
percentage of pediatric migraine
headaches are bilateral (especially
younger patients) – a distribution
that is infrequent in adult migraine
headache.
2. “I know my 8-year-old patient has a
headache, but it can’t be a migraine.
He’s too young.”
Migraine headaches can affect very
young children. The mean age of onset
of migraine headaches is 7 years for
boys and 11 years for girls, and the
gender ratio shifts in adolescence.
3. “My patient says she has a severe
migraine, but she looks too
comfortable to really hurt that
badly.”
Misinterpreting headache severity
is a common occurrence by nurses
and physicians. Migraineurs who
suffer frequent headache episodes are
often able to tolerate pain at a much
higher level, making these patients
appear in minimal distress. The use
of standardized pain scales [Visual
Analog Scale (VAS), Faces Pain ScaleRevised (FPS-R)] is essential to track
the patient’s initial pain score as well
as to track improvement of his/her
symptoms.
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4. “I’m starting an IV for medications
in my patient with migraine
headache. I better get a CBC,
electrolytes, and a liver function
series to make sure they are
normal.”
The utility of laboratory evaluation
in primary headache patients (like
migraine) is limited at best.
5. “I need to obtain a CT scan of the
head in all pediatric patients with
a debilitating headache, even those
with a history of migraine.”
If the patient has a history of
migraines, neuroimaging is not
warranted unless the patient has
an abnormal (focal) neurological
examination, a seizure associated
with the headache, or a migraine
that significantly differs from his/her
previous migraine headaches.
6. “My patient has a history of
migraines. I’m sure that her current
occipital headache with an abnormal
gait is not too concerning and does
not require additional work-up.”
In a patient with a history of migraine
headaches, a change in the type of
migraine is concerning enough to
warrant advanced neuroimaging (CT,
MRI). In addition, a headache patient
with a focal neurological examination
(like abnormal gait) warrants
neuroimaging.
7. “My migraine patient hasn’t
responded to acetaminophen or
ibuprofen. I’m going to order
some fentanyl or morphine for her
migraine headache”

Narcotic pain medications, although
useful for many pathologic causes of
pain, have no indication in a pediatric
migraine patient.
8. “My headache patient doesn’t have
nausea, so anti-emetics won’t be
useful in her treatment.”
Anti-emetic medications
(prochlorperazine, metoclopramide,
promethazine) have demonstrated
efficacy in the treatment of pediatric
migraine headache, even in the
absence of frank nausea and/or
vomiting.
9. “My patient’s migraine headache
has not gotten better in the ED, but
she just needs to go home – she’ll
feel better with rest at home.”
Lack of significant improvement
despite aggressive ED management of
pediatric migraine requires continued
headache treatment as an inpatient
by the appropriate medical service
(Neurology, Pain Management, etc).
10. “This is my patient’s third ED visit
in the past 3 months for migraine
headache. Why can’t she take care
of this at home?”
If a pediatric patient is having
frequent, debilitating migraine
headaches requiring abortive
therapies, he/she may need
prophylactic migraine medications.
It is imperative that these patients
contact a primary care physician,
neurologist, or headache specialist
for further management, including
daily medications to decrease
migraine frequency. n

Pitfallstoavoid
Risk management pitfalls for oncologic emergencies
From the February 2010 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 1-800-2495770, or email ebm@ebmedicine.net.
1. “Even though the patient whom I just
diagnosed with malignant spinal cord
compression wasn’t able to walk into
the ED, I’m going to tell the family that
he should be all right once treatment is
initiated.”
The neurologic status of patients before
treatment for ESCC is the most important
prognostic factor for neurologic status
after treatment. Understanding the
significant prognostic implications of
the patient’s presenting neurologic status
should help guide your discussions with
patients and their families.
2. “This lady has ESCC. She needs to get
radiation now!”
Radiation therapy is not indicated in all
patients. Its greatest benefits are seen
in the following situations: recurrences
following surgical decompression,
no spinal compression or instability,
subclinical cord compression,
radiosensitive tumors, or in patients who
are not candidates for surgery.
3. “He said his back has been hurting for
2 months, making it difficult for him to
walk, but he appeared fine to me in the
ED and had a normal x-ray.”
A new diagnosis of an underlying
malignancy is made in 20% of patients
who present with ESCC, so clinical
suspicion must always remain high for
any patient with relevant symptoms.
Back pain is the first symptom in 95%
of patients with ESCC, and it usually
predates all other symptoms by up to 2
months.
4. “I know he had lung cancer, but his
back pain doesn’t seem too bad. I’ll
just get an x-ray and send him home
with some acetaminophen if it’s
normal.”
Not seriously considering ESCC in the
differential diagnosis in any cancer
patient with back pain is a recipe
for disaster. Also, relying on a plain
radiograph alone for the diagnosis

of ESCC is inadequate. Since plain
radiography is only 75% sensitive for
ESCC even when vertebral collapse is
evident, MRI is the study of choice.
5. “I couldn’t tell the patient’s face was
swollen. I’ve never seen him before and
I thought he always looked like that.”
Although facial swelling is often obvious,
it can be overlooked by one who is
not familiar with the patient’s usual
appearance. The emergency clinician
must obtain a thorough history to elicit
important clues, such as worsening of
the swelling in the morning or a sense
of facial fullness when bending down.
Consider involving family or friends
for their opinion or look at a patient’s
driver’s license for comparison.
6. “I knew that the patient had SVCS,
but it was subacute and I thought that
she could follow up with her oncologist
to take care of it. I didn’t know that it
could progress to stridor or cerebral
edema.”
Their exact incidence is not known, but
the 2 most feared complications of this
syndrome are upper-airway obstruction
and cerebral edema, both of which
are attributable to diminished venous
return to the head and neck. Even if the
presentation is subacute, treatment should
be provided promptly to avoid these
complications. Given the coordination
required among multiple disciplines, it
is reasonable to admit most patients with
SVCS.
7. “There is no facial edema and the chest
film is normal — this patient doesn’t
have SVCS.”
About 20% of patients with SVCS have
no facial or neck edema, and about 20%
have normal chest films. When abnormal
radiographic findings are present, they
usually include evidence of lung masses.
Further imaging is warranted if SVCS
continues to be suspected.
8. “A chest x-ray without an enlarged

cardiac silhouette essentially rules out
a pericardial effusion.”
In the case of malignant pericardial
effusion, the effusion is usually large in
volume, owing to the subacute nature of
the fluid accumulation. The pericardium
therefore has enough time to stretch and
accommodate a large amount of fluid
without affecting hemodynamic status.
The classic “water-bottle” heart on chest
x-ray certainly alerts physicians to the
possibility of this diagnosis, but the lack
of this finding is insufficient to rule out
the diagnosis.
9. “After the pericardiocentesis, my
patient was doing so well. He said he
could follow up with his oncologist
a week later, so I let him go home.
I didn’t realize that fluid could
reaccumulate that quickly!”
When pericardiocentesis is the sole
treatment modality for a malignant
pericardial effusion, it can recur at
a rate of 56%, often within 24 to 48
hours. Patients should be admitted
for close observation and a repeat
echocardiogram. In cases of recurrent
malignant pericardial effusions, more
definitive treatment, such as a subxiphoid
pericardial window, should be considered
in consultation with the cardiothoracic
surgery team.
10. “But the patient initially had a stable
blood pressure. Nobody would have
suspected cardiac tamponade.”
Initially, many patients with nontraumatic
cardiac tamponade present with preserved
blood pressure; however, they can
deteriorate quickly because of the “last
drop” phenomenon. Beck’s triad is rarely
present in such patients. For any patient
with a pulmonary malignancy (primary
tumor or metastasis) who presents with
heart failure-like symptoms, cardiac
tamponade is often detected only by
emergency clinicians who are alert for
this possible diagnosis. n
April/May 2010
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PHOTO COURTESY OF ANNALIESE PEFFER, GME PROGRAM COORDINATOR, UNIVERSITY OF MICHIGAN/SAINT JOSEPH MERCY HOSPITAL
DEPARTMENT OF EMERGENCY MEDICINE

Resident’s Appreciation Day

The University of Michigan/Saint Joseph Mercy Hospital Emergency Medicine Residency Program celebrated EM
Residents’ Appreciation Day by playing Whirly Ball, a combination of basketball and Jai-Alai (using bumper cars and
whiffle ball slingers)! No injuries this time around!

