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Techtalk
“I believe
Health 2.0
represents an
opportunity for
us to better
engage our
patients, their
caregivers, and
their doctors.”

Health 2.0 seeks to
improve patient care
Steven Horng, MD, Maimonides Medical Center. Brooklyn, NY, Technology Coordinator

H

ealthcare is evolving. Expectations are
changing. More and more of our patients
are taking charge of their own healthcare and
demanding the resources to become active and
responsible partners in their care.

specializing in emerging healthcare technologies.
Although most of the work currently being
pursued is centered around primary care and
chronic conditions, these technologies are slowly
spreading into our emergency departments.

Just as there was a cultural shift on the Web,
there is a similar cultural shift in healthcare
where patients are maturing from passive
consumers of information to active searchers,
producers and collaborators. Industry has labeled
this movement Health 2.0.

Think of the last time a patient came to the
emergency department worried about a particular
diagnosis after searching the Web. Or what
about the patient that asked for his records to be
sent to his doctor? These events are becoming
increasingly common, and will continue to grow
and evolve with or without our involvement. I
believe Health 2.0 represents an opportunity for
us to better engage our patients, their caregivers,
and their doctors.

Health 2.0 is participatory healthcare that
leverages information technology to share,
categorize, and aggregate health information
between key stakeholders in partnership with
patients to improve communication, health
delivery systems and outcomes. It encompasses
social media networks, collaboration tools,
personal health records, and other technologies.
Eighty million Americans, about 35 percent
of the adult U.S. population, use social media
for health and medical purposes, according
to Manhattan Research, a research firm

In the last two years, three personal health
records have launched: Google Health,
Microsoft HealthVault, and WebMD Health
Manager. All three possess the ability to
empower patients to make more informed
decisions. They also promote data sharing and
transparency between patients and physicians,
as well as between physicians themselves.
continued on page 14

The wait is over...
and the reviews

ARE IN.
Great app

by BostonEDMD –Oct 5, 2009
“ . . . Responsive, well designed and just enough info for a practicing
community/academic ED MD of 9 years. . .”

A must have!
by PAZach –Sep 26, 2009
“A must have for any ER clinician.”

Great interface
by Noel Hastings – Sep 29, 2009
“The interface is easy and quick to load and navigate. It has a good
feel when transitioning from the book and there are multiple ways
to reference the info you need. . .”

Superb reference
by EyedocWV – Oct 5, 2009
“Practicing medicine in the front line daily is strenuous as best.
A quick reference like this in your pocket is invaluable. I would give
it 6 stars if I could.”

ABx Guide
iPhone App

Easier than Sanford
by Geekstrap– Oct 13, 2009
“Great job. Very easy to navigate. This will be frequently used. . . ”

EMRA Guide
by JPEDMD – Nov 5, 2009
“Very nice job on creation of a simple to use, intuitive and
functional interface. . .”

Upcomingevents
January 1, 2010
January 12, 2010
January 12, 2010

February 15, 2010

February 19-20, 2010
February 24, 2010
March 1, 2010
March 3, 2010
March 3-6, 2010

CORD Faculty Development Scholarship Application
Deadline
EMF/EMRA Resident Research Grant Application
Deadline
EMF/SAEM Medical Student Research
Grant Application
Deadline
ACEP National Outstanding Medical Student
Award Application
Deadline
RRC-EM Meeting
Chicago, IL
ABEM In-Training Exam
Nationwide
Medical Student Governing Council Interest Letters
Deadline
EM Resident Appreciation Day
Nationwide
CORD Academic Assembly
Orlando, FL
AMSA 60th Annual Convention
Anaheim, CA
EMRA Spring Award Application
Deadline
ACEP Advancing Pediatric EM Assembly
New York, NY
ACEP Research Forum Abstract Submission
Deadline
ABEM Spring Oral Certification Exam
Nationwide
ACEP Leadership & Advocacy Conference
Washington, DC
SAEM Annual Conference
Phoenix, AZ
AMA MSS / YPS / RFS and House of Delegates
Meeting
Chicago, IL
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President’smessage
A diamond in the rough
“Someone with exceptional characteristics, that
with some final touches would truly stand out.”
July through December represents a busy time
for all residency programs nationwide. Medical
students become interns, and junior residents
become the “go-to” senior. While carrying a
steadily-growing wealth of knowledge and
experience through this process, here are a few
practical suggestions that may add the final
touch to a work-up.

Edwin Lopez, MD
Loma Linda Medical Center
Loma Linda, CA
President

“Doctor, we have Rite-Aid pharmacy on the
phone calling about a patient who can’t afford
her prescription medication.”
During most shifts, I’ll get a patient who
suffered a complication from not taking their
medication. Medical noncompliance is an
easy diagnosis that doesn’t necessarily reflect
the patient’s experience, whose story might
be quite telling. It may involve an uninsured
patient who can’t afford their Augmentin.
Consider price. Many places such as Walmart
and Target now offer an assortment of $4
medications which may offer viable treatment
alternatives. They also offer pocket-sized
booklets for your reference.
“Take this one for your cough, this one for
vomiting, this one for diarrhea and this one for
sore throat.”
Poly-pharmacy has become an illness in its
own right. As a result, patients will often take
it upon themselves to enter a “drug holiday.”
They start to wonder what came first, their
symptoms or their medications. Decreasing
the number of prescriptions will increase the
likelihood that they take the one that matters.
Treat the primary issues and leave over-thecounter medications to address less important
findings on the review of systems. In this sense,
less is more.
“The nursing home documents indicate that
the patient was febrile but the EMS run sheet
mentions coffee-ground emesis. I called the
facility, but the nurse has already transitioned
care.”

4

EMResident

Nothing replaces good communication. Most
of the time, calling the nursing home will
save time on work-ups, reduce testing and
most importantly, improve patient care; while
a different nurse will often be caring for the
patient, a brief chart review is better than
nothing. Additionally, patient presentations
are more thorough when the history has been
confirmed with the primary care provider.
“Thank you for waiting patiently, here’s what
we’ve been doing for you.”
As boarding continues to be a leading problem
in health care, patients will often feel neglected
as if nothing has been done for them. Whenever
possible, showing them their x-ray or lab
results and explaining medical concerns and
treatment plans will effectively alleviate some
of the frustration. Their tone often changes
once they realize that someone has been
reviewing and thoughtfully considering what is
in their best interest.
“Please come back to see us if you change
your mind.”
It’s always unsettling when a patient signsout against medical advice (AMA). This is
especially true when extra effort has been
made to have them stay. Offering some type
of alternative plan demonstrates a desire not
to simply give up on them. Some hospitals
have a call back mechanism to contact these
individuals and see how they are doing. Other
physicians also advise these patients to return
for re-evaluation during their next shift.
“See your primary physician in a week.”
“Sounds great, doc!”
Although this self-pay patient is nodding in
agreement, she really just wants to get home.
It may turn out that she doesn’t have a doctor
to follow up with. Admittedly, it’s gratifying to
disposition a patient on those chaotic days in
the emergency department when everyone else
seems to be getting admitted. This is precisely
when details fall through the cracks. Verifying
that a patient has a primary care physician
before discharge maximizes the likelihood of a
good outcome.

Residency training is a great opportunity
for professional growth. Soon, graduates
will assume the role of captain of the ship,
leaving vacancies to be filled by the next
generation of talent—eager to learn what you
have to share following the notion of see one,
do one, teach one. Given that everybody’s
experiences differ, it’s a good habit to learn
how to share with colleagues any pearls
gained along the way. The bottom line—not
everything is found in a textbook. 

Boardupdate
•

•

•

•

Thank you for an incredible meeting
in Boston! We were blown away by all of
the EMRA members who attended ACEP’s
Scientific Assembly this October – we had
excellent turnout at our Medical Student
Forum, Residency Fair, Resident Forum,
Job Fair, Representative Council, and all of
our other events supporting your training in
EM. Special thanks to our Council Representatives, volunteer committee members, and
everyone else who participated in the Boston
events. 
EMRA ABx iPhone App is a great
success! The iPhone/iPod Touch version
of your favorite publication, the 2009 EMRA
Antibiotic Guide, has sold 2,000 copies as
of this November, after eight weeks since its
release. Haven’t seen it yet? It allows you to
search by organ, diagnosis, organism, and
special topics, with all the user-friendliness
you love about your pocket guide. It’s
available in the App Store, so download it
today! 
New Board of Directors elected
at Scientific Assembly! The EMRA
Representative Council elected your new
President-Elect Nathan Deal, MD; Vice
Speaker Angela Fusaro, MD; Secretary/
EM Resident Editor Carson Penkava, MD;
Academic Affairs Representative Todd Guth,
MD; Technology Coordinator Steven Horng,
MD. Read their bios in this issue to learn all
about your new board members. 
New Sepsis Card in THIS issue of
EM Resident! Don’t miss the newlyupdated EMRA Sepsis Card which has
been tipped into this magazine for your
convenience. Just another one of the great
benefits provided free to all of our members!
Need extra copies, or want to give one to a
friend? Visit the EMRA Bookstore on
www.emra.org to order more copies. 

Board

of

directors

Edwin Lopez, MD
President

Carson Penkava, MD
Secretary & EM Resident Editor

Loma Linda University Medical Center
Loma Linda, CA

University of Alabama at Birmingham

emresidenteditor@emra.org

president@emra.org

Steven Horng, MD
Technology Coordinator

Nathan Deal, MD
President-Elect

Maimonides Medical Center
Brooklyn, NY

University of Chicago Medical Center
Chicago, IL

techcoordinator@emra.org

presidentelect@emra.org

Joshua Moskovitz, MD, MPH
Immediate Past President/Treasurer

Kaedrea Jackson, MD, MPH
Speaker of the Council

University of Maryland
Baltimore, MD

SUNY Downstate Medical Center
Kings County Hospital Center
Brooklyn, NY

immedpastpres@emra.org

speaker@emra.org

Angela Fusaro, MD
Vice Speaker of the Council

Eric Maur, MD
ACEP Representative

Carolinas Medical Center
Charlotte, NC

Geisinger Medical Center
Danville, PA

vicespeaker@emra.org

aceprep@emra.org

Nathaniel Schlicher, MD, JD
Legislative Advisor

Steven Tantama, MD
RRC-EM Representative

St. Joseph Medical Center
Tacoma, WA

Naval Medical Center
San Diego, CA

legislativeadvisor@emra.org

rrcemrep@emra.org

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

academicaffairsrep@emra.org

John Anderson
MSGC Chair
University of Colorado School of Medicine
Aurora, CO

msgc@emra.org

EMRAstaff
Michele Byers, CAE
Executive Director
mbyers@emra.org

Alicia Hendricks
Website Coordinator
ahendricks@emra.org

Leah Stefanini
Publications/Events Coordinator
lstefanini@emra.org

Griffin Achilles
Administrative Assistant
gachilles@emra.org
1125 Executive Circle
Irving, TX 75038-2522
Phone: 972.550.0920
Fax: 972.580.2829
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Editor’sforum
Emergency medicine
offers ticket to world
I
’m sitting here on my couch feeling very
jet lagged, but very fortunate.
It isn’t often people get the opportunity
to travel, but this month I went to Sevilla,
Spain, to see the sights and, yes, learn some
Spanish.

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

“The time
of your life
is out there
just waiting
for you to
have it.”

I’m sure it’s this way all over the country,
but even here in the Deep South, our Latino
patient population continues to grow. It
used to seem that I would see a Spanishonly speaking patient once or twice a
week. Now it seems it’s every shift. And
I’d had enough of my patients either not
understanding me, giving me that “look,”
as well as using our blue phone translator.
It was time for me to learn some useful
Spanish.

“Sangria de la vagina?”
She looked at me like I had three heads.
Then she looked at her husband.
“Sangria?!?”
Well, I thought it was a logical question.
“Oh!!! Sangre!!!!” he husband realized.
“No sangria. Sangria es wine.”
Now, he was very understanding about my
asking his wife if she had wine coming
from her vagina, but I was certainly
embarrassed. And I realized that I
should’ve taken Spanish. Heck, my aunts
weren’t even speaking real French anyway.
They were always speaking a Cajun dialect.

A little background for ya. I’m from New
Orleans. My family speaks French. My
grandmother didn’t speak English until she
was 5 years old. She only spoke French.
There are actual recordings of me at age 3
saying various things in French.
It was because of this that I elected to take
French instead of Spanish in high school. I
mean I wanted to know what my old aunts
were really saying to each other during
those heated arguments.
And so, I took two years of honors French
in high school and two semesters of 200
level French in college. Far from fluent, but
I could get around Paris pretty well.
Enter medical school and my OB/GYN
rotation.
So, I’m doing post-partum rounds and
asking the typical questions. I come to a
Spanish-speaking patient. And I ask her,
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Th typical
The
i l street iin SSevilla
ill bboasts bbright
i h
colors and architecture that reminds me of
my hometown of New Orleans.

Editorialstaff
 Editor
Carson Penkava, MD
University of Alabama at Birmingham
 Immediate Past Editor
Lisa Bundy, MD
University of Alabama at Birmingham
 Executive Director
Michele Byers, CAE
 Publications Coordinator
Leah Stefanini

The Rock of Gibraltar marks the meeting of the Atlantic Ocean and the Mediterranean
Sea. Here is a view from the top of the Rock looking at the Mediterranean Sea.

Fast forward to 2009 and my trip to Sevilla,
and my two weeks of intensive medical
Spanish at LINC Escuela de Espanol.

Sevilla is an amazing town. The capital of
Andalucia, Spain, Sevilla is at least 2,000
years old. An interesting blend of the
modern and the ancient, Sevilla is packed
with history and tradition.

Charles Gillespie, MD
University of Arizona
Tuscon, AZ
 Visual Editor
Melanie Backer, MD
University of Alabama at Birmingham
Birmingham, AL

D Lisa
Drs.
Li Bundy,
B d left,
l f and
d Ci
Cindy
d
Zimmerman, right, say goodbye to their
medical Spanish instructor Lourdes
Martinez at LINC Escuela de Espanol.

I did get to experience one such tradition,
flamenco, first hand. Dating back hundreds
of years, flamenco is a fusion of many
different musical and dance traditions
common to Andalucia, including Spanish,
Arabic, Gypsy and Hebrew.

day trip to Gibraltar, which is actually part
of the United Kingdom. I was amazed to
stand on one of the most Southern points
of Europe, see the Atlantic meet the
Mediterranean as well as the Spanish and
Moroccan coasts in one view.

Although there is much doubt about the
true origins of flamenco, there is no doubt
that it is fiery, rhythmic, passionate and
technically spectacular close up. If you get
the chance to see some authentic flamenco
dancing, I suggest you jump at it.

As I come to the end of my residency, as
well as the end of my term on the EMRA
Board of Directors, I think about all my
experiences this specialty has given me. I
encourage you to explore the best specialty
in the world by traveling, getting involved,
and learning about new cultures and
languages to better serve your patients.

Another favorite sight is the Cathedral of
Sevilla, which is the third largest church in
the world. Built on the site of the original
mosque in Sevilla and completed in 1506,
words cannot describe the intricate beauty
and grandeur of this structure. I don’t even
think photographs do it justice.
My traveling companion, fellow resident
Cindy Zimmerman, and I also took a little

 Critical Care Section Editor
Syed Sameer Ali, MD
Penn State Hershey Medical Center
Hershey, PA
 EM/Pediatrics Section Editors
Hans Bradshaw, MD
University of Arizona
Tuscon, AZ

Man, what a difference two weeks and 60
hours of Spanish make! Never again will I
say that wine comes from anywhere other
than a Napa vineyard.
I can conjugate! I can name the parts of
the body! I can, well, communicate! Very
exciting!

 Medical Student Section Editor
Chadd Kraus
Philadelphia School of Osteopathic Medicine
Philadelphia, PA

There are so many opportunities in
emergency medicine to merge the things
we love about medicine and the things we
love about life. The time of your life is out
there just waiting for you to have it.
Buena suerte, chicos. No se olvide, la vida
es un regalo. 

 EM Resident Editorial Advisory Council
Nafis Ahmed, MD
University of Pennsylvania
Philadelphia, PA
David Jang, MD
New York University
New York, NY
Charles Khoury, MD
University of Alabama at Birmingham
Birmingham, AL
Taku Taira, MD
Stony Brook University Medical Center
Stony Brook, NY
Arjun Venkatesh, MD
Mass. General Hospital/Brigham & Women’s
Boston, MA
EM Resident is the bi-monthly magazine of the
Emergency Medicine Residents’ Association (EMRA).
The opinions herein are those of the authors and not those
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agencies. EMRA encourages readers to inform themselves
fully about all issues presented.
EM Resident reserves the right to review and edit material
for publication or refuse material that it considers
inappropriate for publication.

© Copyright 2009
Emergency Medicine Residents’ Association.

Mission Statement
EMRA promotes
excellence in patient
care through the
education and
development of emergency
medicine residency-trained physicians.
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Meet Your

NEW BOARD MEMBERS
athan
athaan Deal was born and raised in Houston, Texas. He completed his undergraduate work at Rice University
andd th
then
Baylor
h attended
tt d d B
l C
College
ll
off M
Medicine
di i ffor medical
di l school.
h l H
He ddecided
id d tto move north
th tto a colder
ld climate
li t ffor
residency and is currently training at the University of Chicago.

N

During his term on the board of directors, Nathan will have the opportunity to serve the membership of EMRA. One
of the central goals of this organization is to support the continued education of emergency medicine residents. To
that end, EMRA has made a commitment to provide residents with a collection of educational materials, including
audio lectures, antibiotic guides, advocacy handbooks, and many, many others. In the next few years, the organization
will further identify opportunities for novel products and continue to provide these vital resources to the EMRA
membership.
This ddedication
the membership
it’s ttraining
the
b hi Thi
di ti tto supportt th
b hi iin it’
i i hhas bbeen, andd will
ill continue
ti
tto bbe, one off th
highest priorities for the organization.

Nathan Deal, MD
President-Elect
University of Chicago
Medical Center
Chicago, IL

The landscape of the medical community at large, and specifically the emergency medicine community, is comprised
of a wide variety of organizations and individuals. As the next generation of EM physicians, emergency medicine
residents have the opportunity to shape the future of the specialty. One of the roles of the EMRA board of directors
is to ensure that the passions and priorities of emergency medicine residents are represented throughout the EM
community.
Nathan is excited to work with the board of directors and the EMRA membership to continue the growth of the
organization. If you have any suggestion, questions, comments or concerns, please do not hesitate to contact him at
presidentelect@emra.org. 

