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PRESIDENT’S MESSAGE

Matt Rudy, MD
EMRA President
University Hospital
Augusta, GA

s I write this, my final EM Resident
‘ * article in the role of EMRA

president, it has now been 12
months since | completed my emergency
medicine residency at Washington
University in St. Louis. | have always
looked to friends and mentors one step
ahead of me in life for advice and to learn
from their experiences, and in this article
I hope to share with you a few thoughts
to guide your thinking as you progress
through training and shape your lives as
emergency medicine physicians.

9. Moonlight if you can.

We are fortunate in residency to know
there is always help (often standing right
behind us) as we learn to intubate a critical
trauma patient or resuscitate a crashing
patient peri-arrest. It is comforting and
essential for patient safety early on for our
attending physicians to be directly invol-
ved in our training and patient care, but
the experience and perspective we can
gain from moonlighting can be priceless.

I would argue that while the extra money
you can earn moonlighting (save it or
apply it all to loans, by the way) is nice,
what is even more valuable is the change in
mindset, knowing that if you're at a small
rural hospital, you're “it” — if you cannot
secure the airway, no one is stepping in to
push you aside and save the day. Moon-
lighting, once you’'re ready, is inval-
uable in teaching you crisis perfor-
mance and helping you identify gaps
in your knowledge and comfort so
you can address them before you
graduate residency. It also offers you a
look at community emergency medicine,
so you can decide what type of practice fits
best for your interests and passions.

8. Face your fears head-on.
This advice applies whether you are
studying for the Boards or just refining
your clinical and procedural skills. Don’t
shy away from areas that make you
uncomfortable. If you know your slit
lamp skills are lacking, make it a point to
perform a full slit lamp exam whenever

possible rather than simply doing a cursory
exam with a bedside ophthalmoscope and
consulting ophthalmology (plus you'll gain
respect and credibility with your ophtho
colleagues when you communicate your
slip lamp findings to them in a consult).
Everyone has areas where they excel (we

all had that classmate who seemed to
effortlessly secure every challenging airway
on the first attempt), but it’s important
not to rest on the laurels of your
success. It can be hard to admit what we're
not good at, but doing so is the first step to
becoming proficient and, ultimately, skilled
in those areas. While you may stumble

with your first few slit lamp exams, as you
practice more and more, asking for feedback
and help as needed, your skills will improve
and your patients will benefit.

7. Take full advantage of your
teachers and mentors.

Academic emergency medicine faculty

are some of the most interesting and
passionate people you will ever meet, and
they have committed their professional
lives to sharing their knowledge with you.
Don’t miss out on the opportunity to absorb
every last drop of passion and knowledge
from your attendings. Get them to share
their stories and learn from their individual
approaches and skillsets as you form your
own armamentarium of knowledge and
skills. Stay in touch with your faculty once
you graduate — you may find an opportunity
to partner on a multi-site research project
or benefit from their expertise as you help
update stroke or trauma guidelines at a
community hospital.

6. Start saving now, even
though it’s hard.

Even if you somehow managed to have
graduated medical school debt-free, the
importance of learning the discipline to
save and invest early cannot be overstated.
You will be hard-pressed to find someone
in retirement who regrets having saved too
much money. Choosing the profession of
medicine, many of us are already behind
the curve in taking advantage of compound

TFinal Wertds

interest. Find a trusted financial adviser
(know how they get paid) and learn the
value of saving as little as $100 a month
while in training, or more if you can.
Financial discipline early will be one of your
greatest weapons against burnout later as
you find you are working because you want
to, not because you have to in order to
cover the payments on your new boat or car.

5. When you first finish
residency, keep living like
you're still a resident.

It can be quick and easy to forget how to
survive on a resident’s salary once you stop
doing it. If you can maintain the standard
of living you had while in residency after
you begin to earn an attending’s wages,
you’re going to be golden. Use that extra
money to pay off loans, invest, and save,
and you will be so glad you did 5 and 10
years from now. Some new expenses, like
specialty-specific disability insurance, are
worth the investment, but try to resist the
temptation to buy the biggest house just
because you can afford it. A colleague
once told me she was “saved by the
dust bunnies.” On a tour of a home a
real estate agent was pushing heavily, my
colleague realized that just because she
could afford a 6,000 square foot house,
the cost of maintaining the mansion was
going to be extreme, and not something she
needed, or even really wanted.

