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of wisdom
Don’t forget to wear sunscreen
...and other advice for career success
David Seaberg, MD, CPE, FACEP
ACEP President-Elect, University of Tennessee College of Medicine, Dean’s Office, Chattanooga, TN

W

“As a resident, you have a
support system not only for
your educational learning,
but also for your social and
professional development.”

oody Allen is credited for stating
that 90 percent of success is “just
showing up.” There is a kernel of truth
to this statement. Your future success
depends on your presence. The more you
“show up,” the more opportunities you
have to experience all life has to give and
truly find the meaning and purpose in
your career.
I often get asked by students and
residents what they should be doing
to achieve career happiness and
fulfillment. Sometimes, I feel they
ask my advice due to some perceived
success in my career, but most likely
it is because I am getting older,
and hopefully, wiser. As the song,
Everyone’s Free to Wear Sunscreen,
states “advice is a form of nostalgia;
dispensing it is a way of fishing the
past from the disposal, wiping it off,
painting over the ugly parts, and

recycling it for more than it’s worth.”
Here is my career advice to you.
First of all, make the best use of the
people and resources available to you
during your training. As a resident, you
have a support system not only for your
educational learning, but also for your
social and professional development.
Your faculty and fellow residents coexist
in an environment that fosters scholarship
and collegiality. You may not realize how
important this aspect of your residency
program is until you are out in practice
a few years. You may never have such a
supportive academic environment again,
so take full advantage of these assets.
Secondly, while in residency, you
should explore the aspects of emergency
medicine that will excite and motivate
you. Whether it is research, teaching,
continued on page 8
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SAEM Annual Conference
Boston, MA
EMRA Representative Council Meeting at SAEM
Boston, MA
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Chicago, IL
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Deadline
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ACEP Teaching Fellowship
Dallas, TX
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Application
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Chicago, IL
ABEM Fall Oral Certification Exams
Nationwide
ACEP’s Scientific Assembly
San Francisco, CA
EMRA Representative Council Meeting at ACEP’s Scientific
Assembly
San Francisco, CA
ABEM Qualifying Exams
Nationwide
Emergency Medicine Basic Research Skills (EMBRS) Workshop
Dallas
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patient care in an emergency department setting.
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President’smessage
Striking a balance

Nathan Deal, MD
EMRA President
University of Chicago Medical Center
Chicago, IL

“This emphasis on
lifestyle and striking
a balance between
time spent in the
hospital and time
at home appears to
be a defining factor
in our generation of
physicians.”

4

EMResident

A

s the end of the academic year
approaches, we find ourselves in
a time of transition. The graduating
residents are preparing to become
attendings or looking forward to starting
new fellowships, and a new batch of eager
interns enters the fold. For those residents
who are still in training, the new year
brings an extra level of experience and
responsibility.

outside the hospital when looking for the
next job. Recruiters and employers are
also interested in finding the right match
between prospective employees and the
lifestyle, amenities, and opportunities
that a job has to offer. In a field that can
demand a lot from each of us, having the
ability to recharge while away from work
can mean a longer, productive, and more
fulfilling career.

In my program, as with many across the
county, there is a final celebration for all
the graduating residents. This opportunity
to enjoy everyone’s company one last
time also gives the seniors an opportunity
to tell the program where they will be
headed next year. A few residents pursue
fellowships. Some choose to work as an
attending in a community setting while
some sign on with academic institutions.
Many end up staying in the city where
they train while some set out across the
country. One thing is clear—wherever
the path leads next, a greater number of
graduates are considering lifestyle and
work-life balance when choosing their
next job.

The notion of employee wellness
and balance exists within the training
environment as well. Many emergency
medicine programs, in addition to other
specialties, have resident-wellness
committees and other support functions
available for residents in training. These
may include regular social functions for
the class or program, or pairing senior
residents with new interns to function
as a big sibling. However your program
address the issue of wellness, it is clear
that work-life balance is increasing
recognized as central to a healthy working
environment.

This emphasis on lifestyle and striking
a balance between time spent in the
hospital and time at home appears to
be a defining factor in our generation
of physicians. Many young physicians
are choosing to work part-time or even
engage in job sharing. Several are
considering opportunities available

Take the time to think about what lifestyle
factors are most important to you. It may
be that the ideal job for you means being
near the mountains or the ocean. Perhaps
it means being near a favorite sports team
or access to live theatre or music. Maybe
it means being near family or in the right
school district for children. Start today
to strike that balance between your life
in the hospital and life outside, and take
these issues into consideration when you
determine where the path leads next. 
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EMRA’s 3rd Annual

PHOTO CONTEST
A call for photos: Send us your best shots!
“A great photograph is one that fully expresses what one feels, in the
deepest sense, about what is being photographed.” – Ansel Adams
If you’ve been inspired lately to capture images from an away
rotation, the changing of the seasons, or the sights of your city,
we want to see! Send entries to photocontest@emra.org by
August 1, 2011. Indicate a title for your photo, your name, School/
Program/Hospital, and the category in which your photo belongs.
One winner and one runner-up from each category
will be selected and displayed in the October/
November issue of EM Resident.

A few of the
2010 Winners
NATURE & WILDLIFE WINNER
Green Parrot, Eric Ernest, MD
University of Nebraska Medical Center, Omaha, NE

SPORTS & EVENTS
WINNER
Floating High
Preston Fedor, MD
St. Luke’s Hospital
Fountain Hill, PA
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2011 CATEGORIES
Nature & Wildlife
Medical
Travel & Landscapes
Art Photography
Portraits
Sports & Events
Miscellaneous

Submissions will be judged by our
editorial staff along with award winning
photojounalists: Lisa Bundy, MD,
and Giuliano De Portu, MD.

PORTRAITS WINNER
Crossing the Blue Nile, Ethiopia
Russell Davidson, Wayne State Medical School
Detroit, MI

ART PHOTOGRAPHY
RUNNER-UP
Reflections on the Streets of Bangalore
Adriana De La Rosa, MD
UT Southwestern/Parkland Hospital
Dallas, TX

Editorialstaff
 Editor-in-Chief
Carson Penkava, MD
University of Alabama at Birmingham
Birmingham, AL

 EM/Pediatrics Section Editor
Tyler Pierce, MD
Indiana University School of Medicine
Indianapolis, IN
 EM Resident Editorial Advisory Council
Nafis Ahmed, MD
University of Pennsylvania
Philadelphia, PA

 Executive Director
Michele Byers, CAE
 Publications Coordinator
Leah Stefanini
 Medical Student Section Editor
Suzanne Bryce
Vanderbilt University School of Medicine
Nashville, TN
 Critical Care Section Editor
Syed Sameer Ali, MD
Penn State Hershey Medical Center
Hershey, PA

 Toxicology Editor
David Jang, MD
New York University
New York, NY
Baruch, Fertel, MD
University of Cincinnati Hospital
Cincinnati, OH

Melanie Backer, MD
University of Alabama at Birmingham
Birmingham, AL

Zac Kahler, MD
Carolinas Medical Center
Charlotte, NC

Paul M. Been, DO
Akron General Medical Center
Akron, OH

Stephanie Krema, MD
Chicago Medical School
Chicago, IL

Preston Fedor, MD
St. Lukes Hospital
Bethlehem, PA

James Paxton, MD
Henry Ford Hospital
Detroit, MI

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 of EMRA or any institutions, organizations, or federal 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 2011, Emergency Medicine Residents’ Association.
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of wisdom
Don’t forget to wear sunscreen
...and other advice for career success
continued from cover
clinical excellence, administration, or
something else, focus on developing
those skills that will enhance your career
and give you a competitive advantage.
It may be that your interests will change
over your career, but your residency
program can serve as a platform for
exploring and building your expertise.

David Seaberg, MD, FACEP
ACEP President-Elect
University of Tennessee
College of Medicine
Dean’s Office
Chattanooga, TN

“Whether it is
research, teaching,
clinical excellence,
administration,
or something
else, focus on
developing those
skills that will
enhance your
career and give
you a competitive
advantage.”
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In developing your skills during your
residency program and beyond, it is
important to find a mentor. One of the
most valuable resources you can have
in your career is a good mentor. I have
been blessed to have many different
mentors during the phases of my career.
A mentor is an experienced individual
who helps and guides another
individual’s growth and maturity,
without personal gain.
Decide what you need in a mentor –
what skills you’d like to develop with
your mentor’s assistance. Consider your
goals when choosing a mentor. Your
mentor can help assess your strengths
and weaknesses, as well as help you
develop skills for a successful career
path. Look for a relationship in which
the mentor is more coach than advisor –
one in which the mentor facilitates your
decision-making process by suggesting
alternatives rather than telling you what
to do. Ideally, your mentor will motivate
you to do your best work.

Lastly, as Woody Allen stated, “Be
available for the opportunities that
present themselves.” It doesn’t mean
that is all you have to do, but it is
frequently the most important. The
most difficult steps in life are often the
first ones. My career has not followed a
straight pathway; however, I remained
committed to my focus and was present
and available at the right time when
opportunities presented themselves.
ACEP has played an important role in
my career. It has given me opportunities
to develop my leadership skills over
the years – skills that have been
useful in my career. ACEP also gave
me the opportunity to improve my
work environment for the wellness
of emergency physicians and the
betterment of patient care. Empower
your ACEP and EMRA membership to
expand your opportunities for personal
and professional growth.
So rather than thinking that 90 percent
of success is “just showing up,” perhaps
it’s more reasonable to think that 33
percent of success is showing up (being
at the right place, at the right time); 33
percent is preparation; and 33 percent
is about working and committing to the
task at hand. One percent is often just
plain luck. I wish all of you success
and fulfillment during your residency
training and throughout your career in
emergency medicine. 

Advocacycorner
Advocacy at all levels

A

s a national organization, EMRA’s
advocacy efforts often emphasize federal
issues. To get involved on the federal level,
we urge you to enroll in the 9-1-1 Legislative
Network (ACEP’s national grassroots effort
to keep members informed about critical
legislative and regulatory priorities). You
can also learn more about the newly formed
EM Action Fund and consider a donation to
NEMPAC (the Political Action Committee for
emergency medicine) as an ACEP member.
While all of these groups are critically
important to the future of emergency medicine,
you also need to remember the advocacy
challenges taking place right at your front door.
As they say, all politics is local!
When you are treating an injured person and
face specialists who are reluctant to arrange
outpatient follow-up for an uninsured patient,
you advocate for that individual as their treating
physician. When you are working within
your hospital system to decrease emergency
department boarding, you act as an advocate
by encouraging administrators to change
OR schedules and nursing staffing models to
allow patients to be promptly admitted to your
hospital. As you learn more about the critical
legislative issues facing emergency medicine,
you will likely become more interested in
political advocacy.
There are many important federal legislative
issues to follow—such as fixing the flawed
Medicare reimbursement system (also known
as the Sustainable Growth Rate) and ensuring
stable GME funding. However, there are also
a large number of legislative issues that are
more active at a state level. Unlike Medicare,
Medicaid is a joint state-federal program.
Physician reimbursement for Medicaid patients
is determined by each state, and with state
budgets in crisis all over the country, major
cuts are anticipated. In April, Washington State

lawmakers announced that Medicaid patients
would be limited to three emergency department
visits per year for diagnoses that it deemed
“non-emergent.” Some of these diagnoses
included chest pain, abdominal pain, and asthma
exacerbations. The Washington State Chapter
of ACEP has quickly responded with advocacy
efforts to protect Medicaid patients’ access to
emergency care and oppose bureaucratic efforts
to limit emergency department visits.
Medical liability reform is another issue with
significant state-level activity. With Republican
control of the House of Representatives,
several national proposals have been
introduced (although their passage through
a Democratic-controlled Senate remains
questionable). The Patient Protection and
Affordable Care Act, a federal law, actually
provides opportunities and funds for states to
test alternative liability reform models. Many
states are currently considering reforms such
as health courts, administrative determination
of compensation, and safe harbors for the
practice of evidence-based medicine. In
Texas, a law passed in 2003 placed caps
on noneconomic damages and provided
specific protection for physicians providing
emergency care. This law has been measurably
successful in decreasing malpractice premiums
and improving the availability of providers
without compromising patient safety. There
is significant variation in the current liability
climate on a state-by-state basis. While we
await federal medical liability reform, you
should consider asking your colleagues, state
ACEP chapter, or state medical organization
about the liability laws in your own state.

Alison Haddock, MD
Legislative Advisor
University of Michigan
Ann Arbor, MI

“As you learn
more about the
critical legislative
issues facing
emergency
medicine, you
will likely become
more interested
in political
advocacy.”

Each state faces these and many other
challenges. To be an effective advocate for
your patients and your specialty, take steps to
learn more about the current legislative issues
in your state! 
June/July 2011
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ViceSpeakerreport
Springin’ into Boston for
SAEM Annual Meeting
T

Hamad Huisany, MD
Vice Speaker of the Council
University of Mississippi
Jackson, MI

“Whether your
interests lie with
the scientific or
political, these
two conferences
showcase some
of the latest
advances in our
specialty.”

he birds are chirping and the weather
is warming up (in most places), and
we are quickly closing in on another
education-filled meeting in Boston, June
1-4, 2011. As approximately 30 percent
of our residency force is getting ready to
graduate and tackle the next phase of their
respective careers, the SAEM Annual
Conference is surely a great place to start.
Regardless of your level of training, there
is something for everyone.

of ACEP and the advocacy leaders
in our field. One of the most exciting
aspects of the conference was the face
time members spent with their senators
and congressmen, going door to door
on Capitol Hill and talking about issues
important to our profession and specialty.
Discussing and developing understanding
of the political climate was a key aspect
of this experience, and there is no greater
venue than Capitol Hill to do so!

Just prior to SAEM, ACEP held their
annual Leadership and Advocacy
Conference (LAC) in Washington DC,
May 22 – 25, 2011. This was an excellent
meeting for those interested in advocacy
and organized medicine, as well as for
those thinking of getting more involved
with medicine at the national and state
levels.

If you missed out, consider attending
the ACEP Leadership and Advocacy
conference next year. The registration
cost for resident members of EMRA/
ACEP is only $25 dollars. Also, don’t
forget to check with your program
or your ACEP Chapter, as some may
sponsor your attendance. What a great
value for such a unique experience.

Whether your interests lie with the
scientific or political, these two
conferences showcase some of the latest
advances in our specialty. I want to
highlight these offerings, as well as some
of the other opportunities that should
excite you this time of year.

The excitement on Capital Hill has passed,
and now we move onto Boston for the
SAEM Annual Conference. For those
of you who haven’t been to Bean Town,
this is a great time of year to visit. This
year, we have attempted to make some
changes to the meeting. You will notice
some more topics pertinent to residents.
You will also start to see improvements in
the educational offerings as well, both in
quantity and quality.

LAC kicked off at noon on a Sunday
and was filled with activities coordinated
by the EMRA Board of Directors and
alumni, as well as members of the ACEP
Young Physicians Section. Attendees
enjoyed lectures on some very important
issues like tort reform, as well as breakout sessions in the form of roundtable
discussions covering a multitude of topics.
The following three days were filled
with lectures from prominent members
10
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The EMRA Representative Council will
proceed as usual, and we have several
resolutions and policies on which to
vote. As a reminder, no elections are
held for the EMRA Board of Director
positions during SAEM; that leaves
plenty of time for discussions of hot
topics in emergency medicine during

EMRA Spring Award Winners
Academic Excellence Award
Stacey L House, MD
Washington University in St. Louis

Alexandra Greene Medical Student Award
Cameron A Decker
Baylor College of Medicine

Assistant Residency Director of the Year
Britney Anderson, MD
Denver Health Residency in EM

Residency Director of the Year
the Representative Council Meeting
and Town Hall. EMRA’s National
Emergency Medicine Jeopardy Contest,
EMRA Resident Simwars Competition,
and SAEM’s fellowship/residency fairs
are on the schedule and will be fun and
informative, regardless of where you are in
your career.
This year, EMRA is teaming up with
SAEM to offer an improved medical
student track for those of you preparing to
start residency in July. This is a great way
to get a jump start and have some of your
questions answered prior to starting your
intern year. I look forward to seeing many
of you at this forum, as you are the future
of our specialty and organization.
Lastly, as all of the above is hard work,
there must be time to play. As always,
EMRA sponsors a rollicking party
during SAEM; this year it takes place on
Saturday, June 4, at The Estate (The Alley)
from 9:30 pm-2:00 am, no cover if you
mention EMRA! This is definitely a terrific
opportunity to mingle and get to know your
colleagues from all over the country. For
you baseball fans, although the Nationals
were away during LAC, the Red Sox will
be home playing the Oakland Athletics June
3-5. It is the perfect time to grab a dog and
cold beverage of your choice and enjoy
fellowship with other emergency medicine
residents and students in Boston!
The Board of Directors wishes to thank the
residents whose participation has helped to
make both of these conferences so special.
Feel free to contact Hamad Husainy at
vicespeaker@emra.org or Angela Fusaro at
speaker@emra.org with any questions. 

Amal Mattu, MD, FACEP
University of Maryland School of Medicine

Residency Coordinator of the Year
Peggy Herring
San Antonio Uniformed Services Health Consortium

Dedication Award
Priya Kuppasamy, MD
University of Maryland School of Medicine

Washington, DC

Robert J. Doherty Teaching Fellowship Scholarship
Lt. Commander Joel M Schofer, MD, RDMS
Naval Medical Center Portsmouth

Jean Hollister EMS Award
Baruch Fertel, MD
University of Cincinnati

EMRA Local Action Grant
Elizabeth Goldberg, MD
Rhode Island Free Clinic

Travel Scholarship to SAEM
Anas Sawas
University of Utah School of Medicine;
C Nee-Kofi Mould-Millman, MD
Emory University School of Medicine
Michael Enslow
University of Utah School of Medicine

EMRA Research Grants
Joshua Jauregvi, MD and Daniel Nelson, MD
Brown University
Rachel Shing
Tufts University School of Medicine

June/July 2011
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2011 SAEM
Annual Meeting
June 2-5, 2011
Boston Marriott Copley
110 Huntington Avenue, Boston, MA 02116

EMRA Activities
Thursday,
Th
d JJune 2
2, 2011

1:00pm-5:00pm

EMRA Board of Directors Meeting

MIT

EMRA Board of Directors Meeting
EMRA Leaders Luncheon (invitation only)
EMRA Committee Chair Orientation
EMRA Regional Representative Meeting
EMRA Medical Student Governing Council Meeting
EMRA Resident Sim Wars Competition
EMRA Health Policy Committee Meeting
EMRA Research Committee Meeting
EMRA Critical Care Committee Meeting
EMRA International Committee
EMRA Conference Committee Orientation
EMRA Reference Committee Public Hearing
EMRA Reference Committee Work Meeting
EMRA Technology Committee
EMRA Spring Awards Reception

Northeastern
Champions (Marriott, 2nd floor)
Brandeis
Massachusetts
Boston University
Simmons
New Hampshire
Tufts
Brandeis
MIT
Harvard
Harvard
Harvard
New Hampshire
Dartmouth/Exeter/Fairfield

Friday, June 3, 2011

8:30am-11:30am
11:30am-1:00pm
1:00pm-1:30pm
1:00pm-2:00pm
1:00pm-3:00pm
1:00pm-5:00pm
1:30pm-3:00pm
1:30pm-3:00pm
1:30pm-3:00pm
1:30pm-3:00pm
2:00pm-3:00pm
3:00pm-4:00pm
4:00pm-5:00pm
4:00pm-5:30pm
5:30pm-7:00pm

Saturday, June 4, 2011

8:00am-8:30am
8:00am-8:30am
8:30am-12:00pm
12:00pm-1:00pm
3:00pm-5:00pm
5:30pm-7:00pm
9:30pm-2:00am

EMRA Rep Council Welcome Breakfast
EMRA Rep Council Registration
EMRA Rep Council Meeting/Town Hall
EMRA Rep Council Luncheon
EMRA Board of Directors Meeting & Committee Updates
EMRA National EM Jeopardy Contest
EMRA Party

Simmons/Boston University
Simmons/Boston University
Wellesley
Wellesley
Massachusetts
Salon G
The Estate
One Boylston Place (The Alley)
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RRC-EMupdate
Charting the path to competency: The
ACGME and the next accreditation system

D

Jonathan Heidt, MD
Director-at-Large/
RRC-EM Representative
Washington University
St. Louis, MO

“Many residents
are unaware of
this pending shift
in the design of
graduate medical
education.”

uring the recent Accreditation Council
for Graduate Medical Education
(ACGME) educational conference, a record
crowd of 1,600 program directors, program
coordinators, and institutional officials
heard Dr. Thomas J. Nasca, MD (CEO of
the ACGME) speak on a topic entitled,
“Transitions in the Learning Environment:
Milestones, the Next Accreditation System,
and Other Factors Influencing Graduate
Medical Education.”
As evidenced by the attention that this recent
conference received, interest in the new
ACGME accreditation system is quickly
escalating. In fact, the very nature of our
residency accreditation system is about to
change. Many residents are unaware of
this pending shift in the design of graduate
medical education. In this RRC update, I will
review when this shift began, the vision of the
new system, and when these changes will be
in full effect.
Since the inception of the ACGME in
1981, residency training has focused on
the potential of a GME program to educate
residents by focusing on structure and process
components. The potential to educate has
traditionally been measured by compliance
with existing program requirements; however,
many factions both inside and outside of
the ACGME have questioned whether the
potential of a program to educate residents
can predict its ability to produce competent
physicians. In fact, both the Institute of
Medicine (IOM) and the Medicare Payment
Advisory Committee to Congress (MedPAC)
have recently called for increased legislative
oversight of GME training.
In July of 2002, the ACGME introduced
the Outcome Project, which was intended
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to assess competency outcomes for resident
training. In the first step of this process, the
ACGME identified six core competencies
that should be mastered in the evolution
of a physician from novice to master.
Experts from each medical specialty defined
specialty-specific competencies within these
six broad domains of clinical competency
(Patient Care, Medical Knowledge,
Professionalism, System Based Practice,
Practice Based Learning and Improvement,
and Interpersonal/Communication Skills).
Program directors were asked to provide
more than a schedule of rotations, written
curriculum, and agreements with clinical
training venues. They were now required
to document objective evidence of resident
competency in each of these dimensions
of clinical practice. It was hoped that
each specialty would develop tools to
systemically evaluate learner progress in
each competency and that each Residency
Review Committee (RRC) would
subsequently develop measurable standards.
Unfortunately, residency training has not
changed much since the inception of this
project. While a consensus of opinion
exists on the six core competencies, no
further agreement has been made on these
educational milestones or the metrics needed
to identify their successful achievement.
Factors such as increased documentation
requirements, institutional financial
pressures, medical liability, resident duty
hour standards, and a general resistance to
change within medicine have combined to
derail the process.
In an effort to move this process forward, the
ACGME has asked the medical education
community to articulate “milestones

of competency development in each
discipline.” These “milestones” would
describe a developmental progression of
desired observable behaviors within each
core competency, providing educators
with a standardized framework for resident
evaluation. They would also enable
educators to provide more specific feedback
and evaluation to residents, ensuring that
they acquire the necessary knowledge,
skills, and attitudes for advancement
within their program and entrance into
independent practice. Finally, the ACGME
would use program performance on these
milestones to determine a residency’s
eligibility for accreditation.
Once these “milestones” have been
developed and instituted, a new system
of accreditation will begin. One potential
change under this new system would be
the extension of accreditation cycles from
the current five-year maximum to between
eight and ten years. Program requirements

will be stabilized, although specific
elements may be modified as the specialties
change. Residents, fellows, and faculty will
evaluate the effectiveness of their program
through annual questionnaires.
Faculty will also continuously evaluate
residents and fellows through periodic
progress reports to the RRC. Program
directors and institutions will be expected
to report program and institutional data
annually to the RRC and the ACGME.
There are many potential advantages to
these changes for residents. If difficulties
are identified sooner, the RRC will be
able to intervene earlier. This may prevent
prolonged exposure to deficiencies within
a particular educational environment.
Theoretically, this new system will also
provide the RRC with longitudinal data
to track program performance while
simultaneously assuring the public and
residents that their expectations on
educational outcomes are being met.