C

arson Penkava grew up in
Evansville, Indiana.
He went east to Virginia for
college, obtaining a degree in
Neuroscience from Washington
& Lee University. During
this time, he served for three
years as an editor on W&L’s
Journal of Science—first as the
Neuroscience Editor and then as
Editor-In-Chief. His next move
was to Birmingham to attend the
University of Alabama School
of Medicine, where he is now a
resident at UAB.

A

ngela Fusaro is currently a resident at
Carolinas Medical Center in Charlotte,
NC. Angela was born and raised in Danbury,
Conn., she notes, “home of the Mad Hatter,
and Stew Leonards, the world’s largest dairy
store.” However, she is no newcomer to the
south, as she attended Emory University in
Atlanta for her undergraduate education,
graduating with a B.S. in Neuroscience and
Behavioral Biology.

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

Some of his interests include
football, golf, camping, and his
two dogs. Whenever possible,
he travels. After his first year
of medical school, he spent a
month on a medical mission trip in Equador, followed by another
month backpacking through South America. After he finishes his
residency, he plans on continuing his passion for medicine and travel
by enlisting in more medical mission trips.
His experience on W&L’s Journal of Science sparked his interest in
EM Resident. He contributed as a member of the Editorial Advisory
Council last year. As EMRA’s Editor / Secretary, he looks forward to
working with other residents from across the nation to continue the
great tradition of EM Resident. 
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After college graduation, Angela packed her
car, adopted a Labrador retriever, and moved
west. For two years, she taught physics and
Angela Fusaro, MD
chemistry in a high school in Los Angeles.
Vice Speaker of the Council
She spent the following year abroad,
Carolinas Medical Center
exploring Central and South America and
Charlotte, NC
volunteering with Paramedics for Children,
a non-profit organization whose goal is to establish pre-hospital care in Latin
America by training locals to staff medic bases. She then returned to New
York and worked for The Michael J. Fox Foundation for Parkinson’s Research,
before starting medical school at New York Medical College (NYMC) in 2005.
While serving as president of the student government at NYMC, Angela
discovered her passion for health care policy. She is very excited about the
opportunity to channel that energy into representing emergency medicine
residents and believes that our collective efforts will help shape health care
reform. When she is not busy with work, she enjoys good food, football, caring
for both a dog and a cat, and obviously, long walks on the beach.
Angela is eager to embark on her career in emergency medicine, a field that
allows her to be on the frontlines of individual patient care, while at the same
time granting her the professional freedom to seek changes and advances in
health care policy on a larger scale. 

Swearing in of the 2010 EMRA Board of Directors during Scientific Assembly in Boston.

A

s EMRA’s new Academic Affairs Representative, Todd Guth, MD hopes to build upon the amazing
work of his predecessors by strengthening the excellent educational programs and publications
sponsored by EMRA. He also plans to expand the mentorship potential of the organization for both
residents and medical students.
Born in Franklin, Pennsylvania, into a long family tradition of schoolteachers and educators, Dr. Guth
plans to pursue a career in academics and medical education upon graduation from residency. He had an
interest in education throughout his undergraduate days at John Carroll University in Cleveland, Ohio,
which persisted during medical school training at the University of Chicago. Before starting emergency
medicine training at Denver Health in Colorado, Dr. Guth also served his country on active duty as a Navy
flight surgeon and intern at the National Naval Medical Center in Bethesda, Maryland.
Dr. Guth is currently a chief resident at Denver Health and he spends time trail running, road biking and
skiing with his lovely fiancée, Joy, as much as his schedule allows. He hopes to involve as many residents
and medical students as possible to assist in EMRA’s educational activities and publications. He would
like to encourage members to get involved by making travel arrangements to the CORD Academic
Assembly resident tract, by organizing a team for the SAEM Jeopardy Contest, and by signing up to
mentor a student through EMRA’s Resident-Medical Student Mentorship Program on the EMRA Website.
Send him an email at academicaffairsrep@emra.org with any questions, new ideas or interests. 

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

teven Horng was born and raised in New Jersey. From a young age, he has been fascinated by the
potential synergy of combining medicine and technology.

S

He matriculated into the Honors Program in medicine and engineering at the Illinois Institute of Technology
and Chicago Medical School where he earned a B.S. in Computer Science and M.D., respectively. During this
time, he completed a medical informatics internship at the AMSA Foundation and an Emergency Medicine
informatics externship at the Microsoft Medical Media (M3) Lab.

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

He is currently an emergency medicine resident in Brooklyn where he is actively engaged in the hospital’s
Division of EM Informatics. He is Webmaster of the department’s Webpage and principal developer of the
department’s intranet SharePoint portal. His research has focused on educational technology, advanced data
visualization, and enterprise architecture integration. He is committed to a career in academic emergency
medicine and medical informatics and plans to enter a fellowship in informatics following his residency
completion next year.
He started his involvement with EMRA his intern year as Chair of the Technology Committee. He is also
the EMRA representative to the ACEP Electronic Medical Education Subcommittee. He is thrilled to join
the EMRA Board of Directors as Technology Coordinator. He plans to introduce disruptive technologies to
empower the national membership to better organize, collaborate and advocate. 
December 2009/January 2010
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Speakerreport
New council speaker
encourages more involvement
I

t seems like only yesterday that I took
my oath of induction for the position
of Vice-Speaker in front of the fall 2008
Representative Council in Chicago, Ill.
Time has flown by so fast.

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

“Now as I
transition to
speaker, I plan
to continue
and strengthen
our efforts in
emergency
medicine resident
and specialty
advancement.”

During my first term, we have
accomplished much, but there is still
more that needs to get done. Now as I
transition to speaker, I plan to continue
and strengthen our efforts in emergency
medicine resident and specialty
advancement.
Let me start off by saying thank you to
Edwin Lopez, our past speaker, for his
dedication to EMRA and his specialty.
Working with him, has truly been
rewarding. Next I want to say thank you to
the regional representatives and program
representatives who helped make our preScientific Assembly teleconferences a huge
success.
I can’t forget to recognize the many
resident volunteers who donated their time
and participated on one of the conference
committees. Conference committees help
us conduct the business of the EMRA
Representative Council.
A few members from the conference
committees at this past Scientific Assembly
are:
 Reference Committee: D. Ross
Patrick, MD, (Chair), Landon Argo,
MD, A.J. Hegg, MD, Jonathan Heidt,
MD, Elif Yucebay, MD
 Tellers and Credentials: Jessica Jewart
Kirby, DO, (Chair), Joshua Lynch, MD
 Sergeant-At-Arms: Nathaniel Hibbs,
MD
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There were a record number of residents
who attended the Representative Council
activities at the 41st annual ACEP
Scientific Assembly. Our reference
committee meeting had more than 50
resident attendees. There was lively,
intellectual and thought-provoking
discussion on the resolutions that would
be presented to the Representative Council
the next day. It was clear that these
residents were leaders who took an interest
in their specialty.
Our Representative Council did not fail to
impress. In addition to electing the next
EMRA Board of Directors, the Council
reviewed five resolutions on a wide variety
of issues that were germane to emergency
medicine residents or the specialty of
emergency medicine.
The Council voted to adopt a resolution
introduced by Erin Griffith, DO, of the
Naval Medical Center in San Diego
that called for EMRA to encourage the
replacement of live animal use with other
training methods in emergency medicine
residents’ curricula.
Like many other bodies of medicine,
EMRA is going green. By adoption
of resolution F-’09-5, the Council
has directed EMRA to implement the
necessary modifications in order to hold a
paperless Representative Council.
There was a lengthy and spirited debate
on two more resolutions at the reference
committee meeting. One resolution,
authored by Alfred Joshua, MD, of the
University of California in San Diego,
urged EMRA to create task force to
consider a consensus on how long

emergency medicine residency training
should be. This resolution was not
adopted by the Council.
Omar Hammad, MD, of Allegheny
General Hospital, presented a resolution
that looked at mechanisms for protected
time prior to didactic sessions. Although
the majority agreed with spirit of the
resolution, there were issues with the
specifics. Ultimately, the Council voted
to refer this resolution to a task force for
final action at ACEP Scientific Assembly
2010.

This past Scientific Assembly took place
in historic Boston, the birthplace of the
American Revolution more than 200 years
ago. At this meeting, I took my oath of
induction and began my term as speaker.
We have accomplished much, but more
must be done. We face a new revolution
called health care reform. With my new
Vice-Speaker, Angela Fusaro, MD, of
Carolinas Medical Center, I ask that
you join us this year as we address the
many issues facing all of us emergency
medicine residents. 

Join
EMRA’s
Policy
Review
Committee
EMRA adopts many policies
on diverse issues into its
Policy Compendium. Over
time, the compendium has
grown in size and
complexity, often containing
outdated, unfulfilled, or
internally inconsistent
policies. Therefore, we

Working
through
reference
committee
proposals of
the resolutions
presented in
Boston.

periodically review the policy
compendium and suggest
revisions. Work alongside
EMRA BOD members on this
committee.
If interested
please send an e-mail to
speaker@emra.org
January 8, 2010.

Your Representative Council hard at work voting
on resolutions presented at the 2009 ACEP Scientific Assembly.
December 2009/January 2010
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RRC-EMupdate
RRC Update: Welcome
to five new programs!

S

emiannually, the Residency Review Committee for Emergency Medicine (RRCEM) meets to review both core emergency medicine and subspecialty programs.
The purpose of the reviews is to ensure all residents graduating from an ACGMEaccredited program receive equivalent and adequate training. Results from the
September 2009 RRC-EM meeting in Chicago, IL are as follows:

Congratulations to the five new core emergency medicine programs approved
bringing the total to 154 emergency medicine programs:

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

1. University of Arizona/UPHK Graduate Medical Education
Consortium Program
Tucson, AZ (PGY1-3; 6 residents/yr)
Program Director: Kristi H. Grall, MD
2. Southern Illinois University School of Medicine Program
Springfield, IL (PGY1-3; 8 residents/yr)
Program Director: David Griffen, MD, PhD
3. University of Kansas School of Medicine Program
Kansas City, KA (PGY1-3; 8 residents/yr)
Program Director: David P. Lisbon, MD
4. UMDNJ-Robert Wood Johnson Medical School Program
New Brunswick, NJ (PGY1-3; 6 residents/yr)
Program Director: Amy Church, MD
5. John Peter Smith Hospital (Tarrant County Hospital District) Program
Ft. Worth, TX (PGY1-3; 13 residents/yr)
Program Director: Carl W. Gossett, MD
Additionally the committee accepted the voluntary withdrawal of medical
toxicology program at Cincinnati as well as the pediatric fellowship program in
Philadelphia. Eight duty hours violations were reviewed. Two format changes
(PGY2-4 to PGY1-4) were also approved and one of two complement changes
(number of residents in a program) was approved. Lastly, one medical toxicology
application was denied and one core emergency medicine program was placed on
probation.
The next RRC-EM meeting will be held in February 2010. If you have any questions,
please refer to the ACGME website (www.acgme.org/acWebsite/navPages/nav_110.
asp) or feel free to contact me at rrcemrep@emra.org. 
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CORD

Council of
Emergency Medicine
Residency Directors

Annual
Academic
Assembly!
Have you considered a career in

ABEM Update: Two year
internal medicine critical care
fellowships recommended

academic emergency medicine?

D

There are currently 33 accredited internal
medicine fellowship programs for Critical
Care Medicine (CCM) as listed on the
Accreditation Council for Graduate
Medical Education (ACGME) Website
(www.acgme.org/adspublic/reports/
program_specialty.asp).

will be in Orlando, Fla., March 3-6,

Continued work is still needed for
details of the co-sponsorship, including
an expected 5-year grandfather period.
There may still be further discussion with
the other specialty boards as surgical
programs may have decreased applicants
without emergency medicine participation.
At this point, however, the current
recommendation is that if you wish to
pursue board certification in CCM, then
you should train in an accredited 2-year
internal medicine CCM fellowship.

new attending).

ABEM submits application
to sponsor EMS subspecialty
With the support of American College
of Emergency Physicians (ACEP) and
the American Academy of Emergency
Medicine (AAEM), ABEM has submitted
an application to the American Board of
Medical Specialties (ABMS) to sponsor
the subspecialty of EMS. The application
is expected to be submitted to the ABMS
board of directors for approval at their
September 2010 meeting. 

Development Scholarships every

uring the ACEP Scientific Assembly
held in Boston, Debra Perina, MD,
president of the American Board of
Emergency Medicine (ABEM), presented
the report regarding subspecialty
certification.

Discussions continue with
ABIM on ABEM co-sponsorship
of IM CCM
For many years, ABEM has sought
a certification route for diplomats
who go on to complete fellowships in
critical care medicine. After discussions
with the three ABMS member boards
who currently offer certification – the
American Board of Anesthesiology
(ABA), the American Board of Internal
Medicine (ABIM), and the American
Board of Surgery (ABS) – no progress
has been made with the ABA or the
ABS. ABEM and ABIM have, however,
agreed to prepare an application for
co-sponsorship of CCM subspecialty
certification.
As this application is not complete
and currently not publicly available,
the proposed details are not yet
determined. As the ABS and the ABA
have agreed that they would not oppose
the application, if accepted it would be
submitted for approval in 18-24 months.
If approved, only those completing a
two year internal medicine fellowship
in CCM, would be eligible to sit for the
examination.

If you have considered it, or simply
would like to see what all it entails,
I encourage you to attend CORD’s
Annual Academic Assembly! It
2010 at the Caribe Royale Orlando
Hotel. Sessions include transitioning
to junior faculty, showing off your
credentials, charting in an academic
facility, and don’t miss cases (as a

This is a great opportunity that you
don’t want to miss! The cost for
resident attendance is $200. More
information on the conference and
registration can be found on the
CORD website: www.cordem.org.
EMRA offers three CORD Faculty
year, in the amount of $500 each to
help with the costs of attending the
conference.
Check out
www.emra.org to apply!
(The deadline is January 1).

Reference
Perina DG. ABEM’s Report at the 2009 ACEP
Scientific Assembly. Boston, MA. 3 Oct 2009.
December 2009/January 2010
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Techtalk

Health 2.0 seeks to improve patient care
continued from front cover

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

“...like online
banking, I
believe online
health records,
communication
and data sharing
will become more
acceptable and
convenient with
time.”

Integrated, longitudinal health records are good for
chronic care; they are essential for acute care.
Seamless integration between a patient’s personal
health record, clinic health record, and regional health
information organization would improve patient care. It
would give us convenient, timely access to old ECGs,
cardiac workups, lab tests, imaging and other information
that is often unavailable when patients need it most. It also
gives us an opportunity to reinforce discharge instructions
by sending them to their personal records
and primary physicians.
Health 2.0 benefits not only the individual, but also the
community. Google has recently released Flu Trends,
an application that harnesses aggregate Google search
data to estimate local flu activity in near real time. It is
surprisingly accurate and timely. It could possibly predict
a local outbreak well before traditional surveillance
systems that are only updated weekly. Earlier detection
would allow us to better prepare our EDs for the surge
in patients, and allow public health workers to institute
policies to limit its spread.

EMResident

Distributed under the Creative
Commons Attribution, Non-Commercial,
Share Alike 2.5 License.Updated on
5/30/07.

There are several obstacles to the widespread adoption
of Health 2.0 among providers. Physicians often worry
about the privacy and security of patient’s protected health
information. However, like online banking, I believe
online health records, communication and data sharing
will become more acceptable and convenient with time.
I believe the largest obstacle to widespread adoption will
be reimbursement. There are numerous pilot studies that
have demonstrated the efficacy of online tools in health
management. However, reimbursement schedules do not
support these initiatives and most of these pilot studies
were no longer financially viable after their pilot funding
was exhausted.
Health 2.0 represents both an opportunity and a challenge
for providers. It is an opportunity for providers to provide
more meaningful care to our patients. It is also a challenge
that will change how we interact with our patients and the
system. 
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The canonical representation of Health
2.0. Conceived by Scott Shreeve
MD, illustrated by Hemeon Design,
and Copyright © 2007 by Crossover
Consulting.

Medical Condition Level. Copyright 2007
by Scott Shreeve, MD. Made available
under the Creative Commons NonCommercial Attribution 2.5 License

AMERICA’S EMERGENCY PHYSICIANS
WANT YOU TO KNOW:
...the difference between Myth and Fact could be
the difference between Life and Death.
MYTH:

FACT:

MYTH:

FACT:

America’s emergency departments are full of people
who don’t need to be there.
Only 12 percent of emergency patients are classiﬁed
as non-urgent, according to the Centers for Disease
Control and Prevention, which compiles these statistics
annually. Most emergency patients are truly sick and need
emergency care.
Emergency care is inefﬁcient and expensive, and
decreasing emergency visits will save signiﬁcant health
care dollars.
All emergency care is only 3 percent of total yearly health
care spending. Emergency physicians have access to all the
medical options patients need and can provide services in
one place. Keeping personnel and facilities open 24 hours a
day does cost more than keeping an ofﬁce with no emergency
facilities open 40 hours a week. No matter when patients
are sick, we are open.

MYTH:

FAC T :

MYTH:

FAC T :

Demand for emergency care will decrease when health
reforms are passed.
Massachusetts experienced a 7 percent increase in
emergency visits after providing universal coverage for
its citizens. As America’s population increases and ages,
demand for emergency services will increase. Emergency providers are the front-line for natural and man-made disasters,
and as such, will be in even greater demand.
Emergency care will be there when you need it.
Emergency care may not be fast enough to save your life
if current trends continue. Emergency visits have increased
an average of 3 million patients per year over the past
decade. Hundreds of emergency departments have closed,
leaving fewer facilities to see patients. Boarding, the practice of leaving patients in the emergency department instead
of placing them in inpatient hospital beds, causes 30 percent
of the nation’s emergency beds to be unusable for new
emergency patients. This limits everyone’s access to care in
their time of need.

As emergency physicians, we insist that vital,
life-saving emergency care be available for all who need it.
Four crucial areas must be addressed by any health reform initiative:
1. Every person in America must have affordable and appropriate
health insurance coverage.
This is best provided through a combination of methods
applied fairly and equitably to everyone involved.
2. Health care costs must be reduced.
Eliminating the billions of dollars spent annually in defensive
medicine and administrative overhead would greatly reduce
costs. Health information technology must be used to its fullest
— for communication and for achieving efﬁciencies.

3. Quality of care must improve.
Emergency patients must be taken to their inpatient beds after
the decision is made to admit them to the hospital. Languishing
in an emergency hallway does not accomplish the purpose of
hospital admission and is an affront to the patient’s dignity.
Quality care must be supported 24/7.
4. A national surge capacity plan must be developed.
Resources must be provided to help our nation’s hospital emergency departments be prepared for public health crises, such as
the H1N1 pandemic, a terrorist attack or other catastrophes.