Alphabet Soup

Benjamin Lawner, DO, University of Maryland

EMRA’s
blog
EMPostCall, the
EMRA blog is up
and running!

Share your stories, connect with other EM
residents and discuss the issues that are
most important to you on the new EMRA
blog. Post your pictures from residency
and EMRA events. EMPostCall.com is
available now. Want to be a contributing
author? Contact Alicia Hendricks for more
information at ahendricks@emra.org.
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ED partners with national hotel chain
to boost patient satisfaction.

Look no further
with EM Career Central
your search is over
EMCareerCentral.org
The official online career resource from ACEP and EMRA,
EM Career Central offers the most targeted career listing available
for Emergency Medicine professionals. Whether you’re looking for the perfect
opportunity or the perfect candidate to fill an open position in your facility, your
perfect match is just a click away.
Job Seekers

Employers

 Search hundreds of local and national EM opportunities

 Target your search to qualified EM candidates

 Create a customized CV with the easy Resume Builder

 Access the resume database with your job posting

 Upload and store existing resumes (confidentially if preferred)

 Receive e-mail alerts of new CV postings

 Build your own personalized professional Career Website

 Take advantage of flexible, competitive pricing with volume discounts

 Reply online to job postings and send a cover letter with your resume

 Receive personalized customer care consultation

 Receive e-mail alerts of new job postings in EM and geographic
locations you select
Visit EM Career Central today. It’s quick, convenient and confidential. And it’s available 24/7.

Emergency Medicine
Residents’ Association
www.ACEP.org

www.EMRA.org
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Classifiedadvertising
Multiple States, Alabama & Louisiana: Pristine Gulf shores,
southern hospitality, rich diversity, cultural landmarks and history
abound. Enjoy Gulf Coast living or great country spaces. We have it
all.. Full Time Directorships and FT/PT Physician opportunities.
Hospital Physician Partners seeks qualified candidates for immediate
opportunities. ALABAMA – ED volumes ranging from 8K to 40K.
Directorship candidates should be residency trained, BC in EM with
ACLS, ATLS and PALS. Physician candidates should be residency
trained BC/BP in EM with ACLS, ATLS and PALS with recent ED
experience. LOUISIANA – 12K ED volume. Candidates should be
residency trained BC/BP in EM with ACLS, ATLS and PALS with
recent ED experience. What’s important to YOU is what matters
to US…excellent compensation, sign-on & tuition bonuses, paid
malpractice w/ tail, flexible scheduling and excellent team support.
Contact Jimmique Jones-Guthrie: (800) 815-8377 ext. 2262;
jjones-guthrie@hppartners.com or visit www.hppartners.com/emra. n
Multiple States, Arizona, New Mexico, Missouri & Nevada: Let us
take you where you want to go…we have a lifestyle to fit your dreams!
Hospital Physician Partners seeks qualified physicians for immediate
opportunities. Full Time/Part Time Physician and Medical Director
opportunities available with ED volumes ranging from 12K to 33K.
Candidates will be residency trained, BC/BP in EM with recent ED
experience, ATLS, ACLS and PALS. These are independent contractor
positions and we offer access to Financial Planning Services, State
Licensing Assistance, Relocation Bonus packages, Guaranteed Board
Preparation Courses, Competitive Compensation, Sign-On Bonus,
Shift Bonus Pay, Holiday Bonus Pay, Paid Malpractice with Tail,
Flexible On-Line Scheduling and Full Support Administrative Teams.
What’s important to YOU is what matters to US…Contact Catherine
Marvez: (800) 815-8377 ext. 2252; cmarvez@hppartners.com or visit
www.hppartners.com/emra. n

The Global Health Division of the Department of Emergency
Medicine at St. Luke’s Roosevelt Hospital is offering a two-year
fellowship focusing on HIV/TB, Tropical and Travel Medicine.
Within this program fellows will acquire public health and
clinical training in the most pressing global health issues of our
time, while working in a highly-regarded adult and pediatric
emergency department in New York City.

Features include:
•

Adult and pediatric HIV, TB
and Travel Medicine rotations

•

Weekly modular coursework

•

Opportunity for research and
publication

•

Diploma in Tropical Medicine

•

Diploma in Humanitarian
Relief

•

ED volume of 150,000+ per
year

•

Structured overseas rotations

•

•

Opportunity to work with
NGOs

Academic center with 3-year
residency program and
ultrasound fellowship

Accepting qualified adult and pediatric EM trained applicants.
Contact: applications@slredglobalhealth.com
Visit our website at: www.slredglobalhealth.com

April/May 2010
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Arizona, Fort Mohave: Located in the Colorado River Basin near
the state lines of California and Nevada. Valley View Medical Center
sees 20,000 patients in the ED. This 60-bed facility has all major
specialty back-up. EMS with helipad and 24 hr. lab and radiology.
Situated in a growing community, Valley View is proximate to Lake
Havasu and Laughlin, Nevada. Contact Bernhard Beltran at
800-359-9117 or bbeltran@epmg.com n
California, Carmichael: Sacramento is one of California’s most
livable cities, and Mercy San Juan Medical Center affords easy access
to all that the area offers including a wide variety of housing, excellent
schools, plus recreation in Lake Tahoe, Napa Valley and more. Modern
facility is a Level II Trauma Center and host to full specialty back up
and support services, providing for excellent care to 66,000 emergency
patients per year. Enjoy a dynamic EM practice with broad pathology,
family practice resident rotations and active EMS. Contact Bernhard
Beltran at 800-359-9117 or bbeltran@epmg.com n
California, Sacramento: Mercy General Hospital is a 300-bed, urban
community hospital that is one of the busiest, most highly-regarded tertiary
cardiovascular referral centers for Northern CA and the west coast. 36,000
emergency patients are treated annually, and are supported by a full
specialty medical staff of over 900. State-of-the-art imaging includes
64-bit spiral CTs/MRI/color Doppler plus bedside ultrasound in the ED.
The location provides for easy commutes from the area’s most desirable
communities and recreation options. Contact Bernhard Beltran at 800-3599117 or bbeltran@epmg.com n
California, Sacramento: Methodist Hospital of Sacramento is a
respected community hospital that treats 49,000 emergency patients
per year. Soon to be granted Level II Trauma Center designation, the
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hospital is host to a Family Practice Residency
Program affiliated with USC, and residents
rotate through the ED. Active in EMS, the
facility is also a training site for EMT students.
High quality lab and x-ray, with diagnostics
including NMR, CT and nuclear medicine.
Location provides for easy access to many
desirable residential areas and all that the city
has to offer. Contact Bernhard Beltran at 800359-9117 or bbeltran@epmg.com n
California, San Andreas: Mark Twain
Hospital serves Calaveras and Alpine counties in the Sierra foothills between Yosemite
and Lake Tahoe. Made famous by Mark
Twain, Calaveras County is 133 miles east
of San Francisco in the Gold Country. The
annual volume of 10,000 has a high acuity
level and admission rate. This is a modern
hospital with an excellent nursing staff and
specialty back-up. The hospital recently
received a JCAHO rating in the top 3% of
all hospitals in the country. 12- or 24-hour
shifts and a manageable workload provide for
a high quality of life and plenty of free time.
Contact Bernhard Beltran at 800-359-9117 or
bbeltran@epmg.com n
California, Southern: EMERGENCY
MEDICINE - Outstanding opportunity for
Emergency Medicine in Southern California.