Examples of Internal Medicine “Milestones”
ACGME Competency
Cost effective care for
patients and populations
• Incorporates considerations of cost awareness
and risk-benefit analysis in
patient and/or population
based care as appropriate

Developmental Milestones
Identifies forces that impact the cost
of health care and advocates for cost
effective care.

Approximate Time
Frame Trainee Should Assessment
Achieve Stage (months) Methods/Tools
• Standardized
examinations
• Direct
observation
• Chartstimulated
recall

1. Reflect awareness of common
socio-economic barriers that impact
patient care.

12

2. Understand how cost-benefit
analysis is applied to patient care (i.e.,
via principles of screening tests and the
development of clinical guidelines)

12

3. Identify the role of various health
care stakeholders including providers,
suppliers, financiers, purchasers, and
consumers, and their varied impact on
the cost of and access to health care.

24

4. Understand coding and
reimbursement principles.

24

In 2007, the ACGME and the American
Board of Internal Medicine (ABIM)
established a 33-member task force
charged with the development of the
first “milestones” for that specialty.
Originally 64 pages in length, this
document has undergone multiple
subsequent revisions and is now the
model for other specialties. The ACGME
and the American Board of Emergency
Medicine (ABEM) are convening a
similar task force this spring at the
annual Society for Academic Emergency
Medicine (SAEM) conference. Their
timeline will require a first draft in time
for the American College of Emergency
Physicians (ACEP) Scientific Assembly
in October 2011.
This document will then be made
available for public comment, with
anticipated submission
to the ACGME by spring 2012. EMRA
will remain closely involved in this
process and will have a member of the
board of directors participating on this
task force. As an advocacy group for
EM residents, your EMRA leaders will
continue to work for the improvement
of EM resident education. Significant
changes to the residency accreditation
process are coming soon, and they
will impact all of us. If you have any
questions, comments or suggestions on
this or other matters, please feel free to
email me at rrcemrep@emra.org. 
References
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ACEP sections – get connected!

Jordan Celeste, MD
ACEP Representative
Brown University
Providence, RI

“Section
membership
allows you
to connect
with others
who share
your interests,
helping to build
relationships
that can last
your entire
career.”

L

ooking for a way to get involved?
Want to learn more about a specific
area of emergency medicine? Ready to
connect with experts in the specialty?
Want to wear another fancy ribbon on
your name badge at ACEP’s Scientific
Assembly? Then you should join an ACEP
section!

Unlike ACEP committees, sections are
not assigned objectives by the ACEP
President. Instead, sections develop goals
and objectives in their area of interest, and
these are submitted to the ACEP Board
of Directors for approval. As a result, the
direction that a section takes is open to the
creativity of its members.

Choose a section for FREE
ACEP has 30 sections of membership.
Sections cover a wide variety of interests
(see accompanying chart) and provide a
great opportunity to network with likeminded colleagues. It’s a great way to
find your niche and at the same time
explore all that the College has to offer.
Residents, medical students, and fellows –
as candidate members of ACEP – receive
FREE membership to one ACEP section.
If more than one section is of interest to
you, additional sections cost only $20
each to join.

Having sections is of obvious benefit
to the College. It is a way to utilize the
collective expertise of a group on specific
issues. It is also a way to develop and
foster professional leadership within the
organization. Residents, students, and
fellows can start laying the foundation for
their future career paths, taking on as much
responsibility as they want along the way.

So, what do sections do?
By bringing individuals together who
share a common interest, sections create
an environment to:

• Exchange information between section
members and the rest of ACEP
• Speak as a unified group to ACEP
leadership
• Develop ACEP policy statements and
information papers
• Advocate for emergency medicinerelated legislative issues
• Coordinate with other organizations
with the approval of the President and/
or Board of Directors
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Staying connected
As a member of an ACEP section,
you will be included on the section
e-list. This email list helps to facilitate
communication among section members.
Some sections may also have scheduled
conference calls.

Each section also produces up to four
online newsletters each year. As a member
you have the opportunity to contribute to
these newsletters by writing an article that
can take the form of a clinical update, a
journal club, or even a brief review of a
few clinical pearls.
In addition, there are also section grants
available to fund projects. The grants are
designed to help the section meet member
needs, educate the public, and/or advance
emergency medicine. You can work with
the chair of you section to apply for a
grant by submitting a letter of intent.

Annals of
Emergency Medicine
Resident Editorial Board
Fellowship Appointment

The annual meeting
If there weren’t already enough good
reasons to make it to ACEP’s Scientific
Assembly, each section holds its annual
meeting there. This meeting is used to
review the past year, and of course, to
plan for the future. Usually, an educational
component is also included, as well as an
election for the chair-elect position. The
annual meeting provides the opportunity
for individuals to network and finally put
faces to names and email addresses.

At the ACEP Council Meeting, each
section seats a credentialed councilor (if
they have 100 dues-paying members,
or the minimum number established by
the Board of Directors) who votes on
proposed College resolutions and bylaw
changes. Each section can also have
alternate councilors, which could be a
great way for residents, students, and
fellows to get more involved with ACEP
and the council process.

Take the next step!
As you can see, ACEP section
membership offers a lot – and it’s FREE.
You can learn about different areas of
emergency medicine and take on as
much of a leadership role as you want.
You can publish in the online section
newsletter, and even help to write or edit
new policy. Section membership allows
you to connect with others who share your
interests, helping to build relationships
that can last your entire career.

Head to www.acep.org/sections/ to
learn more and to visit each section’s
homepage. If you’re ready, JOIN! If
you’re not quite there yet, that’s okay
too. Keep an eye on your inbox for ACEP
section updates in your What’s Up in
EM? emails. ACEP’s Scientific Assembly
this year will also feature a Section Fair,
which will help to guide you in choosing
your first section to join – or your second
– or third... 

The Resident Fellow appointntd
ment to the Editorial Board
of Annals of Emergency
Medicine is designed to
e
introduce the Fellow to the
peer review, editing, and
arch
publishing of medical research
manuscripts. Its purpose is not only
to give the Fellow experience that will
enhance his/her career in academic
emergency medicine and in scientiﬁc
publication, but to develop skills that
could lead to later participation as a peer
reviewer or editor at a scientiﬁc journal.
It also provides a strong resident voice at
Annals to reﬂect the concerns of the next
generation of emergency physicians.
Please visit Annals’ Website at
www.annemergmed.com
for a copy of the complete application.
Due date is July 11, 2011.
Questions should be directed to
Stephanie Wauson, Editorial Director,
Annals of Emergency Medicine,
at 800-803-1403 x3222 ext. 3221,
or by e-mail to swauson@acep.org.

ACEP sections of membership
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Air Medical Transport
Cruise Ship and Maritime Medicine
Emergency Medicine Research
Geriatric Emergency Medicine
Quality Improvement and Patient Safety
Trauma and Injury Prevention
American Association of Women
Emergency Physician’s
Democratic Group Practice
EM/IM Dual Training
International Emergency Medicine
Rural Emergency Medicine
Undersea and Hyperbaric Medicine
Careers in Emergency Medicine
Disaster Medicine
Emergency Ultrasound
Medical Humanities

• Sports Medicine
• Wellness
• Certification and Emergency Medicine
Workforce
• EM Informatics
• EMS-Prehospital Care
• Observation Medicine
• Tactical EM
• Wilderness Medicine
• Critical Care Medicine
• EM Practice Management and Health
Policy
• Forensic Medicine
• Pediatric Emergency Medicine
• Toxicology
• Young Physicians

Save the
e Date
e

For more information or to register
www.acep.org
or call 800-798-1822 x6
Registration opens June 1.

Don’t miss EMRA’s events
Octo
ober 14
4-1
17
Visit the EMRA website at
www.emra.org
June/July 2011
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Hace calor! Kids and severe heat illnesses

M

ost pediatric emergency physicians are
happy to leave winter, along with its
viral illnesses, behind. Yet another case of
bronchiolitis could push an otherwise sane
doctor over the edge. But as the snow thaws and
the weather warms, summer brings new health
challenges for pediatric patients

Lisa Bennett, MD, MPH
University of Arizona,
Combined EM/PEDS Program
Tuscon, AZ

“...young kids
can’t control their
environment: they
go where they
are taken, wear
clothes that others
select, and depend
on someone else
to fill bottles or
cups for their fluid
rehydration.”

Epidemiology
Heat illnesses cause significant morbidity and
mortality. One study estimated that there were
54,983 emergency department visits nationally
for exertional heat illnesses from 1997-2006,
with 47.6 percent of these involving children.1
From 1999-2003, there were 3,442 heat-related
deaths.2 Every year, heat stroke is responsible
for deaths among teen athletes3 and in young
children left in vehicles.4
Pathophysiology
Heat illnesses occur when the body cannot
dissipate enough heat to offset endogenous
heat production and absorbed ambient heat.
Metabolic demands, oxygen consumption,
and CO2 production increase and a systemic
inflammatory response occurs. At core
temperatures >42oC, proteins and enzymes
denature, oxidative phosphorylation
uncouples, and severe organ damage occurs.
Children > little adults
If one sits in the hot sun long enough they will
perspire until they become dehydrated, they will
then be unable to dissipate heat. Hyperthermia
then develops, which will ultimately cause end
organ damage and death. Children are at higher
risk for heat illnesses for a variety of reasons, as
shown in Table 1.

Additionally, young kids can’t control their
environment: they go where they are taken,
wear clothes that others select, and depend on
someone else to fill bottles or cups for their
fluid rehydration.
Heat exhaustion and heat stroke
Heat exhaustion (HE) and heat stroke (HS) are
severe heat illnesses with common presenting
features: tachycardia, tachypnea, diaphoresis
or anhidrosis, vomiting, headaches, and
fatigue. In HE, core temperature is usually
<40°, CNS and other organs are minimally
involved, and injuries resolve with therapy.
In contrast, HS findings include core
temperature is >40°C, CNS findings range
from disorientation to seizures and coma,
and, possibly organ damage. Subtypes of
HS are classic, caused by heat exposure,
and exertional, from exercising in warm
environments. Complications of HS include
rhabdomyolisis, cerebral edema, seizures,
acute renal failure and tubular necrosis,
shock, liver failure, DIC, hyponatremia,
and other electrolyte disturbances.6 Despite
theses differences, the initial workup and
management of HE and HS is the same.
Prehospital care
Quickly decreasing a hyperthermic child’s core
temperature is essential. The child should stop
physical activities, be moved to somewhere cool,
and extra clothing removed. If water is available,
the skin should be wet and a fan used to promote
evaporative cooling. If the child can drink,
encourage electrolyte-containing beverages. In
mild HE, these measures may resolve the illness.

Table 1: Factors that make children at increased risk for heat-related illness5
Higher basal metabolism produces more endogenous heat
Larger body surface area-to-mass ratio absorbs more ambient heat
Higher temperature threshold to induce sweating and smaller sweat glands limits heat dissipation
from perspiration
Smaller absolute blood volume provides little reserve capacity against dehydration
Slower acclimatization increases their susceptibility to climate changes
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During transport, EMS providers may place
iice packs
k on the
h neck,
k axilla,
ill and
d groin
i to
dissipate heat. Intravenous or intraosseous
rehydration should be started, provided
line placement does not delay transport.
It is helpful for EMS to measure core
temperature on scene via rectal thermometer
(oral, axillary and tympanic thermometers
underestimate core temperature); however,
many squads lack that capability. Lower
measurements in the emergency department
can confound the diagnosis or underestimate
disease severity.
Emergency department evaluation
and management
Heat stroke is a systemic illness.
Presentation depends on the organ
systems involved. It should be on the
differential for children with elevated
temperature and any of the following:
CNS, gastrointestinal, respiratory or renal
disturbances, hemodynamic instability,
myalgias or signs of coagulopathy. Other
differential diagnosis includes sepsis,
malignant hyperthermia, thyroid storm,
status epilepticus, intoxication.

Evaluation starts with the ABC’s. Airway
protection and respiratory support may be
required for CNS disturbances or inadequate
oxygenation/ventilation. Dehydration
and systemic inflammatory response may
compromise circulation. Establish two IV
lines to maximize resuscitation. If access
cannot be established quickly, place an
intraosseous or central line to avoid delays
in therapy. Standard 20mL/kg boluses are
often insufficient to correct dehydration.
Consider a larger first bolus for severely
dehydrated children and reassess adequacy
of resuscitation frequently. Institute pressors/
inotropes if inadequate perfusion persists
after intravascular volume is repleted.
In the emergency department, hyperthermia
is treated with external and/or internal
cooling. The gold standard for external
cooling, ice-water immersion, is rarely
used because monitoring submerged
patients is difficult, requires supervision to
prevent drowning, and causes considerable
discomfort. Safer, better-tolerated

Table 2: Suggested workup of the patient with heat-related illness
CBC and coagulation studies to check for anemia and DIC
ABG/VBG to assess metabolic and respiratory status
CMP to evaluate for electrolyte disturbances, renal, and liver injury
Glucose monitoring for hypoglycemia
CK to identify rhabdomyolisis
Urinalysis to screen for ATN and myoglobinuria
Urine output monitoring to follow renal function and tissue perfusion
EKG if electrolyte disturbances, rhabdomyolisis or arrhythmias are present
CT head if mental status does not return to baseline to assess for cerebral edema

approaches include evaporative cooling,
combined mini-immersion/evaporation,
and convection devices. The most effective
evaporative cooling method is to undress
the child and spray with cool water as a fan
blows. In mini-immersion/evaporation the
child sits in a shallow tub of cold, but not
icy, water and is again sprayed and fanned.
It is useful for toddlers, who splash and
play as they cool. Convection devices used
for therapeutic hypothermia are another
option, particularly for intubated/sedated
kids who need close monitoring.7
Internal cooling compliments external
methods for faster cooling. The most
effective method is cardiopulmonary
bypass, but availability is limited and
is reserved for the sickest patients.
IV hydration with chilled fluids
and iced gastric, rectal, bladder and
peritoneal lavage are also used, but their
effectiveness is not well established.8,9
Core temperature should be closely
monitored with a rectal thermometer
or esophageal, bladder, or central
venous temperature probes. When core
temperature reaches 38-39°C, the risk of
end organ damage decreases and cooling
measures should be discontinued to avoid
overcorrection.
The diagnostic workup for heat illnesses
centers on identifying end organ damage
and complications (see Table 2).
Medications
Benzodiazepines are useful because they
reduce shivering and help patients tolerate
therapies. Benzodiazepines are the first
line therapy for seizures in children with
heat illnesses.

Avoid antipyretics in hyperthermia as they
do not decrease temperature in heat illnesses
and may exacerbate liver (acetaminophen)
and kidney (NSAIDs) injuries.

Disposition
Most children with HE can be discharged
home when their symptoms resolve.
Before discharge, confirm that the child
is at baseline mental status, is drinking
and voiding sufficiently, has normal vital
signs, has reliable follow up, and parents
understand return precautions.

Admission should be considered in
children not meeting these criteria or those
with significant mental status or electrolyte
abnormalities at presentation. Children
with HS often warrant ICU admission for
close hemodynamic monitoring. 
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Medicalstudentnews
Just roll with it...
I

Shae Sauncy, MSIV
Immediate Past Chair
Medical Student Governing Council
UT Southwestern Medical School
Dallas, TX

“Emotional,
spiritual, cultural,
physical, and
political flexibility
is definitely the
most important
lesson I learned in
medical school.”

’m writing my last medical student article
from the most magical place on Earth.
No, not Disney World: it’s the magical time
between finishing medical school and starting
residency—the time of limited/no responsibility,
a small amount of remaining student loan
money, and an abundance of free time. If I
weren’t pumped about starting residency,
then I would want to stay here forever or at
least be able to come back for a visit. There is
opportunity for more than shenanigans; this is a
great time to do some reflection on the last four
years of life. I’ve been thinking a lot about what
I’ve learned—not just the medical knowledge,
jargon, or skills, but also the life lessons that
have changed, molded, and influenced me.
As second years get ready to start their first
clinical rotations and third years look forward to
their first month in the emergency department,
there is much discussion about the most
important thing they need to know. Everyone
is looking for that key piece of advice that
will make him or her a superstar standout.
I’ve enjoyed walking down memory lane,
reminiscing with my friends about the journey
we are ending. We’ve recalled the high and
lows, the sleepless nights, the best days that
always ended before noon, our miracle cases,
and our first patient death.
How did we survive? How did I accomplish a
nearly impossible feat of reaching graduation
with my sanity and integrity intact? What is
the most important thing I learned in medical
school?
I think of the quote, “The first kindness is
competence.” I did my best to be competent,
but I’m not sure that’s the most important
lesson. I think of the band-nerd motto, “To be
early is to be on time—to be late is to be dead.”
Punctuality, while important, is not the most
critical lesson (and not something I’ve mastered
either!) It’s definitely not, “An apple a day
keeps the doctor away,” since my hospital diet
consisted of chicken fingers and peanut butter
pie. I’ve concluded that the most important
thing I learned in medical school is to…Just
Roll With It.
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Emotional, spiritual, cultural, physical, and
political flexibility is definitely the most
important lesson I learned in medical school.
As medical students, we have little to no control
over the circumstances we find ourselves in
or the circumstances that our patients find
themselves in. Take a step back and a deep
breath. Now, embrace that.

Read and show up on time, and then just roll
with the rest. There isn’t much you can do to
keep that grumpy resident from yelling at you
or the nit-picky attending from shredding your
write-up. Nothing can be done to keep the nurse
from paging you at 2:00am about diet orders or
the fact that there is never a place to sit down
or that the patient will not stop yelling at you.
Flexibility isn’t about compromising integrity
or simply embracing what’s wrong. It’s a skill
that allows you to assess the situation and find
a solution without allowing emotional drama to
cloud your judgment and perception. I have seen
the consequences of lack of flexibility in many
of my graduating colleagues and have seen that
those medical students grow up to be inflexible
doctors. In my opinion, their anger and cynicism
impedes their ability to connect with patients—to
be a good problem solver and learner.
Each day in life, we have the choice to take a
step back, take a deep breath, and embrace it or
to have our experiences limited by frustration
and anger. In medicine, we are required to
handle more disturbing circumstances than
the average person. We have to learn how to
see it, manage it, deal with it, and then leave
it. You can’t bring everything home, and your
shoulders aren’t broad enough to carry that
burden through your entire career. Learning
to be flexible is difficult, probably more so
than memorizing biochemical pathways. I
wish you luck as you try to master this skill in
your practice and life, and hope you enjoy the
journey as much as I have.
Thank you to my family, friends and my
mentor, Dr. Sam Luber, for encouraging me
along the way without ever faltering in your
belief that I would reach this place. 

The last summer of your life
S
pring has arrived! Outside, birds are
singing and the dogwoods are in full
bloom. Perfectly-color-coordinated tulips
frame the flowerbeds and plush grassy knolls
where MSI students have begun to congregate,
abandoning their dark study rooms for a more
vitamin D-friendly environment.

with a love for travel, consider a clinical
practicum in the emergency department.
Relaxed, upbeat, and filled with endless
learning opportunities, a clinical practicum
is the perfect way to satisfy your gunner side
without neglecting your love for travel, family,
and a nice fruity drink by the pool.

This, of course, is the view from my window,
in an otherwise dark study room. For me, this
spring scene is little more than a distraction
from the seemingly endless stack of Step One
review material on my desk. Peering through
the window while Goljan audio lectures blare
in my headphones, I’m reminded of just how
quickly time passes in medical school.

On the first day of my clinical practicum,
I arrived in my hometown emergency
department to find a cheerful staff that
was eager to teach. After a few hours of
shadowing, my preceptor assigned me a few
patients of my own, and I was encouraged
to “make as many mistakes as possible.” For
someone who had just finished her first year of
medical school, that was music to my ears.