The nation’s emergency physicians want emergency care to be
available for every American when and where they need it.

To get involved, visit www.acep.org /realities
December 2009/January 2010
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ACEPrepresentative
update

Two patients exhibit need
for health reform now

T

hese days it is hard to pick up a single
newspaper or magazine, or to turn
on the evening news without health care
reform being mentioned in some way.
Regardless of whether or not you agree
with the plans being presented, health care
reform appears to be inevitable sometime
in the very near future.

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

“Nobody
in America
should have
to be sick
because
they are
broke.”

Like many Americans, I don’t necessarily
agree with all the plans that are being
presented. However, I whole-heartedly
feel that health care reform needs to
happen, and it needs to happen soon. Over
the course of the past month, I experienced
first-hand one of the pressing reasons why
our health care system is in desperate need
of reform.
As you may remember from my last
article, I started a new job this summer.
Unfortunately, after my first few shifts it
appears as if I have now been scientifically
proven to be a horrific black cloud.
Shortly after my first shift began, the
emergency department phone rang,
delivering the news that a 49-year-old
patient was inbound in cardiac arrest.
Paramedics had been resuscitating this
gentleman for more than 20 minutes
before he arrived in the emergency
department.
As I gathered what limited history was
available from the paramedics, I found
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out that this young gentleman had gone
to take an afternoon nap after attending
church services in the morning, and was
supposed to go out with his family for
Sunday dinner. His son went to wake him
up from his nap, and found his father to
be unresponsive, in cardiac arrest. He
began CPR, and the paramedics continued
resuscitation during transport.
On his arrival in the emergency
department, we continued efforts to
resuscitate him for another 20 minutes
before ultimately terminating the
resuscitation. Though losing a patient
is never easy, the most difficult part of
this encounter was trying to reassure his
son that he had done the right thing by
performing CPR.
Later that afternoon, I had the opportunity
to speak with the family’s pastor. He told
me that he had seen the entire family in
church that morning. He had just seen
them a few hours ago, and reported that
they all appeared to be doing well.
But he then also informed me that earlier
in the day, the patient had told several
of his fellow parishioners that he had
been having chest pains for two days.
Reportedly, he had not gone to the hospital
because he did not have health insurance
and didn’t want to place any additional
burden on his family’s already difficult
financial situation.

A few days later, I encountered the
patient’s son, this time himself a patient.
Throughout the course of treating him,
one thought persisted in his mind, and
he continuously asked me, “Could I
have done anything different?” “Did I do
something wrong?” Again the majority of
the encounter was spent reassuring and
comforting this grieving young man.
The following day, the emergency
department phone again rang, this time
to bring news that the paramedics were
bringing in a patient who had been driving
and drove his car into the side of a building.
The paramedics reported that the patient was
in cardiac arrest and CPR was in progress.

When they arrived, the patient was in
persistent asystolic arrest. Despite having
run his car into a building, he exhibited
no external signs of trauma, making the
likely scenario that he suffered a cardiac
arrest while driving, ultimately causing
the inadvertent contact between his car
and a house.
When the family arrived, they stated
that the patient had a long history
of heart problems but had not seen a
physician recently. They attributed that
to two things: a stubborn patient and
strained finances.
These are just a couple of examples taken

from the numerous patient encounters I
have on a daily basis. Like these, many
other severe illnesses or deaths could likely
have been prevented had all of the patients
had access to a primary care physician to
address issues before it was too late.
As I stated earlier, I don’t necessarily
agree with the plans that have been
presented to reform our broken health
care system. However, I do agree with
President Obama’s statement from this
summer, “Nobody in America should have
to go broke because they get sick.” But
I feel that he left out one very important
corollary: Nobody in America should have
to be sick because they are broke. 

Your EMRA Board of Directors
works hard to advocate for
residents’ interests at the
ACEP Council Meeting during
Scientific Assembly. The
ACEP Council adopted 22 of
27 resolutions considered and
elected several new members
to the ACEP Board of Directors
during the meeting.

December 2009/January 2010
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Medicalstudentnews
Scientific Assembly helps medical students
take control of impending transition

A

s I rode in a cab from Logan
International to Copley Square, the
driver quickly rattled off many of the
historical sights and let me know that the
Red Sox, Bruins, Celtics and Patriots were
all in town over the weekend.

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

“It is an exciting
time of year as
interview season
is at hand, and in
the next several
months many of
us will experience
great changes
when we move on
to residency.”

He also told me that “some doctors’
convention” was in town, and these
physicians were fired up about health care
reform and were taking over Boyleston
Street at night.
A week later on my way back to
Colorado, I realized that the cab driver
offered an accurate perspective on
the 2009 ACEP Scientific Assembly.
Everywhere I turned I met informed,
energetic people — students, residents,
academic and community physicians
— with insightful thoughts about
the immediate and distant future of
emergency medicine, who also enjoyed
having fun.
The medical student forum was a
tremendous success, as we had close to
230 students in attendance for informative
presentations from some of the leaders
in emergency medicine education.
Topics included pearls on how to choose
a residency, tips for interviewing, and
mistakes to avoid in the application
process.
Additionally, we had 121 residency
programs attend our residency fair, and
both students and residencies benefited
from the high turnout. If you were unable
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to attend this year’s events, we have the
audio and powerpoint files from the
forum on the Website (www.emra.org).
Thanks again to our speakers, sponsors
and participants for all of their
contributions—this event would not be
possible without you.
It is an exciting time of year as interview
season is at hand, and in the next several
months many of us will experience great
changes when we move on to residency.
The events at Scientific Assembly provided
an opportunity to take control of these
transitions and become educated on the
entire match process.
Furthermore, we will all see immense
changes and transitions in medicine
and health care as we advance in our
careers. Opportunities, such as the ACEP
Leadership and Advocacy Conference in
Washington, D.C., this May, also exist for
us to become active participants and help
take control these larger changes as well.
Through self-education and public
advocacy, we can be instrumental in a
process that will ultimately influence our
professional future, and perhaps more
importantly influence the medical future
of our patients.
I encourage us all to become more
informed and more active in the
continuing discussion on health care
reform, and I look forward to seeing many
of you on the interview trail. 

Shine on your emergency medicine rotation

A

rotation in the emergency department
will be your most exciting experience in
medical school. It is your chance to see the
specialty firsthand, help patients, and take in the
aura of emergency medicine.
The emergency department is quite different
from the hospital ward or outpatient clinic, so a
little preparation will help you shine. Naturally,
being an enthusiastic team player, and showing
up on time are expected. The following tips will
give you the extra edge to speed your transition
to becoming an outstanding student in the
emergency department.
First, take a thorough history and complete a good
examination. You will see residents and attendings
perform abbreviated histories and exams, but your
job as a student is to know your patient cold. For
example, discovering a family history of blood
clots is important in a patient with chest pain.
A full neurologic exam should be performed in
patients with a chief complaint of headache, back
pain, or altered mental status (even if they are just
intoxicated!).
Keep your presentations to less than three
minutes. Emergency physicians have short
attention spans! Start with the age, gender
and chief complaint so your listener will have
a mental framework for your presentation.
All relevant history should be included in the
beginning of the history of present illness. This
means excluding history that is not pertinent
to the chief complaint. For instance, a remote
history of appendectomy is not important with a
headache, but certainly is relevant with abdominal
pain. Remember to mention pertinent negatives,
such as fever, cough, shortness of breath, and
chest/abdominal pain.

In addition to stating the likely diagnosis,
your assessment should include two or three
life threatening diagnoses, now matter how
improbable. Also, address abnormal vital signs in
your assessment. A succinct plan should include
treating pain, giving fluids if indicated, and
diagnostic work-up. “IV, O2, monitor” is a mantra
worth repeating! Potential disposition is often left

out by students and should always be addressed.
Re-assess your patient frequently. Emergency
medicine is a dynamic field. After an intervention
is performed, assess to see if it helped. Tell
your supervisor if symptoms improved or
additional interventions are necessary. Likewise,
if something acutely changes, i.e. shortness of
breath, inform your supervisor immediately.
Make sure ordered medications, lab studies, and
imaging were performed. Be the first to see the
results and interpret them for your team. Also,
track down old records and establish follow up
with the patient’s primary care physician. Offer to
call consultants if necessary. Make sure you know
what you want from the specialist before you pick
up the phone.
If you think your patient is ready to go home,
use a checklist to make sure the patient is stable
to discharge. First, remember the rule that if a
patient walked into the emergency department,
they need to walk out. A “road test” will save you
a potentially embarrassing situation of trying to
discharge a patient that is still orthostatic from
dehydration. Next, verify that vital signs have
stabilized if initially abnormal. Also, a patient’s
pain should be treated before discharge.
Most importantly, make sure the chief complaint
was addressed. Is there a plan for follow-up? Did
you print and provide the patient with information
about the diagnosis? Is it clear that the patient
understands the symptoms that should prompt a
return to the emergency department?

Kevin Jones, MSIV
Oregon Health & Science University
Medical Student Council
Western Region 4 Representative

“First, remember
the rule that
if a patient
walked into
the emergency
department,
they need to
walk out.”

Always provide excellent documentation. Your
medical decision making should be explained,
including a broad differential diagnosis. You
should address why you think the patient does
not have any life threatening diagnoses on your
differential. Always discuss abnormal vital
signs, lab results, and physical exam findings.
Lastly, if the patient was discharged, state why an
admission was not necessary.
These tips should help you get off and running on
your rotation. Good luck and have fun! 
December 2009/January 2010
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Great Medical
Student Opportunity
with the Society for
Academic Emergency
Medicine!
Jump Start a Career in
Academic Emergency Medicine
SAEM’s Program Committee is looking for
about 10 energetic, self-starting, responsible,
and enthusiastic medical students to work with
their Committee at the Annual Meeting in
Phoenix in June 2010. The Program Committee is
responsible for the planning, coordination,
and execution of SAEM’s Annual Meeting.
It is comprised of nearly 40 faculty members
from Emergency Medicine programs all over
the country.

As medical students prepare for the match, the one thing they want most is
to meet their potential residency programs face-to-face. The EMRA residency
fair in Boston delivered yet again, hosting 121 emergency medicine residency
programs this year.

MEDICAL STUDENTS

BOSTON

Benefits for medical student committee members:

•
•
•
•
•

Waiver of your registration fee to the SAEM
Annual Meeting
A member of the Program Committee will
be assigned to you to serve in an advisory
capacity for future EM pursuits
Learn much more about the current research
and educational activities taking place in the
field of Emergency Medicine
Have the opportunity to form relationships
with faculty members from EM programs
around the country.
A personal letter from the Committee Chair
will be sent to your Dean of Student Affairs,
acknowledging your contributions to the
Program Committee.

Requirements and expectations of medical
student committee members:
• Arrive the evening of June 2; stay through the
afternoon of June 6th.*
• Attend daily Program Committee Meetings
• Seeing to assigned tasks and responsibilities,
which include, but are not limited to:
 Approximately 6 hours of responsibilties
per day
 Soliciting reviews
 Assisting in AV needs
 Facilitating workshops
 Being responsive and flexible to the
needs of the Program Committee
Interested medical students should submit their
name and contact information to the SAEM office
at Jennifer@saem.org. Please write “Medical
Student Program Committee Member Annual
Meeting” in the subject line of the email. Please
include a very short statement of interest (<150
words) and an updated electronic copy of your
CV. Deadline is February 1st, 2010. Recipients
will be notified in February.
* Travel and hotel will be the
responsibility of the individual student.
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EMRA’s 2nd
annual Medical
Student Networking
Luncheon features
program directors
and chief residents
at each table, ready
to answer students’
burning questions
about residency, the
match, and the years
ahead of them in the
world of emergency
medicine.

Our ever-popular Medical Student forum (below), speakers deliver great advice, tips,
and tools for success in the specialty of emergency medicine and what it really takes
to get into residency.

•

•

• •

• • Medical

•••••

•

Student Luncheon
Sponsors

Beat!

The elections are over, the
meeting winds down: newlyelected EMRA Board members,
continuing board members,
committee chairs and regional
representatives put faces to
names and get acquainted at
the EMRA Leaders’ Transition
Luncheon.

EMRA
A gratefully acknowledges
the generous support and time
of the following programs for
their sponsorship of this year’s
Medical Student Roundtable
Discussion Luncheon at
Scientific Assembly.

Lehigh Valley Health Network


MSU Sparrow Hospital –
Lansing


New York Methodist Hospital


North Shore University
Hospital


SUNY Downstate


Texas Residency Programs
(Texas College of Emergency Physicians)



University of Alabama at
Birmingham


University of Chicago Hospital
Emergency Medicine Interest
Group leaders from medical
schools across the nation
met to mingle with EMRA’s
Medical Student Governing
Council members at the
EMIG Mixer, where they share
ideas and encouragement
aimed at getting medical
students excited about
emergency medicine and
providing the support they
need to make it to residency.



University of Rochester


Upstate Emergency Medicine,
Inc.


Yale – New Haven Medical
Center Emergency Medicine
Residency
December
Decemb
ber 2200
2009/January
09/January 2010
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Clinicalcase
An unusual cause of status epilepticus
History and presentation

P

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

aramedics bring a 19-year-old male
from jail with URI symptoms for two
days and persistent nausea and vomiting
for one day after being diagnosed
with influenza. Paramedics have come
emergently as the patient started having
a generalized seizure about 20 minutes
prior and they have been unable to obtain
IV or control the seizure enroute. The
patient has been incarcerated for a week
and according to jail records has no
known past medical history and no current
medications or allergies.
Physical exam

into four main

Vitals: Temp 37.2 rectally, pulse 122,
blood/pressure 177/107, respiratory rate 26
with 100 percent O2 sat on a non-rebreather
mask. The patient on arrival is having a
active generalized seizure. The patient is
unresponsive. The rest of the physical exam
is unremarkable. D-stick is 126.

areas: metabolic

Differential diagnosis discussion

“The most
common etiologies
can be organized

causes, infectious
causes, central
nervous system
lesions and toxins/
drugs.”

Status epilepticus is defined as continuous
seizure activity or seizures that occur
without return of full consciousness
between episodes lasting longer than 30
minutes. As an emergency physician, if
your patient is seizing longer than five
minutes, then you should be actively
pursuing a treatment algorithm to take
control of the situation. This clinical case
touches on the differential diagnosis of
status epilepticus, but focuses upon the
options and evidence behind an aggressive
treatment algorithm.
The differential diagnosis of status
epilepticus is vast. The most common
etiologies can be organized into four
main areas: metabolic causes, infectious
causes, central nervous system lesions
and toxins/drugs.
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The most common metabolic cause of
seizures is hypoglycemia, therefore, an
upfront bedside determination of glucose
levels in seizing patients is essential.
Hyponatremia, the most common
electrolyte disorder of hospitalized
patients and a common side effect of many
medications, can precipitate seizures once
levels get below 120mEq/L. Often the
rate of the decline and not the absolute
magnitude of the sodium level determines
the risk of seizure.
Unlike the simple febrile seizures induced
by an acute rise in the temperature in a
pediatric patient, status epilepticus caused
by infectious etiologies arises from the
acute inflammatory response provoked by
the infection in the central nervous system.
Viral and bacterial causes of meningitis,
encephalitis, cerebral abscesses and
primary HIV infection are all well known
causes of seizures and must be evaluated
for in all patients with status.
Because of the possibility of primary CNS
lesions causing seizures, a CT scan of the
brain is an essential part of the workup
in status epilepticus. Toxins, particularly
alcohol and sympathomimetics, are
amazingly common causes of seizures
in patients presenting to emergency
departments. In overdose, several
medications such as aspirin, isoniazid, and
tricyclic antidepressants can cause status
epilepticus and have specific antidotes that
emergency physicians need to know.
Initial management
IV access was established with a central
line and three doses of lorazepam 2 mg
IV were given in quick succession as
the patient was placed on a monitor and
labs were sent. As the seizures continued
despite a load of 20mg/kg of phenytoin,
the team readied their airway equipment

and intubated the patient using rapid
sequence intubation. The patient had a
foley catheter placed and was started on a
propofol drip (10mg/min/hr) for sedation
and further management of his seizures.
A 2005 Cochrane review and the ACEP
clinical policy guidelines recommend
benzodiazepines as first line treatment of
status epilepticus. Lorazepam terminates
status epilepticus in 60-90 percent of
patients and is often recommended
over other benzodiazepines due to its
longer half-life. When IV access is not
obtainable, diazepam can be given intrarectally and midazolam can be given
intramuscularly as alternatives.
Although no prospective, randomized
controlled trial compared treatments
of seizures refractory to initial
benzodiazepine treatment, most published
guidelines recommend phenytoin as
second line treatment. Because phenytoin
can cause hypotension if given too rapidly
and causes tissue damage if the line
infiltrates, the prodrug fosphenytoin is
recommended when available especially
in children.
No convincing evidence points to the use
of one third-line agent for the treatment of
refractory status epilepticus. Pentobarbital,
thiopental, valproate, propofol, and
more recently, levetiracetam, have been
used with success, but none has been
demonstrated to be superior. Because
of the respiratory depression caused
by propofol and barbituates, airway
management is almost always needed
when these agents are used at this point in
the algorithm.

administered 3 percent hypertonic saline at
5ml/kg over one hour.
As the effect of the paralytic wore off,
the patient was noted to have residual
seizure activity. The patient was admitted
to the ICU on a drip of phenobarbital
for continuous EEG monitoring. In the
ICU, the patient’s repeat sodium was
120mEQ/L and an LP performed by the
inpatient team was unremarkable.
The use of hypertonic saline in the setting
of hyponatremic status epilepticus is
still considered controversial given the
risk of central pontine myelinolysis. In
departments without access to 3 percent
hypertonic saline, adminstration of 1
ampule of sodium bicarbonate in the
setting of hyponatremic seizures is another
alternative.
In this clinical case, an aggressive
management strategy of status epilepticus
led to a favorable outcome. The patient’s
sodium slowly corrected to normal,
cultures returned negative, and he was
discharged on oral phenytoin at the
recommendation of neurology.