4. Reflect on what you want

in your first “real job.”

Unless you moonlight, until the last day

of residency, we have all been mostly
sheltered in the ivory towers of academic
medical centers. The reality is that job
opportunities in EM vary greatly, and
fewer than half of us will stay in academic
careers post residency. Far more than just
“community vs. academic,” your typical day
as an EM physician will depend greatly on
where you practice, the structure of your
hospital or group, and what resources you
have available. You'll see jobs offered with
insane signing bonuses, but be wary. Decide

continued on page 4
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VICE SPEAKER

appy October, EMRA! | cannot
H believe that almost a year, and four

seasons (depending on where you
live) have whizzed by since | was elected to

serve as your Vice Speaker. And what a year
it has been!

I am so grateful to have met so many of
you. We have had some terrific discussions
about EMRA and its future. | appreciate the
leadership and dedication to EMRA that
our outgoing speaker, Dr. Anant Patel, has
shown our organization. We thank him and
wish him the best of luck.

As ACEP15 in Boston is quickly
approaching, NOW is time to start
planning how you are going to make the
most of the meeting. One thing you do
not want to miss is the election of the
new board members at the Representative
Council. Of course, before your program

BOSTON

LOOKING FORWARD TO SEEING YOU THERE!

representative votes, you must meet the
candidates and get the inside scoop!

You also don’t want to miss the fantastic
programming we have this year. Some
other quick must-not-misses (in no
particular order):

v" EMRA 20 in 6 Resident Lecture
Competition. The Education
Committee’s innovative resident
lecture competition makes its debut in
Boston.

v The EMRA Job & Fellowship
Fair. Let’s be honest, while we can be
EMRA members for life, we can’t be
residents forever.

v' EMRA Resident SIMWars. | have
my money on the team from...

v" Rep Council. It's not just for
elections. This is EMRA’s “mini-
Congress” in action. We debate policies,

Nida Degesys, MD
Vice Speaker of the Council
UCSF-SFGH

San Francisco, CA

resolutions, and this year we are giving
you what you want: The committee
and division chairs will update you
on not only what is hot in EM right
now, but also what great programming
and opportunities there are for you to
take back to your programs. Come out
and take part in discussion on topics
affecting your organization and your
specialty. Make your opinion heard, and
represent your program.

v The EMRA Party. EMRA parties are
legendary... and | think that is all that
needs to be said. *

FI n a | WO rd S continued from page 3

if you will be comfortable in your practice
environment and if your family will be happy
with the geographic location. Will you have
access to consultants? How easy is it to
admit patients? Who does the admit orders?
What is the local standard of care, and is the
hospital in a notoriously litigious area? What
is the turnover rate for docs in the group?

In short, it’s not all about the money, and in
fact, it's not about the money much at all. Be
sure you’re looking for a group where
the docs are happy and can take good
care of patients — if you have those
things, most any other challenge can
be overcome.

3. Stay connected with your class.
Your residency classmates are going to

be some of your best friends. The bonds

you form caring for critically ill patients

and experiencing “you-can’t-make-this-
stuff-up” moments in the ED are priceless.
Make the effort to stay connected to your
residency classmates, especially after you
disperse across the world for jobs post
residency. You'll find you're able to help one

4 EMRA | emra.org * emresident.org

another in so many ways, from emotional
support and inside jokes only those from
your residency would get, to future job
opportunities. Some of my classmates
attended board review courses together,
and others still vacation together.

2. Implement a plan to keep
learning.

After residency is over, besides the
mandatory learning provided through
ABEM via LLSA articles, we all need to find
a routine that works for us to stay current
in our medical knowledge. Each of us has

a different style, but whether you choose
podcasts, attending conferences, reading
journals, or some other way, keep up the
routine to remain a lifelong learner. Make a
plan and stick to it — you’ll be glad you did,
because the 10-year Con-Cert exam will be
here before you know it!

1. Stay involved.

EMRA offers us so many opportunities
to be involved in organized medicine as
students and residents (and even post

residency as EMRA alumni), but beyond
EMRA, it is worth the effort to remain
engaged with the other professional
medical organizations to keep you

learning, teaching, and engaged with

your professional colleagues. Dr. Nathan
Schlicher (past EMRA Board member),
told me at my first ACEP Leadership and
Advocacy conference, “Pick a club and
join it.” If you're an AMA member through
and through, you could be the next Dr.
Steve Stack, the first emergency medicine
president of the AMA. If you’re more
focused on EM, be sure to block off time for
your state’s ACEP conference, and you'll be
on your state ACEP board or serving as an
ACEP councilor before you know it.