I watch the MSI students as they lounge on
picnic blankets, leisurely reading notes and
soaking in the sun. They quiz each other
over lecture material, share food from their
lunchboxes, even laugh. But reality will soon
set in: summer is just around the corner.
For medical students, the summer between
MSI and MSII is commonly referred to as the
“last summer of your life.” A few precious
weeks of free time in June and July, it’s our
last chance to enjoy the single-finest benefit
of being a backpack-wearing, pencil-boxcarrying, PB&J-eating, 26-year-old student. It
is our last chance to indulge in a real summer
vacation.
With so much at stake, decisions on how
to spend “the last summer of your life” can
be difficult. For some, the decision is easy.
Gunners and hardcore academics will continue
their research projects throughout the summer.
Free spirits will travel halfway across the
world on medical mission trips. And, of
course, our stable, relatively-sane friends will
choose to spent quality time at home with their
families.
But what if you want it all? If you’re one of
those relatively-stable, free-spirited gunners

Since I took my practicum in June, I did
not have to compete with new emergency
medicine interns for my attending physician’s
attention. I had endless opportunities to see
patients, ask questions, present to senior staff,
and perform various procedures. Shifts flew
by so quickly that I found myself staying later
and later, eagerly anticipating the next learning
opportunity to come through the triage doors.
Of course, I still had plenty of time between
shifts to savor the other joys of summer. At the
end of my practicum, I felt totally rejuvenated.
It was the best vacation I could have ever
asked for.
Last year, I was one of those MSI’s hanging
out in the grassy knoll, trying to revive myself
after the most intense academic year of my
life. I was exhausted, slightly homesick, and
in need of affirmation that medical school
had been the right choice for me. It was there
that I decided to spend the summer doing the
things that I loved. At the time, I thought that
meant fantastic trips, concerts, fruity drinks
by the pool, and good times with friends. As
it turned out, the two weeks I spent in my
hometown emergency department provided
some of my fondest memories from the “last
summer of my life.” 

Austin Dennard, MSII
EMRA Medical Student Council
Kansas City University
Medical College Osteopathic Medicine
Kansas City, MO

“Relaxed, upbeat,
and filled with
endless learning
opportunities, a
clinical practicum
is the perfect way
to satisfy your
gunner side without
neglecting your love
for travel, family,
and a nice fruity
drink by the pool.”
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What student doctors needs to know about organ donation

R

Trine Engebretsen-Labbe, MSII
FIU Herbert Wertheim
College of Medicine
Miami, FL

emember when you received your medical
school acceptance letter? Suddenly, all of
your closest friends, family, and neighbors began
asking your professional medical opinion on just
about everything. This was your introduction
to the educational role that all of us share. As
future doctors, we represent a valuable source
of medical information for the public and will
often be called upon to help alleviate the fears,
myths, and misconceptions conveyed in the
popular media. One of the most misunderstood
areas in medicine today is organ donation, which
is also an increasingly important therapeutic
intervention. Consequently, I’d like to take a few
moments to dispel some of the more common
misconceptions about organ donation that you
may be called upon to address.
Myth #1: I am too old to donate organs.

“One of the most
misunderstood
areas in medicine
today is organ
donation,
which is also
an increasingly
important
therapeutic
intervention.”

Fact: Age is never an absolute contraindication
to organ donation. Each potential organ donor
is referred to a local organ recovery agency to
determine whether they are medically eligible for
donation. Multiple factors are evaluated, including
age and comorbidities. Currently, patients with a
history of malignancy, HIV, or Hepatitis B surface
antigen are not eligible for organ donation.
Myth #2: Only abdominal organs can be donated.

Fact: Transplantable organs include the lung and
heart, as well as the liver, kidneys, pancreas, and
small bowel. Transplantable tissues include bones,
tendons (both referred to as musculoskeletal
grafts), corneas, skin, heart valves, and veins.
Although most donated organs come from
deceased patients, some organs, including lung,
kidney, and partial livers, can be donated by living
individuals.
Myth #3: If I am an organ-donor, the doctors
won’t work as hard to save me.

Fact: If you are sick or injured, the number
one priority of health care providers is to save
your life. Although organ or tissue donation
can only be considered if you are deceased, no
investigative or oversight agency has ever found
any evidence of substandard medical care among
organ donors. In fact, it is not standard procedure
for paramedics or emergency care providers to
check patients for a donor card or ask their donor
22
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status on initial evaluation.
In order for organs to be viable for donation, the
patient’s blood pressure and oxygenation must
be optimized. Consequently, allowing a patient
to decompensate in order to obtain their organs
for donation would probably ruin the organs for
transplant purposes.
Myth #4: They’ll take my organs out before
I am dead.

Fact: Organ donation is not discussed with a
patient’s family until the patient is declared dead.
“Brain death” is the most common medical, legal,
and moral definition of death used today and is
defined as the complete and irreversible loss of all
brain function. This diagnosis requires evidence of
absent brain activity, blood flow, or oxygen uptake
by the brain. Two independent licensed physicians
must agree on the fact of the patient’s brain death
before the organ donation process can begin.
Some organs may also be salvaged after cardiac
death, although low blood pressure can prevent
donation by causing excessive organ damage.
Consequently, donation after cardiac death is
only offered to families after they have made
the independent decision to withdraw artificial
support of their loved one. In these cases, the
patient has been determined to have no prospect
of survival without artificial support. The patient
is brought into the operating room prior to the
withdrawal of artificial support, and the organs are
recovered shortly after asystole occurs.
Myth #5: Rich and famous people get moved
to the top of the waiting list.

Fact: Patients are ranked for organ transplantation
based on the severity of their illness, time spent
on the waiting list, blood type, and other relevant
medical information. The system of allocation
does not consider race, gender, age, wealth,
fame, or social status when determining who will
receive an organ transplant.
Myth #6: Criminals steal organs to sell on the
black market.

Fact: It is illegal to sell human organs under any
circumstances in the United States, although it
is possible for individuals to voluntarily donate
their own organs. Doctors who are found guilty

The language gap: Once again, the golden rule applies

N

o matter what advancements we have made
in technology or services and despite greater
pressure to swiftly treat, we all know that a solid
history and physical are invaluable to providing
quality patient care. Without it, we don’t know
where to look, what to test, or how to treat. So
how can we function without it?
There are plenty of barriers in the emergency
department to obtaining a thorough history from
a patient—altered level of consciousness, time
constraints, and interruptions. Increasingly, this list
also includes the possibility of a language barrier
between provider and patient. I know this because
I’ve been there—as a patient.
I experienced this conundrum firsthand in rural
Thailand. I was with a team that had just finished
guiding a group of American students across the
country. I had planned to take home countless
memories; I hadn’t planned on a parasite.
After a day of unrelenting GI distress, my energy
dropped and my temperature soared. Somewhere
between dehydration and syncope, I was carried
into the closest emergency department.
I’d been in the country long enough to become
conversational in the language, but that all went
out the door when I was too sick to move. I really
didn’t know what was going on or why people were
jabbing me with needles, and I would’ve liked to
know what I was signing. I groggily woke up in
a hospital room upstairs the next morning, barely
cognizant of what happened the evening prior.

I was fortunate enough to only have an acute
problem that was fairly straightforward. Many
patients aren’t that easy. Patients who don’t speak
English are less likely to have adequate access to
primary care providers, may have complicated
travel histories that expose them to pathology
outside of our comfort zones, and may present
further along in the course of disease than their
English-speaking peers. As providers with patients
who we can’t directly communicate with, we may
become tempted to limit our questioning and make
more presumptions than we would otherwise.
As a medical student in Miami, I face this
language dilemma with most patient encounters.
Should we use our limited language skills to pick
up as much as we can, crossing our fingers that we
don’t miss something or encounter a new phrase
outside of our vocabulary? Dare we take the easy
way out and use the family member next to the
bed as our interpreter?
We need to be sure to recognize our own
shortcomings and commit that extra bit of time for
the sake of properly caring for our patients. It’s
unrealistic to expect us all to become bilingual;
we’ve got plenty on our plates as is. But as
students who spend time in different facilities,
we must be sure to know and utilize whatever
language resources are available to us, be it a
telephone or live interpreter.

Myth #7: My religion does not approve
of organ donation.

Fact: All major religions within the
United States support organ donation

Medical Student Council
Southeast Region Representative
University of Miami
Miller School of Medicine
Miami, FL

“Patients who
don’t speak
English are less
likely to have
adequate access
to primary care
providers...”

A little extra effort in securing proper translation
goes a long way to providing adequate and
responsible care. Trust me—you’ll hope someone
does it for you. 

What student doctors needs to know about organ donation
of dealing in illegally-obtained organs
will have their medical license revoked.
Although they do exist in some other
countries, there is no “black market” for
human organ trafficking in the United
States. Furthermore, no cases of stolen
organs have been reported in this country.

Graham Ingalsbe, MSIII

continued from page 22

and transplantation, although different
religions have different perspectives on
the decision to give or accept donated
organs. Most agree that organ donation
can be a person’s final act of love and
generosity toward others.
Myth #8: If I donate organs, I cannot have
an open casket at my funeral.

Fact: An open casket funeral is possible
for organ, eye, and tissue donors. A
donor’s body is treated with care, respect,

and dignity throughout the donation
process.
Myth #9: Organ donation will add to my
hospital bill.

Fact: Organ or tissue donation does not
add any cost to the donor or their family.
Eighteen people die each day waiting for
the gift of life. To register as a potential
organ donor, visit http://donatelife.net/
register-now/ today! 
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Preventing medical mistakes –
think like a safety engineer

B

Alex Rackoff, MSIV
EMRA Northeast Region
Representative 3
University of Maryland
Baltimore, MD

“Every step
of patient
management uses
technology, yet
often we are so
busy using it that
we do not realize
these systems can
lead to new errors
and delays in
care.”

y now, we are all aware of the Institute
of Medicine’s 1999 report that up to
98,000 deaths each year are due to medical
mistakes. But what can we do to prevent
such errors while working in the emergency
department? No one goes to work planning
to give the wrong dose of heparin or perform
a procedure on the wrong part of the body,
but it still happens. Ninety-three cases of
wrong-site surgeries were reported to the Joint
Commission in 2010.
Modern medical care depends on technology,
from electronic medical records with digital
radiographs to cardiac monitors and bedside
ultrasound. We use machines to monitor,
diagnose, treat, and keep records about our
patients. Every step of patient management
uses technology, yet often we are so busy
using it that we do not realize these systems
can lead to new errors and delays in care. As
medical students starting our careers, it is of
critical importance that we are aware of these
problems and work towards solutions.
The field of Human Factors Engineering (HFE)
examines the interaction between humans
and the systems we use—both technological
and organizational. The International
Ergonomics Association uses the following
definition: “Ergonomics (or human factors)
is the scientific discipline concerned with
the understanding of interactions among
humans and other elements of a system, and
the profession that applies theory, principles,
data, and other methods to design in order to
optimize human well-being and overall system
performance.” HFE experts work to determine
when this interaction is working as intended,
when it may facilitate mistakes, and how to
improve system design.
The following case illustrates the role of HFE
with respect to external defibrillators.
A 60-year-old woman with chest pain and
known coronary artery disease arrives in
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the emergency department by emergency
medical services. The patient is diaphoretic
with increased work of breathing. The cardiac
monitor shows a narrow complex tachycardia,
consistent with supraventricular tachycardia
(SVT), with BP 80/60 and HR 180. The patient
is recognized to be unstable and the team
prepares for synchronized cardioversion.
The defibrillator is placed in “SYNC” mode
and a shock delivered. Despite the appropriate
shock the patient remains in SVT with a blood
pressure of 70/40 and weak femoral pulses.
The defibrillator is recharged and a shock
delivered. The patient immediately goes into
ventricular fibrillation (VF), is unable to be
resuscitated, and dies.
Review of the code strip reveals that the monitor
was not in SYNC mode for the second shock
and the energy was delivered at the peak of the
T-wave, placing the patient in refractory VF.
It sounds like a nightmare, but this situation
occurs more often than you would expect.,
In a usability study looking at monitordefibrillators, 14 experienced paramedics
accidentally administered an unsynchronized
shock 50 percent of the time when they intended
to perform synchronized cardioversion. More
worrisome was that most of the users did not
know that this error had occurred.
The root cause of the problem was that the
defibrillators are programmed to revert to the
unsynchronized mode after a synchronized
shock. This is, by design, to prevent delays in
case a patient converts to pulseless VT/VF and
requires an unsynchronized shock.
However, the machines do not alert the provider
that they have transitioned out of synchronized
mode. Thus, in the middle of a synchronized
cardioversion – a high-stress, high-stakes
procedure – the device designer assumes that the
provider will remember to place the defibrillator
back in synchronization every time.

This approach to determining the root
cause of the problem in the defibrillator
study is one example of a “systems” way
of thinking—instead of looking for human
error, the researchers focused on whether the
device’s design allows users to accomplish
its intended function. According to this line
of reasoning, the burden of safety should
be on the device. Healthcare providers
are doing their best to use the technology
correctly. Expecting a healthcare provider to
track the state of the medical device without
assistance will result in a predictable number
of adverse events.
While studies like this one target design
choices the device manufacturer can change,
it is not necessary to conduct research to
prevent mistakes. Everyday we do things in
the course of patient care that might cause
harm—we have the opportunity to recognize
and report such situations.

see your emergency department differently.
Instead of blaming yourself when you
write a note in the wrong patient’s chart,
you think, “How did this happen? What
contributed to the mix up?” Or if you see a
nurse stop before giving the wrong patient
a medication, you think, “How can we
design an ordering system that helps the
right patient get the medications ordered
for them?”
This mindset makes it possible to reduce
the likelihood of the error happening again.
So the next time a coworker points out
a near miss or an error, thank them for
catching it, think about how it happened,
and report it. In the end, we as future
physicians cannot improve the system and
protect patients if we do not know where
the problems are. 

2.

3.

The concept of “just culture” recognizes
that individuals make mistakes—we
are, after all, human—but also that this
is not the same as being reckless. This
awareness encourages people to report
not only when mistakes occur, but also
when they almost occur.
Safety scientists have long described the
incidence of mistakes with an iceberg
model: the accidents we know about are
the ice we can see, while the incidents
and near misses are the huge hulk of ice
below the surface. Think about that in the
context of those 93 wrong-site surgeries
that were voluntarily reported to the Joint
Commission last year.
The beauty of taking a systems approach
to patient safety is that once you start, it
rapidly becomes automatic. You start to
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A lesson in clinical reasoning: Do not
miss the life or limb threatening condition
Introduction
mergency medicine physicians are master
diagnosticians. On a daily basis, we are
confronted with a barrage of patients with
undifferentiated complaints that need to be
seen and evaluated. The job of the emergency
physician is to wade through this sea of
patients who come into our departments and
pluck out those patients who have life or limb
threatening diagnoses and put them back on a
road toward health. In some instances, we are
not able to provide patients with an ultimate
diagnosis, but we rule out any potentially
serious life or limb threatening condition
while they are under our care.

E

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

“As emergency
physicians, we
must remember
the mantra of
‘worst first’
diagnoses.”

Whether they realize it or not, most
emergency physicians use a two-pronged
approach to clinical reasoning that combines
both analytical and intuitive approaches to
guide their thinking with respect to patients
with undifferentiated complaints. Experts
in clinical reasoning describe this as the
dual-process clinical reasoning theory. The
analytical approach uses deductive reasoning
and relies on statistics, evidence based
medicine, and highly systematic thinking to
solve diagnostic dilemmas. The analytical
approach tends to be more time consuming,
but it is useful for less experienced
diagnosticians seeking an organized approach
to clinical reasoning in medicine.
The intuitive approach uses inductive
reasoning and relies heavily on experience
and an ability to recognize patterns of illness.
Seasoned practitioners with a breadth of
experience most often use the intuitive
approach to match undifferentiated patient
complaints with patterns of illness that they
have seen in the past. The biggest advantage
of the intuitive approach is speed. The pitfall
of this approach is missing the serious life or
limb threatening condition if one’s intuition of
the pattern of illness is wrong.
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History, physical, and initial evaluation
The patient was an elderly male with a history
of hypertension and chronic back pain who
presented with an acute onset of right foot
drop and leg pain while vacuuming. The
patient denied any trauma or recent falls, but
felt as if the pain in his leg felt similar to his
chronic back and sciatic pain. The pain came
on very suddenly. The patient had been unable
to move his foot since the onset of the pain.
He was able to bear weight on the affected
leg but had difficulty ambulating due to the
foot drop. Vital signs were normal with a
blood pressure of 146/68 and heart rate of 64.
The patient’s physical exam demonstrated
no heart murmurs, a regular rhythm, and no
abdominal pain or masses. The patient had
full passive range of motion of the hip, knee
and ankle, and the right leg appeared grossly
normal. There was a normal dorsalis pedis
pulse. He had a normal neurologic exam with
intact rectal tone and sensation, reflexes, and
strength with the exception of an inability
to dorsiflex his right foot demonstrating a
complete foot drop. The patient had an ECG
showing normal sinus rhythm and plain films
of the spine, hip, and knee that were normal.
Clinical impression
The initial, intuitive impression of the
providers in this case was that the patient
had a process in his lower back that was
causing his foot drop. The leading diagnosis
was a ruptured disc causing impingement
that resulted in the foot drop. Other central
nervous system causes that could have
caused a foot drop such as a stroke,
an epidural bleed or infection, and a
compression fracture of a vertebral body
were considered. The patient demonstrated
an otherwise normal neurologic exam thus
a stroke was not considered likely. He did
not have concerning findings of fever, prior
malignancy, or cauda equina.

“Seasoned practitioners with a breadth of experience most often
use the intuitive approach to match undifferentiated patient
complaints with patterns of illness that they have seen in the past.”
Using a more expansive, analytical
approach to the patient’s symptoms, both
peripheral nervous system and vascular
causes of the foot drop were considered.
There appeared to be no evidence of local
injury to the leg to cause a peroneal nerve
palsy or a past medical history of multiple
sclerosis, diabetes, or other conditions
to suggest a peripheral neuropathy. The
patient had a normal dorsal pedis pulse
and good capillary refill in the foot to
make a vascular lesion less likely. He
was in a normal sinus rhythm and had
no abdominal masses to suggest an
abdominal aortic aneurysm.
Clinical course
The team attempted to obtain an emergent
MRI of the lumbar spine to assess for
a ruptured disc or other spinal cause of
the foot drop, but this testing was not
immediately available. As the patient’s
symptoms were stable and the team was
able to arrange close follow-up with his
primary physician, the patient went home
with plans for an MRI as an outpatient.
The patient was seen in clinic with
continued foot drop but also having new
swelling in the lower leg.

A second visit to the emergency
department revealed a lumbar MRI with
extensive degenerative disc disease and
arthritis but no obvious spinal cord or
nerve root impingement. An ultrasound
of the leg revealed an acute deep venous
thrombosis of the popliteal vein that
extended into the distal femoral vein.
Given the lack of an obvious cause of the
patient’s symptoms from his lower back,
an arterial vascular cause of the foot drop
was pursued.
The patient had a CT angiogram of the
torso and the right leg showing a normal
aorta but an occlusive thrombus of the

right popliteal artery and non-occlusive
thrombus of the femoral artery with
reconstitution of flow in the distal
extremity. The patient was admitted
to the hospital for anticoagulation and
catheter-directed thrombolysis. The
patient had a normal echocardiogram
while hospitalized. The clot was not
successfully treated with anticoagulation
and the patient eventually underwent
a thrombectomy of the popliteal artery
and four-compartment fasciotomy of
the lower extremity. During the surgery,
the muscles of the anterior compartment
of the right leg were necrotic. The
patient recovered from the fasciotomies;
however, he continues to have foot drop
and is undergoing physical therapy to help
with his ambulation.
Discussion
The patient’s initial presentation of foot
drop was almost certainly the result of an
acute arterial thrombosis. This thrombosis
likely caused compartment syndrome and
impacted the functioning of the peroneal
nerve. The pitfall with the intuitive
approach to the chief complaint of foot
drop was that the team anchored on the
presumption that the explanation for these
symptoms lied in the patient’s lower back,
such as a ruptured disc. Although they
considered the possibility of a vascular
cause of the patient’s symptoms on the
initial presentation, the normal pulses
and normal capillary refill of the lower
extremity reassured the team. Had the
team pursued additional diagnostic
imaging they may have identified the
diagnosis sooner.

As emergency physicians, we must
remember the mantra of “worst first”
diagnoses. This should be the foundation
of our analytical approach to clinical

reasoning. If the possibility of serious
life threatening or, as in this case, limbthreatening conditions exist, they must
be aggressively pursued. Not that every
patient needs an exhaustive diagnostic
evaluation to rule out every serious
condition, but when the diagnosis is
unclear and the possibility of a life or
limb threatening condition remains,
emergency physicians should search for
these serious diagnoses.
The intuitive approach to diagnostic
reasoning is effective and efficient,
especially in the hands of experienced
clinicians. Junior diagnosticians will
often rely more heavily on the analytical
approach to diagnostic dilemmas
particularly when the clinical picture
is confusing or the risk to the patient
is high. Vascular catastrophes resulting
from arterial thrombo-embolic disease
and arterial dissections are notoriously
difficult diagnoses to make. They pose a
particular risk to emergency physicians
as they are relatively rare conditions
and have grave consequences if not
diagnosed in a timely fashion. Given
the real possibility of a limb threatening
condition causing acute foot drop,
intuitive diagnosticians must appreciate
the gravity of the vascular, central and
peripheral nervous system causes of this
finding. When faced with this degree
of uncertainty and magnitude, patients
should be worked up aggressively. 
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Hyperoxia following cardiac
arrest may worsen outcomes
The research question
iven the high rates of morbidity and
mortality in patients with return of
spontaneous circulation (ROSC) after
cardiac arrest, clinicians and researchers
alike have questioned how patient
outcomes can be improved. For example,
some current literature has demonstrated
that hypothermia after cardiac arrest can
improve neurologic outcomes.

•

Investigators are presently looking at
the administration of oxygen at high
concentrations – hyperoxia – as a common
practice following cardiac arrest and
ROSC. Based on theories from animal
models, the investigators hypothesize
that hyperoxia following ROSC results in
worsened clinical outcomes.

•

G

•

•

Tracy Madsen, MD
Brown Medical School
Providence, RI

“Avoiding hyperoxia
in patients following
cardiac arrest and
ROSC is not an
evidence-based
practice at this time,
and further additional
studies need to be
conducted before
clinical practice is
changed.”
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Methodology
Study design
• Retrospective multicenter cohort study
• Data taken from a critical care
database collected from 120 United
States intensive care units
• Data taken from ICU admissions
between 2001 and 2005
• Inclusion criteria: age older than
17, non-traumatic cardiac arrest,
admission to the ICU, CPR within 24
hours before arrival to the ICU and
ABG performed within 24 hours after
ICU arrival
• Exclusion criteria: None
• Cohort groups were based on PaO2
levels obtained from the first blood gas
in the ICU

Primary Outcome: Survival to hospital
discharge
Descriptive statistics included means
with standard deviations, medians
with interquartile ranges (IQRs), and
proportions with confidence intervals
The primary outcome was then
analyzed using chi-square tests
and Kaplan-Meier survival curves
(with log-rank tests to determine
significance)
Finally, odds ratios and multivariate
logistic regression were used to
identify factors that were predictors of
mortality

Definitions for cohorts
1. Hyperoxia: PaO2 greater than 300
2. Hypoxia: PaO2 less than 60
3. Normoxia: PaO2 between 60 and 300
Results
Overall, 6,326 patients met the inclusion
criteria (2,410 did not have an ABG
within 24 hours of arrival to the ICU
and were excluded). Sixty-six percent
were functionally independent before
admission. Forty-three percent were
admitted from the emergency department,
while the remaining patients were
admitted to the ICU from a hospital
inpatient service.