For additional comments, on the
management of status epilepticus in the
setting of hyponatremia check out the
October issue of EM:RAP using your free
EMRA subscription. 
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Algorithm for Treatment of Status Epilepticus
First Line Agents

Dosing

Adult (50kg)

Lorazepam
(Often repeated for total 3 doses)

0.05mg/kg IV

2.5mg bolus

Midazolam

0.1mg/kg IM

5mg bolus

Diazepam
(May be repeated for total 2 doses)

0.5mg/kg PR

25mg bolus

Final thoughts

Second Line Agents

The patient returned from radiology after
an unremarkable head CT when labs began
returning. LFTs, CBC, acetaminophen,
salicylates, urinalysis and urine toxin
screen were normal. The chemistry panel
returned with a sodium of 111mEq/L.
Knowing the potential risk of central
pontine myelinolysis that occurs with the
rapid correction of sodium, the team in
conjunction with neurology consultants

Phenytoin

20mg/kg IV

1000mg infusion

Fosphenytoin
(* PE=phenytoin equivalents)

20PE/kg IV

1000PE* infusion

Valproate

20mg/kg IV

1000mg bolus

Levetiracetam

20mg/kg IV

1000mg bolus

Phenobarbital

20mg/kg IV

1000mg infusion

Pentobarbital

5mg/kg IV

Titratable infusion

Third Line Agents
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Advocacycorner
It is all in the approach
H

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

“If the fight is no
longer between
the big groups
(physicians,
hospitals, drug
companies,
insurers), but
instead within the
house of medicine,
we all lose.”
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ave you ever had the difficult
consultant? Or maybe the
challenging patient encounter? Maybe
you ran head long into the administration
as you tried to implement a new strategy
in your department. Whatever your tricky
situation, you had a fundamental question
to ask yourself: Divide or Unify? This
question is at the core of how we must
choose to address current healthcare
reform.

Divided they conquer
Far too often, when pushed, the
overwhelming desire is to push right
back. If they insult you, go back for the
jugular. If they try to push their agenda
ahead of yours, push them down. In the
emergency department, we see this daily
as some consultants will work to fight
against admissions or consults in favor
of another service admitting the patient,
additional personal shut-eye, or a host of
other reasons.
Frequently, we revert to the kindergartener
in all of us and hit back. The danger in this
approach is that it often does more harm to
your patients and their needs. It also leaves
us frustrated and angry.
Similarly, we are seeing the cracks in
the unified front forming in health care

reform—specialists and primary care
doctors are starting to turn on one another.
With the help of the politicians driving
these wedges by inviting select groups to
the table, the danger is that divided we
will fall.
If the fight is no longer between the
big groups (physicians, hospitals, drug
companies, insurers), but instead within
the house of medicine, we all lose. The
questions will not be about how big to
make the pie, but how to divide it up
among the many physicians. If we allow
this division, we will all lose in the end.
United we stand
It is time that we work with our
colleagues to advance the needs of our
patients and the people who provide care
to them. We must all stand in favor of
fair reimbursement so that all specialists
will take the Medicare patient in follow
up or cover call for us in the emergency
department. Beyond that, our patients
need coverage, access to quality primary
care services, and incentives to take good
care of themselves. These are common
goals that we must unite to advocate
for if we are to have a hope for real and
significant reform that does more good
than harm.
We must also stop alienating ourselves
from our patients. How many times have
you heard a colleague talk about the
“unneeded emergency department visits”
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that are overwhelming the department?
Complained about all of the drug seekers?
Far too often, we tell friends and family
the tales of our woe in these terms.
The truth though is that the CDC has
shown that only 12 percent of visits
are unnecessary. The overwhelming
majority of patients are there because
they need our help. Help your
specialty and your patients by stopping
this cancerous divisiveness. Go to
www.emergencymedicinerealities.com
and help spread the truth.
Find the middle
As we move forward with healthcare
reform, it will not always be possible to
stand united with all of our colleagues on
all of the issues. But as often as we can,
we must do so to advance our common
goals. We must work to fix the system for

all of our and our patients’ benefit. When
the time comes to differ, we must do so
in a respectful manner that recognizes
our similarities while advocating for our
differences.
Instead of seeing each disagreement
as a fight, we should look to them as
opportunities. They are chances to
move a colleague forward on common
ground, recognizing our differences, and
advocating for our patients. The next time
you want to fight, lay down the sword,
and work to find the middle. It will serve
you and your patients well, even if it is not
as satisfying as that killer one-liner you
thought up or the glare you had practiced
for that off-service resident. Be the bigger
person. It is what we do every day with
a difficult patient. Why not do it with
a difficult colleague, administrator, or
politician? 

EMRA gratefully acknowledges the
following organizations for their
generous support and partnering
with us to make the EMRA events
at the 2009 Scientific Assembly in
Boston an unprecedented success!

Educational Forum Zip Drives

EMRA Party

EMRA Job Fair Refreshments

Record fundraising efforts at Scientific
Assembly, particularly at the ACEP Council
Meeting, spurred by the health care reform
debate in Congress and ACEP/emergency
physicians’ recognition that they need a seat
at the table and a voice in the outcome of
legislative efforts.
Coming into the Council meeting, NEMPAC
had raised $880,000 from ACEP members.
During the Council meeting and Scientific
Assembly in general ACEP collected more
than $183,167. This took us past what ACEP
raised for the entire year in 2008, $1,045,000.

EMRA/FERNE Resident Sim Wars
and EMRA Representative
Council Luncheon

Resident Forum Breaks
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Signs of button battery
ingestion critical to identify
Case

A

Jenny Mendelson, MD
Emergency Medicine/Pediatrics
University of Arizona

“Esophageal
damage can
occur rapidly, and
perforation has been
reported as quickly
as 4 to 6 hours after
ingestion.”

12-month-old boy was brought into
the emergency department by his
mother due to difficulty swallowing.
His mother states that he began gagging
and coughing approximately 90 minutes
after he was given a new package of toys
from family members. He refused to eat
and had one episode of emesis prior to
arrival. No one observed the child putting
anything in his mouth.
The patient’s history is negative for
stridor, wheezing, fever, upper respiratory
infection symptoms, trauma, travel,
nausea, vomiting or diarrhea. On exam,
the patient was asymptomatic. X-rays
revealed an esophageal foreign body at
the thoracic inlet. The object was diskshaped, approximately 2cm in diameter,
and initially thought to be an ingested
nickel.
The patient was subsequently admitted to
the pediatric ICU for close observation.
Pediatric surgery was consulted and
the patient was scheduled for operative
removal of the coin in the morning.
In the operating room, esophagoscopy
revealed that the object was not a
coin, but in fact, a button battery. As a
consequence, coagulation necrosis had
occurred, creating a full-thickness erosion
and perforation of the esophageal mucosa.
Following the procedure, the child was
returned to the PICU for monitoring
and intravenous antibiotics. He was
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kept NPO for a week and placed on
total parenteral nutrition. There was no
interim development of mediastinitis.
Repeat esophagoscopy demonstrated no
development of strictures.
Discussion
As infants and toddlers frequently use
their mouths to explore the world around
them, ingestion of foreign bodies is a
common occurrence. With the trend
toward miniaturization of electronics,
the ingestion of disk batteries or “button
batteries” occurs more frequently.
These ingestions are associated with
serious sequelae including mucosal
injury to the esophagus. As a result, the
National Capital Poison Control Center
in Washington, D.C., has created a
24/7-telephone hotline to assist parents
and medical practitioners, as well as
collect data on button battery ingestions.
Button batteries range in size from 6
to 23mm in diameter. For purposes of
comparison, a dime is 18mm, a nickel is
21mm, and a quarter is 24mm. Almost
96 percent of ingested batteries are small
(7.9-11.6mm in diameter). Although
fewer than 3 percent of reported cases
involve larger batteries (>15mm), these
present a much higher risk of becoming
impacted and causing injury.
The most common location for batteries
to become lodged is the esophagus,
typically at one of the five anatomical
sites of narrowing: cricopharyngeus
muscle level at C6; thoracic inlet at
T1; cardioesophageal level or aortic

arch at T4; tracheal bifurcation at T6;
and gastroesophageal junction or hiatal
narrowing. Of these, the most common
site of impaction is the cricopharyngeus.
Esophageal damage can occur rapidly, and
perforation has been reported as quickly
as 4 to 6 hours after ingestion. Tissue
damage occurs when sodium hydroxide is
generated by the electrochemical current,
usually at the anode, resulting in an alkali
burn and liquefaction necrosis.
In 1992, the estimated annual incidence
of battery ingestion was 2,100 cases.
Currently, the annual incidence has
increased to more than 3,000 cases. Fiftyseven to sixty-seven percent of battery
ingestions are by males. Sixty-one to
seventy-one percent of ingestions involve
children younger than 5 years old with a
peak incidence at 1 to 2 years of age.
Presenting symptoms in battery
ingestions vary widely. Most tend to
be asymptomatic or have nonspecific
gastrointestinal complaints such as
nausea, vomiting or abdominal pain.
Other complaints include coughing,
gagging, dysphagia, fever, anorexia,
hematemesis (rarely) or fever. As many
batteries are coated in nickel, there have
been a few reports of rash as a presenting
symptom in patients with nickel
sensitivity.

Due to potential lack of history of
ingestion and initial nonspecific
symptoms, esophageal impaction can
be missed resulting in perforation of
the esophagus. These children may then
develop respiratory distress, fever, pain,
evidence of subcutaneous emphysema,
mediastinal crunch (Hamman’s sign),
sepsis and shock.
When a child presents to the emergency
department with suspected battery
ingestion, PA and lateral radiographs are
indicated to evaluate for presence of the
object. Button batteries have a bilaminar
structure, resulting in a characteristic
“double density” or “halo” on PA view,
and “step off” on lateral view. Recognition
of these signs is critical, as mistaking the
battery for a coin can significantly delay
removal.
If the battery has passed into the stomach,
generally no further treatment is necessary.
However, some studies suggest that if
the diameter of the battery is greater than
15mm, a repeat x-ray should be obtained
in 48 hours as it may fail to pass through
the pylorus.
When the battery is lodged in the
esophagus, endoscopy is indicated for
removal of the battery and visualization
of the extent of mucosal damage. If

Pearls
In all cases of esophageal foreign body, have a high index of suspicion for battery ingestion.
If concerned about a battery ingestion, obtain an X-ray immediately to determine placement.
You may call the National Button Battery Ingestion Hotline at (202) 625-3333 or your local
Poison Control Center for advice.
If the battery has passed into the stomach or beyond and the patient is asymptomatic, they
may be discharged to home to wait for the battery to pass. They should be instructed to watch
for abdominal pain, vomiting or bloody stools, and if these symptoms develop they should be
reported to the Battery Hotline.
If the battery is lodged in the esophagus, it must be removed immediately. Time is of the
essence. Removal should be by endoscopy. Do not give ipecac.

severe damage is present, the child should
be admitted to the ICU for observation
and monitoring for development of
perforation, mediastinitis and sepsis.
Blind removal techniques, such as with a
foley catheter or esophageal magnet, are
not recommended. If these techniques are
attempted, endotracheal intubation should
be considered to protect the airway as the
battery is dislodged. Ipecac and emetics
are contraindicated due to increased risk
of perforation and aspiration.
Although serious complications are
rare (1 percent of cases), the morbidity
and mortality of battery ingestions are
significant. Complications described
in case reports include esophageal
perforation, mediastinitis, aspiration
pneumonia, tracheoesophageal fistula,
esophageal stricture requiring repeated
dilations or reconstruction, and aortic
perforation with exsanguination.
Additionally, heavy metal toxicity
(mercury, lithium, zinc, etc.) has been
suggested as a theoretical complication
of ingestion due to leakage of battery
contents, though there are few case reports
showing significant clinical toxicity. 
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Criticalcare
Aggressive resuscitation of diabetic
ketoacidosis reduces mortality

E

Teresa Y. Smith, MD
NYU/Bellevue Emergency Medicine Department
PGY-3 Emergency Medicine

Anand K. Swaminathan, MD, MPH
NYU/Bellevue Emergency Medicine Department
Clinical Instructor

“The key to the
management
of DKA is
addressing each
of the metabolic
derangements.”
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ach year, roughly 10,000 patients
present to the emergency department
in diabetic ketoacidosis (DKA). Prior to
the advent of insulin, the mortality rate
of DKA was 100 percent. In recent years,
that rate has dropped to approximately 2
to 5 percent. Despite clinical advances,
the mortality rate has remained constant
over the last 10 years. With aggressive
resuscitative measures and appropriate
continued management this trend may
change.
DKA is defined as the presence of
hyperglycemia (glucose > 250mg/dl),
acidosis (pH < 7.3) and ketosis. The
pathology of DKA centers on the inability
of cells to take up glucose secondary to an
absolute deficiency of insulin. As a result,
any rise in serum glucose leads to osmotic
diuresis. In addition to glucosuria, this
osmotic diuresis leads to loss of essential
electrolytes including sodium, magnesium,
calcium and phosphorous. The resultant
volume depletion leads to impaired
glomerular filtration rate (GFR) and acute
renal failure.
Absolute insulin deficiency in the
body results in increased lipolysis and
proteolysis leading to the accumulation
of ketone bodies and subsequent acidosis.
Beta hydroxybutarate is the predominant
ketone, but it is important to note that
urine assays are only able to detect
acetone and acetoacetic acid. Thus, false
negatives may result.
As DKA is treated, beta hydroxybutarate
is converted to acetoacetic acid. Thus,
checking serial urine ketones may actually
show increasing ketone bodies even as the
patient’s clinical status is improving.

Reducing the morbidity and mortality
associated with DKA necessitates the
early identification of the disease. All
patients with diabetes should have rapid
assessment of blood glucose. In addition,
as DKA is a common first presentation
of insulin dependent diabetes mellitus
(IDDM), all patients with altered mental
status should have a rapid bedside glucose
check as well. Urine should be obtained
to look for ketones and a blood gas should
be sent to assess acid base status as well as
serum bicarbonate level and anion gap.
The key to the management of DKA
is addressing each of the metabolic
derangements. The most important aspect
in the emergency department is aggressive
fluid resuscitation. In most adults, there
should be aggressive hydration with
boluses of up to 2L of normal saline in the
first hour. In patients who are at risk for
pulmonary edema, one should be more
cautious.
In general, pediatric resuscitation follows
the 20-40cc/kg rule. Aggressive fluid
resuscitation leads to a restoration of
glomerular filtration rate and allows the
kidneys to eliminate much of the excess
glucose.
The next vital component of DKA therapy
is addressing total body potassium
depletion. Ten percent of patients with
DKA have serum hypokalemia on
presentation (serum K+ < 3.0), while
all patients have total body potassium
depletion. The initial serum potassium
can be misleading because it represents
extracellular potassium, which is falsely
elevated (although rarely into the range of
hyperkalemia) secondary to acidosis and
fluid depletion.

During initial assessment, an ECG
should be obtained to look for signs of
hyperkalemia. If renal function is normal,
potassium repletion is indicated regardless
of the serum potassium level because
subsequent insulin therapy will cause
an intracellular shift of serum potassium
potentially leading to hypokalemia. Serum
potassium must be checked prior to
initiation of insulin therapy.
Serum potassium should be repleted in the
following manner:
K+ < 3.3mEq/ml: Give IV and PO
potassium and hold insulin therapy until
K+ documented as > 3.3mEq/ml
K+ > 3.3mEq/ml but < 5.5mEq/ml: Start IV
and PO potassium repletion with insulin
therapy
K+ > 5.5mEq/ml: Start PO potassium
repletion with insulin therapy. Hold IV
potassium until K+ < 5.0mEq/ml
Next, acidosis and ketosis should be
corrected via insulin therapy. In critical
patients, it is important to correct acidosis
and ketosis rapidly and thus, IV insulin
therapy is preferred over subcutaneous
administration.
Recent literature and recommendations
suggest that initial bolus insulin is
unnecessary in the treatment of DKA as
it only causes supranormal circulating
insulin levels. An infusion starting at 0.1
units/kg/hr is ideal. Insulin infusion should
be continued until the patient’s anion
gap resolves. When the serum glucose
drops below 250mg/dl, D5W should be
added to the patient’s fluids to prevent
hypoglycemia.
While hypokalemia is the most common
complication in DKA, the most feared is
cerebral edema. This complication occurs
in approximately 1 percent of patients
presenting with DKA. Although the

pathophysiology of cerebral edema in
DKA is not fully understood, it is clearly
most common in the pediatric population
and in new-onset diabetics.

THE BEST
possible
answers.

The typical clinical scenario is one in
which the patient is initially improving
and then has a neurologic deterioration.
This deterioration can often be as subtle
as a new onset headache or as severe as
altered mental status. The treatment for
suspected cerebral edema is rapid infusion
of mannitol 1 to 2gm/kg IV over 15
minutes. When cerebral edema is missed,
the mortality rate approaches 70 percent.
Finally, all patients with DKA should be
investigated for underlying pathology
leading to DKA. This includes infection,
myocardial ischemia or infarction, GI
bleeding, medical non-compliance, etc.
All patients with DKA should be admitted
to the ICU for continued management and
close monitoring. 
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Talkingwith
Emergency medicine and
sports medicine are a great fit
r. Moira Davenport is an attending
physician at Allegheny General
Hospital Drexel University School of
Medicine with a joint appointment in the
departments of Emergency Medicine (EM)
and Orthopedic Surgery. Additionally she
is the team physician for the Pittsburgh
Pirates baseball team. In this interview,
she sheds light on her career in EM and
Sports Medicine (SM).