Partnership opportunity in growing area and
dynamic medical community. Emergency
Physicians Medical Group is seeking
Physicians to join our group at Community
Hospital of San Bernardino. The current
ED sees approximately 44,000 pts./yr.
Emergency Physicians’ Medical Group
(EPMG) has been providing outstanding
partnership opportunities since 1973. EPMG
offers a premium hourly rate plus, democratic
governance, open books, and excellent
compensation/bonus plus shareholder status
after one year. Compensation package
includes comprehensive benefits with
funded pension (up to $28,175 yr.), CME
account ($5,000/yr.), family medical/dental/
prescription/vision coverage, short and long
term disability, life insurance, malpractice
and more. Contact Bernhard Beltran directly
at 800-359-9117 or 800.828.0898, email
bbeltran@epmg.com EPMG 4535 Dressler
Rd. NW, Canton, OH 44718. n
California, Twenty-nine Palms: Emergency
Medicine Physicians for Robert E. Bush
Naval Hospital in Twenty-nine Palms, CA.
Full time, Part time and Locum tenens.
Competitive Salary and Incentives offered;
Board Certification and U.S. Citizenship
required. Please contact: Charlene Sentelle
Snapp, Medical Recruiter, OMV Medical,

Looking for a rewarding career
opportunity in emergency medicine?

You just found it.

Inc., 888.834.3085 (Toll Free-EST)
Charlene@omvmedical.com. n
Connecticut, New London: Lawrence
& Memorial is on the coast near Mystic
and sees 40,000 pts./yr. and an affiliated
freestanding ED seeing another 30,000 +/
yr. Level II Trauma Center has supportive
medical staff/back up. EMP is an exclusively
physician owned/managed group with open
books, equal voting, equal profit sharing,
equity ownership, funded pension, full
benefits and more. Contact Steve Rudis, MD
(careers@emp.com), Emergency Medicine
Physicians, 4535 Dressler Rd, NW, Canton,
OH 44718. 800-828-0898 or fax 330-4938677. n
Florida, St. Petersburg: Emergency
Medicine opportunities in the “Sunshine
City” with gorgeous beaches, golf, and
water sports. Hospital Physician Partners
seeks qualified candidates for immediate
opportunities. Full Time EM trained
physicians for 17K volume ED w/ 13
ED beds. Seasonal fast track, fastpaced, excellent leadership and nurse
support. What’s important to YOU is what
matters to US…attractive compensation
packages, sign-on & tuition bonuses, paid
malpractice w/ tail, flexible scheduling and

Pennsylvania’s Leader in Emergency Medicine
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

ERMI
a part of UPMC

For more information about joining Pennsylvania’s emergency
medicine leader, contact Robert Maha, MD, at 888-647-9077,
or send an e-mail to mahar@upmc.edu.
Quantum One Building
2 Hot Metal Street
Pittsburgh, PA 15203
Telephone: 888-647-9077
Fax: 412-432-7490

EOE
EOE
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EMERGENCY MEDICINE POSITIONS
Caritas Christi Health Care, New England’s second largest
health care system, is seeking Emergency Medicine
Physicians to join Caritas Emergency Medicine, a network
of more than 70 Emergency Medicine physicians, in its
six hospitals located in Boston, Brockton, Dorchester, Fall
River, Methuen and Norwood, Massachusetts.
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CALLING ALL
GRADUATING
EM RESIDENTS

Staff Care offers lucrative temporary work
assignments at facilities nationwide. Try
out several locations before accepting a
permanent job.
• More opportunities in more locations.
• We handle all the details for you.
• Work where you want, when you want.
• Try out several different facilities.
• Concentrate on patient care.
• Competitive hourly compensation.
• Medical malpractice insurance is provided.
• Travel and housing are provided.
• Opportunities nationwide.

Search hundreds of opportunities at:

www.StaffCare.com

(800) 685-2272
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This dedicated group is physician-governed offering
an above market compensation package including a
comprehensive benefits package, with both 403b and 457
tax deferred retirement plans.
Currently, two hospitals have resident rotations, and a third
hospital is to become a satellite facility of an Emergency
Medicine Program in 2009. Applications are now being
accepted for full, part time, and per diem staff positions.
Interested applicants should submit a CV and cover letter to:
Mark Pearlmutter, MD
Chair and Vice President, Network Emergency Services
c/o: Christine.Kady@caritaschristi.org
or call 617-562-7717
We are happy to provide additional information.
Visit us on the web at www.CaritasChristi.org

Classifiedadvertising
great team support. Contact Molly Smith: (800) 877-5520 ext. 6301;
msmith@hppartners.com or visit www.hppartners.com/emra. n
llinois, Chicago area and Kankakee: EMP manages EDs at 4
community teaching hospitals seeing 30,000 – 50,000+ pts./yr. with Level I
and Level II trauma center designation and EM residency teaching options.
We are an exclusively physician owned/managed group with open books,
equal voting, equal profit sharing, equity ownership, funded pension,
full benefits 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. n
llinois, Kankakee: EM position available at Riverside Medical Center.
The 40,000 annual visit ED is located 60 miles south of Chicago and has
36 hours of physician coverage per day/11 hours mid-level FastTrack
coverage. Candidates must be BC/BP EM. EPMG offers paid family
medical benefits, paid malpractice, incentive bonus system, flexible
scheduling, and much more. Contact Andy Roy at 800-466-3764, x329 or
aroy@epmgpc.com. n
llinois, Mt. Vernon: Excellent opportunity awaits you in Southern
Illinois. Mt. Vernon is a small city rich in history and close to St. Louis.
Eight Universities and Colleges are within one hour. Hospital Physician
Partners seeks qualified candidates for immediate opportunities. Full
Time and Part Time EM Physicians for 27K volume ED w/ 10 ED beds.
Outstanding physician and mid-level coverage. Must be BC/BP in
Emergency Medicine. ACLS/ATLS and PALS required. What’s important
to YOU is what matters to US…attractive compensation packages, signon & tuition bonuses, paid malpractice w/ tail, flexible scheduling and
great team support. Contact Molly Smith: (800) 877-5520 ext. 6301;
msmith@hppartners.com or visit www.hppartners.com/emra. n

Come be a part of our team!
Seeking highly-qualified bC/bp emergency physician candidates to become
part of our growing team. offering highly competitive compensation
packages, IC status and superior mid-level support.
unity Health Center is a locally owned, not-for-profit facility with two
technologically advanced campuses in Oklahoma. The ED is comprised of 18 private
rooms with 4 additional Fast Track rooms. Unity Health Center sees 36,000 patients
annually and has 36 hours of physician coverage and 12 hours of MLP coverage
daily in the Fast Track. Medical services include an in-house hospitalist program and
most sub-specialties are on-call. Unity Health Center knows that quality care starts
with quality healthcare providers. It was recently named one of the nation’s “Most
Wired” hospitals, according to the results of the 2009 Most Wired Survey released by
Hospitals & Health Networks magazine.
Unity Health Center is located just outside of Oklahoma City and offers the peace of
mind of a suburban lifestyle with the convenience of a nearby metroplex. Excellent
school systems, reasonable cost of living and low crime rates make this an ideal place
to raise a family. Only a 30 minute drive away is a growing downtown metroplex
offering world class restaurants, shopping, sports and entertainment. We know you’ll
agree this is more than a great place to work; it’s a great place to live.

Learn more today!