It has been a true privilege and the high-
light of my professional career to serve as
your EMRA president. | wish you the best
in your professional and personal pursuits,
and thank you for your commitment to
EMRA. *

Have your own tips to share? Tweet them
to us @emresidents and @matthewprudy.



EDITOR’S FORUM

s ayoung man | was a Boy Scout
A— khaki shirt, shoulder sash, merit

badges, and all. Like all of the
other boys in my troop, | used to stand at
attention and recite the Scout oath and
law. We would swear on our honor to do
our duty to God and country, and to obey
the scout law — to be trustworthy, loyal,
helpful, friendly, courteous, kind, brave,
and clean. We promised to help other
people at all times, and to keep ourselves
physically strong, mentally awake, and
morally straight. “Be prepared” was our
motto. Perhaps then it seemed to be a bit
platitudinous, but today I realize those
words worked on us as young men to
found a basis for a life of service to others.

Today | realize being an ER doc is not
so far from being a Boy Scout. Like
the scout motto, we're always prepared;
we often rely on ingenuity, and every once
in a while we have to be able to properly
put out a fire. But scouting extrapolates
even further — like Boy Scouts, we too
take an oath. We promise on our honor
to do our best and to do our duty to our
patients. We promise to help other people
at all times, and we are obligated to keep
ourselves mentally awake and morally
straight. As physicians we should be
framing our activities based on virtues
like being friendly, helpful, kind, and
trustworthy. But, above all, we should
value our charity and service.

Nowhere else is that charge more
prominent than in the emergency
department — here we feel the burden
of population medicine weighing upon
us. Here our hands form society’s
medical safety net. While that brings
many frustrations, it also brings great

OUR CALL
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opportunity to serve. That
service can extend well
beyond the bounds of medical
care, and whenever possible,
it should. More than any
other specialty, we are often
very acutely aware of the
unique needs of our patients.
The homeless gentleman
might need chronic wound
care, but right now, maybe
what he really needs is a warm
place to stay and something to eat. When
we can fix those things, then we should.
Because no other physician group will.

Despite the opportunity for uplifting
interventions that surround us every day,
the emergency department can feel like a
double-edged sword. Being so repeatedly
reminded of what it's really like out there,
it becomes easy to get jaded. Why should
we care for that next drug overdose?

Why should we be worried about chronic
pain? Why should we help those who
won’t help themselves? It’s easy to
blow those patients out the door,
not often so much because they’re
medically simple, but because we
don’t feel morally invested. We can
be quick to hit that disposition button,
though it's important that we remember
that a disposition is intended to be for the
patient’s benefit, and not for ours. Clearing
out a bed for any reason other than “I'm
doing the best I can for this patient at this
time” is the wrong way to do it.

We seemingly get benefit from our rapid
redistribution of suffering. The more
patients you see often translates to a

Nathaniel Mann, MD
Editor-in-Chief, EM Resident
University of Cincinnati
Cincinnati, OH

The author as a Boy Scout, age 14.
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higher reimbursement, more respect, or a
better review with your chairman. In the
end, though, none of those things matter if
we aren’t doing right by our patients. That
doesn’t mean we dole out morphine drips
just to boost our Press-Ganeys, but it does
mean that the “I don’t know, but you ain’t
dying” mentality may not always be the
best one. We're all guilty of that approach,
and | know I am. It's easy to slip into robot
mode and start churning people through
one door and out another, but taking

just enough time with each encounter to
evaluate our motives behind each patient
care decision can be revealing of our own
thought processes. It’s called patient
care because we should — we should
CARE. When we don't, that's when we
make the gravest error as physicians.

For the most part, our mistakes are
usually just human in nature, but when
we find ourselves wanting for compassion,
it can be easy to feel that maybe a career
in a different field may have been a

better choice. At some point we all doubt
ourselves, sometimes for any variety of
reasons, but ultimately we all made
the same decision — that we would
give our efforts to help other people,
because in the whole world, that’s
the one thing that matters more
than anything else. When we're dead
no one is going to care that we made
enough money to call ourselves “upper
middle class” or that we attended the most
prestigious of institutions. Our legacy is
made through our acts, and no acts are
stronger than those of compassion.