Taku Taira, MD
D
Chief Resident
Bellevue/NYU
New York, NY
Immediate Past Chair, Research Committee

How did you develop your interest in SM??
I played sports through my entire life and
was injured quite frequently. In college, I
spent more time with my team physician
than with my coach. Working with the
team physician, I realized that it was an
option. During medical school, I didn’t
know what I was going to do, but did a
lot of research in orthopedics. During my
clinical rotations, however, I found that I
really enjoyed EM. When I found that I
could have a career in SM, it was an easy
decision to combine the two fields.
What is it like working in a field that
is not always welcoming to emergency
physicians?
It is definitely one of the pitfalls in my
job in Major League Baseball. Currently,
Steven Adams from Northwestern, who
is working for the Chicago Cubs, is the
only other team physician trained in EM. I
occasionally get a strange look when I say
that I am EM trained. Despite what many
orthopedists may think, EM and SM are
a great fit. Our clinical practice includes a
large number of acute orthopedic injuries.
Additionally, our training helps us with
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treating non-orthopedic conditions. One
of my mentors admitted that even though
he had been an orthopedic surgeon for
25 years, it scares him when he is on the
sideline and someone comes over to him
short of breath.
What were the keys in building your
career?
I am fortunate to have had several people
advise me through this process. All of my
mentors in both EM and orthopedics saw
the benefit of combining EM and SM and
were supportive of my career path. My
medical school mentor is an orthopedic
surgeon who got me involved in research
from day one of medical school. She has
been very supportive of me doing EM
and following it with SM. My residency
director gave me the flexibility to pursue
my interests by doing an elective with my
college team physician working with the
football team. I was there for pre-season
camp, two a day workouts, and for their
home games. Additionally, I got to see
patients in the office. This experience gave
me an understanding of what it means to
practice SM.
You went on to do a fellowship in
SM. What is the advantage of doing a
fellowship?
Now that SM is a boarded sub-specialty
in EM, more Emergency Departments
are looking for SM trained physicians.
Therefore, a SM fellowship gives you
career flexibility. Some people do the
fellowship as a supplement to their
orthopedic education and work exclusively

in the ED. Some people do strictly SM as
the non-operative person in an orthopedic
group. There are a few that work in the
collegiate setting. Then, there are a few
of us that do academic EM with a joint
appointment.
Fellowships are run by their individual
departments, and it is under their
discretion whether to accept EM
physicians. Presently, the primary care SM
fellowships are mostly Family Medicine
based. Depending on where we are in
the certification process, there are five
programs that are EM based. So it can be
difficult to find a program that fits your
needs and will accept your application.
How do you and most of your colleaguess
balance SM and EM? Is there any fight
back from the orthopedists?
I think it is easier to balance the two in
the academic world. A sports-trained EM
physician would fill needs for both the EM
department and the orthopedic department.
An academic ED needs people to do
orthopedic teaching and the academic
Orthopedics Departments need people to
do medical teaching, especially now that
the operative SM boards have a medical
portion. However, when you are in two
departments, it is very easy to be pulled
in a lot of directions. It is important to be
vocal about expressing your needs.
One of the most important elements has
been the departmental support. The ED
is willing to make my schedule around
the Pirates home games, clinic, and the
high school football season. It would be
difficult to find that required flexibility in
the community.
In regards to orthopedics, I do not
experience a lot of resistance. I essentially
give them everything that they want. I see
the patients that either do not need or do
not want surgery and gift wrap the patients
that need surgery. I will see patients with
an ACL tear, start them on therapy, get
their MRI and then hand them off to
the operative orthopedist. Additionally,

because I spent a lot of time in the OR
during fellowship, I can explain every
step of an operation, saving the surgeon a
lot of time when discussing surgery.
What does your typical workweek look
like?
On average, I do two to three shifts in
the emergency department, with a full
day of sports clinic every week. During
the baseball season I have usually one to
two home games per week. I additionally
do on-site medical high school football
games.

•

•

• •

• • Platinum • • • • • •

Sponsors
EMRA gratefully acknowledges
the following organizations for
their generous support and
partnering with us to make
the EMRA events at the 2009
Scientific Assembly in Boston
an unprecedented success!

What are your responsibilities during th
he
baseball games?
I am at the stadium before the game,
checking up on everyone and then I am
on site for the game in case anything
happens. As the team physician, I am
responsible for both the Pirates and the
visiting team. As a result, I don’t have to
travel because the home physician covers
the Pirates during their away games.
What practical advice would you give a
resident contemplating a career in SM?
The two most important things are
doing an elective in SM and developing
a mentorship relationship. An elective
in SM will let you see what the daily
practice is like. It will also give you
an understanding of the practical
combination of SM and EM. After
deciding on SM, mentorship is crucial.
For residents without access to practicing
SM doctors, you should participate in the
SAEM SM interest group’s virtual mentor
program.
Any last words?
I think that SM is fun. It gives you a
dedicated area to focus on and, in a way,
it carves out a career for you. In the ED,
you will be referred to as the orthopedic
expert. It is a diverse path that opens a
lot of doors. Finally, when you have had
a bad week and you find yourself in the
ballpark watching a baseball game, you
realize things really aren’t that bad. 
December 2009/January 2010

31

THE

Beat!

BOSTON

35th Anniversary
EMRA Alumni mingle with present and past
leaders, give toasts and well-wishes to
EMRA and pick up great “trauma, not drama”
t-shirts to celebrate the 35th Anniversary
milestone (and had everyone in Boston
wondering, “where’d you get that shirt?”).

Job Fair
Job-seekers
checked out the
opportunities
available at the
EMRA Job Fair,
where more
than 200 tables
of independent
groups and
recruiting firms
chatted about their
open positions
in emergency
departments
everywhere.
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Resident
Forum
Residents soak in all
the information they
can at EMRA’s Resident
Forum, where topics
range from financial
planning and insurance
needs to job hunting
and contracts.

Resident
Lunch
After a morning of absorbing
information hungry residents
enjoyed lunching with
EMRA alumni for more Q&A
opportunities.

EMRA Party
By Tuesday night, Boston knew EMRA had arrived. EMRA and ACEP
members alike had a great time relaxing and living it up at The Estate,
one of the most unique clubs in Boston, for the biggest and best
EMRA party yet.

December 2009/January 2010
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Money
A

s the calendar points towards
December, the EMRA Job Fair is
behind you and the next choice for many
will be which type of practice to choose?
The three most common are working as
an independent contractor, working with
a democratic group or being a faculty
member in an academic institution.

M. Shayne Ruffing
CLU, ChFC, AEP

Each carries separate considerations
from a financial standpoint. This article
is intended to highlight some basic
differences as you evaluate future
opportunities.
I recommend that you consider the
following factors:
Clinical faculty/academic
institution
This is commonly the easiest financial
position to understand. Income is
typically paid as it is during residency.
All taxes and other deductions are
withheld by the hospital. You will
commonly be provided health insurance
paid by the hospital, basic life insurance
and basic disability insurance. You do not
have to qualify for any of these from a
medical perspective.
Most hospitals have a 403(b) retirement
plan that will allow you to contribute up
to $16,500 per year (2009/2010) before
taxes and will often have supplemental
programs to allow greater contributions.
In some cases you will also have a
relationship with a private hospital
practice that provides additional benefits.
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 Pros: Benefits are automatically
provided, retirement matching is
common, and the contract is stable.
Teaching opportunities are available.
 Cons: Salaries are typically more
limited than other arrangements.
Retirement funding may not provide
the opportunities of private practice.
Tax deductions are limited. State, local
and hospital political considerations
can impact your practice.
Independent contractor
As an independent contractor, you take on
the responsibilities of being self employed.
You will likely contract with one or more
staffing groups at a fixed hourly rate.
There are not commonly any benefits
provided and you will be responsible
for understanding your tax liability and
scheduling appropriate payments.
You will want to establish a separate
checking and credit account for your
business and either become proficient with
an accounting software program or hire a
bookkeeper / practice manager. You will
need to understand and qualify for your
own health insurance, disability insurance
and life insurance. You will need to
establish your own retirement plan, and
fund it with your own money.
 Pros: Maximum flexibility in
scheduling, Health insurance and
retirement funding to reduce taxable
income. Many common expenses can
become tax deductible. Can employ
spouse and further reduce taxation.

“Once you can articulate your own objectives, you
can understand how your future practice will allow
you to reach them.”

Incredibly high level of retirement
funding possible, although reduces
personal income pro-rata.
 Cons: You pay an extra 7.5% in
tax as a self employed physician.
All benefits must be qualified for
and paid for. Personal medical
history can make some benefits
prohibitively expensive or
unavailable.
Democratic group
This often provides the best of both
hospital and independent contract work.
A decent sized group will provide health
insurance, basic life insurance and
may provide basic disability insurance.
Commonly a 401(k) plan will allow
you to defer $15,500 per year towards
retirement and will often be matched
up to the maximum federal contribution
(+/- $45,000).
The group shift schedule often provides
greater flexibility than a hospital can
offer. There is often a partnership track
allowing greater income potential
through ownership of the practice and
a percent of the profit. As an employee
you are taxed the same as hospital
faculty. As a partner you are probably
taxed as an independent contractor.
 Pros: Camaraderie of peers/
partners. Ownership potential. Tax
management. Income potential of IC
with benefits of hospital.
 Cons: Contract with hospital(s) can
be lost. Decisions made by group
consensus. Group revenue and
expenses determine profitability and
ultimate income.

As you explore potential practices,
take the time to consider your personal
retirement, debt repayment needs,
family and lifestyle objectives and
use them to determine which type
of practice will best allow you to
accomplish your goals.
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Sponsors
EMRA gratefully acknowledges
the following organizations for
their generous support and
partnering with us to make
the EMRA events at the 2009
Scientific Assembly in Boston
an unprecedented success!

Once you can articulate your own
objectives, you can understand how
your future practice will allow you
to reach them. This should become
your guide for an efficient and
effective transition plan, allowing
you to confidently take advantage
of opportunities and avoid common
mistakes.
Please note that this article contains
brief guidelines only and you should
always discuss your individual situation
with your tax, legal and financial
council. 
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, via e-mail at
shayne@mybpginc.com or on the web
at www.IntegratedWealthCare.com.

Southwestern Emergency Physicians, PC
Albany, GA

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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Residentresearch
Seek, develop a
mentor relationship
T

he student/resident researcher
and mentor relationship is a
vital component to professional
development. The student-mentor
interaction is a unique professional
relationship that must be cultivated and
supported in order to be successful.

Sharis M. Simonian, MSIV
UC Irvine School of Medicine

There are numerous resources that allude
to the importance of this relationship.
This article aims to shed light on various
tactics which can be employed in order
to strengthen the interaction between
researcher and mentor.
Initiating a search for a research mentor
should be conducted as early as possible
in order to provide time for the research
relationship to grow. When starting the
search, take advantage of any and all
resources, such as formal mentoring
programs through the medical school or
hospital.
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If there is no such program, the office of
student affairs or research director of the
emergency department may have lists of
faculty research interests with contacts.
Once a research mentor with similar
interest has been identified, contact and
meet with the faculty researcher.
The first meeting with a research mentor
is essential to the student-mentor
relationship. Be honest about your level
of interest and your goals. Without faith
and genuine interest in the topic being
studied, true success and productivity in
research is unlikely. What do you hope to
gain from working on this project? How
much time do you realistically have to
commit?
Not being totally forthcoming during
this crucial first meeting can damage
the researcher-mentor relationship in its

EMF/EMRA
Resident
Research Grant

“The student-mentor interaction is a
unique professional relationship that
must be cultivated and supported in
order to be successful.”

entirety. Additionally, ask the research
mentor what he or she hopes to gain
from their involvement. This type of
open communication will ensure a
good foundation for the relationship.
Once you define a project and
it is underway, maintain proper
communication. During my first
research project, my mentor made
sure we had a short meeting once a
week to discuss the progress I made
that week, and any difficulties that I
may have encountered. This consistent
communication with my mentor not
only ensured project success, but also
strengthened our relationship.
Lastly, continue to be proactive!
Take the time to ask for constructive

criticism from your mentor. Attend
scheduled staff research meetings.
Understanding the greater goals of
your research mentor and staff will
help you find a better home for your
own research. Consider preparing
a small project presentation to ask
for ideas and feedback from fellow
research staff. These additional efforts
will be evident to your research
mentor and can aid in strengthening
the relationship.
Building a strong and lasting
relationship with your mentor may
require hard work, patience and
tremendous resolve, but it will open
a world of research opportunities and
provide a meaningful contribution to
your career. 

Maria
Glenn,
MD
The Emergency Medicine
e Foundation
(EMF) and Emergency Medicine Residents’
Association (EMRA) are pleased to
announce one of the EMF/EMRA Resident
Research Grantees for the 2009-2010
grant cycle, Maria Glenn, MD, from the
Carolinas Medical Center. She was awarded
$5,000 to fund “Prediction of Moderate/
Severe Post-Thrombophlebitic Syndrome
after Acute Deep Venous Thrombosis of the
Leg.” Jeffrey Kline, MD, FACEP will serve as
her mentor.
Dr. Glenn looks forward to a career in
academic emergency medicine where she
“can be involved in the forefront of furthering
our specialty through teaching and seeking
answers to the unanswered questions that
can truly impact our patients,” the resident
states.
Dr. Glenn continues, “without EMF and
EMRA’s support, I would not be able to take
on a project of this magnitude--a project that
has positive ramifications for not only the
patients we care for on a daily basis but also
for me as a young investigator.”
If you are interested in applying for an
emergency medicine research grant, please
go to www.emfoundation.org or contact
the Emergency Medicine Foundation by
calling (800) 798-1822. Grant deadlines are
Tuesday, January 12, 2010.
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EM Residents
& Medical Students

EMreflections
EMRA Resident Sim Wars winners
Congratulations to University of Florida, Jacksonville,
Co
winners
of the 2009 EMRA/FERNE Sim Wars Competition
winn

Emergency Medicine Residents’ Association

Join Today!

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

Career planning: EMRA can help you get into the
emergency medicine residency of your choice, survive
and thrive during your residency, and succeed after your
training with resources to help you land the ideal job.

Pictured left to right: Haru Okuda, MD, Andy Godwin, MD, Mark Laperouse, MD, John Lissoway, MD, Jack
Forrest, MD and David Caro, MD.

Participating Teams
University of Mississippi, Medical Center, MS
Robert Galli, MD, Program Director

Synergy Medical Education Alliance, MI
Mary Jo Wagner, MD, Program Director

Carl Darnall Army Medical Center, TX
Melissa Givens, MD, Program Director

Case Western Reserve University, OH
Jeff Pennington, MD, Program Director

Denver Health Medical Center, CO
Stephen Wolf, MD, Program Director

Defending Champions
University of Florida, Jacksonville, FL
Dave Caro, MD, Program Director

Alphabet Soup

Benjamin Lawner, DO, University of Maryland

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

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

www.emra.org
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Somewhere down deep in the recesses of a dark yet comfortable
reading room, radiologists feel the recession’s merciless effects.

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.

Traumatic Disorders
For a complete reference and answer explanation for the questions below, visit www.emra.org.
1. Which of the following trauma
patients is classified as having a
low probability of cervical spine
injury?
A. 21-year-old man with no neck
tenderness who is intoxicated
after a motor vehicle crash
B. 24-year-old pedestrian with no
neck tenderness and left lower
extremity weakness after being
struck by a motor vehicle
C. 32-year-old woman with no neck
tenderness and a through-andthrough lip laceration after a
motor vehicle crash
D. 48-year-old man with no neck
tenderness and a right shoulder
dislocation after falling from
scaffolding
E. 82-year-old woman with no neck
tenderness and a left femoral
neck fracture after a fall

4. Avascular necrosis is commonly associated with:
A. Colles fracture
B. Lunate fracture
C. Mallet finger
D. Smith fracture
E. Triquetral fracture
5. A 23-year-old woman presents after a motor vehicle crash.
She is 22 weeks pregnant and complaining of abdominal pain.
Vital signs include blood pressure 110/78, pulse rate 124, and
respiratory rate 28. Which of the following statements regarding
her vital signs is correct?
A. Cardiac output is increased in pregnancy, which means that she can
tolerate larger blood losses than a nonpregnant trauma patient can
B. Elevation of the diaphragm and reduced functional residual capacity
are causing the elevated respiratory rate
C. Heart rate increases in the second trimester, which means that the
tachycardia is caused by pregnancy, not hypovolemia
D. Hypotension might not develop until 35% of her blood volume is lost
due to relative hypervolemia of pregnancy
E. Systolic and diastolic blood pressure decrease in the second trimester,
which means that the blood pressure indicates she is not hypovolemic

Want More
PEER VII questions?
Go to http://acep.spaceded.com,
ed com sign up for the
the—FREE—PEER
FREE PEER
VII Sampler, and help ACEP test a new learning strategy called
spaced education. In return for your feedback on a short survey
that will be sent out midway through the program, you’ll get a
total of 40 PEER VII questions delivered daily via e-mail.

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

2. A 20-year-old gymnast presents
with knee pain. During practice,
she came down on a flexed knee
and was unable to continue.
She can bear weight, although
with some pain. She can walk
but feels as though her knee
is going to “give out.” She also
says that she heard a “pop”
when she landed. Which of the
following injuries does this
patient have?
A. Anterior cruciate ligament tear
B. Lateral collateral ligament tear
C. Medial meniscal tear
D. Patellar tendon rupture
E. Posterior cruciate ligament tear

3. Which of the following methods of reducing an anterior
shoulder dislocation is associated with the highest incidence of
complications and is no longer recommended?
A. External rotation maneuver of Liedelmeyer
B. Forward elevation maneuver of Cooper and Milch
C. Hippocratic method of traction with foot in axilla
D. Snowbird traction technique
E. Stimson hanging weight technique
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Visualdiagnosis
Inferior ST elevation
Question
52-year-old man arrived via EMS
to the emergency department with
midsternal chest pain radiating into
both arms, palpitations, dyspnea and
diaphoresis that awoke him from sleep
approximately one hour earlier.

A

Brian Shippert, DO
Allegheny General Hospital
Pittsburgh, PA

“Initially the
patient was
triaged to the
resuscitation
bay, placed
on a cardiac
monitor...”

Reported past medical history included
hyperlipidemia and Parkinson’s disease.
The patient denied alcohol and illicit
drug use, but did report a remote history
of smoking 20 years prior, and a strong
family history of heart disease with his
brother and father with early myocardial
infarctions.
On physical examination, he was
diaphoretic with a blood pressure of
146/119, respiratory rate of 18, heart
rate of 54, and an oxygen saturation of
98 percent on 2 liters of oxygen. An
electrocardiogram (ECG) was obtained
(Figure 1). What medication(s) are
contraindicated given the ECG?
Answer
Nitrates and Beta-blockers
In the patient’s ECG, there are ST segment
elevations 1 mm or greater in leads II,
III and aVF with reciprocal changes in I,
aVL, V2 through V6 illustrating an acute
inferior wall ST-elevation myocardial
infarction (STEMI). In addition a
bradycardic junctional rhythm is noted.
Initially the patient was triaged to the
resuscitation bay, placed on a cardiac
monitor, bilateral large bore IV access
obtained, placed on 2 liters oxygen
via nasal cannula, the initial ECG was
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obtained, initial labs including point-ofcare cardiac biomarkers were obtained,
a chest x-ray was ordered, and a normal
saline bolus was initiated.
The ECG was interpreted at the bedside
and a heart attack alert was called,
notifying the cardiac catheterization
laboratory and the on-call interventional
cardiologist. An additional right-sided
ECG was then obtained (Figure 2). The
right-sided ECG revealed a sinus rhythm
of 62 beats per minute without obvious
ST-segment elevations.
The patient was given 325mg of aspirin,
300mg of clopidogrel, and 2mg of
morphine. Beta-blockers were withheld
from this patient given the junctional
rhythm and bradycardia. Nitrates were
also not given due to the possibility of a
developing right-sided infarction.
In consultation with cardiology at
bedside the patient was started on an
unfractionated heparin drip, eptifibatide
and consented for percutaneous coronary
intervention with possible stent placement.
Cardiac catheterization revealed a right
dominant coronary artery (RCA) with
diffuse atheromatous disease with 50
percent stenosis followed by a 90 percent
diffuse stenosis with filling defect in midsegment of the RCA. Diffuse disease was
also noted in the left coronary artery with
stenoses ranging from 40 to 50 percent. A
stent was successfully placed in the right
coronary artery reducing the stenosis to
zero, and an ejection fraction of 65 percent
with normal left ventricular wall motion
was noted.