Ron Jackson, CPC
EmCare Physician Consultant
(800) 362-2731, X 2416
ron_jackson@emcare.com
For a complete listing of
available positions, visit
www.emcare.com

April/May 2010

49

Classifiedadvertising

Allen Hospital’s state-of-the-art ER is
scheduled to open in 2009, housing an allnew Emergency Department and we want you to
be part of the excitement. 250 Bed Regional Center
with a wide range of specialities:
Allen offers:
• Exceptional earning potential
• A highly trained and caring nursing staff
• A support staff that’s second-to-none
• A vision for the future of healthcare
Discover the combination of big-city career
opportunities with small-town charm, right here
at Allen.

For more information,
Katie Warren, Physician Dev.
800-553-0877
Warrenka@ihs.org
Visit: allenhospital.org
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Maryland, Eastern Shore: Maryland Emergency Medicine
Network (MEMN) is a well-established group that currently has
opportunities for talented BC/BP emergency physicians seeking
staff positions within Maryland. Opportunities are available in our
two Eastern Shore communities that enjoy excellent public and
private schools, family-centered activities, shopping, and gourmet
restaurants. Choose this beautiful setting for its close proximity
to the Chesapeake Bay and the Maryland/Delaware beach resorts.
Enjoy boating and water sports all not far from the excitement of
metropolitan life in Baltimore and Washington, DC. Employee status
with excellent compensation package including shift differential and
incentive plan. Malpractice insurance provided. Please forward CV
and letter of interest to Susan Kamen at skamen@memn.org or via
fax 410-328-8028. Phone 410-328-1859 for additional information. n
Michigan, Battle Creek: BC Emergency Medicine physician sought
for democratic group in 50,000 volume ED. Excellent package offers
shareholder status at one year with no buy-in! Benefits include pension,
family medical plan, CME, incentive income, malpractice, more.
Stable group with outstanding physician retention record. Contact Kim
Rooney, Premier Health Care Services, (800)726-3627, ext. 3674,
krooney@phcsday.com, fax (937)312-3675. n
Michigan, Brighton: Brand new free-standing ED to open Summer
2010! Seeking staff physicians and Associate Medical Director. BC/BP
EM and residency trained for clinical and director with administrative
services. Brighton is rated one of the best school districts in the state of
Michigan by the US Department of Education. 20 minutes north of Ann
Arbor. 25,000 annual visits and 42 hours of provider coverage daily.
Employee status with excellent benefits. Please contact Nancy Ely at
800-466-3764, x337 or nely@epmgpc.com. n

Classifiedadvertising
Emergency Medicine Opportunities
WISCONSIN:
Milwaukee Area
Sheboygan
Kenosha
Appleton/Oshkosh
Beaver Dam
Green Bay
Marinette
Eau Claire
Chippewa Falls
Wisconsin Rapids
Door County
ILLINOIS:
Rockford
Libertyville
Evanston

Our private practice group currently manages
and staffs 21 emergency departments in
Wisconsin and Illinois. Our respected, wellestablished emergency medicine group offers
qualified, ABEM/AOBEM certified and EM
residency trained physicians the opportunity to
join us in a variety of practice settings.
Infinity HealthCare offers an outstanding
compensation and benefit package including
retirement plan and a distributed ownership
structure that provides for each physician
employee to have shared equity. There are
unlimited
opportunities
to
engage
in
administrative / leadership roles in the hospital
setting and within Infinity HealthCare.
For detailed information please contact:
Mary Schwei or Johanna Bartlett,
Email: ihc-careerops@infinityhealthcare.com
Toll free: 888-442-3883 Fax: 414-290-6781
111 E. Wisconsin Ave, Suite 2100 Milwaukee,
WI 53202
www.infinityhealthcare.com

Michigan, St. Joseph: EM positions available at 43,000 visit ED in
St. Joseph, MI and 20,000 visit ED in Niles, MI – both near beautiful
Lake Michigan. Mid-level coverage provided daily. BC/BP EM.
DO emergency medicine residency starting 2011. ED renovation
completed Feb 2010. EPMG offers paid family medical benefits,
incentive bonuses, flexible scheduling, paid malpractice, 401(k),
and more. Please contact Andy Roy at 800-466-3764, x329 or
aroy@epmgpc.com. n
Michigan, Tawas: EPMG is seeking BC/BP EM and/or BC/
PC physicians for a 15,000 annual visit ED located in Tawas City,
Michigan. 12-hour shifts. Tawas City is located on the beautiful
shores of Lake Huron. EPMG offers paid family medical benefits,
Rx, vision, dental, life, LTD, flexible scheduling, 401(k), paid
malpractice, and much more. Please contact Carrie Dib at 800-4663764, x336 or cdib@epmgpc.com. n
Mississippi, Multiple Cities: Great College Towns in Mississippi!
Hospital Physician Partners welcomes you to explore the fantastic
opportunities available in the great college towns of Oxford and
Columbus! Located just 85 miles southeast of Memphis, TN, Oxford
is home to the University of Mississippi (affectionately known as Ole
Miss) and boasts a cost of living below the national average. Oxford
has been listed among the “Best 100 Small Towns” by USA Today;
one of Time magazine’s “7 Great Places to Retire;” and is a Money
magazine’s top six “Best Places to Retire.” Come join the Baptist
Memorial Health System in Oxford, Columbus or Booneville
and work in a state-of-the-art emergency department. Attractive
compensation packages, sign-on bonuses, paid malpractice w/ tail,
flexible scheduling and great team support. What’s important to
YOU is what matters to US… Contact Deanna Maloney: Toll Free at

Building Long-Term Partnerships in Emergency Medicine

#1 Integrated Health System
Rewarding Emergency
Medicine Opportunities
EM Opportunity in Springfield, Missouri
• Flexible Scheduling with 8 hour shifts
• Family Friendly Practice and Community
• State of the Art-Brand NEW ED
• 35 Beds with 10 bed acute care center
• 85,000 Patient Visits per year
• Extensive specialty and sub-specialty backup

OPPORTUNITIES AS BIG AS TEXAS!

Emergency
Service
Partners

ESP is a democratic physician-owned group with over
23 hospital partners across Central and East Texas.
With compensation models to maximize income,
fair scheduling, paid malpractice, mentoring/leadership
programs and Partnership opportunity, we truly
have our physicians’ best interests at heart!
For further information on joining this dynamic
team contact us at 888-800-8237.

Employed Opportunity with Compensation
& Benefits package to include:
•
•
•
•
•

Competitive Hourly Rate
Excellent Bonus Potential
Employee Benefits and Retirement Plans
Occurrence Based Malpractice
Moving Allowance

Balanced Family
and Career!!!!
Enjoy working in a strong,
physician-led organization
known for its quality of care
and patient satisfaction. Practice
with qualified and experienced
physicians who want you to
succeed! Recently ranked the #1
Integrated Health System in the

Don’t miss out on these opportunities!
We are scheduling interviews now. To be considered,
please contact me toll-free at 800-218-5079. You may
e-mail a current CV to Julie.Oliver@Mercy.net.
Julie A Oliver, ST. JOHN’S CLINIC RECRUITMENT

Nation, St. John’s is a model in
excellence. If you are looking
for stability and a wonderful
community environment, your
search will end here!

1965 S FREMONT, SUITE 200, SPRINGFIELD MO 65804

www.stjohns.com
PHONE 800-218-5079 — FAX 1-888-290-8300
AA/EOE

www.eddocs.com
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866-maloney (866-625-6639); fax your CV to (972) 562-7991; email
dmaloney@hppartners.com or visit www.hppartners.com/emra. n

EmErgEncy mEdicinE
Physician OPPOrtunity
hOustOn, tEXas

st. Joseph medical center, the first teaching hospital
in Houston, has advanced patient care through
technology and research to provide a full range of
medical and surgical services – cardiology, cancer
care, behavioral health, intensive care/critical care,
emergency care, neurosurgery, orthopedics, pediatrics
and more. The ED sees 31,000 patients annually and
has 40 hours of physician coverage plus 12 hours of
MLP coverage daily. Enjoy independent contractor
status and a high guaranteed hourly rate. EM Residents
are welcome to apply.
Houston offers an amazing downtown and plenty of
activities to entertain, including museums, parks,
music, theatre, fine restaurants and golf courses.
Houston even hosts the world’s largest Livestock Show
and Rodeo. As the fourth largest city in the nation
and home to many major professional sporting teams,
there is something for everyone. Houston and the
surrounding suburbs offer cultural diversity and an
affordable cost of living with no state income tax and
low malpractice liability due to tort reform. Two major
airports make traveling a breeze, but with Houston’s
temperate climate and proximity to the coast, you
won’t want to go anywhere else!
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Learn more today!