Eighteen percent met criteria for
hyperoxia while sixty-three percent met
criteria for hypoxia. Nineteen percent
were neither – they met the criteria for
normoxia. In-hospital mortality was
greatest in the hyperoxia group. In-

hospital death was significantly higher for
patients in the hyperoxia group than for
patients in either of the other groups (p <
0.001 for hyperoxia vs. hypoxia and p <
0.001 for hyperoxia vs. normoxia group).
See Table 1.
•

•

•

In terms of secondary outcomes, when
time to survival was analyzed using
Kaplan-Meier survival curves, the only
significant difference was between the
hyperoxia and normoxia groups, with
patients surviving longer if they were
not exposed to hyperoxia (log rank
p < 0.001)
Of those who did survive to hospital
discharge, those in the hyperoxia
group were less likely to be
functionally independent at discharge
compared to the normoxia group
After multivariable logistic regression,
factors that were associated with
higher in-hospital mortality included:
age, functional status before admission
(those who were partially or fully
dependent before admission were
more likely to die in the hospital),
admission directly from the emergency
department, chronic renal failure,
abnormal vital signs on ICU admission
(hypotension, tachycardia, or hypoxia),
and exposure to hyperoxia (OR of 1.8)

Conclusions
The authors conclude that hyperoxia
after cardiac arrest and ROSC is
associated with higher in-hospital
mortality rates compared to hypoxic and
normoxic groups. The authors of the
study emphasize that patients exposed
to hyperoxia also had lower rates of
functional independence at hospital
discharge as compared to patients in the

normoxia group. These conclusions need
to be carefully critiqued, however, given
the significant limitations of the study.
Limitations and criticisms
This study has several limitations. The
retrospective study design makes it
challenging to comment on causation.
Only association between hyperoxia and
in-hospital mortality can be discussed.

Furthermore, the validity of the
measurement of the primary variable—
hyperoxia—is questionable. As discussed
above, the PaO2 was obtained from the first
blood gas in the intensive care unit, not in
the emergency department, which meant
that an ‘initial’ PaO2 could be obtained up
to 24 hours following admission to the ICU.
Presumably patients who were admitted
from the emergency department had a
true ‘initial’ blood gas in the emergency
department. The critical reader does not
know what the PaO2 levels were from the
time of ROSC to the delayed time point in
the ICU, and patients may have been falsely
categorized as hyperoxic or hypoxic.
The choice of survival to hospital discharge
as the primary outcome may also not be the
most clinically relevant outcome despite
its convenience and ease of measure.
One could argue that clinicians care more
about improving longer term outcomes
for patients including functional status at a

given time post hospital discharge than inhospital mortality.
Finally, these results may not be
generalizable to emergency department
patients. Most of the patients included in
the study were already hospital inpatients
before admission to the ICU (rather
than admissions from the emergency
department) and may well represent a
different study population. In addition,
patients who underwent cardiac arrest and
ROSC in the emergency department but
did not survive to ICU admission were not
included in the database, also potentially
skewing the mortality data.
Does this change clinical practice?
This study illuminates another possible
factor in the management of patients
with cardiac arrest and ROSC that may
improve patient outcomes. Despite this,
the study design as well as the lack of
previous corroborating evidence limits
the conclusions of the study. Avoiding
hyperoxia in patients following cardiac
arrest and ROSC is not an evidence-based
practice at this time, and further additional
studies need to be conducted before
clinical practice is changed. 
Reference
Kilgannon, J.H. et al. Association Between
Arterial Hyperoxia Following Resuscitation
From Cardiac Arrest and In-Hospital Mortality.
JAMA 2010;313:2165-2171.

Table 1: Primary Outcome
Hyperoxia
(PaO2 > 300)

Hypoxia
(PaO2 <60)

Normoxia
(all others)

Percent in-hospital death

63%

57%

45%

95% Confidence interval

60-66%

56-59%

43-48%

Patient’s PaO2 Level
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Bouncebacks!
The case of a 71-year-old
man with back pain
T

hough it is easy to predict the usual etiology of common complaints by “playing the odds,”
we also need to include life-threatening causes in our differential. In law, we are innocent
until proven guilty. In medicine, we are required to prove certain diseases are not occurring
— we are, in a sense, guilty until proven innocent. A 50-year-old man with chest pain and
diaphoresis has an MI until proven otherwise. A 22-year-old woman with lower abdominal
pain has an ectopic pregnancy until proven otherwise...we can’t afford to be usually right.

Michael Weinstock, MD
Clinical Associate Professor of Emergency
Medicine The Ohio State University College of
Medicine Director of Medical Education and ED
Mt. Carmel St. Ann’s Emergency Dept.
Columbus, OH

Emilie Cobert, MD, MPH
University of Maryland
Baltimore, MD

Our case this month involves a patient with back pain. He does have reproducible back pain
with palpation, but we will blow the surprise — his bounceback diagnosis is not lumbosacral
strain. One approach to this patient is the front door/back door technique; after inquiring about
his back pain symptoms (exacerbators, relievers, history of, etc.) inquire about symptoms
caused by life-threatening etiologies.
Put another way, a ROS directed to life-threatening problems will go a long way toward
identifying these diagnosis. As you read the documentation below, see how many risk
management problems you can find. We detail the six most glaring examples.
A word of caution: Though serious problems need to be considered with all emergency
department patients, extraneous testing does not need to be reflexively performed. Sometimes,
constipation is just constipation…
Initial Visit
Chief complaint (at 20:36): Back pain

Vital signs
Time

Temp (F)

Pulse

Resp

Syst

Diast

Pos.

20:48

97.1(oral)

72

20

140

80

L

71

16

113

67

S

00:11

O2 sat

O2%

Pain scale
6

98

RA

2

History of present illness (at 21:09): 71yo WM with h/o HTN reports was watching the
game and it had just started overtime when felt a spasm and pain in left lower back. Denies
any twisting/turning/lifting/trauma to the back. Reports lay down on the hard floor to help
the pain, took two advil from his wife and placed a cool cloth on the back. Still with spasm
and unable to get up off the floor, so called 911 for assistance to emergency department.
Denies any known recent back injury. No prior illness. No cough/rhinorrhea/chest pain/
ear ache/sore throat/dysuria/hematuria/urinary incontinence/numbness or tingling down
extremities/bowel or bladder dysfunction/weakness in legs. Denies chest pain/abd. p., fever.
Past medical history/triage
Triage nurse: Pain started spontaneously while at home watching TV. Pain is a stabbing,
pressure in the left lower back that does not radiate. Denies trauma. Denies pain, or burning
with urination.

Medication, common allergies: Morphine (nausea)
Current meds: Prinivil
PMH: Hypertension, kidney stones
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PSH: Lobectomy for TB in the 1960’s
Exam (at 21:10)
General: Alert and oriented X3, wellappearing WM in no acute distress; lying
flat on his back on the bed; unable to sit
upright, but can roll over on his side
Head: Normocephalic; atraumatic.
Resp: Normal chest excursion with
respiration; breath sounds clear and equal
bilaterally; no wheezes, rhonchi, or rales
Card: Regular rhythm, without murmurs,
rub or gallop
Abd: Non-distended; Patient has some
tenderness to palpation in left upper
quadrant without guarding or rebound
Back: No c/t/l midline tenderness;
+tenderness to palpation over left
paraspinous area in lumbar region

of lower left side and upper left side.
Still with some muscle spasm in the
lower back, but able to walk and desires
to go home. Counseled patient to return
immediately for worsening abdominal
pain, fevers, etc.
Diagnosis: Spasm – muscle, back
Disposition: The patient was discharged
to Home ambulatory. Follow-up with
primary care physician in 2 days.
Prescriptions: Vicodin 5mg twenty (20).
Take one-two by mouth every four-six
hours as needed. Released from the
emergency department at 00:19.
Discussion of documentation and
risk management issues
Error 1: Abdominal pain was mentioned
in progress note but not discussed in HPI

Orders
At 21:00: Demerol 50 mg IVP, Phenergan
12.5 mg IVP, .9NS – 1L bolus

Discussion: This may seem a minor point,
but concomitant abdominal and back pain
in a 71-year-old significantly changes
the differential diagnosis. There are
many entities that cause both abdominal
and back pain including pancreatitis,
peptic ulcer disease, aortic aneurysm,
ureterolithiasis, pyelonephritis, mass, and
diverticulitis. The HPI states patient denies
abdominal pain, but should be readdressed
after it is elicited on physical exam.

At 23:39: Vicodin 2 PO, Vicodin 2 PO to
go

Teaching point: The physician’s note
needs to be consistent.

Results (Reviewed at 21:58):

Error 2: The patient required a significant
amount of pain medication possibly
indicating a more serious underlying
etiology of his pain.
Discussion: He initially received IV
narcotics and then additional PO narcotics.
Incidentally, these were ordered at the
same time that the progress note said he
had improved. This makes the progress
note unbelievable. If he was feeling
so much better, then why did he require
Vicodin on top of Demerol?

Ext: 5/5 strength DF/PF at ankles/IS/HS/
quads; nl sensation to light touch; patellar
DTR’s 2+ and symmetric bilaterally; neg
SLR bilaterally; 2+ DP pulses bilaterally
Skin: Normal for age and race; warm and
dry; no apparent lesions

Test
WBC
HGB
PLT
NA
K
CL
CO2
BUN
CREAT

Value
15.3
13.2
175
135
5.1
102
26
22
1.3

Units
K/uL
G/DL
K/uL
MMOL/L
MMOL/L
MMOL/L
MMOL/L
MG/DL
MG/DL

Ref. Range
4.6-10.2
13.5-17.5
142-424
135-144
3.5-5.1
98-107
22-29
7-18
0.6-1.3

LFT’s amylase/lipase: WNL
Urine dipstick: Protein; Results: Trace
Progress notes (at 23:39): Abdominal
exam benign with palpation although
reports that abdomen sore with palpation

Teaching point: In a 71-year-old man
without a prior history of back pain,
repeated doses of narcotic meds is a red
flag for more serious illness.

Error 3: Overreliance on normal urine
Discussion: The urine does not show
blood in 20-25% of patients with
ureterolithiasis/kidney stones. In a
retrospective study by Luchs et al. (2002),
urinalysis had a sensitivity and specificity
for ureterolithiasis of 84% and 51%,
respectively, while the false positive rate
was 20%.
In other words, 20% of patients with
a positive urinalysis for blood had
alternative diagnoses (e.g. diverticulosis,
pyelonehpritis) rather than ureterolithiasis.
The urine may also show blood with a
ruptured aortic aneurysm.
A retrospective study by Pomper et al.
(1995) in a New York hospital showed an
87% incidence of hematuria in ruptured
abdominal aortic aneurysm and that the
presence of gross hematuria caused a
statistically significant delay in diagnosing
a ruptured aortic aneurysm. The lesson
learned is that a normal urine result should
not lead the doctor astray from a deadly
diagnosis.
Teaching point: A test with low
specificity and sensitivity should be
interpreted with caution.
Error 4: Elevated WBC count was not
addressed.
Discussion: It is not uncommon to
shotgun lab work on patients when we
know something is wrong, but are not yet
sure what it is. This can work against the
clinician especially with nonspecific tests
such as a D-dimer in a pregnant patient,
ESR in a swollen knee, or white blood cell
count in almost anyone!
Leukocytosis is a marker of systemic
inflammation or infection; with this
patient, it provided little diagnostic
guidance. There is utility in trending white
blood cell counts and this is often a tool of
our internists. The EM physician does not
have this luxury.
continued on page 32
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continued from page 31
In the words of a great teacher and
mentor, the white blood cell count is the
biomarker of the “intellectually destitute.”
Shotgun labwork may feel good when
used in a crunch, but unanticipated
abnormalities can pose disposition and
legal challenges.
Teaching point: If you are going to
order a CBC on a back strain patient, be
prepared to deal with abnormal results.
Error 5: Diagnosis is not consistent with
symptoms
Discussion: Why would a 71-year-old
man without a prior history of back pain
suddenly have a spasm so severe it causes
him to call the paramedics? An 18-yearold lifting a refrigerator who has sudden
onset of back pain likely has a back
spasm. A 71-year-old may as well, but this
diagnosis can only be made after more
serious causes have been excluded.
Our patient had no mechanism for his
pain; it started as he was watching TV
and was so severe it brought him to
the floor. After he had received two
doses of narcotic pain medications,
he stood up, said he felt better, and
wanted to go home. A physician needs
to consider serious disease even if the
patient attempts to talk them out of this
possibility. Patients can often fool their
physician, but not their anatomy.
Teaching point: The onus is on the
physician to exclude life-threatening
etiologies of symptoms.
Error 6: Second blood pressure was not
addressed.
Discussion: Our patient had repeat vital
signs done at 00:11 – after the progress
note of his improvement was written and
presumably prior to discharge. Note the
difference in the blood pressure from
140/80 to 113/67 in an elderly man with a
history of hypertension. Was the physician
made aware of this new and lower blood
pressure? There is no physician/RN
comment on the chart about this vital
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sign, which may have been in fact vital
as a hint of his more serious underlying
disease process.

 Hospital course: The patient makes
good recovery and leaves the hospital
in good condition.

While the second blood pressure in
isolation may not be abnormal, it is the
evolution of his blood pressures that
raises a red flag. Could this have been
the beginning of his slippery downward
slope? How about a third to break the tie?

Discussion of ruptured aortic
aneurysm and risk management
principles
This patient presented initially as do
many patients with ruptured abdominal
aortic aneurysm (AAA); he had atypical
symptoms that were easily attributed
to another disease entity. The triad of
ruptured AAA – hypotension, back pain,
and pulsatile abdominal mass – is present
in less than half of patients with this
entity. Almost a quarter of patients with
ruptured AAA are historically initially
misdiagnosed with renal colic.

Teaching point: Always address
abnormal vital signs.
Bounceback visit – emergency
department 2 days later
 Shortly after 8PM, while sitting on the
toilet, the patient has sudden onset of
abdominal pain radiating to the back.
He calls his PCP, who does not return
the call, so the wife calls the squad.
 When paramedics have the patient
stand up to transfer to the cart, he has
a syncopal episode.
 21:09: Presents per squad. Chief
complaint of abdominal pain. Pulse
122, BP 96/49, O2 sat 100%.
 21:13: Physician documentation:
Severe abdominal and back pain. Has
associated shortness of breath. No
chest pain, blood in urine or stool.
 Physical exam: The abdomen does
have voluntary guarding and it is
moderately distended. He does have
a pulsatile mass palpated in the left
side of the abdomen. Femoral pulses
both present but slightly decreased.
Palpebral conjunctiva pale. Skin is
moist. His mental status is alert and
oriented, although he keeps closing
his eyes during the history.
 21:16: Empiric diagnosis of ruptured
aortic aneurysm. Vascular surgeon is
paged and immediately calls back.
Agrees to come in immediately for
emergency surgery
 21:27: Systolic BP decreases to 80. Hb
returns at 6.5. Patient is taken to surgery
where a ruptured aortic aneurysm is
found. Surgery includes aorto-bi-iliac
bypass with reimplantation of inferior
mesenteric artery.

The incidence of AAA is 1% in men
over the age of 65, and it’s the cause
of death in 15,000 patients per year.
Most asymptomatic aneurysms are
found incidentally on a CT or US of
the abdomen. Frequent presenting
symptoms in patients with AAA are
syncope, abdominal pain, hypotension,
back pain, or sudden death. Risk factors
include hypertension, tobacco use, and
age. If diagnosis is delayed until rupture,
mortality climbs to 75%.
Physical examination can be misleading.
Peripheral pulses may be normal, even
in cases of rupture. Cullen (periumbilical
ecchymosis) and Grey Turner’s signs (flank
ecchymosis) indicating retroperitoneal
hematoma only rarely occur. Pulsatile
abdominal mass in unreliable.
The diagnosis in an unstable, hypotensive
patient is clinical, as occurred when our
patient returned. He was taken to the OR
with a diagnosis based on symptoms and
physical exam findings.
If he had been taken to CT while so
unstable, he likely would have “crashed”
there (the circle of death) and the
outcome may have been different. Labs
with acute rupture will be normal. Our
patient had anemia when he returned,
probably because he had already ruptured

Call for 2011
EMRA Fall Award
Nominations
t’s time to nominate yourself or a
colleague for an EMRA Award. Visit
the Website for application instructions.
Deadline for submission is August 15.
Awards will be presented at the EMRA
Award Reception during ACEP’s
Scientific Assembly in San Francisco,
CA, Saturday, October 15, 2011.

I

at the initial visit. CT is almost 100%
accurate. US is good at determining if
there is an aneurysm. Plain film may show
calcifications indicating AAA, but a normal
image in no way excludes the diagnosis.
In 1994 Michael Kefer published a study in
the Annals of Emergency Medicine entitled
Death after discharge from the emergency
department. The endpoint was death within
seven days of emergency department visit.
He found nine patients who had been
discharged and subsequently died from a
medical error; interestingly three of the nine
died from ruptured AAA. The lesson from
this study – as well as today’s case – is that
unless a specific life threatening entity is
considered in the differential diagnosis, it
will not be found.
Risk management principles with
first visit
The main lesson to learn from today’s case
is, when faced with an unusual presentation
in a patient with risk factors for a potential
life-threatening illness, this disease needs
to be excluded. Our patient was an elderly
man with atraumatic back pain. He had no
mechanism for a back strain/spasm and had
an unusual presentation – he was sitting in
a chair watching TV when his pain started.
He did have some pain with palpation of
the back, but the physical exam was not
definitive evidence that a more serious
etiology was occurring. Abdominal pain
was mentioned, but not adequately pursued.

In addition, he had two significant risk
factors for AAA: Age and hypertension.
It is rare for a 71-year-old, a member of
America’s “greatest generation” to present
to the emergency department with the first
episode of back pain in his life.

Common illnesses occur commonly,
but rare disease always needs to be
considered. 
Suggested readings/references
1. Venkatasubramaniam AK et al: The value
of abdominal examination in the diagnosis
of abdominal aortic aneurysm. Eur J Vasc
Endovasc Surg. 2004 Jan;27(1):56-60.
2. Niemann, J. T. The Accuracy of Physical
Examination to Detect Abdominal Aortic
Aneurysm. Annals of Emergency Medicine,
2001, 37:3
3. Norman, P. E. et al: Population based
randomized controlled trial on impact of
screening on mortality from abdominal
aortic aneurysm. BMJ. 2004 November 27;
329(7477): 1259.
4. Rogers RL, McCormack R: Aortic
disasters. Emergency Medicine Clinics of
North America. 2004 Nov;22(4):887-908.

Augustine D’Orta Award
Bestowed upon a resident physician
who demonstrates outstanding
community-minded, grass-roots oriented
political involvement in health policy or
community issues.

Excellence in Teaching Award
Given to an outstanding faculty member
who has served as a unique role model
for residents.

Joseph F. Waeckerle
Founder’s Award
Honoring a physician who has made an
extra-ordinary, lasting contribution to the
success of EMRA.

Clinical Excellence Award

5. Prisant LM, Mondy JS 3rd: Abdominal
aortic aneurysm. Journal of Clinical
Hypertension (Greenwich). 2004
Feb;6(2):85-9.

Recognizes a resident who has done
outstanding work in the clinical aspect
of emergency medicine.

6. Salen P, Melanson S, Buro D: ED
screening to identify abdominal aortic
aneurysms in asymptomatic geriatric
patients. Am J Emerg Med. 2003
Mar;21(2):133-5.

Promoting the involvement of emergency
medicine residents in community service
and other activities that supports the
specialty of emergency medicine.

7. Luchs, JS et al: Utility of hematuria testing
in patients with suspected renal colic:
correlation with unenhanced helical CT
results. Urology. 2002 June; 59(839-842).

This award recognizes an EMRA
alumnus who has demonstrated
exceptional service as a mentor for
medical students and/or residents in
Emergency Medicine. The dedicated
recipient is an outstanding role model for
future emergency physicians.

8. Pomper SR et al. Hematuria associated
with ruptured abdominal aortic aneurysms.
International Surgery. 1995. Jul-Sep;
80(3):261-3.
9. Kefer MP, Hargarten SW, Jentzen J.
Death after discharge from the
emergency department. Ann Emerg Med.
1994;24:1102–1107

All cases are detailed in the book; Bouncebacks! Emergency Department
Cases: ED returns, which includes case-by-case risk management
commentary by Gregory L. Henry, past president of The American College
of Emergency Physicians (ACEP) and discussions by nationally recognized
experts. (2006, Anadem Publishing, www.anadem.com, also available at
acep.org and amazon.com).

Local Action Grant

EMRA Mentorship Award

Leadership Excellence Award
Presented to a resident who has
demonstrated outstanding leadership
ability.

EMRA Travel Scholarship to
Scientific Assembly
These $500 scholarships assist a
resident or student member of EMRA in
the costs associated with attendance
of Scientific Assembly. Up to three
applicants may be chosen based on
financial need and academic pursuit.