Figure 1
F
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Figure 2

The American Heart Association
(AHA) Guidelines for Cardiopulmonary
Resuscitation and Emergency
Cardiovascular Care have strong
indications for the use of beta-blockers
and nitrates for the emergency
stabilization of STEMI. However,
this ECG highlights some of the
contraindications to common medications
used in the resuscitation of STEMI. AHA
contraindications include:
 Beta-blocker contraindications1:
Signs of heart failure
Evidence of a low output state
Increased risk* for cardiogenic
shock
Other relative contraindications
to beta blockade (PR interval
greater than 0.24 seconds, secondor third-degree heart block,
active asthma, or reactive airway
disease)
 *Risk factors for cardiogenic shock
Age greater than 70 years
Systolic blood pressure less than
120mm Hg
Sinus tachycardia greater than
110 bpm or heart rate less than 60
bpm
Increased time since onset of
symptoms of STEMI.
 Nitrate contraindications2:
Systolic blood pressure less than
90mm Hg or greater than or equal
to 30mm Hg below baseline

Severe bradycardia (less than 50
bpm)
Tachycardia (more than 100 bpm)
Suspected RV infarction
Patients who have received a
phosphodiesterase inhibitor for
erectile dysfunction within the last
24 hours (48 hours for tadalafil).
Also, nitrates should not be used if
hypotension limits the administration of
beta-blockers. 
References
1. Antman et al, “2007 Focused Update
of the ACC/AHA 2004 Guidelines
for the Management of Patients With
ST-Elevation Myocardial Infarction:
A Report of the American College
of Cardiology/American Heart
Association Task Force on Practice
Guidelines” Circulation. Jan 2008;117:
296 – 329.
2. Antman et al, “ACC/AHA Guidelines
for the Management of Patients With
ST-Elevation Myocardial Infarction—
Executive Summary: A Report of the
American College of Cardiology/
American Heart Association Task
Force on Practice Guidelines (Writing
Committee to Revise the 1999
Guidelines for the Management of
Patients With Acute Myocardial
Infarction)” Circulation, Aug 2004;
110: 588 - 636.
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EM Practice
Guidelines Update
Subscription

EMRA has partnered with EB Medicine to
bring EMRA Resident & Medical Student
members a great benefit—a free online
subscription to EM Practice Guidelines
Update!
EM Practice Guidelines Update is a new
publication developed by physicians from
Mount Sinai, the Mayo Clinic, Advocate
Christ Medical Center, University of Texas,
SMBD Jewish General Hospital, and NYU
Medical Center that is designed to help
you stay up to date on Practice Guidelines
and Clinical Policies relevant to their
practice.
With this exclusive benefit—for EMRA
Resident & Medical Student Members
only–you can:
• Print 4-6 page PDF files oﬀ the
website that quickly summarize the
key recommendations from clinical
policies and practice guidelines that
you need to know.
• Access each monthly issue online.
You’ll get e-mail notification you when
a new issue is available. Upcoming
topics include vertigo, otitis media,
acute headache, sedation, carbon
monoxide poisoning, acetaminophen
overdose, and more!
• Quiz yourself by taking the CME
tests online. (Actual CME Certificates
of Completion are, of course, not
available until you complete your
residency).
EMRA is thrilled to be able to oﬀer this
great benefit to you. We are sure you’ll
value EM Practice Guidelines Update and
will continue to subscribe throughout
your career. EMRA is grateful to EB
Medicine, the publisher, and their staﬀ,
who have made this all possible!
To quickly activate your free account,
simply go to www.ebmedicine.net/emra.
Questions or having trouble
activating your account?
Contact ebm@ebmedicine.net
or call 800.249.5770.

Pediatricpearls
Risk management pitfalls for
pediatric advanced life support
From the November 2009 issue of Pediatric Emergency Medicine Practice. Reprinted with
permission. To access your EMRA member benefit of free online access to all EM Practice and
Pediatric EM Practice issues, go to www.ebmedicine.net/emra, call 1-800-249-5770, or email
ebm@ebmedicine.net.
1. “No one in the patient’s family knew
CPR.”
Encourage patient families to take a CPR
course – it could save their own child’s
life.
2. “I couldn’t tell whether or not pulses
were present or if the patient was
breathing.”
When in doubt, initiate CPR until 9-1-1
arrives.
3. “I didn’t want to do mouth-to-mouth.”
Be aware that chest-compression only
CPR is better than no CPR at all. For
healthcare professionals – utilize a bag and
mask or carry a key-chain face shield.
4. “We didn’t think that he needed a
cervical collar.”
If there is any suspicion of spine injury
based on physical examination, history, or
mechanism of injury – it is safer to utilize
a collar and a backboard until the child is
in a place where the proper examination
and radiographs can be performed.
5. “We don’t have pediatric sized
equipment.”
Clinics of all types should try to stock
adult and pediatric-sized basic equipment
so that they can provide basic life support
until 9-1-1 can arrive. Emergency
rooms should try to stock all emergency
equipment in all sizes and defibrillators
that can provide appropriate levels of
energy for patients of all sizes.

6. “We use verapamil for adults; I
assumed that we could use it in children
too.”
Verapamil is not safe to use in young
children, especially children younger
than one year of age. In this age group,
IV administration of verapamil can cause
hypotension and asystole. Adenosine is
the first-line medication for children with
SVT. Amiodarone can be considered in
cases of refractory, unstable SVT.
7. “We couldn’t get IV access.”
Emergently, intraosseous cannulation can
be performed and lidocaine, epinephrine,
atropine, and naloxone can be delivered
endotracheally.
8. “I don’t feel comfortable intubating the
patient.”
Bag-mask-ventilate the patient until the
patient is in a place where experienced
medical personnel can intubate the
patient. Make sure that there is a good
seal between the mask and the face of the
patient.
9. “The child has a pacemaker; I don’t
know where to put the defibrillator
pads.”
Do not place the defibrillator pads over the
pacemaker. Give the pacemaker a one-inch
clearance. The pacemaker can block or
interfere with the electrical current.
10. “The child has so many injuries, I don’t
know where to start.”
ALWAYS start with the ABCs: Airway,
Breathing, and Circulation. 
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Pitfallstoavoid
Risk management pitfalls for influenza
From the November 2009 issue of Emergency Medicine Practice. Reprinted with permission. To access your EMRA member benefit of free online
access to all EM Practice and Pediatric EM Practice issues, go to www.ebmedicine.net/emra, call 1-800-249-5770, or email ebm@ebmedicine.net.
1. “The fever was low grade; I thought the
Prevention.
part of the ED staff as well as their ability to
baby just had a cold.”
handle a surge in patient volume that can be
5. “Swine flu appears to be everywhere. I
expected during a disease pandemic.
The presenting signs and symptoms of
don’t have the time to consult the CDC
influenza infection are nonspecific, and a
8. “I performed a rapid influenza test and it
website. I will just give oseltamivir to my
diagnosis based on clinical presentation alone
was negative, so I am safe sending home my
patient and be done with it.”
becomes less accurate in children under 3
patient on supportive therapy alone.”
Even in times of epidemic influenza infection,
years of age. Although many children will
Numerous forms of testing are available to
numerous strains can be circulating at a
experience a mild disease course and can be
detect influenza infection. Rapid diagnostic
given time within a particular region. During
managed with supportive therapy, patients
tests help guide clinicians in their immediate
the 2008–2009 influenza season, a strain
under age 2 years are at high risk for a more
management decisions, but the quality of the
of influenza circulated that was resistant to
severe clinical course. Therefore, emergency
specimen and skill of the technician performoseltamivir. In April 2009, a novel H1N1
clinicians need to be vigilant and have a high
ing the assay can significantly influence
influenza strain emerged that showed antiviral
index of suspicion for possible influenza
results. Certain rapid assays are specific for
susceptibilities different from those of the
infection in high-risk populations, especially
influenza type A, so knowing what strains
seasonal influenza strain. Thus, without
when disease prevalence is high.
are circulating locally is important. In times
knowing the prevalence of local strains,
2. “The patient had an infiltrate on chest
of high disease prevalence, the chance that
the emergency clinician might mistakenly
x-ray, so bacterial pneumonia appeared to
a given patient with an influenza-like illness
choose an antiviral agent that will prove less
be the clear diagnosis.”
actually has the disease is increased, as are
effective on those strains. Treatment with
the number of false-positive results obtained
more than 1 agent may even be indicated in
Numerous secondary complications can
from rapid diagnostic testing. At such times,
some
regions
until
more
formal
strain-specifi
c
stem from an initial primary influenza
empiric therapy based on clinical presentation
diagnostic testing can be undertaken. Since
infection. When addressing and treating these
alone is advised for patients at high risk. In
certain medications are effective only against
complications, the emergency clinician must
more severely ill patients, viral culture and
influenza type A, the local prevalence of any
not overlook the possibility of a primary
PCR testing is indicated when the initial rapid
type B influenza should be determined in
influenza infection and the need for medical
test yields a negative result.
order to select the appropriate drug therapy.
management. Some of the most common
influenza-related complications include
6. “The World Health Organization has
9. “My patient is pregnant and has influenza.
acute bronchitis, bacterial pneumonia, and
declared a pandemic. I feel better giving all
The side effect profile of antiviral
otitis media. In certain clinical situations,
my suspected influenza patients antiviral
medications concerns me, so I feel better
treatment with antiviral medications as well as
therapy, since I don’t want anyone to have
treating her with supportive care.”
antibacterial medications may be indicated.
a poor outcome.”
Pregnancy is a risk factor for a more severe
3. “I thought I would just let it run its
Such a declaration does not necessarily mean
disease course during an influenza infection.
course.”
that the particular infectious organism is more
Initial epidemiologic data from the influenza
virulent. It merely recognizes that the disease
pandemic of 2009 indicate that some of the
Many previously healthy people can be
is spreading worldwide. Pandemics thus
highest rates of morbidity and mortality
treated with supportive therapy alone.
can occur during both mild and more severe
are among pregnant women. Although any
However, it is crucial for the emergency
disease
courses.
medication taken during pregnancy can have
clinician to be aware of the numerous risk
a deleterious effect on the fetus, the potential
factors that are likely to result in a more
7. “I see so many patients in the ED every
for complications and significant morbidity
severe disease course. For those patients
hour. I can’t possibly wear a mask and
is too great to forgo antiviral therapy in this
deemed well enough to be safely discharged
wash my hands for every patient. Plus, I
population.
from the ED, the clinician must ensure that the
must have been exposed to influenza 100
patient’s primary care provider will maintain
10. “Medical knowledge has advanced
times already.”
close follow-up and that possible reasons for
considerably over the past few decades,
Maintaining effective infection control is
needing to return to the ED are discussed.
and now we have great antiviral medicacrucial to protect not only other patients in
tions. I simply do not need to worry about a
4. “It is the summer. Influenza occurs in the
the ED but also the health care staff. Patients
devastating influenza infection today.”
winter, so I do not need to be concerned
suspected of having influenza require
about it at this time of the year.”
While it is true that medical science has adappropriate isolation, and strict hand washing
vanced considerably since the pandemic
as well as personal protective equipment (e.g.,
Although influenza certainly exhibits seasonal
of 1918, influenza remains a significant
masks) are necessary to protect health care
fluctuations and regional outbreaks, the
threat. The ability of the virus to undergo
staff who are in direct contact with patients.
disease can occur year round. Testing and
genetic reassortment allows for the rapid
Absenteeism due to influenza infection
possible empiric treatment of patients with
development of new influenza strains to
can be a significant drain on health care
an influenza-like illness are influenced by
which the population has little or no previous
personnel
and
staffi
ng.
The
Strategic
Plan
the regional prevalence of the disease, so
immunity. Resistance to antiviral medications
for Management of an Influenza Outbreak,
emergency clinicians should be aware of
has been known to develop quickly for certain
published by the American College of
medical agencies that track the prevalence
influenza strains and appears to be a rapidly
Emergency Physicians, is a great resource to
of influenza on a regional and national level,
increasing concern over time. 
ensure the highest level of preparedness on the
such as the Centers for Disease Control and
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Publications

available online at www.acep.org/bookstore
Sepsis Card
2009 Edition: Chris Coletti, MD and John Powell, MD
2006 Edition: Dave Farcy, MD

NEW!

NEW!

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%.

CAREER
PLANNING
GUIDE

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.

FOR EMERGENCY MEDICINE

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

4EMPERATURE ª# ª& OR ª# ª&
(EART 2ATE   BPM
2ESPIRATORY 2ATE   BREATHSMIN
!CUTELY ALTERED MENTAL STATUS
(YPERGLYCEMIA GLUCOSE  MGD, OR MMOL, IN THE ABSENCE OF DIABETES
7"#  MM3 MM3 OR  IMMATURE BAND FORMS

Severe Sepsis
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.

GUS M. GARMEL, MD

2ND EDITION

Cardiovascular
s

(YPOTENSION 3"0 MM (G -!0 MM (G OR AN 3"0 DECREASE  MM (G

Pulmonary
s
s

"ILATERAL PULMONARY INlLTRATES WITH A NEW OR INCREASED OXYGEN REQUIREMENT TO
MAINTAIN 3P/ 
!CUTE LUNG INJURY
0A/&I/  IN ABSENCE OF 0.! AS SOURCE
0A/&I/  WITH 0.! AS SOURCE
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Joseph P. Wood, MD, JD
Editor in Chief
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Emergency Medicine’s

Top

Pediatric
Clinical

The Medical Student
Survival Guide

Problems

AC
Comprehensive
ompreh
hensive Guide
Guide to
The Specialty
The

2009
ABX Guide
for PDA

Dale Woolridge, MD, PhD

Edited by
Kristin E. Harkin, MD, FACEP and Jeremy T. Cushman, MD, MS

A Rapid Pocket Reference and Teaching Tool

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.
Published 2009; 96 pages; Soft Cover 5.5 x 8.5
Bulk pricing available; order online at www.emra.org

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!

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.

Reviewed by Ann Emerg Med 2009; 53; 165
900110/$49.95 • EMRA Member Price $29.95
Published 2007; 92 pages; Soft Cover 5.5 x 8.5

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

2009 EMRA Antibiotic Guide, 13th Edition

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

Brian J. Levine, MD

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.

900030 / $25.95 • EMRA Member Price $15.95
Published 2008; 96 pages; Soft Cover 4 x 6

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

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

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

Emergency Medicine’s Top
Clinical Problems, 2nd Edition

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 / $34.95 • EMRA Member Price $19.95
Published 2006; 96 pages; Soft Cover 5 x 9

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

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.

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!

900100/$25.95 • EMRA Member Price $15.95
Published 2008; 218 pages; Soft Cover 4 x 6

Palm OS-900210 • Price $25.95
Pocket PC 900200 • Price $25.95
Pocket PC/Palm • EMRA Member Price $15.95

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

Pocket Reference Cards
Pediatric Qwic Card

EMRA Sepsis Card

EMRA Airway Card

Dale P. Woolridge, MD, PhD

2009 Edition: Chris Coletti, MD and John Powell, MD; 2006 Edition: Dave Farcy, MD

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

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.
900220 / $12.00 • EMRA Member Price $7.00

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

Published 2008; Folded; laminated 4 x 7

Published 2009; Laminated Card 4 x 7 folded/8 x 7 flat

Published 2005; Laminated Card 3 x 5.5

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

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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Emergency Medicine

Shouldn’t be all work
and no

play!

EMERGENCY MEDICINE CAREERS THAT

OFFER FREEDOM, FLEXIBILITY,

FINANCIAL REWARD...AND FUN!!
Here are some of our job opportunities throughout the nation
with volumes ranging from 7K - 50K:
Florida

Carolina's

New Mexico

Arizona

Alabama

Missouri

Mississippi

Georgia

West Virginia

Texas

Virginia

Arkansas

What’s important to YOU is what matters to US…
•

Sign-on and Tuition Bonus Packages
for 3rd and 4th Year Residents

•

Paid Malpractice w/ Tail

•

Free CME

•

Directorship Opportunities

•

Flexible Scheduling and Coverage

•

Physician-Led and Managed

W W W. H P PA R T N E R S . C O M / E M R A
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EMResident

•

1-800-815-8377

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
are from 10K-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, flexible scheduling and excellent team support. Contact Catherine
Marvez: (800)815-8377 ext. 2252; email: cmarvez@hppartners.com or visit
www.hppartners.com/emra. 
Multiple States, North Carolina & South Carolina: You have the training
and skills; we have the locations! The Carolinas offer one of the most desirable
lifestyles in the country. Full Time/Part Time Physician opportunities available
in 12 & 24 hour shifts. Volumes ranging from 20K-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…excellent compensation,
sign-on & tuition bonuses, paid malpractice, flexible scheduling and excellent team
support. Contact Traci Spencer-Strong: (800)291-4020; email: tstrong@hppartners.
com or visit www.hppartners.com/emra. 
Arizona, Kingman: Enjoy the Majesty of the Grand Canyon and the beauty
of the dessert sunsets every day. FT/PT Physician opportunities available in
12 & 24 hour shifts. 15K ED volume. Brand new state the art facility, opened
October 15, 2009. Hospital Physician Partners seek qualified candidates for
immediate opportunities. Qualified candidates will be residency trained, BC in EM.
What’s important to you is what matters to us…we are physician-led; offer excellent

Global Health Division
Department of Emergency Medicine at
St. Luke’s Roosevelt Hospital – Teaching Hospital of
Columbia University College of Physicians and Surgeons

Two-Year Fellowship focusing on
HIV/TB, Tropical and Travel Medicine
Acquire public health and clinical training
in the most pressing global health issues
of our time, while working in a highlyregarded adult and pediatric emergency
department in New York City.
Accepting qualiﬁed adult and pediatric
EM trained applicants.
Contact: applications@slredglobalhealth.com
Visit our website at: www.slredglobalhealth.com

Features:
- Adult and pediatric HIV, TB and Travel
Medicine rotations
- Diploma in Tropical Medicine
- Diploma in Humanitarian Relief
- Structured overseas rotations
- Weekly modular coursework
- Opportunity to work with NGOs
- Opportunity for research and publication
- ED volume of 150,000+ per year
- Academic center with 3-year residency
program and ultrasound fellowship
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Classifiedadvertising
compensation, sign-on & tuition bonuses, paid malpractice, flexible scheduling and
excellent team support. With the opening of the Hoover Dam Bypass Bridge scheduled
for February of 2010, you will have the luxury of wide open spaces to live in with Las
Vegas lights just an hour or so away. For a confidential interview or further information
contact Catherine Marvez: (800)815-8377 ext.2252; cmarvez@hppartners.com or visit
www.hppartners.com/emra. 
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CALLING ALL
GRADUATING
EM RESIDENTS.