Katie McPike, CPC
EmCare Physician Consultant
(800) 362-2731, X2072
katie_mcpike@emcare.com
For a complete listing of
available positions, visit
www.emcare.com

Missouri, St. Louis, Kirksville & Dexter: The Gateway to the
West has it all! Jazz, Blues, Baseball, Arts & Culture, History,
Urban Life and Wide Open Country Spaces. Hospital Physician
Partners seeks qualified physicians for immediate opportunities. FT/
PT EM positions available with ED volumes ranging from 12K
to 22K. Candidates will be residency trained, BC/BP in EM with
recent ED experience. This is an independent contractor position and
we offer access to Financial Services, Guaranteed Board Preparation
Courses, Competitive Compensation, Sign-On Bonus, Paid
Malpractice with Tail, 12 Hour Shifts, Flexible On-Line Scheduling,
Full Support Administrative Teams, State Licensing assistance and
Relocation Bonus packages. What’s important to YOU is what
matters to US… Contact Catherine Marvez: (800) 815-8377 ext. 2252;
cmarvez@hppartners.com or visit www.hppartners.com/emra. n
Nebraska, Omaha: BP/BC EM physician sought for stable group at
suburban ED. Excellent package with shareholder opportunity at one
year plus family medical plan, employer-funded pension, malpractice,
expense account and more. As Nebraska’s largest city, Omaha provides
both metropolitan amenities and friendly, Midwestern charm. Contact
Kim Rooney, Premier Health Care Services, (800)726-3627, ext. 3674;
e-mail krooney@phcsday.com; fax (937)312-3675. n
New Mexico, Albuquerque: Live, Work and Play in the Land of
Enchantment. Hospital Physician Partners seeks qualified physicians
for immediate opportunities. FT/PT EM positions available with
ED volumes ranging from 22K to 32K. Candidates will be residency
trained, BC/BP in EM with recent ED experience, ATLS, ACLS and

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 a physician to care for patients in our Emergency
Department.
• Provide direct patient care in our new, state-of-the-art
Emergency Department.
• Work 8-12 hour shifts, including 1:3 weekends.
• See an average of 1.6 patients per hour
• Enjoy competitive salary with comprehensive benefits, including
malpractice insurance.
• Live in a suburban or charming semi-rural community. This area
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
recognized, patient-centered, evidence-based care team.
For more information, contact Lauren Beckstrom, 800-842-6469,
612-672-2290 (fax), 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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PALS. New graduate candidates will be ABEM certified within 5 years
of residency completion. This is an independent contractor position and
we offer access to Financial Services, Guaranteed Board Preparation
Courses, Competitive Compensation, Sign-On Bonus, Shift Bonus
Pay, Holiday Bonus Pay, 10 Hour Shifts, Double MD Coverage,
Double MLP Coverage, Paid Malpractice with Tail, Flexible OnLine Scheduling, Full Support Administrative Teams, State Licensing
assistance and Relocation Bonus packages. What’s important to YOU
is what matters to US… Contact Catherine Marvez: (800) 815-8377 ext.
2252; cmarvez@hppartners.com or visit www.hppartners.com/emra. n
New York, Brooklyn: The Chair of EM at Lutheran Medical Center
(LMC), Brooklyn, NY is seeking full-time emergency medicine
physicians. LMC is a Level I Trauma Center and a designated stroke
center. With an annual volume of 66,000, LMC offers a wide range of
major clinical programs, a cutting edge 30-bed rehab unit and 476 acute
beds. Candidates must be BC/BP EM and have current EM experience.
Competitive compensation and bonus program offered. Contact: Megan
Evans, Physician Recruiter, 1-800-394-6376, mevans@neshold.com or
fax CV to 631-265-8875. n
Multiple States, North Carolina & South Carolina: You have the
training and skills; We have the locations! The Carolina’s offer one
of the most desirable lifestyles in the country. Full Time/Part Time
Physician opportunities available in 12 & 24 hour shifts. ED Volumes
ranging from 20K to 50K. Enjoy working in metropolitan areas
(Chapel Hill, Raleigh, Greensboro, Winston-Salem); mountain regions
(Asheville, Boone, Black Mountain, Greenville) or coastal regions
(Wilmington, Myrtle Beach). Make the right move for your family
and your career! What’s important to YOU is what matters to US…

About Gundersen Lutheran
Gundersen Lutheran is a dynamic top-rated healthcare organization
based in scenic La Crosse, Wis. At Gundersen Lutheran, we serve
residents of western Wisconsin, southeastern Minnesota and
northeastern Iowa. Our healthcare system is anchored by one of the
largest multi-specialty group practices and a teaching hospital with Level
II Trauma Center. Specialty outreach, telemedicine, distance learning,
digital imaging and other services link Gundersen Lutheran with regional
clinics, hospital affiliates and practitioners in a 19-county service area.
La Crosse is a historic, vibrant city of more than 50,000 people nestled
between bluffs and the legendary Mississippi River. La Crosse boasts
a historic downtown and riverfront, a host of festivals and annual
celebrations, some of the best outdoor recreation, excellent schools
including three universities, affordable housing in safe neighborhoods,
an endless variety of live entertainment and breathtaking beauty, making
this a great place to call home.

Emergency Medicine: La Crosse,Wis.
BC/BP
inEmergency
Emergency
Medicine.
a talented
BC/BP in
Medicine.
JoinJoin
a talented
and and
experienced
teamthat
that
handles
approximately
30,000
experienced team
handles
approximately
30,000
visits
visitsper
year.
Above
market
salary
and
benefits
per year. Above market salary and benefits package to
package
to include
loan forgiveness.
include loan
forgiveness.
We support a safe, healthy and drug-free work
environment through background checks and
controlled substance screening. EOE/AA/LEP

Contact Jon Nevala, manager, medical staff recruitment,
at (800) 362-9567, ext. 54224, or email jpnevala@gundluth.org
Visit online at gundluth.org
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XCELLENCE
Take Your Career in Emergency Medicine to New Heights
Emergency Medical Associates (EMA) has been a leader in the industry since 1977. Our
unique structure of full, early, and equal partnership for all our physicians is the perfect
equation to help you reach your career goals. As a partner in EMA your opportunities for
professional growth are limitless. You can run an ED, participate in clinical research, sit on
various policy or governance committees, become a member of the Board, or even the CEO.
Anything is possible for EMA partners.
EMA has 2 outstanding opportunities located in New York:
St. Peter's Hospital — Albany, New York
442-bed community teaching hospital
Annual ED volume of 51,000 patients
Academic appointment available through Albany Medical College
HealthAlliance of the Hudson Valley — Kingston, New York
New state-of-the-art ED to open 1st quarter 2010
Newly merged entity of Kingston Hospital, Benedictine Hospital,
Margaretville Hospital
Annual ED volume of 50,000 patients
Upstate New York offers a wonderful quality of life including low-cost living, high-quality
education, a thriving art and theatre scene and endless year-round recreational activities.
Whether you like boating, rock climbing, hang gliding, skiing, hiking, mountain biking, or
golfing, the Catskill and Adirondack Mountain regions offer all this and more!
Join one of the most highly respected Emergency Medicine groups in the nation.