For more information, visit www.emra.org.
June/July 2011

33

GUEST FEATURE
Safi Madain, DO
Louisiana State University
Baton Rouge. LA
(pictured)

Anoop Singh, MD
Assistant Clinical Professor
Louisiana State University
Baton Rouge, LA
(not pictured)

A review of sutures in the
emergency department

“Je le pansai, Dieu le guérit” (“I dressed him, and God healed him.”)
—Ambroise Paré 16th century

A

mbroise Pare is considered one of the
pioneers of modern surgery, but the
uses of sutures even predate him by several
thousand years. The ancient Egyptians were
known to have used sutures as far back
as 3000 BC; the oldest known suture was
found on the abdomen of a mummy dated
back to 1100 BC.1 Materials such as plant
fibers, linen, bark, and parchment were
used. Even the pincers from large ants were
used to hold wounds together by South
American Indians.2 Fortunately, today the
advancement of medicine and science has
given us a wide selection of sterile, effective
sutures for almost any wound that is
encountered in the emergency department.
This is a review of some the common
sutures that we encounter in the
emergency department, their properties,
and their recommended uses. Hopefully
at the end of the article, you will have a
better understanding as to why certain
wound locations, depth, and a patient’s
social situation, warrants one suture
over another.
The key function of a suture is to
maintain wound closure and to support
healing during period of greatest
vulnerability.2 Sutures are the most
time intensive of all closure materials,
but they provide the strongest closure.
They are most often separated into
two categories: non-absorbable and
absorbable. By definition, non-absorbable
sutures preserve their tensile strength
for 60 days, while absorbable lost most
of their tensile strength within 60 days.3
As always, regardless of the wound and
suture selected, all patients require a
thorough history including PMH, tetanus
status, and allergies, not just to meds, but
also to latex and adhesives. All wounds
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must also be thoroughly inspected for
foreign bodies and irrigated with saline
or water not only to remove matter, but
to also decrease bacterial concentrations.
This allows for a reduction in the risk of
infection after the repair4.
An understanding of wound healing and
suture terminology other than its ability
to be absorbed is often overlooked in the
emergency department. It is important
to understand the interaction of suture
materials with human tissue healing.
Wound healing is divided into several
chronologic categories: day zero-day five
is labeled the lag phase, where the wound
is dependent on the sutures to maintain
closure, day five-day 14 is the fibroplasia
phase where there is a significant gain in
wound strength, and day 14 to resolution
of healing where there is continuous
remodeling. At complete resolution, the
wound never gains more than approx 80
degree of its original tensile strength.5
Tensile strength is defined as the
maximum load that a material can support
without fracture when being stretched,
divided by the original cross-sectional
area of the material. Suture size affects the
tensile strength and is stated numerically
by the number of zeros. The greater the
number of zeros, the smaller the suture,
thus the less tensile strength a suture
will have. When choosing the size of a
suture, the emergency physician should
use the smallest diameter suture that will
adequately hold the wound.6 This will
allow for the best cosmetic outcome.
Sutures are also categorized by the number
of strands of which they encompass. There
are monofilament sutures which are
single stranded, encounter less resistance,
and more readily withstand the harboring

of bacteria.6 Multifilament sutures are
braided or twisted, are less difficult to
handle and tie, but can potentially serve as
seeding sites for bacteria and thus have the
potential for higher infection rates.7 Coated
multifilamentous sutures are best suited for
intestinal procedures.6
The most likely attribute that an
emergency physician will take into
consideration is whether a suture is
absorbable or non-absorbable. The
reason is that a suture’s degradation or
lack thereof accounts for the length of
time a suture is needed to keep a wound
together before the fibroplastic phase,
where a suture may be placed, and more
importantly, when a patient is required
to follow up with his or her PCP. The
following list of sutures will be grouped by
absorbable vs non-absorbable, will include
tensile strength, tissue reactivity, and
recommended uses.
Absorbable
Surgical gut, or cat gut, is an organic
suture that is constructed from collagen
from beef or sheep intestine.6 It is
hypothesized that the term “cat gut” is
derived from cattle gut and not from cats.
It comes in plain or chromic and has
moderate tissue reactivity.3 Chromic cat
gut is treated with chromic salts which
help it retain its tensile strength for twothree weeks in most tissue.2 It is more
readily absorbed in the oral mucosa,
thus tensile strength in the oral cavity is
approximately 10-14 days7 and is optimal
for oral mucosal repairs. A newer form
of fast absorbing cat gut may be used in
epidermal closures where tensile strength
is needed for approximately five to severn
days such as facial lacerations or in
children where areas of suture or staple

Suture
Chromic Gut
Fast Absorbing Gut
Poliglecaprone 25 (Monocryl)
Polyglactin 910 (Vicryl)
Polyglactin 910 (Vicryl Rapide)
Polydiaxonone (PDS)
Nylon (Dermalon or Ethilon)

Type
Absorbable
Absorbable
Absorbable
Absorbable
Absorbable
Absorbable
Nonabsorbable

Polypropelene (Prolene)

Nonabsorbable

Dermabond

Tensile Strength
2-3 weeks
5-7 days
2 weeks
25% at 4 weeks
Lost by two weeks
50% at 4 weeks

Tissue Reactivity
Moderate
Moderate
Minimal
Minimal
Minimal
Minimal
Minimal

Least
Achieves 7 day tissue
strength in 3 minutes

None

Recommended Uses/Clinical Pearls
Not commonly used in the ED
Consider using in facial lacerations, intraoral, under casts
High tension areas
Subcutaneous, galea, intraoral
Consider in areas where rapid absorption is beneficial
Difficult to handle, costs 14% more than Vicryl
Skin closure, soft tissue approximation. Due to memory,
consider tying 3-4 knots. May also require loose knots to
accommodate swelling.
Stretches to accommodate swelling. Good for contaminated
or infected wounds. Comes in blue for easy identification
Never over joints, within wounds, or within wound margins.
Adapted from deLemos (7); Ethicon (6); and Tintinalli (3)

removal may be difficult or painful. The
tensile strength of fast absorbing cat
gut is less than plain or chromic and the
emergency physician must be aware of
this during knot tying.7 Fast absorbing cat
gut may also be used in episiotomy repair
and lacerations under casts.6
Poliglecaprone 25, sold under the trade
name Monocryl, is a monofilament suture
with minimal tissue reactivity.3 It features
superior pliability for easy handling and
tying and comes dyed or undyed. It retains
high suture strength for approximately two
weeks and is recommended in areas of
high tension. It is optimal for subcuticular6
and deep subcutaneous approximation3
including facial lacerations.7 Monocryl
Plus is an antibacterial coated suture to
help decrease infection rates.
Polyglactin 910, which came to the
market in 1974 under the name Vicryl, is a
minimally reactive, braided suture which
retains 25 percent of its tensile strength
at approximately four weeks.6 Due to its
tensile strength retention and minimal
tissue reactivity, it is an ideal choice for
subcutaneous repairs.7 Coated Vicryl
Plus offers protection against pathogens
that are commonly found in surgical site
infections including MRSA and MRSE.
Vicryl Rapide is a newer version with the
same properties as Vicryl but has a faster
absorption rate of approximately 10-14
days. Vicryl Rapide is optimal for wound
closures in which rapid absorption may be
beneficial or under casts.6
Area
Face

Polydiaxonone, introduced to the market
in 1982 as PDS5, is a monofilament with
slight tissue reactivity.3 It retains most of
its tensile strength at five weeks. Due to its
intrinsic stiffness, PDS is usually not the
best choice in the emergency department
due to its difficult handling and the time
constraints in the emergency department.
It also costs approximately 14 percent
more than Vicryl.7
Nonabsorbable
Nylon, marketed as Ethilon or Dermalon,
is the first synthetic suture introduce.2 It
is a minimally reactive monofilament.3
It has high tensile strength and is easily
handled.6 The only minor drawback
of nylon sutures is a property called
“memory” which is defined as the
“tendency to return to its original state.”6
Thus, three-four throws are needed to
secure knots in place. Ethilon’s main role
in the emergency department is for skin
closure. If the physician is anticipating
soft tissue edema, Ethilon may not be
the optimal choice because it may not
accommodate the swelling. Another
approach is to loosely tie the knots.

Polypropylene is a plastic suture marketed
as Prolene. It has the least amount of
tissue reactivity with a very high tensile
strength.3 The advantage of Prolene is its
ability to stretch and accommodate soft
tissue swelling. It also comes in blue,
which makes it an excellent choice for
wounds located in areas surrounded by
dark colored hair. It will require four-five

Recommended Suture(s)
Suture Removal Time
interrupted 6.0 fast absorbing cat gut; 6.0 Ethilon may be
3-5 days
substituted; running subcuticular Prolene also acceptable
Scalp
interrupted 4.0/5.0 Ethilon or Prolene, galea to be closed with
7 days
4.0/5.0 Vicryl. Staples also acceptable for skin (not galea)
Mouth
5.0 chromic gut, fast absorbing gut, or Vicryl
N/A
Hand/Fingers 5.0 Ethilon/Prolene interrupted or horizontal mattress
8-10 days
Extremities
Vicryl to close subcutaneous layers, 3.0-5.0 Ethilon or Prolene
Forearm 10-14 days;
for skin closure; mattress suture if under tension
Leg 8-12 days; Foot 10-12 days
Trunk
Vicryl to close subcutaneous layers, 3.0-5.0 Ethilon or Prolene
Chest 8-10 days;
for skin closure
Back 10-14 days
Adapted from Capellan, Hollander (8) and Pepid LLC Medical Information Resources (9)

knots for security due to its “slippery”
surface.7 This can make it an acceptable
choice for a running subcuticular suture.
Prolene is also recommended for use in
contaminated or infected wounds.6
Tissue adhesives
Two-octyl cyanoacrylate, also known as
Dermabond, is a topical tissue adhesive
used to close easily approximated skin
edges.6 Dermabond application is quicker
than suture placement, usually requires no
anesthesia, and does not require wound
follow up.4 Seven day tissue strength
is achieved in less than three minutes.6
In scalp lacerations, Dermabond is an
excellent choice for the hair apposition
technique where it has been found to have
a decrease in scarring, adverse outcomes,
and is cheaper than suturing.4 Dermabond
should not be placed within the wound or
between wound margins, it can be used in
higher tension areas only if subcutaneous or
subcuticular sutures are in place, and never
over joints. Excess can also be removed with
antibiotic ointment or petroleum jelly.8 
Resources
1.

2.

3.

4.

5.

6.
7.
8.

9.

B. Braun Melsungen Medical Corporation 2010.
Retrieved on April 19, 2010 from http://www.
sutures-bbraun.com/index.cfm?B99330432A5A
E626642C24642369CCA0
Moy RL, Waldman B, Hein DW. A review of
sutures and suturing techniques. J Dermatol Surg
Oncol. 1992 Sept; 18(9): 785-795.
Tintinalli J, Kelen G, Stapczynski S. Emergency
Medicine: A Comprehensive Study Guide. The
Mcgraw Hill Companies, Inc. 2004
Forsch RT. Essentials of Skin Laceration Repair.
American Family Physician. 2008 Oct; 78(8):
945-951.
Lober CW, Fenske NA. Suture Materials for
Closing the Skin and Subcutaneous Tissues. Aesthetic Plastic Surgery. 1986; 10: 245-247.
Ethicon wound closure manual. Ethicon, Inc.
2007
deLemos D, Stack AM, Wiley JF. Closure of skin
wounds with sutures. UpToDate. 2010
Capellan O, Hollander JE. Management of lacerations in the emergency department. Emerg
Med Clin North Am. 2003 Feb; 21(1):205-231
Pepid ED Platinum. Pepid LLC Medical Information Resources. 2010
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Coffee versus tea
A comparison of residency training in the
U.S. versus the UK: An insider’s perspective

T

he first history I ever took was from
a wee Scottish man, while I studied
medicine at the University of Edinburgh.
Leaving the whisky behind, I drifted down
south to the bright lights of London and
completed my first two years of training.
Now as an emergency medicine resident
on the south side of Chicago, I transition
from tea to coffee.

Bhakti Hansoti, MD
EMRA International Committee Chair
University of Chicago Hospital
Chicago, IL

“Further
examination
reveals that the
two countries are
indeed ‘divided
by a common
language,’ and I am
not just referring
to the name: A&E
(Accident and
Emergency) versus
ER (Emergency
Room)!”
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The United Kingdom (UK) and the United
States (US) are fundamentally similar
in their perception and utilization of the
emergency department and the role of the
emergency physician. Further examination
reveals that the two countries are indeed
‘‘divided by a common language,’’ and I
am not just referring to the name: A&E
(Accident and Emergency) versus ER
(Emergency Room)! Here, I attempt
to compare resident education in both
countries in the context of transatlantic
differences in training organization and
emergency health care systems.
As we all know, emergency medicine
is a relatively young specialty. In 1968,
a group of eight US physicians formed
the American College of Emergency
Physicians (ACEP), the goal of which
was to provide quality emergency care by
education, structure, and standards for the
new “emergency physicians.”1 In the US,
Emergency Medicine is a well-established,
academically-competitive specialty.
2
However, emergency medicine in the UK
predates this development. It was 1952
when Mr. Maurice Ellis (surgeons go
by Mr. in the UK) was appointed as the
first consultant in emergency medicine in
the UK at Leeds General Infirmary. Mr.

Maurice Ellis also holds the distinction of
being the first president of the Casualty
Surgeons Association, which was
established in 1967.3
In both countries, the function of the
emergency department is similar—to
stabilize the acutely ill, to triage patients
and provide a safety net for patients with
primary care issues. That being said, the
concept of emergency medicine in the
UK is very different from its European
neighbors. The “Franco-German model”
places the clinical entity of emergency
medicine exclusively in the prehospital
setting. Inside the hospital, emergency
medicine is considered an interdisciplinary
activity that does not require specialty
status. Barring a few exceptions and the
UK, the equivalent of an US emergency
department does not exist in these other
European nations.4
Although there are significant differences
in the perception of emergency medicine
and system organization as mentioned,
the patient population and emergency
department workload in several studies
have been shown to be remarkably similar.5
It is, however, important to mention
that the complicated issue of healthcare
payment in the United States, along with
legalization of firearms, does have an
effect on the pathology experienced. The
abundance of primary care providers
in the UK increases the likelihood of
direct hospital admissions that bypass the
emergency department, and is effective in
identifying medical conditions before they
become emergencies. In contrast, there
is an increasing amount of primary care

provided in emergency departments across
the United States, which may decrease
the average overall acuity of patient
encounters.6 However, the lack of early
intervention can contribute to the severity
of illness seen.
There is also a substantial difference in
the physician involvement in prehospital
medical care. In the US, the involvement
of emergency physicians in Emergency
Medical Services (EMS) has been crucial
to the development of this field and its
innovative research.7 This is evidenced
by ABEM approving the latest official
subspecialty of emergency medicine,
creating an EMS/prehospital fellowship. The
UK hosted some of the earliest initiatives
involving doctors in prehospital care and
developed the field provision of advanced
life support skills. The county of Derby
introduced an accident flying squad as
early as 1955.8 Medical involvement in
prehospital care in the UK, however, has
seen little development since and largely
exists on a voluntary and informal basis.9
Prehospital care is a crucial part of any
emergency physician’s training, and the
incorporation of this into US residency
programs is a boon to the next generation of
physicians and prehospital providers.
Emergency medicine training in the UK
and US are structured in very different
ways. Emergency medicine residencies
in the US can be three or four years in
length, depending on the institution. As
practice niches develop, a number of
fellowships are available for emergency
medicine graduates, including prehospital
medicine (emergency medical services),
research, toxicology, global health,
palliative care, hyperbaric medicine,
sports medicine, ultrasound, pediatric
emergency medicine, critical care. In
the UK, emergency medicine trainees

enter specialty training after five years
of medical school and two years of
foundation training. Foundation training
is compulsory for all medical school
graduates, and structurally is equivalent
to intern/resident year in the US. Trainees
split their time equally between medical
and surgical specialties, the aim of which
is to give a broad overview of practicing in
different fields while gaining competency
in core clinical skills. Those wishing to
pursue a career in emergency medicine
must then complete a two-year core
training program (Acute Care Common
Stem), during which doctors train in
anesthesia, acute medicine, intensive care,
and emergency medicine.10 Following that,
a third year finds the trainee learning about
emergency medicine with a pediatric and
musculoskeletal focus.
Additionally, UK trainees must pass the
Membership of the College of Emergency
Medicine (MCEM) examination, the
equivalent of the US inservice training
exam. Trainees will then go onto
further specialist training which lasts an
additional three years. Completion of
clinical training is followed by the final
examination, namely the Fellowship of the
College of Emergency Medicine (FCEM)
must be passed (equivalent to the boards
ABEM written certification exam). Upon
completion of training, the physician will
be eligible for entry to the GMC Specialist
Register, and allowed to apply for a post
as a Consultant in Emergency Medicine.
Add it all up, and emergency medicine
residency training after medical school in
the UK totals eight years. This discrepancy
in post graduate training years translates to
extra clinical experience with the average
American trainee seeing 4,500 patients in
training, compared to 12,000 in the UK. A
similar discrepancies is likely to translate

to procedural experience although exact
figures have not been extrapolated. It is
important to highlight that although post
graduate training is significantly longer in
the UK, residents there are not required to
complete an undergraduate degree prior
to attending medical school. Thus, the
average age at completion of training in
both countries is around 30 years old.
Supervision is a key component of
resident training. In the US, the emergency
department is staffed 24 hours a day with
a consultant-level physician who works
in the department and provides real time
support and education to the residents. The
largest obstacle in the UK is to overcome
a lack of this supervision from senior
medical staff, including consultants. Since
supervision from attending level physicians
is such a problem, this responsibility has
fallen on the registrars and staff grade
doctors.11 Although independence later in
training is beneficial in the development of
autonomous practice patterns, early on it
provides a potentially detrimental amount
of informal education.
Several more features of training are
similar between countries. The core
educational curricula boast comparable
out-of-department critical care training
(anesthesia, acute medicine, intensive
care, and trauma surgery) in the earlier
years. As the trainees progress, a greater
amount of time is spent in the emergency
department. A vast majority of training
programs in both countries spend time
in more than one institution, allowing
residents to experience diverse clinical
environments. Didactic curricula in
both systems do not differ greatly, with
universal requirements for weekly
protected conference time, journal clubs,
and peer review.12
continued on page 38
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NOW AVAILABLE
AS YOUR FAVORITE

For Palm OS
Pocket PC/Windows Mobile
Apple iPhone/iPod touch
Android and Blackberry platforms
With convenient search feature and
everything you’ve come to love
about the printed guide
including the Antibiogram.

ORDERING INSTRUCTIONS
Palm/Pocket PC
visit the bookstore on
www.emra.org
to download a trial version
and purchase a registration code.
iPhone, Android & Blackberry
visit your provider’s
application store and
download directly to your device.

continued from page 37

In recent years, regulatory bodies in both
countries have made strides to decrease
duty hours. In the UK, the European
Working Time Directive was made law
in 1993; this led to a reduction of duty
hours to 48 hours per week in 2009.13 The
objective of this directive was to increase
health and safety in our workplace.
Although decreased duty hours do help
decrease a trainees mental anguish, the
training system in the UK may negate
this positive effect. A study by Whitely
et al in 1994 showed that physicians in
the UK reported significantly higher
levels of stress and depression than their
colleagues in the US, Australia and Asia.14
The hypothesis was that senior registrars,
who are still in training, are overwhelmed
as they are expected to teach, conduct
research, and acquire management skills
so that they can obtain highly desirable
consultant appointments.
Luckily, my transition to the US system
has not substantially prolonged my
training. I do feel strongly that as long as I
develop a taste for bagels and can give up
crumpets, I will not be adversely affected.
As the US continues to alter work hour
restrictions, it will be interesting to see
the effect on length of training, financial
concerns, and the undergraduate training
model. The advancement of emergency
medicine in the US is exciting for those
who would like to pursue an academic
career, without the logistical and service
constraints of the National Health Service.
Other than my alternative definition of
what football really is and the resulting
confusion while taking a sports-related
history, my experience leads me to believe
that both systems adequately prepare
trainees to be competent emergency
physicians. 
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EMRA would like to thank the following Emergency Medicine
Residency Programs and ACEP Chapters for meeting the
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2011 Leadership & Advocacy
Conference Chair’s Challenge!
Albert Einstein Medical Center
Allegheny General Hospital
Brown Emergency Medicine
Charleston Area Medical Center
Christiana Care Health System
Drexel University
Emergency Medicine Physicians
of Tulsa
Emory University
Georgetown University/Washington
Hospital
Harbor-UCLA Medical Center
Henry Ford Hospital
Indiana University
Johns Hopkins Hospital
Medical University of South Carolina
Mount Sinai Medical Center
North Shore University – LIJ
Oregon Health Sciences
Orlando Regional Medical Center
St. Joseph Mercy Hospital
St. Mary Mercy Hospital
SUNY Upstate Medical University
UNC Hospitals
University of California – Davis
University of Chicago
University of Florida – Gainesville
University of Iowa
University of Kentucky
University of Louisville
University of Michigan
University of Mississippi
University of Nevada – Las Vegas
School of Medicine
University of New Mexico

University of North Carolina –
Chapel Hill
University of Rochester
University of Virginia
UT Southwestern Medical Center
UTCOM Chattanooga
Washington University St. Louis
York Hospital
ACEP Chapters
Alabama Chapter ACEP
Colorado Chapter ACEP
Emergency Medicine Residents’
Association
Emergency Medicine Residents’
Association – Michigan
Government Services Chapter ACEP
Indiana Chapter ACEP
Iowa Chapter ACEP
Kentucky Chapter ACEP
Michigan College of Emergency
Physicians
Nebraska Chapter ACEP
Nevada Chapter ACEP
New Mexico Chapter ACEP
New York Chapter ACEP
Ohio Chapter ACEP
Oregon Chapter ACEP
Pennsylvania Chapter ACEP
South Carolina College of Emergency
Physicians
Tennessee College of Emergency
Physicians
Utah Chapter ACEP
Wisconsin Chapter ACEP

MAKE YOUR VOICE HEARD
Call for Fall Resolutions
Get involved and steer the future of EMRA by writing a resolution.
A resolution is a directive for EMRA to take certain action or to form
a policy. These resolutions are discussed and voted on at the EMRA
Representative Council Meeting at ACEP’s Scientific Assembly in San
Francisco, California, Monday, October 17, 2011.
The deadline for submissions is
September 2, 2011.
For more information on authoring a resolution or to see recent adopted
resolutions, visit www.emra.org or email speaker@emra.org.