Staff Care offers lucrative temporary work
assignments at facilities nationwide. Try out
several locations before taking a permanent job.
t

We offer more opportunities and more
personalized services than any other firm.

t

We handle all the details for you.

t

Work where you want, when you want.

t

Try out several different facilities.

t

Concentrate on patient care.

t

Competitive hourly compensation.

t

Medical malpractice insurance is provided.

t

Travel and housing are provided.

t

Opportunities nationwide.

Search hundreds of opportunities at:
www.StaffCare.com

(800) 685-2272
®

An AMN Healthcare Company
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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 330-493-8677. 
Florida, Orlando: THE BEST OPTION FOR PEDIATRIC EMERGENCY
MEDICINE PHYSICIANS! Florida Emergency Physicians is interviewing for Peds
EM Fellowship or EM/Peds EM Fellowship-Trained positions to fill our Children’s
Emergency Medical Department. We are celebrating our 40th year as a stable organization
and are proud to announce our Emergency Medicine Residency Program that began
in July 2008. Children’s ED sees in excess of 15,000 visits annually. Florida Hospital
Orlando is currently building a new ED, and expanding its pediatric inpatient services.
Orlando is a growing and rapidly expanding city, with many attractions, proximity
to beaches, and ideal easy living! FEP offers a very attractive compensation package
with excellent benefits; including an EXCEPTIONAL RELOCATION PACKAGE.
Contact Brian A. Nobie, MD, FACEP at 800-268-1318. Send CVs to: Susan Yarcheck,
Recruitment Coordinator, E-mail syarcheck@psrinc.net or by fax 407-875-0244. 
Georgia, Multiple Cities: EM Resident Moonlighting Opportunities. Are you read
to get a jump start on your career? We have two facilities that welcome EM Residents
in their last year of Residency. At less than 6K Annual ED Volume you will have the
opportunity to practice Emergency Medicine and gain valuable experience with 12,

Classifiedadvertising
24 & 36 hour shifts. Facilities are conveniently located to major cities, Monticello
is 60 miles SE of Atlanta near the Oconee National forest & Lake Jackson, this
facility has a 2 bed ED. Cochran is 39 miles SE of Macon and very close to the
Warner Robbins area, this is a small town community, and the facility has 5 ED
beds. What’s important to you is what matters to us… physician-led, attractive
compensation, paid malpractice, flexible scheduling and excellent team support.
To get a jump start on your career today contact Kim Copodonna: (866)866-1330;
email: kcopodonna@hppartners.com or visit www.hppartners.com/emra. 

FORT BELVOIR, VIRGINIA
FORT KNOX, KENTUCKY

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. 

Excellent compensation package,
including comprehensive health
coverage, disability insurance,
401k, malpractice

llinois, Marion: Democratic group has Newer ED with many state-of-the-art
systems, great on-call services, and excellent opportunity at 23,000 volume ED
in southern Illinois. Appealing package of $300,000 including employer-funded
pension, family medical plan, stable malpractice, CME and more. Single physician
plus 10-12 PA hours daily. Contact Rachel Klockow, Premier Health Care Services,
(800) 406-8118, rklockow@phcsday.com, fax (954) 986-8820. 

Join LEAP’S experienced team
of emergency physicians at:

Equal Opportunity Employer

1111 23rd Street, NW Suite 2G, Washington, DC 20037
202.631.2221 | kcolony@leap4staffing.com | www.leap4staffing.com

llinois, Mt. Vernon: An excellent opportunity awaits you in Southern Illinois.
Mt. Vernon is a small city rich in history. Eight Universities and colleges are
within one hour. Central to St. Louis. Hospital Physician Partners is seeking full
time and part time physicians for a 27k volume ED. Outstanding physician
and midlevel coverage. Must be board certified /board prepared in Emergency
Medicine. ACLS, ATLS and PALS required. What’s important to you is what
matters to us… physician-led, attractive compensation, paid malpractice,
flexible scheduling and excellent team support. Join our physician-led team of
medical professionals. Contact Molly Smith: (800) 877-5520 or 419-575-7963;

MedStar Health Departments of Emergency Medicine
Washington
Hospital Center

Washington, D.C. & Baltimore, Md.

Washington Hospital Center and Georgetown University Hospital in Washington,
Georgetown University D.C., and Franklin Square Hospital Center and Union Memorial Hospital in
Baltimore, Md., are seeking physicians board-certified or residency-trained in
Hospital
emergency medicine to join our Department of Emergency Medicine.

Franklin Square
Hospital Center
Union Memorial
Hospital

MedStar Health

We are a cohesive group of emergency physicians who are committed to practicing state-ofthe-art, “patient first” emergency care. We want to provide our patients with cutting edge
medical care and be a center for innovation and excellence in emergency medicine. We wish
to further our specialty through the development of world-class programs in emergency
preparedness, information technology, transport medicine, event medicine, and medical
education. We are seeking physicians who, in addition to practicing the highest quality care,
share our vision and desire to be part of a world-class department.

Washington Hospital Center is the largest hospital in
the Washington, D.C. metropolitan area. The Emergency
Department has more than 82,000 annual visits and admits more than 21,000 patients a year. Georgetown
University Hospital is a renowned academic institution
that, along with Washington Hospital Center, is the site of
a PGY 1-3 emergency medicine residency training program. The Georgetown Emergency Department treats
35,000 adult and pediatric patients annually. Franklin
Square Hospital Center is a wonderful hospital located
at the intersection of I-695 and I-95 in the suburbs of
Baltimore. This Emergency Department has more than

108,000 annual visits, over 20% of which are pediatric,
making it the busiest emergency department in Maryland.
Union Memorial Hospital offers world-class cardiovascular and orthopedic surgery programs and is a regional hand
surgery referral center. The Emergency Department sees
over 59,000 adult and pediatric patients.
Contact William Frohna, MD, FACEP, Chairman Department
of Emergency Medicine, Washington Hospital Center, at
202-877-2424 (phone), 202-877-2468 (fax), or write to him
at bill.frohna@medstar.net or the Department of Emergency
Medicine, Washington Hospital Center, 110 Irving Street,
NW, Suite NA1177, Washington, DC. 20010.
December 2009/January 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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email: msmith@hppartners.com or visit
www.hppartners.com/emra. 
Indiana, South Bend: Very stable, Democratic,
single hospital, 15 member group seeks additional
BC/BP Emergency Physicians. Newer facility. 52K
visits, Level II Trauma Center, double, triple and quad
physician coverage. Equal pay, schedule and vote
from day one. Over 350K total package at 150 hours
per month with qualified retirement plan, disability
insurance, medical and CME reimbursement, etc.
Very favorable Indiana malpractice environment.
Home of University of Notre Dame and full four year
Indiana University School of Medicine at South Bend
campus, low cost of living, good schools, 90 minutes
to Chicago, 40 minutes to Lake Michigan. Contact
Michael Blakesley MD at 574.299.1945 or send CV to
blakesley.1@nd.edu. 
Iowa, West Des Moines: Methodist West Hospital,
a new facility, opened October 2009. This 95-bed
state-of-the-art facility will be a full service hospital
providing care to the western population of Des
Moines. FT and /PT opportunities are available for
BC/BP Emergency Medicine physicians. The new
Level IV trauma center features a 15-bed ED, with an
anticipated volume of 18,000. Physicians will provide
24 hours of coverage daily with 12 hours of mid-level
coverage. Providers are employed by Health System
Emergency Physicians, a physician-owned EM group,
and will receive a competitive, guaranteed hourly rate,
along with comprehensive benefits including a 401(k)

and profit sharing retirement program.
“Parents are drawn to the city’s exceptional schools,
pleasant neighborhoods, and fine recreational
facilities.” West Des Moines has also been deemed
“one of the safest cities in the United States.” Contact
Teri Geen at (800) 346-0747 ext. 3168, or email
CVs to tgeen@psrinc.net. 
Kentucky, Multi-Cities: Looking to make a
difference? Enjoy a fulfilling career by providing
efficient, quality care to patients who are truly
appreciative. EM Physicians needed for 17,000
to 26,000 volume EDs in Hazard, Middlesboro
and South Williamson. These facilities in eastern
Kentucky are easily commutable from larger cities
including Lexington, Huntington, Charleston and
Knoxville. EDs offer flexible 12 and 24-hr shifts,
and feature strong nursing teams, specialty backup
and supportive medical staffs. If you are BC/BP
EM with current ACLS/ATLS/PALS and a focus
on patient satisfaction and efficiency, we have just
the right position for you! What’s important to you
is what matters to us… our physician-led group
offers attractive compensation packages, fully
paid malpractice, and the chance for career
development and advancement. For details, contact
Debra Baumel at Hospital Physician Partners:
(800)815-8377; email: dbaumel@HPPartners.com or
visit www.hppartners.com/emra. 
Maryland, Cumberland: A picturesque city nestled
in the Appalachian Mountains, Cumberland is the

region’s business and commercial center. Residents
enjoy a great quality of life with a wide range of
cultural and recreational activities year-round. MEP, a
privately owned EM physicians group has expanded
to Cumberland, MD. Opportunities are currently
available for BC/BP EM Residency-trained physicians
to join our team at Western Maryland Health System
(WMHS). A new $268 million dollar, state-of-theart hospital will open in November 2009. WMHS
currently has a 37-bed emergency department, and an
annual combined total volume of 55,000. Emergency
services are provided at two campuses, with Memorial
Hospital serving as the designated area wide Level III
Trauma Center. Physicians will work at both campuses
providing 24 hours of coverage. MEP offers an
exceptional compensation and benefits package, with
above market compensation, and malpractice with tail
coverage. Leadership and ownership opportunities
are available to qualified physicians. Contact
AC McEwan at (301) 944-0049 or email CV to
ACMcEwan@EmergencyDocs.com. 
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

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

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.
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.
0U[LYLZ[LKHWWSPJHU[ZZOV\SKZ\ITP[H*=HUKJV]LYSL[[LY[V!
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

✓ Career development/advancement opportunities
✓ 11 different sites to choose from with volumes ranging from
12K to 40K
✓ 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
December 2009/January 2010
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Join Us As We Grow!

A Unique Ownership Opportunity
Join a premier emergency medicine
organization owned and operated by its
practicing physician members.
%    
% # 
%"#  
%"
%! # ##
"$ ! #$ #

www.questcare.com

For more information,
contact Sharon Hirst:
800.369.8397 or email
shirst@questcare.net

Looking for a rewarding career
opportunity in emergency medicine?

You just found it.

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

52

EMResident

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 EO

Classifiedadvertising
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. 

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
Avalos Rooney, Premier Health Care Services, (800)
726-3627, ext. 3674, krooney@phcsday.com, fax
(937) 312-3675. 

Maryland, Hagerstown: MEP, a privately owned
physicians group, has expanded to Hagerstown,
MD. Within an hour from Washington DC and
Baltimore, greater Hagerstown is the fastest growing
metro area in Maryland with affordable housing and
numerous outdoor activities. It is a friendly, familyoriented community. BC/BP Emergency Medicine,
Residency-trained physicians are invited to join us in
serving Washington County Hospital (WCH). WCH
has a 35-bed ED with an annual volume of 66K, an
8-bed Fast Track, and is a Level III Trauma Center.
Physicians’ coverage is 56 hours. A new hospital and
ED will open in 2010. MEP offers an exceptional
compensation and benefits package, with above
market compensation, and malpractice with tail
coverage. Leadership and ownership opportunities
are available to qualified physicians. Contact
AC McEwan at (301) 944-0049 or email CV to
ACMcEwan@EmergencyDocs.com. 

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 either Oxford or Columbus and work
in a state-of-the-art emergency department. Attractive
compensation packages, sign-on & tuition bonuses,
paid malpractice, flexible scheduling and great Team
support are just a few of the things that are important
to you, and matter to us. For more information on
facility details, contact Deanna Maloney: Toll free
- 866-maloney (866-625-6639) or fax your CV to
972-562-7991; email: dmaloney@hppartners.com or
visit www.hppartners.com/emra. 

Michigan, Battle Creek: BC Emergency Medicine
physician sought for democratic group in 50,000

Missouri, St. Louis & Kirksville: FT/PT Physician
opportunities available with ED Volumes from
13K to 22K. Hospital Physician Partners seeks
qualified Physicians for immediate opportunities.
Qualified candidates will be residency trained,
BC/BP in EM. What’s important to you is what
matters to us…we are physician-led; offer excellent
compensation, sign-on & tuition bonuses, paid
malpractice, flexible scheduling and excellent team
support. The Gateway to the West has it all. Jazz,
Blues, Baseball, Arts and Culture, History, and Wide
Open Spaces. Experience the great outdoors life under
wide open skies. For a confidential interview or further
information contact Catherine Marvez: (800)815-8377
ext.2252; email: cmarvez@hppartners.com or visit
www.hppartners.com/emra. 
New York, Albany: Albany Memorial Hospital
sees 43,000 EM pts./yr. in a brand new, state of the
art ED. 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. 
North Carolina, Charlotte, Greensboro/
Winston-Salem, Greenville and central coast
areas: EMP is pleased to announce our expansion in
the Charlotte with 6 new EDs in Charlotte, Lincolnton,

Building Long-Term Partnerships in Emergency Medicine

Emergency Medicine
Opportunities

Forest Hills Hospital
Franklin Hospital
Glen Cove Hospital
Huntington Hospital
Long Island Jewish
Medical Center
North Shore University
Hospital
Plainview Hospital
Schneider Children’s
Hospital
Southside Hospital
Staten Island University
Hospital-North Site
Staten Island University
Hospital-South Site
Syosset Hospital

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.
www.eddocs.com

Academic Faculty Positions
The North Shore-LIJ Health System includes three tertiary care teaching
hospitals, Long Island Jewish Medical Center, North Shore University Hospital,
and Staten Island University Hospital, as well as several affiliated community
hospitals throughout the New York metropolitan region. The Emergency
Medicine Service is seeking board prepared/certified, residency trained
Emergency Physicians to augment its staff. We have two ACGME-accredited
residency programs in Emergency Medicine, and we are seeking faculty with an
interest in academic and scholarly activity. A wide range of clinical, teaching,
research, and administrative opportunities are available. The ongoing
development of our affiliated Emergency Departments has created opportunities
for joint positions among institutions.
We have particular interest in academic faculty with Emergency Medicine Board
Certification and/or additional fellowship training in Critical Care, Emergency
Ultrasound, EMS, Informatics, International Emergency Medicine, Pediatric
Emergency Medicine, Sports Medicine, Toxicology, and Research. We offer an
excellent salary in addition to an outstanding benefit package with potential for
professional and academic growth.

Community Practice Positions
There are exceptional opportunities at all North Shore-LIJ Health System community hospitals for
Emergency Medicine trained/certified physicians to join our multi-site Emergency Medicine practice. The
optimal locations of our hospitals offer desirable living throughout some of the New York metropolitan
area’s best communities. There are numerous opportunities for career growth and advancement at many
of our practice sites. We will put you in direct contact with Emergency Medicine leadership at your
specific site of interest.
Positions are available in the following Fellowship Programs:
sCritical Care
sEmergency Ultrasound
sFDNY EMS
sInternational Emergency Medicine

sPediatric Emergency Medicine
sResearch
sSports Medicine
sToxicology

Please forward Curricula Vitae and inquiries to:
Andrew Sama, MD, FACEP
Senior Vice President for Emergency Services, North Shore-LIJ Health System
North Shore University Hospital
300 Community Drive, Manhasset, NY 11030
Phone: (516) 562-3090 Fax: (516) 562-3680
E-Mail: asama@nshs.edu
Please visit our website for further information:
www.nsuhed.com

December 2009/January 2010
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#1 Integrated Health System

Best Team, Best Services, Best Practices . . .

Rewarding Emergency Medicine
Opportunities

ED Physician Opportunities
in 22 Beautiful Northern and Central California Cities

www.stjohns.com

* * * * * * * *
San Francisco Bay Area, Sacramento, San Joaquin &
Sonoma Valleys, Coast and Mountain Locations
Balanced Family and Career

EXCELLENCE IN EMERGENCY MEDICINE
•
•
•
•

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

Contact: VEP Recruiter
Email:
recruiter@valleyemergency.com

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
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!
EM Opportunity in Springfield, Missouri
•
•
•
•
•
•

Phone: (925) Call-VEP
(225-5837)

www.ValleyEmergency.com

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
Employed Opportunity with
Compensation & Benefits include:

•
•
•
•
•

$140/hr base
Excellent Bonus Potential
Employee Benefits and Retirement Plans
Occurrence Based Malpractice
Moving Allowance

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 Oliver, Physician Recruiter
St. John’s Clinic
Phone: 800-218-5079
Fax: 888-290-8300
AA/EOE

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.
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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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
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Pineville and Statesville. There are a variety of partnership opportunities for
Summer 2010 in our EDs seeing 8,000-100,000+ 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. 