The Sign of Excellence in Emergency Medicine®

877.692.4665 x1134 Fax 888.467.4692
jobs@emamd.com www.EMA-ED.com
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Virginia
Emergency Physicians of Tidewater (EPT) is a
progressive, democratic group serving 7 hospitals
in the Virginia Beach/Norfolk area. The practice
includes level 1 and 2 trauma centers, as well as
diverse community settings. EPT provides faculty
for and directly supervises an EM residency
program. Great niche opportunities in U/S, EMS,
administration, tactical medicine, forensics, and
hyperbarics. Well-staffed facilities. Competitive
financial package leading to full partnership and
profit sharing. Great, affordable coastal area with
moderate year-round temperatures and beaches
minutes away. Only EM BC/BP candidates accepted. Send CV to Emergency Physicians of
Tidewater, 4092 Foxwood Dr., Ste. 101, Virginia
Beach, VA 23462 • Phone (757) 467-4200 • Fax
(757) 467-4173 • E-mail chercasp7@aol.com

excellent compensation, sign-on & tuition bonuses, paid malpractice
w/ tail, flexible scheduling and great team support. Contact Debra
Christie: (800) 291-4020 ext. 4222; dchristie@hppartners.com or visit
www.hppartners.com/emra. n
North Carolina, Charlotte: EMP is partnered with 6 community
hospitals in Charlotte, Lincolnton, Pineville and Statesville. A variety
of partnership opportunities are available in urban, suburban and
smaller town settings with EDs seeing 8,000-70,000+ pts./yr. EMP
is an exclusively physician owned/managed group with open books,
equal voting, equal profit sharing, equity ownership, funded pension,
full benefits 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 n
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 profit sharing,
equity ownership, funded pension, open books, full benefits 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. n
North Carolina, Morehead City: Located in a sound-side seaport,
Morehead City is a thriving, growing community. Modern, 21,000 sq
ft ED sees 37,000 ED pts./yr.. Outstanding partnership opportunity
includes equal profit sharing, equity ownership, funded pension,
open books, full benefits and more. Contact Steve Rudis, MD
(careers@emp.com), Emergency Medicine Physicians, 4535 Dressler

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

CALIFORNIA

GEORGIA

ILLINOIS

OREGON

TEXAS

WASHINGTON

CEP America—A national entity established by California Emergency Physicians Medical Group
April/May 2010
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NOT TO HAVE ONE.
EmCare is committed to giving you the freedom to balance the
medical career you've worked for with the lifestyle you deserve.
You save lives. EmCare helps you have one. Every day, we provide physicians and advanced
clinical practitioners the ability to practice high quality medical care, backed with
administrative support and flexible scheduling, so you can balance your personal goals with
professional attainments. With opportunities at more than 450 client hospitals in 40 states,
practicing medicine with EmCare can help you have the career – and the life – you’re seeking.

Join the nation’s leading provider of emergency care.
For a complete listing of EmCare's career opportunities,

visit www.EMCARE.com or email recruiting@emcare.com

10-EM-824_EM Resident_AprilMay.indd 1
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OUTSTANDING EM OPPORTUNITIES IN NY
✓ Earn up to $165/hour (depending on the site)
✓ Programs for Residents: availability varies—ask for details
• Home purchase assistance		 • Early signing stipend
✓ Career development/advancement opportunities
✓ 11 different sites to choose from with volumes ranging from
12K to 40K

Join LEAP’S experienced team
of emergency physicians at:
FORT BELVOIR, VIRGINIA
FORT KNOX, KENTUCKY
Excellent compensation package,
including comprehensive health
coverage, disability insurance,
401k, malpractice
Equal Opportunity Employer

✓ Many sites are commutable from the New York City metro area
MedExcel USA, Inc. offers unparalleled opportunities for EM residents
looking to practice in the Northeast. From low volume rural EDs to
state of the art urban trauma centers MedExcel USA, Inc. provides
physicians with a wide variety of potential practice settings. An
extremely competitive compensation package includes a base salary,
modified RVU and profit sharing.
MedExcel USA, Inc. is a quality-driven physician owned emergency
medicine management group. We offer many innovative programs,
including a “no-Wait ED” and a “Pain Sensitive ED” as well as
unparalleled career opportunities and professional development. We
offer a nurturing, physician friendly environment in which to develop
your future. Career development opportunities are available for those
interested in an administrative career track.
For additional information,
contact Mark Douyard at
800-563-6384 x.258 or
careers@medexcelusa.com

1111 23rd Street, NW Suite 2G, Washington, DC 20037
202.631.2221 | kcolony@leap4staffing.com | www.leap4staffing.com
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Rd, NW, Canton, OH 44718. 800-828-0898
or fax 330-493-8677. n

Hartford, Connecticut
EMERGENCY MEDICINE
PHYSICIAN
A prestigious healthcare
system located in Hartford,
Connecticut has an
opportunity for 4 BC/BP
Emergency Medicine
physicians to join a growing
team to staff a newly built
70 bed ED to open March
2011. Saint Francis Hospital
and Medical Center is a
Level 2 trauma and tertiary
referral center with 70,000+
visits per year.
The successful candidate
may be eligible to hold an
academic appointment at
the University of Connecticut
School of Medicine.
We would like one of the 4
to be a BC/BP toxicologist
to augment the toxicology
program.
Hartford, located in central
Connecticut, is a vibrant
community in the midst of
significant growth with a
wide range of city or upscale
suburban living choices,
access to first-rate schools,
cultural activities, and the best
of New England’s country and
coastal environments with easy
access to New York and
Boston.
To obtain further details,
please call Christine Bourbeau,
Director of Physician
Recruitment at 800-892-3846
or fax/email your CV to
860-714-8894.
E-mail address:
cbourbea@stfranciscare.org
Visit our Website at
www.saintfranciscare.com
EOE-AA-M/F/D/V

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 profit sharing, equity
ownership, funded pension, open books, full
benefits and more. Contact Steve Rudis, MD
(careers@emp.com), Emergency Medicine
Physicians, 4535 Dressler Rd, NW, Canton,
OH 44718. 800-828-0898 or fax 330-4938677. n
Ohio, Barberton: SUMMA Health
System-Barberton Hospital is a full-service
community hospital in southern suburban
Akron with 38,000 ED visits/yr. Outstanding
partnership opportunity includes equal
profit sharing, equity ownership, funded
pension, open books, full benefits and more.
Contact Steve Rudis, MD (careers@emp.
com), Emergency Medicine Physicians, 4535
Dressler Rd, NW, Canton, OH 44718. 800828-0898 or fax 330-493-8677. n
Ohio, Cambridge: Southeastern Ohio
Regional Medical Center is a 177-bed, fullservice facility and Level III Trauma Center
treating 34,000 ED pts./yr. Outstanding
partnership opportunity includes equal
profit sharing, equity ownership, funded
pension, open books, full benefits and more.
Contact Steve Rudis, MD (careers@emp.
com), Emergency Medicine Physicians, 4535
Dressler Rd, NW, Canton, OH 44718. 800828-0898 or fax 330-493-8677. n

Ohio, Lima: Outstanding package with
democratic group. Level II, 57K volume
ED has separate pediatric ED and hospitalist
support. Features shareholder status without
buy-in, loan repayment, pension, family
medical, more. Full benefits included and
not deducted from outstanding clinical
compensation. Contact Kim Avalos Rooney,
Premier Health Care Services, (800) 7263627, ext 3674, krooney@phcsday.com, fax
(937) 312-3675. n
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 profit sharing,
equity ownership, funded pension, open
books, full benefits 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. n
Ohio, Toledo: Opportunity for solid EM
physician within democratic group. This
Level III facility has an annual volume of
42,660 visits with outstanding physician
coverage plus PA coverage. Appealing
package includes equity ownership
eligibility, employer-funded 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. n