EMRA elections will be held during the EMRA
Representative Council meeting at ACEP’s
Scientific Assembly in San Francisco, CA,
October 17, 2011 for the following positions:
 President-Elect: Candidates for PresidentElect must make a three-year commitment to
EMRA. The first year serving as President-Elect.
The second year in the term is as the President.
The third and final year is spent as Immediate Past
President/Treasurer.
 Vice Speaker of the Representative
Council: This two-year term with the first
year serving as Vice Speaker and the second as
Speaker, assists Speaker as Parliamentarian for
the Representative Council, acts as director of
all Representative Council taskforces, and is the
EMRA Delegate to the AMA Resident and Fellows
Section at the annual and interim AMA meetings.
 Academic Affairs Representative: Candidates
for Academic Affairs Representa-tive must make
a two-year commitment to EMRA. Position
responsibilities include: Representing EMRA to
the ACEP Academic Affairs Committee, acting
as EMRA liaison to the Council of Residency
Directors (CORD), and serving as EMRA board
liaison to the Medical Student Governing Council.
 Secretary/EM Resident Editor: Candidates
for Secretary must make a two-year commitment
to EMRA. Position responsibilities include:
Recording minutes at the Representative Council
and Town Hall meetings. Editing EM Resident.
This position carries full responsibility for content,
production and publication of EMRA’s bi-monthly
magazine that educates and informs EMRA
members.
 Technology Coordinator: Candidates for
Technology Coordinator must make a two-year
commitment to EMRA. Position responsibilities
include: Editing the EMRA Website. This involves
procuring, reviewing, and approving content for
the website, as well as developing implementation
plans for content organization. Advising the
board on matters of technology, and ensuring that
the membership’s technology needs are being
adequately addressed.

For full position descriptions
please visit www.emra.org.
If you are interested in running for a position,
please email your CV, a statement of interest
(200 words or less), letter of support from your
residency director, and a photo (jpeg format) to
mbyers@emra.org by September 2, 2011. EMRA
will post statements and photos received from
candidates on the EMRA Website. Nominations
from the council floor will also be accepted.
June/July 2011
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PEER Q
&A
VII

BOARD
REVIEW

PEER VII is ACEP’s Gold Standard in self-assessment
and educational review for emergency physicians. In
February of this year, PEER VII updated seven questions
and answers to reflect guidelines from ACEP and the
American Heart Association. Four of these updated
questions are presented below. To see all seven revised
questions or to purchase PEER VII (at a significant
EMRA discount) go to www.acep.org/bookstore.

For a complete reference and answer explanation for the questions below,
visit www.emra.org.
1. Which of the following statements regarding
community-acquired pneumonia is correct?
A. Antibiotic therapy should be initiated empirically
based on likely pathogens and comorbid
conditions
B. Initial antibiotic selection should be guided by
sputum culture results
C. Radiographic findings are often predictive and
specific for the infectious etiology
D. The benefit of obtaining blood cultures on
all hospitalized patients has been clearly
established
E. Typical pneumonia is differentiated from atypical
pneumonia by clinical presentation

3. A 66-year-old woman presents after experiencing
a 15-minute episode of dyspnea after walking her
dog. She has no cardiac history, but she does have
a history of hypertension and a family history of
coronary artery disease. Vital signs and physical
examination are unremarkable, and she is breathing
normally. ECG and initial troponin I levels are normal
as well. This patient’s early risk stratification for acute
coronary syndrome is
A. No risk
B. Low
C. Intermediate
D. Indeterminable
E. High

2. The current recommendation for the sequence
of treatment of ventricular fibrillation in an adult
inpatient is
A. CPR until defibrillator available, shock at 200 J
with a biphasic defibrillator, CPR for 2 minutes,
recheck rhythm
B. Immediate placement of an AED, begin CPR
if no shock advised, shock at 200 J when
monophasic defibrillator is available
C. Shock at 200 J with a monophasic defibrillator,
CPR for 2 minutes, recheck rhythm
D. Shock at 300 J with a biphasic defibrillator,
epinephrine 1 mg IV, shock at 300 J, recheck
rhythm
E. Shock with a monophasic defibrillator at 200 J,
300 J, 360 J, epinephrine 1 mg IV, shock at 360
J, recheck rhythm

4. A 62-year-old man presents after being struck
in the head with a piece of wood 2 hours earlier.
His wife said he was “dazed” but did not lose
consciousness. He says he has a severe headache.
The GCS score is 15, and he has a 3-cm scalp
hematoma. The rest of the examination is
unremarkable. The most appropriate next step in
the emergency department is:
A. Admit to the observation unit for serial neurologic
examinations
B. Discharge with head injury instructions
C. Obtain a brain MRI and a neurosurgery
consultation
D. Obtain a noncontrast head CT scan, and if
negative, discharge
E. Obtain skull x-rays to screen for more severe
intracranial injury

Answers
1. A 2. A 3. B 4. D
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2010-2011 Honor Roll

Programs with

100%

Membership

The following residency programs have 100% EMRA membership
among their residents. EMRA would like to thank these programs and
residents for their continued support.
Advocate Christ Medical Center
Program
Akron General Medical Center
Albany Medical Center
Albert Einstein Medical Center, PA
Allegheny General Hospital
Baylor College of Medical
Baystate Medical Center
Beth Israel Deaconess Medical
Center
Beth Israel Medical Center
Boston Medical Center
Brigham & Womens Hospital
Brooklyn Hospital Center
Brown University
Carolinas Medical Center
Case Western Reserve University/
Metro Health Medical Center
Charleston Area Medical Center
Christiana Care Health Services
Christus Spohn Memorial Hospital
Conemaugh Health System
Cooper Hospital
Denver Health Medical Center
Duke University Medical Center
E Carolina University Brody
School of Medicine
Eastern Virginia Medical School
Emory University School of
Medical
FL Hospital Medical Center
Orlando
Genesys Regional Medical Center
George Washington University
Georgetown University Hospital
Grand Rapids Medical Education
Partners/MSU
Hamot Medical Center
HealthPartners
Hennepin County Medical Center
Henry Ford Macomb Hospital
Henry Ford Wyandotte Hospital
Indiana University School of
Medical
John Peter Smith Health Network
Johns Hopkins Hospital
LA State University, New Orleans
LA State University, Baton Rouge
Lehigh Valley Health Network
Loma Linda University School of
Medical
Long Island Jewish Medical
Center
Maimonides Medical Center
Maine Medical Center

Maricopa Medical Center
Medical College of Georgia
Medical College of Wisconsin
Medical College of Virginia
Medical University of South
Carolina
Michigan State University KCMS
Morristown Memorial Hospital
MSU/Sparrow Hospital/Lansing
Mt Clemens Reg Medical Center
Mt Sinai Medical Center/Miami
Mt Sinai School Medical, NY
MWU/CCOM @ Provident Hospital
Cook
Newark Beth Israel Medical
Center
NJ School Osteo Medical/Kennedy
University Hospital
North Shore University Hospital
NY Hospital Medical Center of
Queens
NY Methodist Hospital
Ohio State University Medical
Center
Ohio Valley Medical Center
Oklahoma State University Center
Oregon Health Science University
Orlando Health
OSUCOM/Southwest Medical
Center
OUCOM/Doctors Hospital
OUCOM/Grandview Hospital
OUCOM/Southern Ohio Medical
Center
Palmetto Health Richland
Penn State Milton S Hershey
Queens University
Resurrection Medical Center
S IL University Emergency
Medical Residency
Sinai-Grace Hospital
St. John Hospital & Medical
Center
St. Louis University School of
Medical EM Program
St. Lukes Hospital/Emergency
Medical Residency
St. Lukes Roosevelt Hospital
Center
St. Vincent Mercy Medical Center
Stanford University Medical
Center
State University, NY Brooklyn
State University, NY Buffalo
State University, NY Stony Brook

State University of NY Upstate,
Syracuse
Summa Health System, Akron
Synergy Medical Education
Alliance
Tawam Hospital
Thomas Jefferson University
TX A&M/Scott & White Memorial
Hospital
TX Tech Health Science Center
UMDNJ, University Hospital
UMDNJ Robert Wood Johnson
UNECOM/Kent Hospital
University Hospital Case Medical
Center
University of Alabama,
Birmingham
University of Arizona
University of Arkansas
University of AZ UPHK Grad
Medical Education
Consortium
University of CA, Davis
University of CA, Irvine Medical
Center
University of CA, San Diego
University of CA, SF Fresno/ED
University of CA, SF Medical
Center
University of Chicago Medical
Center
University of Cincinnati Hospital
University of Connecticut
University of Florida
University of Florida Health
Science Center
University of Illinois Hospital/
Chicago
University of Iowa Hospital &
Clinics
University of Kansas School of
Medical
University of Kentucky
University of Louisville, KY
University of Maryland
University of Massachusetts
University of Michigan
University of Mississippi
University of Nebraska Medical
Center
University of New Mexico
University of North Carolina
University of OK COM/Tulsa
University of Pennsylvania
Medical Center

University of Pittsburgh Medical
Center
University of Puerto Rico
University of Rochester
University of South Florida
University of Texas, Southwestern
Medical Center
University of Toledo Medical
Center
University of Utah Hospital &
Clinics
University of Virginia Health
System
University of Wisconsin
Vanderbilt University
Wake Forest University
Washington University School of
Medical
Wayne State University/Detroit
Receiving
West Virginia University
William Beaumont Hospital
Wright State University
Yale New Haven Medical Center
York Hospital
Arrowhead Regional Medical
Center
Carilion Clinic, Virginia Tech
Haaglanden Medical Center,
Netherlands
Haga Ziekenhuis, Netherlands
Henry Ford Hospital
Hospital Leyenburg, Netherlands
King Hussein Medical Center
London Deanery, UK
Mt. Clemens Regional Medical
Center
National University of Singapore
Onze Lieve Vrouwe Gastuis,
Netherlands
OUCOM/Affinity Medical Center
Palms West Hospital
Royal Adelaide Hospital, Australia
Royal College of Surgeons, Ireland
Royal Prince Alfred Hospital,
Australia
St. Antonius Ziekenhuis,
Netherlands
St. James Hospital, Ireland
Stirling Royal Infirmary, UK
UTCOM Chattanooga
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Money
The top three topics about transition
T

M. Shayne Ruffing
CLU, ChFC, AEP

his time of year always brings discussion regarding
the subject of transition. As I travel through
emergency department’s and medical groups throughout
the country, there are three consistent topics that I am
receiving questions about. Inquiring minds seem to want
to know:
 How to evaluate and purchase appropriate disability
insurance
 How to plan for retirement now and in the future
 How to allocate increased income
I hope that the following summary offers confidence,
education and awareness as you make decisions for
yourself and your families.

Disability insurance for emergency residents

M. Shayne Ruffing, CLU,
ChFC, AEP is the creator
of the Confident Transition
Plan™ for medical residents,
the Physician Disability
Income Analyzer™ and
the Physician’s Financial
Navigator™. Shayne
specializes in executive benefit
planning for physicians
and medical practices.
He can be reached at
800.225.7174, or via e-mail
at shayne@mybpginc.
com or on the web at www.
IntegratedWealthCare.com.
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.

In October, 2009, the emergency medicine disability
marketplace was turned on its head with the introduction
of a new, high-quality disability contract that was priced
30 percent less than the competition. Since that time,
the rest of that industry has engaged in a bitter game
of enhancing benefits, reducing costs, and offering
concessions in order to remain competitive.

EMResident

A competent disability advisor will be able to compare
multiple contracts, design an appropriate strategy and
negotiate the terms of the contract(s) if there are any
medical complications. For more detailed information
on this topic, review the Disability Filter video, located
at www.integratedwealthcare.com/education.

Retirement planning

After years of minimal income and delayed gratification, the transition in to practice offers the opportunity
to finally make up for lost ground. There are three
things to understand about retirement planning:
 Set a goal – you need some understanding of
what you want to accomplish and when. This
will validate the amount of ongoing retirement
For the audience reading this article, this competition
contributions as well as guide the investment
is a good thing, overall. Benefit limits have increased.
structure.
Contract quality has increased, and price has decreased.  Invest appropriately – try to achieve maximum
However, misinformation is abundant.
growth with minimal risk. This can be a complex
topic, so if you are not comfortable making your
The bottom line is that in the field of emergency medicine
own investment decisions, pay someone for their
there are currently five very competitive contracts, in most
expertise.
states. The competitive features to understand are:
 Reduce income taxes – as income goes up, so does
 Own occupation definition of disability – each of
your relative tax bracket. Look for 403(b), 401(k),
these contracts will consider you totally disabled if
457, and SEP IRA plans to allow for significant
you can not perform the substantial and material duties
tax reduction. If you are self employed, the SEP
of your occupation, regardless of outside income or
IRA or solo 401(k) allow for very high pre-tax
earnings. Understand that all disability claims are
contributions.
unique situations and are handled in a similar way
by any company. All of the companies want to pay
Allocating income
as much as an insured is eligible for, but certainly
Whether you are juggling a house-staff salary or
not more, than is reasonable. An own occupation
looking to allocate a higher level of practice income,
contract does not guarantee that you will receive full
take some time to create a budget. For quantifiable
benefits in every situation, but it does offer the most
objectives—such
as a home down-payment, vacations
comprehensive, flexible level of income protection, in
and emergency savings—create a separate account
the most diverse set of potential claim scenarios.
at your bank for each goal, and contribute a fixed
 Benefit limits – this is where current residents really
monthly amount via bank draft. For retirement,
benefit. As of spring 2011, a resident or fellow within
the last six months of training can obtain up to $6,500 education for children, debt repayment, and
other larger items, develop an end goal and make
of tax free monthly income protection. Obtain this
contributions that are in line with those objectives.
prior to completing training and you may be able to
start in practice with greater than 100 percent of your
net income insured. This is well above the normal
industry guidelines and the opportunity expires as soon
as you complete your training.
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 Out of pocket cost – of course, price is always an
issue, so this is a benefit of the current environment
as well. The relative benefit cost is as low as it
has been in 10 years. For the most significant
price reductions, obtain disability as a group of at
least three people. Males can save 10-12 percent;
females can save 45 percent!

Having a well planned budget will allow you to
maximize available income, minimize income taxes
and maintain confidence in your personal financial
situation. 

GUEST FEATURE

Come to a meeting and be
a part of the ACEP Council
Erin Schneider, MD
EMRA Health Policy Committee Chair
Oregon Health Sciences University
Portland, OR

I

f you have been to an ACEP Scientific
Assembly meeting in the past, you
have seen doctors walking around the
conference center with brightly colored
ribbons hanging off their badges. Many
of these are ACEP council members,
who represent ACEP members across the
world. Despite involvement for several
years with EMRA and ACEP, I have to
admit I did not know about the Council
until I was invited to serve on it. My time
on the Council was key to understanding
the importance of ACEP to our specialty
and patients, and I hope after describing
my experience, I will inspire you to come
to this year’s meeting.
The ACEP Council is structured similarly
to the US House of Representatives. This
group of physicians represents the 53
chapters of ACEP, EMRA, AACEM, and
the 30 membership sections. Each chapter
is allowed one councilor (plus another per
100 members), and an unlimited number
of alternate councilors. EMRA is allowed
four councilors, and residents may also
participate by attending the conference as
an alternate.
The Council elects the Board of
Directors, Council officers, and the
President-Elect of ACEP (think executive
branch). Resolutions—similar to a bill
in Congress—may be submitted by any
two members and are debated at the
reference committee meetings the day
before voting. Recommendations by the
Council then go the Board of Directors,
who sets ACEP policy. Throughout
the year, emails go out to the Council
with discussions on important topics
in emergency medicine. Above all,
the councilors represent the members’

Most states would be delighted to have
residents participate, and in many cases,
as one of their alternate delegates.

interests and are the voice of the
organization to the board.
I was offered a position on the Council
while serving as one of Oregon’s resident
board members. I was appointed to
a position on a reference committee
that covered policy and advocacy
resolutions—everything from legalization
and taxation of marijuana, to Medicarefor-all, to advocacy education in residency.
As one can imagine, the testimony was
spirited, passionate, and at times, funny.
It was my job to keep track of the pro and
con arguments for a few resolutions, so
that we could provide a summary before
the Council the next morning. If the
reference committee does this well, there
should be little re-debate on the issues
during the actual voting process.
The next day, we voted, debated, and
word-smithed. Some of the resolutions
I thought would generate debate did
not, but some of the word-smithing
went on for hours. Words matter when
you are creating policy that represents
the opinion of thousands of physicians.
The speaker and vice-speaker kept the
meeting in order even when individuals
were out of line and even kept things
humorous. When my reference
committee’s set of resolutions was up for
debate, we all sat on the podium in front
of the several hundred physicians who
make up the Council.
Unfortunately I forgot to hand off my
orange voting card to my alternate
councilor before I came to the podium.
Realizing it was too late to turn around, I
became the only on one stage to proudly

vote in front of the entire assembly by
way of bright fluorescent orange card.
A friend who was sitting in the back
approached me after the meeting and said
with a grin, “way to stand by your vote,
Schneider!”
Compared with prior organized medicine
assemblies I have attended, this meeting
was the most relevant one. The assembly
works to address and improve our field
through a myriad of ethical concerns,
health policy, and medical practice issues.
The decisions made have the potential
to directly influence our daily practice.
The group is large enough to represent
emergency medicine interests, but small
enough to be able to get through all the
resolutions in one session per year.
So how can you be a councilor? Leaders
in your local chapter typically hold
these positions; however, residents are
occasionally funded for the position—
especially ones involved with the board.
It helps to have some knowledge of the
process and parliamentary procedure. Try
attending a meeting of your state medical
association, the AMA House of Delegates,
or the EMRA Representative Council.
The best way to learn about the Council
meeting is to come to one, held this year
in San Francisco on October 13-14. Most
states would be delighted to have residents
participate, and in many cases, as one of
their alternate delegates. Many residents
come to SA anyway for the educational
program, so why not stop off and be
part of the Council? The deadline to be
certified as an alternate delegate is 60 days
prior to the meeting, so contact your state
chapter today! 
June/July 2011
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Pediatricpearls
Risk management pitfalls in the treatment pedicatric bronchiolitis
From the March 2011 issue of Pediatric Emergency Medicine Practice. Reprinted with permission. To access your EMRA
member benefit of free online access to all EM Practice, Pediatric EM Practice, and EM Practice Guidelines Update issues, go to
www.ebmedicine.net/emra, call 1-800-249-5770, or email ebm@ebmedicine.net.
1. “The ‘happy wheezer’ did not respond
to the first albuterol nebulizer treatment. Let’s continue the albuterol
treatment until the patient is
completely clear.”
The AAP’s Subcommittee on
the Diagnosis and Management
of Bronchiolitis recommends “a
carefully monitored trial of adrenergic
medication as an option and that inhaled
bronchodilators should be continued
only if there is a documented positive
clinical response to the trial using an
objective means of evaluation.” This
recommendation reflects the fact that
use of bronchodilator agents remains
controversial, and results regarding
their benefits for viral bronchiolitis are
inconsistent. In addition, continuous
albuterol treatment will expose the patient
to side effects and unnecessary prolonged
stays in the emergency department
without benefits.
2. “Let’s send this wheezer home on
steroids.”
In contrast to dexamethasone’s
demonstrated effectiveness in treating
asthma and croup, to date no conclusive
evidence has shown that use of systemic
dexamethasone improves outcomes in
first-time wheezers with bronchiolitis. In
addition, because of safety concerns with
use of high-dose inhaled corticosteroids
in infants, they should be avoided unless
there is a clear likelihood of benefit.
3. “We need to get a radiograph because
this wheezer has a fever.”
In the emergency department, radiographs
should not be routinely obtained for
diagnosis of bronchiolitis because
no literature supports the practice.
Radiographs may be useful in cases
of severe disease that require further
evaluation or if another diagnosis such as
foreign body aspiration, pneumonia, or
CHF is suspected on the basis of history
and physical examination findings.
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4. “We need to admit all first-time
wheezers with bronchiolitis if they
do not clear in the emergency
department.”
One of the main reasons to admit patients
with bronchiolitis is the concern regarding
the development of apnea. Risk factors
for apnea include young age (< 6-12
weeks old), prematurity, a history of
apnea of prematurity, presentation with
apnea, or apnea witnessed by a parent or
healthcare provider. In addition, patients
with bronchiolitis may be admitted
because of respiratory distress, hypoxia,
or dehydration related to the inability
to take fluids secondary to increased
work of breathing. Wheezing alone is
not a criterion for admission unless it
is associated with other risk factors for
severe disease or apnea. Social factors
such as parental comfort and reliability in
ensuring appropriate care and follow-up
should be taken into consideration when
disposition decisions are made in the
emergency department.
5. “The ‘happy wheezer’s’ pulse oximetry
reading is 90 percent on room air.
We need to immediately provide
supplemental oxygen.”
In a wheezer who has no respiratory
distress but has low SpO2, the first
priority is to ensure that pulse oximetry
probes are placed appropriately,
particularly in the active infant/child.
Poorly placed probes and motion artifact
will lead to inaccurate measurements
and false alarms. Before instituting
oxygen therapy, the initial reading should
be verified by repositioning the probe
and repeating the measurement. The
infant’s nose should also be suctioned.
If the SpO2 level remains below 90
percent, oxygen should be administered.
The infant’s clinical work of breathing
should also be assessed and may be
a factor in the decision to use oxygen
supplementation.

6. “This neonate is wheezing; she must
have bronchiolitis.”
Other life-threatening causes of wheezing
should be considered. Clues from the
history and physical examination such
as sweating and exertion with feeding,
heart murmur, and hepatomegaly
should be elicited to rule out CHF and
“cardiac wheezing.” This determination
is important before starting a trial of
nebulized adrenergic treatment.
7. “This two-month-old patient with 30
weeks’ gestation has mild wheezing
and a respiration rate of 60 breaths per
minute. Her pulse oximetry reading
is 92 percent on room air after a
nebulized adrenergic treatment. I can
send him home with albuterol and
frequent bulb suctioning.”
Bronchiolitis presentation is variable,
and tachypnea and increased work of
breathing can proceed wheezing. This
patient has three risk factors for severe
disease, including young age, prematurity,
and hypoxia. In addition, he has a risk
factor for apnea (i.e., < 48 months post
conception, considering his prematurity).
Close observation is warranted.
8. “The mother states that this neonate
has had a runny nose and cough for
two days. The nurse called because the
baby turned blue for a brief period. He
is now breathing at a rate of 60 breaths
per minute, and his pulse oximetry
reading is 96 percent on room air, so I
can send him home.”
Young age (< one month old) and
witnessed apnea by a healthcare provider
are major risk factors for developing
another apneic episode or persistent
apnea. Admission of this neonate to a
monitored bed (with apnea monitor) is
indicated. 