All of our patients need help. It doesn’t
matter who they are, who we are, or what
the circumstances might be, we just
need to do the right thing. Let us

be the mark of humanism amongst the
world’s inhumanity. Let us be the ones
who advocate for those who cannot. Let
us be the ones who do our duty. *
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TREASURER REPORT

Strength In

Jordan Celeste, MD

EMRA Immediate Past-President
Florida Emergency Physicians
Orlando, FL

Our Numbers

Fiscal Year 2014-2015 (FY14-15) has been yet another success for EMRA. Our
continued growth in terms of membership, member benefits, and financial

standing is a true testament to the committed member base, the dedicated
leadership, and the outstanding staff that EMRA is privileged to call its own.

Membership

ur membership numbers
have reached an all-time
high, with FY14-15 reflecting

significant growth in almost every
category. EMRA plans to focus on
recruiting more fellow members, with an
aim to provide services and benefits to suit
their unique needs.

Membership is not reflected simply by
the numbers, though. EMRA is extremely
fortunate to have an engaged member
base, with leaders serving at every level.
As board members, we dedicate a large
amount of our time in training to this
organization. However, our committee
and division leaders, our authors and
contributors, our liaisons to ACEP and
other external organizations, as well as
many others, have all given of their time
and talent to make EMRA what it is today.

Member Benefits

This past year saw the launch of many
new member benefits, including HippoEM
and Basics of EM: Pediatrics. And work
has been underway for the upcoming
revamped editions of the EMRA Advocacy
Handbook as well as the Medical Student
Survival Guide. And keep your eyes
open for new publications coming
soon to the EMRA library.

EMRA also continues to have a strong
working relationship with ACEP, which

is leading to new benefits as well. This
year ACEP and EMRA are working
together to encourage members to upload
information into their ACEP Portfolio
Tracker, which will provide easy access

6 EMRA | emra.org * emresident.org

to essential personal information when
you apply for licensing and jobs. And
since ACEP will be moving into a new
headquarters building next year, EMRA
will also be moving on up!

Financial Standing

Over the past fiscal year, EMRA’s
member equity has continued to
grow — now totaling over $3.7
million. Having such a strong financial
footing allows our organization to offer the
benefits outlined previously, to get creative
during strategic planning, and to explore
new ideas as well.

Financial success also allows for donations
directed at improving emergency care
across the nation and the world. EMRA
has again donated to the Emergency
Medicine Action Fund (EMAF), which
focuses on regulatory advocacy. Following
the implementation of the Affordable Care
Act, this has become more important than
ever as we all realize that the devil is truly
in the regulatory details when it comes to
legislation.

EMRA also continues to significantly
donate to the Emergency Medicine
Foundation (EMF), which has awarded
more than $12 million in research grants
since its inception in 1972. These grants
are directed at developing emergency
medicine researchers, as well as improving

patient care and developing meaningful
health policy initiatives.

It is important to note the tremendous
working relationship that EMRA has with
both of these organizations. Since we

have seats on both boards, we are able to
contribute to conversation and ensure that
our dollars are doing the most good.

EMRA Finance Committee

| had the honor of serving as the chair of
the EMRA Finance Committee this past
year. In only its second year of existence,
the committee has already achieved
great success by focusing on a balanced
budget, reviewing EMRA's investments,
and tightening internal policies. A more
structured approach to our finances is
allowing for informed and responsible
growth as an organization.

Looking at how EMRA has grown, it is
absolutely amazing that we accomplish
so much with only 4.5 full-time staff
members. Their hard work, long hours,
and genuine care and concern for EMRA
reflects the importance of our mission —
and it is also one of the main reasons for
that we are able to fulfill it.

EMRA continues to expand its numbers
and influence, due to your support and
ideas. As we grow, we will continue to seek
new ways to serve you and the community
of emergency medicine. *

EMRA plans to focus on recruiting more fellow
members, with an aim to provide services and
benefits to suit their unique needs.




EMRA FY14-15
Membership Report

EMRA is pleased to report strong membership,
solid financial health, and strategic progress in

FY14-15, thanks to your participation!
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* Patient Presentations in the ED video

* New benefits: HippoEM, EMedHome and more!