EMERGENCY DEPARTMENT
MEDICAL DIRECTOR & FULL-TIME
STAFF OPPORTUNITY
EDINBURG, TEXAS

SIGN-ON BONUS AVAILABLE!
Edinburg Regional Medical Center is an acute care hospital that’s fully-equipped and
technologically advanced. The four-story patient tower is licensed to operate 167 beds on
ﬂoors designated for medical, telemetry and surgery.
s   ANNUAL PATIENT VISITS
s  BED %MERGENCY $EPARTMENT
s  HOURS OF PHYSICIAN COVERAGE AND  HOURS OF -,0 COVERAGE DAILY
3TAFF #RITERIA "#"0 %$IRECTOR #RITERIA "# %- PREVIOUS $IRECTORSHIP EXPERIENCE PREFERRED
Edinburg offers great career promise as well as lifestyle. With a year-round sub-tropical
climate, the valley offers vast outdoor recreational activities – from golﬁng, hunting and
lSHING THE "AY TO ENJOYING THE NEARBY BEACHES OF 3OUTH 0ADRE )SLAND
0ARTNERING WITH %M#ARE WILL ALLOW YOU TO BALANCE THE CAREER YOUVE WORKED FOR WITH THE
LIFESTYLE YOU DESERVE #OMPETITIVE COMPENSATION AND EXCEPTIONAL STAFlNG RATIOS PROVIDE AN
environment that enhances your ability to care for patients.
s )NDEPENDENT #ONTRACTOR 3TATUS FOR #LINICAL 3HIFTS
s %MPLOYEE 3TATUS FOR $IRECTORSHIP -ONTHLY !DMINISTRATIVE 3TIPEND
s K  %LECTIVE $EFERRAL 0ROGRAM
s "USINESS %XPENSE 2EIMBURSEMENT !LLOWANCE
s %XTENSIVE PHYSICIAN EDUCATION RESOURCES IN LEADERSHIP AND RISK MANAGEMENT
s %XCELLENT REGIONAL SUPPORT
s h!v 2ATED -ALPRACTICE )NSURANCE 0ROGRAM WITH NO TAIL OBLIGATION UPON DEPARTURE

To learn more about this opportunity, please contact:
Renaldo Johnson, CPC, Sr. Physician Consultant
800-362-2731 x2035; Fax: 214-712-2444
renaldo_johnson@emcare.com - www.emcare.com

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. 
North Carolina, Morehead City: Located in a sound-side seaport, Morehead
City is a thriving, growing community. New 21,000 sq ft ED sees 37,000 ED
pts./yr. Outstanding partnership opportunity includes equal 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. 
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 330-493-8677. 
Ohio, Barberton: Barberton Citizens Hospital is a full-service community
hospital in southern suburban Akron with 38,000 ED visits/yr. Outstanding
partnership opportunity includes equal profit sharing, equity ownership, funded
pension, open books, full benefits and more. Contact Steve Rudis, MD

Therese Whitt, MD, Chairperson, Emergency
Department, St. Joseph’s Hospital Health Center,
(on left in photo) enjoys the camaraderie of
colleagues like Sister Jacqueline.

“With TeamHealth, I easily turned down
other job offers and put down roots.”
At ﬁrst, I had my doubts. I wondered if TeamHealth was one of those organizations that was just
hiring doctors to ﬁll jobs. What I discovered was that this was a group with real substance that gives
its physicians the resources and tools necessary to improve emergency care. I learned a lot from the
leadership development courses that took me far beyond what years of experience had taught me.
tUFBNIFBMUIDPNtQIZTJDJBOKPCT!UFBNIFBMUIDPN
December 2009/January 2010
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¸ Clinician-Educator ¸ Clinical Researcher ¸
¸ Clinical Toxicologist ¸
The Department of Emergency Medicine at the Brody School of
Medicine at East Carolina University is expanding its faculty. We
are seeking BC/BP emergency physicians for tenure or clinical
track positions at the rank of assistant professor or above,
depending on qualifications.
Our current faculty possesses
diverse interests and expertise leading to extensive state and
national-level involvement. Through this expansion we hope to
increase our depth and further develop programs in clinical
toxicology and clinical research, and our cadre of clinicianeducators. The emergency medicine residency is well-established
and includes 12 EM and 2 EM/IM residents per year. We treat
more than 90,000 patients per year in a state-of-the-art ED at Pitt
County Memorial Hospital. PCMH is a rapidly growing level I
trauma, cardiac and regional stroke center. Our tertiary care
catchment area includes more than 1.5 million people in eastern
North Carolina, many of whom arrive via our integrated mobile
critical care and air medical service. Greenville, NC is a livable,
family-oriented university community located ninety minutes from
the Crystal Coast. Cultural and recreational opportunities are
abundant. Compensation is competitive and commensurate with
qualifications; excellent fringe benefits are provided. Successful
applicants will possess outstanding clinical and teaching skills and
qualify for appropriate privileges from ECU Physicians and PCMH.
Screening will remain open until filled.
Confidential inquiry may be made to Theodore Delbridge, MD, MPH, Chair,
Department of Emergency Medicine (delbridget@ecu.edu). Must apply online
by using ECU OneStop on the main ECU page: www.ecu.edu.
www.ecu.edu/ecuem

www.uhseast.com

(careers@emp.com), Emergency Medicine Physicians, 4535 Dressler Rd, NW,
Canton, OH 44718. 800-828-0898 or fax 330-493-8677. 
Ohio, Cambridge: Southeastern Ohio Regional Medical Center is a 177-bed, 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. 800-828-0898 or fax 330-493-8677. 
Ohio, Cincinnati: Opportunity for BC/BP EM physician with democratic
group. 60,000 volume ED is located in a desirable suburb and has 58 hours of
daily physician coverage plus additional PA coverage. Excellent package includes
incentive income, malpractice, employer-funded pension, family medical plan,
CME, more. Contact Kim Avalos Rooney, Premier Health Care Services, (800)
726-3627, ext. 3674, krooney@phcsday.com, fax (937) 312-3675. 
Ohio, Dayton area: EM physician opportunity with Democratic group at 27,000
volume ED in Greenville - a family-oriented town commutable from Dayton.
Excellent package includes malpractice, family medical plan, employer-funded
pension, expense account, incentive income plus shareholder opportunity at one year
with no buy-in. Contact Michele Wilkerson, Premier Health Care Services, 800)
726-3627, ext 3672; mwilkerson@phcsday.com, fax (937) 312-3673. 
Ohio, Dayton: An academic practice opportunity awaits you in Dayton, OH!
Dayton is the birthplace of aviation. The city boasts of culturally rich museums and
visual arts centers and is home to the United States Air Force Museum. Hospital
Physician Partners is seeking FT/PT AOBEM or ABEM certified physicians for
a two hospital system with volumes at 27K and 16K. If you enjoy teaching this is
a perfect opportunity. Join our physician-led team of medical professionals. What’s
important to you is what matters to us… physician-led, attractive compensation,
paid malpractice, flexible scheduling and excellent team support. Contact Molly

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

JOIN

MEP

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

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

positions available

EmergencyDocs.com
Emergency medicine physicians, please contact Amy-Catherine McEwan
at 301.944.0049 or e-mail CV to ACMcEwan@emergencydocs.com.
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Emergency Medicine
Established Group of Fourteen Physicians
with a Reputation for Quality
Beautiful Community on the Shores of the Chesapeake
Easy Access to Baltimore, Annapolis, and Washington DC
Income Potential above the 75th %tile
Equally Shared Days, Nights, and Weekends
Twelve and Eight Hour Shifts with Double Coverage
Comprehensive Benefits including Relocation and
Signing Bonus
Renowned Universities,
Colleges and Educational Programs
Welcoming and Safe Community Perfect for Families
Professional Sporting Venues and World-Class Golf
First Friday Art Walks, Live Music and Performing Arts
Revitalized Downtown and Planned Residential Projects
Sailing, Canoeing, Kayaking, Crabbing, and Saltwater Fishing
Jon Hart
Pinnacle Health Group
800-492-7771, F: 404-591-4268
jhart2@phg.com
PLEASE MENTION CODE 090715 - Hart
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Smith: (800)877-5520 or 419-575-7963; email: msmith@hppartners.com or visit
www.hppartners.com/emra. 
Ohio, Hillsboro: Join democratic group in 20,000 volume ED one hour from
Cincinnati or Columbus. Appealing, community ED with excellent support staff.
Enjoy equity ownership opportunity, malpractice, incentive income, family medical
plan, employer-funded pension, CME & more. Contact Ryan Fix, Premier Health
Care Services, (888)-792-6349, e-mail rfix@phcsday.com, fax (937) 312-3686. 
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, and more. Full
benefits included and not deducted from outstanding clinical compensation. Contact
Kim Avalos Rooney, Premier Health Care Services, (800) 726-3627, ext 3674,
krooney@phcsday.com, fax (937) 312-3675. 
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. 
Ohio, Marion: Appealing Columbus area opportunity. Enjoy equity ownership
with democratic group in 48,000 volume ED, 45 miles north of Columbus. Stateof-the-art ED, excellent coverage of 62 physician & 18 PA hours daily. Benefits
include incentive compensation, employer-funded pension, malpractice and family
medical plan. Contact Amy Spegal, Premier Health Care Services, (800) 726-3627,
ext 3682, aspegal@phcsday.com, fax (937) 312-3683. 
Ohio, South: Enjoy the best of both worlds and maximize your potential!
Democratic group offers guaranteed rate plus additional incentive opportunity.

South Jersey Health System
Emergency Physician Services, P.A.
New Jersey
Southern NJ democratic group incorporated for
10 years looking for BC/BP EM physician interested in
stability and lifestyle.
Join a group of physicians dedicated to providing topnotch EM services at our Regional Medical Center
in Vineland, Elmer Hospital in Elmer, and a SED in
Bridgeton. This family-oriented community is close to
city and shore with the option of suburban, urban or
shore living.
Salary competitive with an excellent beneﬁt package.
Full partner/shareholder eligibility after one year with
board certiﬁcation. PT opportunities are also available.
Contact
Scott Wagner, M.D. or William DiCindio, D.O.
Emergency Medicine
South Jersey Health System
856-641-7733
e-mail wagners@sjhs.com
or dicindiow@sjhs.com

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
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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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Appealing opportunity for Emergency Medicine physician to join terrific team in
35,000 volume facility. Stable group with 20+ successful years provides excellent
package with family medical plan, employer-funded pension, malpractice, expense
account & more. This 150-bed hospital is located approximately 45 minutes from
Columbus and convenient to city or country living. Premier’s outstanding record
of physician and client retention serve as our best testimony! Contact Amy
Spegal, Premier Health Care Services, at (800) 726-3627, ext 3682, e-mail
aspegal@phcsday.com, or fax CV to Premier at (937) 312-3683. 

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!

Ohio, Toledo: Opportunity for solid EM physician within democratic group. This
Level III facility has an annual volume of 45,000 visits with outstanding physician
coverage plus PA coverage. Appealing package includes equity ownership eligibility,
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. 
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. 
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 state-of-the-art Emergency Department was opened
in January, 2005 and is supported by excellent nursing staff, great ancillary 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

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
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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
#FBDI  7"  t 1IPOF    t 'BY
 t&NBJMDIFSDBTQ!BPMDPN

Transforming EDs
into Centers of
Excellence for
30 Years
Join EMA’s experienced team
of emergenc y physic ians:
100% physic ian owned and managed
Democ ratic struc ture
Full, equal and early partnership within 4 years
Exc ellent c ompensation package, inc luding
c omprehensive health c overage, disability
insuranc e, 401k, malpractic e

The Sign of Excellence in Emergency Medicine

877.692.4665

jobs @emamd.com

Virginia

www.EMA-ED.com

3IGN /N AND 4UITION "ONUSES s 0AID -ALPRACTICE W4AIL s &REE #-%

%-%2'%.#9 -%$)#).% CAREERS THAT OFFER FREEDOM FLEXIBILITY FINANCIAL REWARD AND FUN
&LORIDAn 17K & 42K vols., FT/PT postions in Boynton & St.
Petersburg. Live and work in paradise; excellent compensation.
arausch@hppartners.com

-ISSOURI n SIGN-ON BONUS; FT/PT; 11- 22K vol.; excellent
compensation! Opportunities in Dexter, Kirksville & St. Louis
cmarvez@hppartners.com

'EORGIA n 4K-15K vol., FT/PT, 12 and 24hr shifts, flexible
scheduling and excellent compensation.
kcopodonna@hppartners.com

.ORTH #AROLINA n Rewarding FT/PT opportunities available;
16K-50K vol. Live, work and play in these beautiful vacation cities.
tstrong@hppartners.com

+ENTUCKY n 17K-42K vol., FT/PT opportunities; Breathtaking
mountains,short drive to beautiful lakes!
dbaumel@hppartners.com

/HIO n 27K & 16K vols, FT/PT positions in Dayton. Osteopathic
teaching facilities with flexible scheduling and excellent compensation.
msmith@hppartners.com

4EXAS n 11K-40K vol., SIGN-ON BONUS & increased rate! FT
& PT in Corsicana, Odessa, San Antonio & Port Arthur
dmaloney@hppartners.com

W W W . H P P A R T N E R S . C O M / E M R A
OPPORTUNITIES@HPPARTNERS.COM
s
1-800-815-8377
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more. Board certification/preparation in EM. Contact
Dr. Robert Maha at 888-647-9077/ Fax 412-432-7480
or e-mail at mahar@upmc.edu. EOE. 
Pennsylvania, Pittsburgh: Alle-Kiski Medical
Center in Natrona Heights is currently building a
brand new ED to see 34,000 emergency pts./yr. 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. 
Pennsylvania, Uniontown: Outstanding financial
opportunity with Emergency Resource Management’s
newest site. Uniontown Hospital is a full service
community hospital with modern ED and excellent
physician and mid-level provider coverage. The
surrounding community offers a great lifestyle with
plentiful outdoor activities, a low cost of living and
the amenities of Pittsburgh are easily accessible.
We offer an outstanding compensation/benefit
package including paid malpractice insurance with
tail, employer-funded retirement plan, paid health
insurance, CME allowance, and much more. Board
certification/prepared in EM. Contact Dr. Robert Maha
at 888-647-9077/ Fax 412-432-7480 or e-mail at
mahar@upmc.edu. EOE. 

Pennsylvania, York: Memorial Hospital in York is
host to a respected osteopathic EM residency program
and sees 41,000 annual ED visits. Outstanding
partnership opportunity includes equal 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. 
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, as diverse as Texas itself!
Attractive compensation packages, sign-on & tuition
bonuses, paid malpractice, flexible scheduling and
great Team support are just a few of the things that
are important to you, and matter to us. Let us help you
find the right Texas location to call home, Partner! For
more information on facility details contact Deanna
Maloney: Toll free - 866-maloney (866-625-6639)
or fax your CV to 972-562-7991; email: dmaloney@
hppartners.com or visit www.hppartners.com/emra. 
Texas, Longview: BC/BP Residency-trained
Emergency Physicians are invited to join an
established, growing practice. Physicians will

provide service to Good Shepherd Medical Center,
Longview and Marshall, Texas (GSMC). Physicians
are independent contractors working with Longview
Emergency Medicine Associates (LEMA), a locally
owned and operated Emergency Medicine Physician
group. Physicians receive productivity compensation,
and paid professional liability insurance. In addition
to this, a two year partnership track is also available.
GSMC-Longview, a Level II regional trauma referral
center, and Marshall, a Level III trauma center, both
state-of-the-art facilities, have a combined annual
volume of 120,000 patients. The EDs feature bed-side
ultrasound administered by Emergency physicians,
a dedicated scribe service, and EMR implemented
in 2005. Physicians cover 88 hours while PAs cover
56 hours. Just 121 miles east of Dallas, Longview
features captivating lakes, lush countryside, and
excellent schools. Experience great shopping, fine
dining, or the fine arts of the symphony orchestra in
your leisure time. Contact Teri Geen at 800-346-0747,
ext. 3168, or email CV to tgeen@psrinc.net. 
Virginia, North Central: An emergency medicine
group at a 175 bed acute care hospital with 35,000
ED visits and growing, near Richmond Virginia, is
seeking an additional emergency medicine residency
trained physician for a full time position. Competitive
hourly rate plus benefits, insurances, and opportunity
for additional hours. For details contact Scott Berger at
scott@mdrsearch.com or 800-327-1585 x203. 
Virginia, Williamsburg: Beautiful Historic
Williamsburg Location. Williamsburg Emergency

David Pelini, MD, FACEP, Regional Medical
Director, on the right, helps his son refuel a
generator during Hurricane Ike.

“When it matters most, TeamHealth is
there to get you through the storm.”
Before Hurricane Ike hit, our region prepared to provide temporary credentialing and implement the
logistics to bring in some of the dozens of TeamHealth physicians and mid-level providers who had
responded to our call for help. There is no perfect plan for the perfect storm. That’s why having a national
team to call on for reinforcements helped us provide the best possible care during the worst of times.
tUFBNIFBMUIDPNtQIZTJDJBOKPCT!UFBNIFBMUIDPN
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Physicians, Inc - a well established highly regarded
democratic ED group - is looking for BC/BP EM
physician to join their expanding practice. Sentara
Williamsburg Regional Medical Center is a brand
new, state of the art hospital which opened Aug. 2007
in historic York County. ED sees 40,000 visits per
year with a 6 bed Fast Track. Staffing is supported
by ED trained full time PA’s and a strong Scribe
program affiliated with the College of William &
Mary. Competitive salary and compensation package
which includes health insurance, malpractice and
retirement plan. Position to lead to Partnership tract
with productivity based compensation package.
Williamsburg is one of the fastest growing areas
in Virginia with excellent schools, housing and a
plethora of recreational activities. With easy access to
Norfolk and Richmond, Williamsburg offers the best
of all worlds, old and new, along with a wonderful
quality of life. For more information please contact:
Myrna Brown @ 757 941-6026 or email CV to
wepi6@aol.com. 
West Virginia, Bluefield: EM physician opportunity
with democratic group. This 36,000 volume ED
is on the WV/VA border. Excellent coverage of 36
physician hours plus 20 PA/NP hours daily. Benefits
include shareholder opportunity, family medical
plan, malpractice, pension, incentive income.
Scenic location with appealing sports/recreational
opportunities. Contact Rachel Klockow, Premier
Health Care Services, (800) 406-8118, e-mail
rklockow@phcsday.com, fax (954) 986-8820. 
West Virginia, Multiple Cities: Unparalleled
opportunities available in southern WV! Let our
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country roads take you to a new home in the
beautiful, rolling hills of the Appalachians. Fulltime opportunities are available for BC/BP EM
physicians at facilities in Beckley and Ronceverte,
located southeast of Charleston. Join our progressive,
physician-led group and earn attractive compensation
and productivity-based incentives. Beckley’s 23K
volume ED is a Level IV trauma center with 20 hrs
of mid-level coverage daily, while Ronceverte’s
22Kvolume ED is a community-based setting
that treats adults and peds with moderate acuity
cases. Live a laid-back lifestyle while enjoying
the beautiful change in seasons, exceptional
schools and an abundance of outdoor activities.
Candidates must have completed residency and
hold ACLS/ATLS/PALS. What’s important to you
is what matters to us…scheduling flexibility, paid
malpractice and regional leadership. For details,
contact Debra Baumel at Hospital Physician Partners:
(800)815-8377; email: dbaumel@HPPartners.com or
visit www.hppartners.com/emra. 
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. 
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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.

*Travel must take place within the continental United States. Other rules and restrictions apply.
Please visit emp.com for complete details.