Pitfallstoavoid

EMRA
Residents
and Students

Risk management pitfalls
for emergency ultrasound
From the March 2011 issue of Emergency Medicine Practice. Reprinted with permission.
To access your EMRA member benefit of free online access to all EM Practice, Pediatric EM
Practice, and EM Practice Guidelines Update issues, go to www.ebmedicine.net/emra, call
1-800-249-5770, or email ebm@ebmedicine.net.
1. “I didn’t know there was so much
literature to support the use of
ultrasound.”
Know the emergency ultrasound literature.
For the previously established applications,
research has moved beyond the assessment
of technical and diagnostic accuracy and
toward diagnostic decision-making and
patient outcomes research.
2. “The views weren’t great, but the images
I did see looked negative, so I sent the
patient home.”
Know your limitations. When used
appropriately, clinician-performed bedside
ultrasound is a powerful tool that can
improve patient safety, improve quality of
care, and decrease emergency departmen
lengths of stay. Clinicians put their patients
and themselves at risk, however, when
they do not recognize the limitations of
ultrasound and the limitations of their own
ultrasound skills.
3. “Ultrasound is great because its
sensitivity is so high.”
Be focused and specific. The goal of
emergency ultrasound is to assess for
specific abnormalities with appropriate
sensitivity rather than performing
comprehensive studies. It is more important
for emergency clinicians to be able to
recognize, integrate, and act on abnormal
ultrasound findings, especially lifethreatening ones, than to try and perform
consultative ultrasound examinations.
4. “There wasn’t much space in the room,
so I decided to scan the patient from the
opposite side and use my non-dominant
hand since it was closer.”
Develop, perform, and practice your
scanning approach the same way every time.
Good scanning habits will avoid errors,
improve consistency, and increase efficiency.
5. “The ultrasound looked abnormal, so
that must be the problem.”
Avoid over-relying on or being overly
influenced by information obtained on
bedside ultrasound. Clinicians must
always remember to integrate findings on
ultrasound into the patient’s overall clinical
presentation (i.e., findings on history and
physical examination, laboratory studies,
and results of other imaging modalities).

6. “It looked abnormal on the initial view,
so I stopped the exam and then called the
consultant.”
Remember to confirm or refute findings
seen on 1 view with a second or multiple
views. Findings seen on a single view may
be secondary to artifact or may under- or
over-represent an abnormal finding. Be sure
to interrogate any abnormal finding from
multiple different views in order to confirm
and better characterize the finding. Avoid
arriving at a final impression until multiple
views have been attempted and used.
7. “The initial ultrasound scan was
negative, so I didn’t bother to repeat it.”
One of the many benefits of clinicianperformed bedside ultrasound is its ability
to be repeated. Repeat scans may reveal
abnormal findings — which may have taken
some time to accumulate — and should be
performed when a patient’s clinical course
deteriorates.
8. “It was so busy that I didn’t have time to
do the ultrasound.”
With appropriate training and practice,
emergency ultrasound can be performed
rapidly and efficiently integrated into
almost any patient work-up. For several of
the 11 emergency ultrasound applications,
decreased lengths of emergency department
stay and significant time savings have been
shown.
9. “The FAST examination was negative, so
I assumed the patient wasn’t bleeding in
the abdomen.”
While the FAST examination has good
sensitivity and excellent specificity for
intraperitoneal bleeding, ultrasound is a
poor diagnostic test for the detection of
hollow viscous injury and retroperitoneal
blood.
10. “The patient had large-volume ascites, so
I didn’t need to use ultrasound to guide
my paracentesis.”
Loops of bowel can be present between
the abdominal wall, and the expected
location of ascitic fluid based on physical
examination and the distribution of ascites
may often be variable as well, even in
patients with large fluid volumes. 
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rules and is not a substitute for clinical judgement or other
resources. Furthermore, prediction rules should be viewed
as aids or guides and not as absolutes.

FOR EMERGENCY MEDICINE

Description of Level of Evidence Rating
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Emergency Medicine Advocacy Handbook,
2nd Edition

Contract Issues for Emergency Physicians,
2nd Edition

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

Nathaniel R. Schlicher, MD, JD

Joseph P. Wood, MD, JD

Dale Woolridge, MD, PhD

In this expanded 2nd edition of the handbook, Dr. Schlicher and the
chapter authors outline the essential and 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.

Invaluable for any emergency physician entering into an employment or
independent contract agreement to provide medical services on behalf
of a hospital or group. What you don’t know can really hurt you!
Reviewed by Ann Emerg Med 2009; 53; 165

The pediatric version of top clinical problems features the same design
and format as its cousin. Is a must have pocket reference and teaching
tool for all EM physicians, especially during pediatric rotations.

900290 / List Price $25.95
ACEP Member Price $23.35 • EMRA Member Price $15.95

Published 2007; 92 pages; Soft Cover 5.5 x 8.5

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

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

2011 EMRA Antibiotic Guide, 14th Edition

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

Published 2009; 144 pages; Soft Cover 5.5 x 8.5

Brian J. Levine, MD

A quick reference guide to antibiotic use in the emergency department.
Organized alphabetically by organ system, followed by sections on
“Special Topics” to make reference quick and easy for a particular
disease process. Color coded.
900030 / List Price $25.95
ACEP Member Price $23.35 • EMRA Member Price $15.95

900230 / List Price $25.95
ACEP Member Price $23.35 • EMRA Member Price $15.95

900110 / List Price $49.95
ACEP Member Price $44.95 • EMRA Member Price $29.95

Published 2008; 336 pages; Soft Cover 4 x 6

The Chief Resident Survival Guide, 2nd Edition
Christian Arbelaez, MD, MPH; Kavita Babu, MD
Joy Martin, MD; Matthew Miles, MD

The most comprehensive guide to the specialty of emergency medicine
written specifically for medical students. Familiarize yourself with all
aspects of emergency medicine including lifestyle and wellness, careers,
training, research, fellowships, subspecialties and much more.
Reviewed by Ann Emerg Med 2009; 53; 165
900120 / List Price $25.95
ACEP Member Price $23.35 • EMRA Member Price $15.95

The new 2nd edition was written specifically for chief residents by chief
residents. This straight-forward, practical guide is designed to help
aspiring and current chief residents succeed as young physician leaders.
Details the role of a Chief Resident as Leader, Clinician, Educator, and
Administrator.
900190 / List Price $34.95
ACEP Member Price $31.45 • EMRA Member Price $19.95
Published 2006; 112 pages; Soft Cover 5.5 x 8.5

Published 2007; 280 pages; Soft Cover 5 x 9

ABX Guide 2011 for Pocket PC and Palm OS

Career Planning Guide for Emergency Medicine,
2nd Edition

Emergency Medicine’s Top
Clinical Problems, 2nd Edition

Robert Blankenship, MD; Brian Levine, MD

Gus Garmel, MD

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

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

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

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

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

Published 2007; 104 pages; Soft Cover 5.5 x 8.5

Published 2008; 218 pages; Soft Cover 4 x 6

Published 2010; 128 pages; Soft Cover 4 x 6

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! Also available in iPhone, Droid,
and Blackberry platforms. Visit your provider’s application store to download.
Palm OS-900210 • List Price $25.95
Pocket PC 900200 • List Price $25.95
ACEP Member Price $23.35 • EMRA Member Price $15.95

POCKET REFERENCE CARDS
Pediatric Qwic Card

EMRA Sepsis Card

EMRA Airway Card

Clinical Prediction Card

Dale P. Woolridge, MD, PhD

2011/2009 Edition: Chris Coletti, MD and John Powell, MD;
2006 Edition: Dave Farcy, MD

Micelle J. Haydel, MD

John D. Anderson, MD and Todd Guth, MD with contributions from the EMRA Medical Student

This comprehensive quick reference card
has pertinent information from proper
dosages, vital stats by age, pearls, to RSI.
The perfect accompaniment to the new
pediatric family of publications from
EMRA.

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

900240 / List Price $12.00
ACEP Member Price $10.80
EMRA Member Price $7.00

900220 / List Price $12.00
ACEP Member Price $10.80
EMRA Member Price $7.00

Published 2008; Folded; Laminated 4 x 7

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

Council (Tom Becker; Alexis Benzce; Jordan Celeste, MD; Sarah Dubbs, MD; Brian Geyer; Kevin
A handy pocket reference for
Jones, MD; and Shae Patyrak). Additional contributions from Chris Scott, MD
intubation of neonates to adults.
Includes helpful information on drips, A great reminder of commonly-used prediction rules for the ED. Perfect for
medical students and interns and an indispensable prompt for these guidelines
tube placement
Glasgow Coma
ED and
partners
with national hotel chain
Scale. A must-have in the emergency until they become like second nature: Level of evidence rating; Ottawa Ankle/
Foot/Knee;
Nexus Criteria/c-spine; Canadian c-spine; Centor Criteria for Acute
to boost
patient
satisfaction.
department for patients
of all ages!
Pharyngitis; Canadian CT Head; Wells Criteria/Pulmonary Embolism; Wells
Criteria/DVT; PE Rule-out Criteria; and PORT Score/Pneumonia.
900180 / List Price $12.00

ACEP Member Price $10.80
EMRA Member Price $7.00

900300 / List Price $12.00
ACEP Member Price $10.80 • EMRA Member Price $7.00

Published 2011; Laminated Card 4 x 7

Published 2010; folded; Laminated Card 4 x 7

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

Special EMRA Resident
and Medical Student
Member Pricing
On a Variety of Publications from the

APRIL 1 – JULY 31, 2011

Make the most of your book and education funds!
Log on to www.acep.org/bookstore and look for the “Residents’
Interests” browse category for the complete list of what’s available at
special sale prices for EMRA resident and medical student members.

More than three dozen titles on a variety of topics are on sale!
Order online, or call ACEP Bookstore Customer Service, 800-798-1822, ext. 4,
Monday through Friday, between 8 AM and 5 PM, Central time.

Offer valid only for current EMRA Resident and Medical Student members.
Quantities may be limited. Bulk discounts do not apply.

Find out more

about this deal!
April 2011

Get a career consult...

Faster than you can get an on-call specialist!
It’s your emergency medicine career and you need answers STAT! EM Career Central has been redesigned to
connect you with more jobs in less time.
Visit EMCareerCentral.org now to:

• Find The Right Jobs: Look for hundreds of emergency medicine
positions by location, keyword and company name.
• Get Job Alerts: Register for e-mail about jobs that match your skills
and interests.
• Connect At Events: Use our improved Conference Connection™
feature to see who’s attending ACEP’s Scientiﬁc Assembly and
EMRA’s Job Fair.

• Sign Up For eNewsletters: Employment best practices and job tips are
as close as your inbox.
• Find Career Advice: Access the latest tips to help you land the
right position.
• Tie It All Together: Upload your existing CV or build a new one, and
easily keep track of job applications.

And if you’re hiring, there’s something for you too. The newly
redesigned EM Career Central is attracting lots of attention from
qualiﬁed applicants. Take advantage of the additional trafﬁc and
put more jobs in front of the right candidates.

Are you ready for a career consult?
See what’s new –
at EMCareerCentral.org today!
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Classifiedadvertising
Arizona, Casa Grande: EMP is proud to
announce our expansion in Arizona and our
affiliation with Casa Grande Regional Medical
Center. The hospital has an annual volume of
40,000 emergency patients and offers excellent
services and back up including 24 hour
hospitalists. A multi-million dollar ED expansion
is planned to increase the department to 32 beds.
Casa Grande is located just south of Phoenix and
north of Tucson. Beautiful weather year round,
unlimited outdoor activities and major metro
areas a short distance away make this an ideal
setting. Excellent compensation and benefits are
available. For more information please contact
Bernhard Beltran directly at 800-359-9117 or
bbeltran@emp.com. 
Arizona, Cottonwood and Sedona: EMP is
pleased to announce our expansion in Arizona and
our affiliation with Verde Valley Medical Center
in Cottonwood and Sedona. These state-of-theart facilities see approximately 33,000 and 7,000
emergency patients respectively per year. Situated
in a beautiful, scenic area in North Central Arizona,
Cottonwood combines the charm and friendliness
of a small community with easy access to the
metropolitan areas of Phoenix and Las Vegas and
the charming college town of Flagstaff. Sedona is
a beautiful tourist community located in Arizona’s
“Red Rock Country,” this outdoor paradise is
surrounded by mountains, forests, creeks and
rivers. Full-time/partnership opportunities are
available for Emergency Medicine residency
trained and Board Certified Physicians. EMP offers
democratic governance, open books and bonus plus
shareholder status after one year. Compensation
package includes comprehensive benefits with
funded pension (up to $28,175 yr.), CME account
($8,000/yr.), and more. Contact Bernhard Beltran
directly at 800.359-9117 or 800.828.0898, e-mail
bbeltran@emp.com EMP, 4535 Dressler Rd. NW,
Canton, OH 44718. 

California, Carmichael: Sacramento is one of
California’s most livable cities, and Mercy San
Juan Medical Center affords easy access to all
that the area offers including a wide variety of
housing, excellent schools, plus recreation in Lake
Tahoe, Napa Valley and more. Modern facility is
a Level II Trauma Center and host to full specialty
back up and support services, providing for
excellent care to 70,000 emergency patients per
year. Enjoy a dynamic EM practice with broad
pathology, family practice resident rotations and
active EMS. Contact Bernhard Beltran at 800-3599117 or bbeltran@emp.com. 

California, San Francisco Bay Area: 20
minutes from San Francisco. Part-time opening
in our ED in the SF Bay Area. We see 28,000
pts per year, with 32 hours per day of physician
coverage. We are a completely democratic group,
and all physicians are paid by the same formula,
irrespective of length of employment, with 66%
of our pay based on productivity. Residency
trained BC/BP only. All shifts available.
Experience preferred. Gail Hubbell, MD, Eden
Medical Center, San Leandro campus cell
925 285 2041 drgailh@pol.net. 

California, Sacramento: Methodist Hospital
of Sacramento is a respected community
hospital that treats 53,000 emergency patients
per year. Soon to be granted Level II Trauma
Center designation, the hospital is host to a
Family Practice Residency Program affiliated
with USC, and residents rotate through the ED.
Active in EMS, the facility is also a training site
for EMT students. High quality lab and x-ray,
with diagnostics including NMR, CT and nuclear
medicine. Location provides for easy access to
many desirable residential areas and all that the
city has to offer. Contact Bernhard Beltran at
800-359-9117 or bbeltran@emp.com. 

Southern California, Moreno Valley: Excellent
Compensation with full-time/partnership and
part-time opportunities in a growing area and
dynamic medical community. Moreno Valley
Community Hospital is a modern, 101-bed
hospital situated in the developing “Inland
Empire” near Riverside. The ED sees 30,000 pts./
yr. EMP offers a competitive hourly rate plus,
democratic governance, open books, and excellent
compensation/bonus plus shareholder status
after one year. Compensation package includes
comprehensive benefits with funded pension, CME
account ($8,000/yr.), and more. Contact Bernhard
Beltran direct at 800-359-9117 or 800.828.0898,
e-mail: bbeltran@emp.com. 

California, Sacramento: Mercy General
Hospital is a 300-bed, urban community hospital
that is one of the busiest, most highly-regarded
tertiary cardiovascular referral centers for Northern
CA and the west coast. 39,000 emergency patients
are treated annually, and are supported by a full
specialty medical staff of over 900. State-of-theart imaging includes 64-bit spiral CTs/MRI/color
Doppler plus bedside ultrasound in the ED. The
location provides for easy commutes from the area’s
most desirable communities and recreation options.
Contact Bernhard Beltran at 800-359-9117 or
beltran@emp.com. 

Southern California, San Bernardino:
Outstanding opportunity for Emergency
Medicine in Southern California. Partnership
opportunity in growing area and dynamic
medical community. Emergency Physicians
Medical Group is seeking Physicians to join
our group at Community Hospital of San
Bernardino. The current ED sees approximately
45,000 pts./yr. Emergency Medicine Physicians
(EMP) has been providing outstanding
partnership opportunities since 1973. EMP
offers democratic governance, open books, and
excellent compensation/bonus plus shareholder

June/July 2011
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status after one year. Compensation package includes comprehensive benefits
with funded pension (up to $28,175 yr.), CME account ($8,000/yr.), family
medical/dental/ prescription/vision coverage, short and long term disability,
life insurance, malpractice and more. Contact Bernhard Beltran directly at 800359-9117 or 800.828.0898, email bbeltran@emp.com EPMG 4535 Dressler
Rd. NW, Canton, OH 44718. 
Connecticut, Meriden: EMP is pleased to announce our newest site –
MidState Medical Center. Built in 1998, this modern community hospital has
a brand new ED and sees 55,000 emergency patients annually. Proximate to
Hartford, New Haven and coastal residential options, MidState is also just
2 hours from New York City and Boston. 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 Ann Benson
(careers@emp.com), Emergency Medicine Physicians, 4535 Dressler Rd, NW,
Canton, OH 44718. 800-828-0898 or fax 330-493-8677. 
Connecticut, New London: Lawrence & Memorial is on the coast near
Mystic and sees 48,000 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 Ann Benson (careers@emp.com), Emergency
Medicine Physicians, 4535 Dressler Rd, NW, Canton, OH 44718. 800-8280898 or fax 330-493-8677. 
Georgia, Atlanta: EmergiNet, a progressive, well-established physician owned
emergency physician group has positions available for BC/BP, EM residency
trained physicians at multiple facilities in the Atlanta area. We work as a team
emphasizing quality emergency care, dedicated customer service, professional
and personal growth. Fee-for service based compensation, plus benefits, in the
$350K range. Malpractice and tail coverage are provided. Flexible scheduling,
no non-compete, and much more. E-mail CV to Sara Gunn, sgunn@emerginet.
com; fax 770-994 -4747; or call 770-994-9326, ext. 319. 

Exciting Academic Opportunity,
Get in on the Ground Floor!
The Baylor College of Medicine, a top medical school, has
recently developed an Emergency Medicine Program &
Residency in the world’s largest medical center. We are
recruiting stellar Emergency Medicine BC/BE 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 Level 1 trauma center in the heart of Houston that
sees more than 100,000 emergency visits per year. BCM is
afﬁliated with 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 programs/experiences
in the country.
Those interested in the position
or further information may
contact Dr. Hoxhaj via email
hoxhaj@bcm.tmc.edu or by
phone at 713-873-2626.
June/July 2011
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FINDING GOOD TALENT IS EASY. LANDING
A SUPERSTAR IS A WHOLE DIFFERENT TUNE
Hospital Physician Partners is seeking proven winners
for Emergency Medicine careers nationwide. What’s
Important to You, Is What Matters to Us™… Lucrative
compensation, bonus rewards, flexible scheduling,
paid CME and much more. Contact us today about
great opportunities in over 20 states.

Classifiedadvertising
Illinois, Chicago area and Kankakee:
EMP manages EDs at 4 community teaching
hospitals seeing 32,000 – 55,000 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 Ann Benson
(careers@emp.com), Emergency Medicine
Physicians, 4535 Dressler Rd, NW, Canton, OH
44718. 800-828-0898 or fax 330-493-8677. 
Iowa/Nebraska, Omaha Suburb: Excellent
compensation, equity ownership, desirable
setting. BP/BC EM physician sought for
27,000 volume ED in Council Bluffs. Package
includes family medical, employer-funded
pension, CME, more. Omaha is home to
Fortune 500 companies, celebrated jazz and
theatre, several universities, and a world
famous zoo. Contact Kim Rooney, Premier
Health Care Services, (800)726-3627, ext.
3674; e-mail krooney@phcsday.com; fax
(937)312-3675. 
Maryland, Cumberland: Small Town
Lifestyle, Big City Compensation in Scenic
Cumberland, MD. MEP is seeking experienced
BC/BP Emergency Medicine ResidencyTrained Physicians to join our team at the
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Western Maryland Regional Medical Center
(WMRMC) in Cumberland, MD. MEP offers an
exceptional productivity based compensation plan,
a significant sign-on bonus, and a comprehensive
benefits package including malpractice with tail
coverage. Total compensation package of over
$310,000. Leadership and ownership opportunities
are available. WMRMC has an annual volume of
over 55,000 with 40 hours physician coverage,
and is the designated area-wide Level III Trauma
Center. WMRMC offers a comprehensive range
of general and specialty services in a new $268
million state-of-the-art hospital with 275 inpatient
beds. Scribes assist physicians with charting, and
a Rapid Medical Evaluation (RME) unit, increases
throughput. Only a short driving distance from
Pittsburgh, Baltimore and the Washington, DC
area, Cumberland is an ideal area to enjoy award
winning dining and local attractions. Affordable
housing, great schools and year-round recreation,
Cumberland has it all! MEP is a privately owned
and physician owned and managed group.
Contact AC McEwan at (301) 944-0049 or
ACMcEwan@EmergencyDocs.com. 
Maryland, Hagerstown: MEP, a privately
owned Emergency Medicine physicians group,
has an outstanding opportunity for BC/BP EM
Residency-trained physicians at the brand new
Meritus Medical Center in Hagerstown, MD. An
hour from Washington, DC and Baltimore, greater

Hagerstown is the fastest growing metro area in
Maryland with affordable housing and numerous
outdoor activities. Meritus is a not-for-profit
hospital, opened in December 2010. The
500,000-square-foot, 267-bed regional medical
center has an ED volume of 70,000. The
hospital offers acute general inpatient services
in addition to a regional Level III Trauma
Center, an intensive care unit, a progressive
care unit, a coronary care unit, and a pediatric
unit. The emergency department features 52
beds with 4 trauma/code beds. Scribes assist
physicians with charting, and a Rapid Medical
Evaluation (RME) unit, increases throughput.
Physicians’ coverage is 53 hours. 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.
A substantial sign on bonus is available. Contact
AC McEwan at (301) 944-0049 or email CV to
ACMcEwan@EmergencyDocs.com. 
Michigan, Battle Creek: BC Emergency
Medicine physician sought for democratic
group in 50,000 volume ED. Excellent package
offers shareholder status at one year with no
buy-in! Benefits include pension, family medical
plan, CME, incentive income, malpractice,
more. Stable group with outstanding physician
retention record. Contact Kim Rooney, Premier

Classifiedadvertising
Health Care Services, (800)726-3627, ext. 3674, krooney@phcsday.com,
fax (937)312-3675. 
Michigan, Grand Blanc: Full Time/Part Time EM or EM/IM BC/
BP physician for 60,000 volume ED and Obs. Unit. Genesys Regional
Medical Center is a beautiful, 400 bed, state-of-the-art hospital built in
1997 with a 27-position EM Residency and most specialty residencies.
Our EM physician corporation offers employee status with full benefits,
including CME allowance, dues coverage, first year Profit Sharing,
malpractice coverage, and very competitive hourly compensation.
Applicants please call or send CV to: Michael J. Jule, DO, FACEP,
Director Emergency Services, One Genesys Parkway, Grand Blanc,
Michigan 48439-1477, or email to mjule@genesys.org, or call (810)
606-5951. 
New Hampshire, Manchester: Democratically governed emergency
medicine group serving population of 37,000 visits yearly seeks BC/
BP physician. We are located near the ocean, Boston and the White
Mountains. New members share same night/weekend/holiday mix as
other group members and are eligible for shareholder status in one year.
Email response to KZaffino@CMC-NH.org or mail to Kathleen Zaffino
MD 100 McGregor St. Manchester, NH 03102. 
New Hampshire, Portsmouth: Portsmouth Emergency
Physicians, PC in Portsmouth, NH is looking for a full-time
RT BC/BP physician for 2011. Portsmouth Regional Hospital [Level
II] receives transfers-in for cardiac and neurosurgery and is strong in
virtually all call categories. The ED volume is 28,000 with ca. 20%
admission rate, and we have double and triple coverage. This feefor-service group has an excellent compensation package including
health and liability insurance plus retirement, etc. On the coast of NH,

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 ﬁve 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.