Ohio, Cincinnati: EM Physician
opportunity with Democratic group north
of Cincinnati. New hospital with stateof-the-art expanded ED. Annual volume
of 59,000 with 61 physician and 24 MLP
hours daily. Terrific package includes family
medical plan, employer-funded pension,
expense account, malpractice, incentive
plus shareholder opportunity with no buyin; Contact Kim Rooney, Premier Health
Care Services, (800) 726-3627, ext. 3674;
krooney@phcsday.com. n

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 profit
sharing, equity ownership, funded pension,
open books, full benefits 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. n

Ohio, Dayton area: New state-of-the art
ED opens March 2010! Opportunity with
democratic group at 25,000 volume ED in
family-oriented town northeast of Dayton.
Excellent package includes malpractice,
family medical plan, employer-funded
pension, 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. n

Pennsylvania, Pittsburgh: Join
Pennsylvania’s Leader in Emergency
Medicine. UPMC St. Margaret is located in
an affluent suburb of Pittsburgh with great
neighborhoods and outstanding schools.
The ED sees 37,000 patients annually
with 48 hrs of physician coverage and 20
hrs of mid-level provider coverage daily.
A new technologically-advanced stateof-the-art Emergency Department was
opened in January, 2005 and is supported
by excellent nursing staff, great ancillary
April/May 2010
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Best Team, Best Services, Best Practices . . .
Fee for Service ED Opportunities in
Southern, Central and Northern California
* * * * * * * *
Near S.F. Bay Area, San Diego, Sacramento,
Mendocino, San Joaquin & Sonoma Valleys,
Turlock, Merced, Redding; including many
Coastal, Mountain & Wine Country Destinations!

EXCELLENCE IN EMERGENCY MEDICINE
Currently serving 23 clients in
Southern, Central & Northern
California and Texas!
Excellent Benefits! Stock Options!
Fast track to Shareholdership!
Contact: VEP Recruiter
Email: recruiter@valleyemergency.com
Phone: (925) Call-VEP (925-225-5837)

Visit us at www.valleyemergency.com

Classifiedadvertising
services, and one of the leading family practice residencies in the
USA. The compensation/benefit package is outstanding and includes
paid malpractice insurance with tail, employer-funded retirement
plan, paid health insurance, CME allowance, and much more. Board
certification/preparation in EM with EM experience required. Call
Dr. Robert Maha at 888-647-9077/ Fax 412-432-7480 or e-mail at
mahar@upmc.edu. EOE. n
Pennsylvania, Pittsburgh: Alle-Kiski Medical Center in Natrona
Heights is currently building a brand new ED to see 34,000 emergency
pts./yr. The Western Pennsylvania Hospital-Forbes Campus sees 40,000
EM pts./yr. in Monroeville. Both are proximate Pittsburgh’s most
desirable residential communities. Outstanding partnership opportunity
includes equal profit sharing, equity ownership, funded pension, open
books, full benefits 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. n
Pennsylvania, Pittsburgh: Join Pennsylvania’s Leader in
Emergency Medicine. UPMC Passavant is located in an affluent
suburban area with excellent housing and schools, and is a short
commute from the amenities of Pittsburgh.The newly expanded ED
sees 35,000 patients annually with 39 hrs of physician coverage
and 20 hrs of mid-level provider coverage daily.An outstanding
compensation/benefit package includes paid malpractice with tail,
employer-funded retirement plan, paid health insurance, CME
allowance, and much more. EM board-certification/preparation
required. Contact Dr. Robert Maha at 888-647-9077/ Fax 412-4327480 or e-mail at mahar@upmc.edu. EOE n

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:

• A healthy work-life balance
• Above-market compensation
• Ownership opportunities
• Comprehensive health benefits
• Malpractice insurance
• 401(k) with company contributions
• 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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Seeking Full-Time Emergency Physician
Saint Peter’s Hospital
Albany, NY
Emergency Medical Associates (EMA) is a democratic, physician-owned and governed
group of practicing emergency physicians. We offer early, full, and equal partnership,
which attracts the finest career emergency physicians. Our physician satisfaction and
retention rates are among the highest in the industry.
442-bed community teaching hospital
Annual emergency department volume 51,000 patients
60 hours of physician coverage and 40 hours of midlevel
practitioner coverage per day
Solucient ranked St. Peter's Hospital a top-100 cardiovascular hospital for
nine years (the only hospital in New York State and only one of five nationally
to earn the award for nine or more years)
HealthGrades ranked the cardiac program at St. Peter's Hospital a 5-star
program and listed it as the #1 hospital in New York State for heart surgery
3 consecutive years
St. Peter’s has been designated a Magnet hospital for consistent excellence
in nursing services

The Albany area offers excellent public and private schools and year-round outdoor recreational activities. Albany is home to a wealth of cultural offerings and activities, including
several renowned museums, theaters, fine dining and sporting events. It is also centrally
located and within easy driving distances to New York City, Boston, and Montreal. Albany is
also a very short drive from the Adirondacks, the Berkshires, the Catskill Mountains and the
renowned Saratoga Springs. It offers all the amenities of a larger city in a beautiful scenic
and affordable setting combining the best of both city and country living.

The Sign of Excellence in Emergency Medicine®

877.692.4665 x1134 Fax 888.467.4692
jobs@emamd.com www.EMA-ED.com
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Texas, Multiple Cities: Everything’s bigger and BETTER in Texas!
Hospital Physician Partners welcomes you to explore the fantastic
opportunities available in the great Texas cities of San Antonio,
Odessa, Port Arthur and the Dallas/Fort Worth vicinity! Whether
you are looking for a slower pace or a bustling metropolis, Hospital
Physician Partners has a Texas location just right for you. We offer
a wide range of facility emergency department volumes and patient
mix. Attractive compensation packages, sign-on bonuses, paid
malpractice w/ tail, flexible scheduling and great team support.
Let us help you find the right Texas location to call home, Partner!
What’s important to YOU is what matters to US… Contact Deanna
Maloney: Toll Free at 866-maloney (866-625-6639); fax your
CV to (972) 562-7991; email dmaloney@hppartners.com or visit
www.hppartners.com/emra. n
Virginia, Blacksburg: Seeking full-time BC/BE EM physician for
26,000 visit ED located just 40 miles south of Roanoke. Level III
trauma center. Great work environment. EPMG offers paid family
medical benefits, incentive bonus system, paid malpractice, 401(k),
flexible scheduling, and much more. Please contact Ruth Ann Sheets
at 800-466-3764, x332 or rsheets@epmgpc.com. n
West Virginia, Ronceverte: Live a laid-back lifestyle while
enjoying the beautiful change in seasons. Historical community
situated on the gently flowing Greenbrier River. Friendly people,
quaint district and affordable housing. Hospital Physician Partners
seeks qualified candidates for immediate opportunities at
Greenbrier Valley Medical Center. Full Time and Part Time
EM Physicians, 22K ED volume, state of the art facility treating
moderate acuity cases. Must be BC/BP in EM and may apply for
12 hour shift coverage starting at 7a and 7p with mid-level

Join Us As We Grow!