June/July 2011
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Portsmouth is a very desirable community to live in, has a long maritime
history and is approx 1 hour from the mountains and Boston. Contact
Dr. Don Albertson by email at donalbertson@comcast.net. 
New York, Long Island - East Patchogue: Brookhaven Memorial
Hospital Medical Center is a Level II Trauma Center seeing 75,000 ED pts./
yr. Quaint coastal community is host to this full-service facility. Outstanding
partnership opportunity includes equal profit sharing, equity ownership,
funded pension, open books, full benefits and more. Contact Ann Benson,
(careers@emp.com), Emergency Medicine Physicians, 4535 Dressler Rd,
NW, Canton, OH 44718. 800-828-0898 or fax 330-493-8677. 
North Carolina, Charlotte: EMP is partnered with 6 community
hospitals in Charlotte, Lincolnton, Pineville and Statesville. A variety of
partnership opportunities are available in urban, suburban and smaller
town settings with EDs seeing 20,000 -70,000+ pts./yr. EMP is an
exclusively physician owned/managed group with open books, equal
voting, equal profit sharing, equity ownership, funded pension, full
benefits and more. Contact Ann Benson (careers@emp.com), Emergency
Medicine Physicians, 4535 Dressler Rd, NW, Canton, OH 44718. 800828-0898 or fax 330-493-8677. 
North Carolina, Kinston: Located in the center of eastern North Carolina,
Kinston is less than 60 miles to the east are some of the most beautiful
beaches of the Carolina coast and 35 miles from Greenville. 200-bed
full-service community hospital treats 41,000 ED pts./yr. Outstanding
partnership opportunity includes equal profit sharing, equity ownership,
funded pension, open books, full benefits and more. Contact Ann Benson
(careers@emp.com), Emergency Medicine Physicians, 4535 Dressler Rd,
NW, Canton, OH 44718. 800-828-0898 or fax 330-493-8677. 

Best Team, Best Services, Best Practices . . .
Fee for Service ED Opportunities in
California, New Mexico, Tennessee & Texas!

***** ***
CALIFORNIA: Near S.F. Bay Area, Sacramento,
Mendocino, San Joaquin & Sonoma Valleys
NATIONWIDE: Near Roswell, NM; Knoxville, TN;
& Austin TX!

EXCELLENCE IN EMERGENCY MEDICINE
Currently serving 26 clients across
the country!
Excellent Benefits! Stock Options!
Fast track to Shareholdership!
Contact: VEP Recruiter
Email: recruiter@valleyemergency.com
Phone: (925) Call-VEP (925-225-5837)

Visit us at www.valleyemergency.com
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Virginia
Emergency Physicians of Tidewater (EPT) is a
progressive, democratic group serving 7 hospitals
in the Virginia Beach/Norfolk area. The practice
includes level 1 and 2 trauma centers, as well as
diverse community settings. EPT provides faculty
for and directly supervises an EM residency
program. Great niche opportunities in U/S, EMS,
administration, tactical medicine, forensics, and
hyperbarics. Well-staffed facilities. Competitive
financial package leading to full partnership and
profit sharing. Great, affordable coastal area with
moderate year-round temperatures and beaches
minutes away. Only EM BC/BP candidates accepted. Send CV to Emergency Physicians of
Tidewater, 4092 Foxwood Dr., Ste. 101, Virginia
#FBDI  7"  t 1IPOF    t 'BY
 t&NBJMDIFSDBTQ!BPMDPN
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CINCINNATI, OHIO
Fee-For-Service, Democratic group dedicated to
Emergency Medicine in CINCINNATI, OH.
 Visits range from 40,000-

60,000 at Five Hospitals
 Our Own Journal Club
 Active in EMS

Education
 Full Vesting
 Medical and Malpractice

Insurance
 Flexible, Equitable
Scheduling
Please contact:
Gary Gries, M.D.
513-231-1521
gries9hotmail.com

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. 73,000 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 and Wadsworth: SUMMA Health System-Barberton
Hospital is a full-service community hospital in southern suburban Akron
with 44,000 ED visits/yr. WRH Health System in Wadsworth sees 20,000
patients per year. Work at one site or combination of both. Outstanding
partnership opportunity includes equal profit sharing, equity ownership,
funded pension, open books, full benefits and more. Contact Ann Benson
(careers@emp.com), Emergency Medicine Physicians, 4535 Dressler Rd,
NW, Canton, OH 44718. 800-828-0898 or fax 330-493-8677. 

Cincinnati offers:
 Superb Cultural and
Artistic Programs
 Fine Dining and
Metropolitan Shopping
 Excellent Schools
 Reds and Bengals
Stadium, Marathon
and Concert Venue
Medicine

Ohio, Cambridge: Southeastern Ohio Regional Medical Center is a
177-bed, full-service facility treating 31,000 ED pts./yr. Outstanding
partnership opportunity includes equal profit sharing, equity ownership,
funded pension, open books, full benefits and more. Contact Ann Benson
(careers@emp.com), Emergency Medicine Physicians, 4535 Dressler Rd,
NW, Canton, OH 44718. 800-828-0898 or fax 330-493-8677. 

Joe Renusch, M.D.
513-624-0167
Jrenusch@gmail.com

Ohio, Cincinnati: Situated in desirable Anderson Township, Mercy
Hospital – Anderson sees 48,000 patients per year. Outstanding partnership
opportunity includes equal profit sharing, equity ownership, funded
pension, open books, full benefits and more. Contact Ann Benson
(careers@emp.com), Emergency Medicine Physicians, 4535 Dressler Rd,
NW, Canton, OH 44718. 800-828-0898 or fax 330-493-8677. 

visit our website @ www.qesi.net

Join Us As We Grow!

A Unique Ownership Opportunity
Join a premier emergency medicine
organization owned and operated by its
practicing physician members.
/ ($$#)$ $*)()# # ! ) ( #
DFW,!($## #)$# $ #'!-  
/*)) #"'#-  #
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www.questcare.com

EL
PASO

DALLAS/
FORT WORTH
SAN ANTONIO

For more
information,
contact Sharon Hirst:
800.369.8397 or email shirst@questcare.net
June/July 2011
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OUTSTANDING EM OPPORTUNITIES IN NY
✓ Earn up to $165/hour (depending on the site)
✓ Programs for Residents: availability varies—ask for details
• Home purchase assistance
• Early signing stipend
✓ Career development/advancement opportunities
✓ 11 different sites to choose from with volumes ranging from
12K to 40K
✓ 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

Looking for a rewarding career
opportunity in emergency medicine?

You just found it.

Classifiedadvertising
Ohio, Dayton: BP/BC EM physician sought to join solidly established,
democratic group at 42,000 volume ED in northern suburb. Enjoy working
in a collegial environment and outstanding physical plant. Excellent package
includes malpractice, employer-funded pension, family medical plan, CME,
incentive income and more. Contact Kim Rooney, Premier Health Care
Services, (800)726-3627, ext. 3674; e-mail krooney@phcsday.com, fax CV
(937) 312-3675. 
Ohio, Marion: Appealing Columbus area opportunity. Enjoy equity
ownership with democratic group in 48,000 volume ED, 45 miles north of
Columbus. State-of-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. 
Oklahoma, Tulsa: Modern 800+ bed community hospital sees 81,000
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 Ann Benson (careers@emp.com), Emergency Medicine
Physicians, 4535 Dressler Rd, NW, Canton, OH 44718. 800-828-0898 or fax
330-493-8677. 
Oregon, Salem: Physician partnership opportunity in independent,
democratic group in Salem, Oregon. Salem is a wonderful city centrally
located in the beautiful wine country of the Willamette Valley, only one hour
from the ocean, mountains and Portland. Must be BC/BP in Emergency
Medicine. New 55-bed ED/hospital. Full benefits. Competitive salary. Great
lifestyle. Send CV, cover letter and recent photo to sepspc@salemhospital.org.
Qx? 503-561-5634. 

ERMI is Pennsylvania’s most successful emergency
medicine physician group
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

ERMI
a part of UPMC

• Abundant opportunities for professional growth in one
of America’s most livable city
Quantum One Building
2 Hot Metal Street
Pittsburgh, PA 15203
Telephone: 888-647-9077
Fax: 412-432-7490

For more information about joining Pennsylvania’s emergency
medicine leader, contact Robert Maha, MD, at 888-647-9077,
or send an e-mail tomahar@upmc.edu.
EOE
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Pennsylvania, Greenville/Sharon: UPMC Horizon, with hospital
sites in Greenville and Farrell, PA, serves the Mercer County region in
northwestern PA and offers a wide range of services at both campuses.
The Greenville Campus ED sees 17,000 patients annually with 24
hours of physician coverage (12 hour shifts) and 10 hours of mid-level
provider coverage. The Shenango Valley Campus ED sees 15,000
patients annually with 12-hour physician shifts. The cost of living is low,
the patient population is pleasant, outdoor activities are plentiful, and
the amenities of Pittsburgh are easily accessible. We offer an excellent
salary with full benefits including: paid malpractice insurance with
tail, employer-funded retirement plan, paid health insurance, CME
allowance, and much more. Board certification/prepared in EM is
required. Call Dr. Robert Maha at 888-647-9077/Fax 4124327480 or
e-mail mahar@upmc.edu. 
Pennsylvania, Pittsburgh: Alle-Kiski Medical Center in Natrona
Heights boasts a brand new ED to see 36,000 emergency pts./yr. The
Western Pennsylvania Hospital-Forbes Campus sees 47,000 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 Ann Benson (careers@emp.com), Emergency
Medicine Physicians, 4535 Dressler Rd, NW, Canton, OH 44718.
800-828-0898 or fax 330-493-8677. 
Pennsylvania, Sharon: EMP is pleased to announce our new
affiliation with Sharon Regional Health System. Extremely supportive
administration/medical staff, new ED, and full service capabilities make
this a great place to work. 35,000 patients treated annually. Small city
setting offers beautiful housing and abundant recreation less than an hour
from Pittsburgh and Cleveland. Outstanding partnership opportunity
includes equal profit sharing, equity ownership, funded pension, open

XCELLENCE

®

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 20 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.

Transforming EDs into
Centers of Excellence
for Over 30 Years
Join one of the most highly
respected Emergency Medicine
groups in the nation
Physician owned and managed
Opportunities in New York
and New Jersey
Excellent compensation package,
including comprehensive health
coverage, disability insurance,
401k, malpractice, CME
The Sign of Excellence in Emergency Medicine®

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

877.692.4665 jobs@emamd.com www.EMA.net
June/July 2011

57

Excellence in Emergency Medical Care

Join Us In Orlando
The Best Career Option For
Emergency Medicine Physicians!
x $150/hr RVU Based Pay
x Sign-on Bonus
x Relocation Assistance
x Partnership Opportunity
x Leadership Opportunities
x 138 hours/month Full-time + Benefits
Regan Schwartz,
MD, FACEP
Chairman

Jorge Lopez, MD,
FACEP, President

Miguel Acevedo,
MD, FACEP,

x Comprehensive Benefits Package
x Eight Florida Hospitals - 350,000 ED visits

FEP Mission Statement

x EM Residency

Dedicated to Excellence in Emergency Medical
Care While Providing a Human Touch to Those in
Need...Since 1969

FEP is celebrating its 41st anniversary as a stable organization serving Florida Hospital in the largest ED system in
the country. Orlando is a rapidly expanding multi-cultural city, with many attractions, dozens of acclaimed golf courses,
famous beaches, and excellent school systems! Florida currently has no state income tax, which means that most providers
t an automatic raise if they leave a taxable state. FEP offers relocation assistance including realtor
services and banking/mortgage options.
Please visit our website at www.floridaemergencyphysicians.com
Contact
Brian A. Nobie, MD, FACEP
or David Sarkarati, DO, FACEP
At (800) 268-1318

Email CV’s to Susan Yarcheck at: syarcheck@psrinc.net or by fax to (407) 875-0244
58
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EMERGENCY MEDICINE PHYSICIANS
Ochsner Health System in New Orleans is seeking additional
residency trained and board-prepared/certified EMERGENCY
MEDICINE PHYSICIANS to join our expanding 40-physician
department.
Ochsner Health System is a physician-led, non-profit, academic,
multi-specialty, healthcare delivery system dedicated to patient
care, research, and education. The system includes eight
hospitals and 35 health centers throughout Southeast Louisiana.
Ochsner employs 770 physicians representing all major medical
specialties and sub-specialties. We conduct over 300 ongoing
clinical research trials annually. We offer a generous and
comprehensive benefits package. We also enjoy the advantage
of practicing in a favorable malpractice environment in
Louisiana. Please visit our website at www.ochsner.org.
New Orleans is one of the most exciting and vibrant cities in
America. Amenities include multiple universities, academic
centers, professional sports teams, world-class dining, cultural
interests, renowned live entertainment and music.
Please email CV to: ochsnerphysiciancv@gmail.com
Ref. # AEMEDP09 or call 800-488-2240 for more information. EOE.

books, full benefits and more. Contact Ann Benson (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. Uniontown Hospital is a full service
community hospital with a modern ED and excellent physician and midlevel 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, employerfunded retirement plan, paid health insurance, CME allowance, and much
more . Board certification/prepared in EM is required. Call Dr. Robert Maha
at 888-647-9077/Fax 412-432-7480 or e-mail mahar@upmc.edu. 
South Carolina, Waynesboro: NES HealthCare Group is seeking a fulltime emergency medicine physician to staff newly renovated Emergency
Department of Burke Medical Center. Candidates must be BC/BP EM
and have current ACLS and PALS. Competitive compensation, physician
education and incentive program offered. This 40-bed facility has an
annual ED volume of 12,000, and has been caring for the citizens of Burke
County since 1951. Burke Medical Center is located 40 minutes south of
Augusta and just west of South Carolina. Waynesboro offers small own
charm with the conveniences of a “big city.” Contact: Megan Evans,
Physician Recruiter, 1-800-394-6376, mevans@neshold.com or fax CV
to 631-265-8875. 
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,

June/July 2011
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4HE 3IGN OF %XCELLENCE IN %MERGENCY -EDICINE®

Outstanding Career Opportunities
for BC/BP Emergency Physicians

The EMA Difference
As one of the nation’s truly democratic
emergency physician groups, EMA is
proud of our 32+ year history of long

Southeastern Regional Medical Center

term, stable relationships with hospital

,UMBERTON .ORTH #AROLINA

partners and our exceptional physician

Close proximity to world famous beaches and golf recreational
areas including: Pinehurst, Carolina beaches, Charlotte and Charleston.

recruitment and retention rates. EMA
was named one of the “100 Best Places
to Work in Healthcare 2010” by Modern

s ,EVEL )) Trauma Center

Healthcare.

s   PATIENTS ANNUALLY
s &AST Track
s #LINICAL $ECISION 5NIT
s 3CRIBES

s

4HE +INGSTON (OSPITAL
+INGSTON .EW York

Being a Partner in EMA

Only 90 minutes away from NYC. Minutes to New Paltz,
Woodstock and Rhineback. Endless year-round recreational
activities. Quaint shops and extraordinary restaurants.

Means:

s "RAND NEW STATE OF THE ART %$
s  BED ACUTE CARE HOSPITAL
s   PATIENTS ANNUALLY
s &AST Track
s 3CRIBES
s 0SYCH %$ WITH DEDICATED #ASE -ANAGEMENT 3TAFF

Being highly compensated
Having a voice
Full and equal ownership in
a dynamic private practice

s
s
s
s

Comprehensive

package

Career growth
Cutting-edge practice support tools
Robust educational programs

s Variety of practice settings

Call today and let us outline the
industry’s most outstanding compensation
and ownership model for you.

s &ULL SUITE OF HIGH TECH TOYS ,APTOP '03 I0HONE
or Blackberry, Portable WI&I (OTSPOT  3LINGBOX

Contact us at (877) 692-4665 X1176
Email us at jobs@EMA.net
Visit us at www.EMA.net

s 'UARANTEED Annual Salary of $300,000+

s -INIMUM OF A ONE YEAR COMMITMENT
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One of the nation’s TOP HOSPITALS FOR EMERGENCY
MEDICAL CARE is currently seeking:

BC/BP Emergency Medicine Physicians
Mercy Medical Center – Des Moines
is just one of 255 hospitals in the country
ranked in the nation’s top five percent for
emergency medical care. With the area’s
only accredited chest pain center and
certified primary stroke center, as well
as a Level II trauma center, a dedicated
children’s emergency center and a fleet of
premier air ambulances, Mercy is a major
destination for patients of all ages in need
of emergency medical care and treats
more than 70,000 patients annually.
Mercy is located in Des Moines, Iowa,
which has been ranked as one of America’s
top ten cities by Forbes Magazine and
has been named one of “America’s Best
Cities to Raise a Family” by Kiplinger’s.
Mercy offers an excellent compensation
package – including a competitive salary,
pension plan, paid malpractice, a generous
relocation allowance and a sign-on bonus.

For more information, contact:

www.mercydesmoines.org

Roger McMahon
Director, Physician Employment Services
P: (515) 643-8323 F: (515) 643-8943
rmcmahon@mercydesmoines.org

Classifiedadvertising
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, Huntington: Democratic group has a very appealing
opportunity in newer ED with a patient volume of 73,000 annual visits. This
Level II facility has 66 hours of physician coverage, plus 48 MLP hours
daily. An excellent package is offered including guaranteed hourly plus
RVU, family medical plan, malpractice, employer-funded pension, additional
incentive income, shareholder opportunity at one year with no buy-in, plus
additional benefits. Located 45 minutes from Charleston on the Ohio River,
Huntington is home to Marshall University. For additional information, please
contact Rachel Klockow, Premier Health Care Services, (800) 406-8118;
e-mail rklockow@phcsday.com; or fax CV to (954) 986-8820. 
West Virginia, Weirton (near Pittsburgh, PA): Weirton Medical Center
affords easy access to desirable residential areas and amenities in WV and PA.
The ED treats 41,000 patients annually. Outstanding partnership opportunity
includes equal profit sharing, equity ownership, funded pension, open books,
full benefits and more. Contact Ann Benson (careers@emp.com), Emergency
Medicine Physicians, 4535 Dressler Rd, NW, Canton, OH 44718. 800-8280898 or fax 330-493-8677. 
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
29,000 and 24,000 pts./yr. Outstanding partnership opportunity includes equal
profit sharing, equity ownership, funded pension, open books, full benefits
and more. Contact Ann Benson (careers@emp.com), Emergency Medicine
Physicians, 4535 Dressler Rd, NW, Canton, OH 44718. 800-828-0898 or fax
330-493-8677. 

advancing my career.
“Starting with a lower volume
ED gave me the opportunity to
excel without being overwhelmed.
TeamHealth recognizes and
develops individual potential. Within
six months, I was promoted to
medical director and took advantage
of the leadership development
resources and classes they offer.”

Nesreen Kaufman, MD,
Medical Director, with
her husband

888.861.4093
www.MYEMCAREER.com
physicianjobs@teamhealth.com

June/July 2011
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back at you

Become a donor...

It’s easy and important!
Organ and tissue donation and transplantation provide a second chance at life
for thousands of people each year. You have the opportunity to be one of the
individuals who make these miracles happen. By becoming a donor, you give
the gift of hope for the thousands of individuals awaiting organ transplants and
hope for the millions of individuals whose lives could be enhanced through tissue
transplants.
To read more about organ
donation and to dispel some
common myths, read Trine
Engebretsen-Labbe’s article
What Every (Student) Doctor
Needs to Know about Organ
Donation on page 22.

Last year alone, organ donors made more than 28,000 transplants possible.
Another one million people received cornea and other tissue transplants that
helped them recover from trauma, bone damage, spinal injuries, burns, hearing
impairment and vision loss.
Unfortunately, thousands die every year waiting for a donor organ that never
comes. You have the power to change that. Go to organdonor.gov and sign up to
become a donor today!
Source: http://www.organdonor.gov

To the Class of 2011
You just graduated medical school and want to
plan a fabulous trip before residency starts but do
not know where to go. . . Below is a list of the top
ten vacation spots according to the Travel Channel to
help get you started. To read more on what to do with the
Last Summer of Your Life, see Austin Dennard’s article on page 21.
1
2.
3.
4.
5.
6.
7.
8.
9.
10.

Paris, France
New York, NY
Rome, Italy
Cancun, Mexico
London, England
Miami, FL
Orlando, FL
San Francisco, CA
Myrtle Beach, SC
Branson, MO

EMRA
Congratulates the
2011 Graduates!

Source: http://www.travelchannel.com/Places_Trips/Travel_Ideas/Travel_Tips/Top_10_Vacation_Spots
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“Today
is your
day! Your
mountain
is waiting.
So... get on
your way.”
– Dr. Seuss
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Emergency Medicine Residents’ Association
1125 Executive Circle
Irving, Texas 75038-2522
972.550.0920
www.emra.org

The right fit

rocks.

When you find the perfect place to launch your EM career, you’ll
know it. It will come in an ah-ha moment that says this group gets
it. At Emergency Medicine Physicians, we’re owned and managed
by residency-trained, emergency medicine physicians that
understand what you’re looking for, because we’ve been there.
We provide the support you need to be a rock star and the benefits
you’re looking for: equal equity with no buy-in, a schedule you
make your first year, democratic organization and competitive
compensation packages. Discover why EMP rocks. Email us at
careers@emp.com or visit EMP.com today.

Opportunities from New York to Hawaii.