A Unique Ownership Opportunity
Join a premier emergency medicine
organization owned and operated by its
practicing physician members.
• Thirteen outstanding facilities in DFW and El Paso
• Cutting-edge Emergency Medicine
• Experienced Emergency Medicine Colleagues
• Exceptional compensation and benefits
• Balance between quality career and quality lifestyle
Ownership • Equality • Democracy

www.questcare.com

For more information,
contact Sharon Hirst:
800.369.8397 or email
shirst@questcare.net
April/May 2010
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CHOOSE YOUR FUTURE . . . CHOOSE GHEP
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(888) 239-7924

TOLL FREE: (888) 239– 7924

www.ghep.com

(888) 239– 7924

ehegarty@ghep.com

ehegarty@ghep.com

CHOOSE YOUR FUTURE . . . CHOOSE GHEP
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XCELLENCE
The Kingston Hospital
Kingston, NY

Administrative and Staff Positions Available
Emergency Medical Associates (EMA) is a democratic, physician-owned and governed
group of practicing emergency physicians. We offer early, full, and equal partnership,
which attracts the finest career emergency physicians. Our physician satisfaction and
retention rates are among the highest in the industry.
New state-of-the-art ED to open January 1, 2010
Annual ED Volume – over 50K
50 hours of Physician Coverage
24 hours of Associate Practitioner Coverage
24 hours of Clinical Information Manager (Scribe) coverage
Hourly rate + incentive bonus
Equity Bonus Plan
Excellent Benefit package (medical/dental/disability)
401(k) and Defined Benefit Plan
Malpractice Insurance

The city of Kingston is located in the historic Hudson Valley region of New York State,
approximately 2 hours north of NYC. Kingston offers its residents a wonderful quality
of life including a low-cost of living, high-quality education from pre-K through college,
a thriving art and theatre scene and endless recreational activities. Within minutes of
Kingston you will find world-renowned rock climbing, hang gliding, skiing, hiking,
mountain biking, public/private golf courses and more!

The Sign of Excellence in Emergency Medicine®

877.692.4665 x1134 Fax 888.467.4692
jobs@emamd.com www.EMA-ED.com

The Baylor College of Medicine, a top medical school,
is in the process of developing an Emergency Medicine
Program & Residency in the world’s largest medical
center.
We are recruiting stellar Emergency Medicine BC/BP Clinician
Educators and Clinician Researchers at all academic ranks who
will be an integral part of building the future of Emergency
Medicine at BCM. We offer a highly competitive academic
salary and benefits.
The program will be based out of Ben Taub General Hospital,
a busy county trauma center in the heart of Houston that sees
more than 90,000 emergency visits per year. BCM is affiliated
with the Texas Children’s Hospital and eight world class
hospitals and clinics in the renowned Texas Medical Center.
These affiliations along with the medical school’s preeminence
in research will help to create one of the strongest emergency
medicine programs in the country.

Interested parties, please email your CV to Dr. Shkelzen Hoxhaj,
hoxhaj@bcm.tmc.edu, 713-873-2626. BCM is an AA/EOE.

Exciting Academic EM Opportunity,
Get in on the Ground Floor!

Classifiedadvertising
coverage ten hours daily. Candidates must have completed
residency and hold ACLS/ATLS/PALS. What’s important to
YOU is what matters to US… scheduling flexibility, paid
malpractice w/ tail and supportive leadership. Contact Debra
Baumel: (800) 815-8377; dbaumel@hppartners.com or visit
www.hppartners.com/emra. n
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 profit sharing,
equity ownership, funded pension, open books, full benefits 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. n
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 and EM/IM
residency program. Enjoy teaching opportunities, full-specialty
back up, active EMS, and two campuses seeing 26,000 and 22,000
pts./yr. Outstanding partnership opportunity includes equal profit
sharing, equity ownership, funded pension, open books, full
benefits 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. n
West Virginia, Wheeling: Full time position available at 36,000
visit ED located just one hour from Pittsburgh. Wheeling Hospital
was recently named among the top 10 best hospitals in the nation
for quality healthcare. BC/BP EM. EPMG offers paid family
medical benefits, paid malpractice, 401(k), flexible scheduling,
incentive bonuses, and more. Contact Tynia Arnold at 800-4663764, x335 or tarnold@epmgpc.com. n
Wisconsin, Eau Claire: Luther Midelfort-Mayo Health System,
in Eau Claire, Wisconsin, is seeking an 11th and 12th BC/BP
Emergency Medicine physician to work in our Level II trauma
center. ACLS, ATLS, and PALS required. Ultrasound certification
required once on staff. 130 hours/month clinical time. Five
different eight and nine hour shifts are covered. EMR and PACS.
Department has 18 ED rooms, two large trauma recessitation rooms
and a fast-track program. The Mayo One helicopter, with a rooftop
touch down pad, provides transportation from outlying areas to
Luther, and an immediate transport system for patients that need
to go from Luther to another major referral center. Annual volume
greater than 26,000. Luther Midelfort is a physician directed,
240-physician multispecialty clinic and integrated hospital owned
by Mayo Clinic. Contact Cyndi Edwards; 800-573-2580; edwards.
cyndi@mayo.edu; fax 715-838-6192; www.luthermidelfort.org. n
Wyoming, Cheyenne: Join a dynamic emergency physician team
in beautiful, historic Cheyenne, Wyoming. Frontier Emergency
Physicians (FEP) is seeking an energetic and enthusiastic team
member, a physician who is board certified/board prepared in
emergency medicine. He or she would fill a position at Cheyenne
Regional Medical Center, which hosts a level II trauma center,
operated by FEP, that sees about 35,500 patients a year. FEP
offers a competitive salary, benefits, and partnership opportunities.
Interested physicians should send a cover letter and a copy of their
curriculum vitae by email to tlong@seriollc.com or by mail to
SERIO Physician Management, Attention: Teresa Long, 1241 W.
Mineral Ave., Suite 100, Littleton, CO 80120. Or, call Dr. Mike
Means at (307) 633-7550. n
April/May 2010
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back at you

Moving tips
 Change your address ahead of time at https://
moversguide.usps.com. You can enter a future move
date. Keep us updated too: You can change your EMRA
and ACEP contact info at the same time by visiting either
www.emra.org or www.acep.org and logging in as a
member.
 Purchase renter’s insurance if you’re renting and don’t
already have it. Renter’s insurance doesn’t just cover your
property if there’s a fire, it protects all of your belongings,
including theft-prone items like laptops and cell phones,
even when you’re away from home.

“Don’t cry
because it’s
over, Smile
because it
happened!”
Dr. Seuss

Activities that burn
about 100 calories

PHOTO COURTESY TIFF_KU1 ON FLICKR
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 Be cautious if choosing a mover to help
you, especially if you will be traveling across state
lines. Ensure that you have a binding delivery date and a written
contract, including a set price, to protect yourself against scams.
Visit www.movingscam.com for a few tips.
 Make a list. The more specific the better – instead of “Misc. Kitchen,”
write “serving bowls, mugs and cooking utensils.” You’ll thank
yourself later.
 Pack infrequently used items ahead of time. Decorative items,
books, and seasonal items that can be packed early will save you
time and energy later.
 Keep important papers and valuable items with you. Don’t let
movers take your files, secure information, or valuables – take them
in your own vehicle.

EMResident

Lift weights for 13 minutes.

Clean house for 30 minutes

Play caddy (carrying a heavy bag!)
for 2 holes of golf.

Play tennis for 9 minutes

Drink four ice-cold glasses of water
throughout the day.

Mow the lawn (push mower,
not riding!) for 14 minutes

Play the piano for thirty minutes.

Change 52 diapers.

Paint a room for 16 minutes.

April/May 2010
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Emergency Medicine Residents’ Association
1125 Executive Circle
Irving, Texas 75038-2522
972.550.0920
www.emra.org

You’ve put in
the time.

Now set your
own schedule.

Take control of your EM career and start living the life you
want. At Emergency Medicine Physicians, you can make your own
schedule for your entire first year. No strings or hassles. If you’re
looking for a democratic organization with equal equity, competitive
benefits, and locations that fit your lifestyle, check out EMP. We’re
owned by emergency physicians who understand what you’re
looking for. Visit emp.com or email careers@emp.com today.

EMP.com 800-828-0898 twitter.com/empdocs
Opportunities across the USA.