* Resident and medical student programming at:
- ACEP14 & ACEP Leadership and Advocacy Conference
- 2 Medical Student Symposia
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* Provide Best Evidence in Emergency Medicine



SPECIAL REPORT: EDUCATION MERGER

$

The Graduate Medical Education Merger

his is a confusing time in the world of graduate medical education. The recent

Memorandum of Understanding that will merge the American Osteopathic

Association (AOA) and the Accreditation Council of Graduate Medical
Education (ACGME) to one single accreditation system (SAS) has created a lot of
turmoil in the minds of many residents seeking to become experts in emergency
medicine. As the elected voice of emergency medicine residents, we felt it important
to join together with a unified voice to provide some insight into what we know in an
attempt to dispel some of the most prominent rumors about the merger.

MYTH 1.

My entire program leadership, including
the program director (PD), will change
when the AOA and ACGME merge.

The ACGME Review Committee for
Emergency Medicine (RC-EM) has
announced they will equally consider
AOA certification as one of the criteria
to meet the qualifications for an EM
program director.'®

MYTH 2.

My program will close when we
undergo the ACGME accreditation
process, and | won't be able to take the
boards when | graduate.

Current AOA accredited programs
will not automatically close during
the ACGME accreditation process.
These programs will maintain their AOA
accreditation status until either ACGME
accreditation is achieved or until June 30,
2020.

The SAS will not affect board eligibility.
Osteopathic certification exams will be
recognized by the ACGME as valid and
appropriate credentials for service as
faculty members in ACGME training
programs. No MD or DO will be required
to take either certification exam,;

both certifications will be available to
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DOs who graduate from an ACGME
accredited program. All DO residents
will be encouraged to take osteopathic
certification exams to demonstrate their
competency in osteopathic principles and
practices within the specialty.

Under the current American Board of
Emergency Medicine (ABEM) rules,

a physician must have completed an
ACGME accredited residency to be
eligible for ABEM board certification.
When an AOA program applies for
ACGME accreditation it is given a “pre-
accreditation” status, which signifies
that an AOA accredited program is in the
process of pursuing initial accreditation
with the ACGME while still operating
under its AOA accreditation. Our
understanding is that a program’s pre-
accreditation status — which in many
cases will qualify DO residents in that
program for advanced ACGME residencies
and fellowships — will not change a DO
physician’s eligibility for AOBEM board
certification.* ABEM certification will
be available to program graduates once
the ACGME confers initial accreditation
upon the AOA program, even if it is
conferred on the last day of residency.®
Initial accreditation is the status that is
achieved once an AOA program is
ACGME accredited.

Leonard Stallings, MID
EMRA RRC-EM Representative
East Carolina University

Brody School of Medicine
Greenville, NC

Andrew G. Little, DO

ACOEP Resident Chapter President
Ohio University Heritage

College of Osteopathic Medicine
Doctors Hospital

Athens, OH

MYTH 3.
My AOA EM program will have to close
with the ACGME merger.

All osteopathic EM programs must
seek ACGME accreditation before June
30, 2020 (after this date the AOA will
no longer accredit GME programs) or
face closure. Each program will have
to meet the standards as determined
by the RC-EM. Though there are some
differences in the current ACGME EM
standards and AOBEM standards,
osteopathic EM programs are held to
high standards that are similar to those
of ACGME. We are hopeful that all
osteopathic programs will be able
to obtain ACGME accreditation if
pursued.

To answer the direct question of
whether a specific program will close,
this will depend on the sponsoring
institution’s desire to continue
educating EM residents. We encourage
our members to direct this question
directly to their sponsoring institution’s
graduate medical education department
chairs.57



MYTH 4.

As an osteopathic medical student
interested in EM, | will still have to apply
to two distinct matches even after the
merger.

The ACGME does not administer the
allopathic MD match; rather, that is
administered by the National Residency
Match Program (NRMP) and the
osteopathic match by the National
Matching Services (NMS). Consequently,
this is an issue that can be resolved
only when the NRMP and NMS
join in the merger discussions.
However, if all programs are considered
ACGME-accredited after the transition
to a single GME system is complete, it is
likely there ultimately will be one match.
During the transition, as AOA programs
get approved by the ACGME, there will
likely be conversations with the NRMP
and the NMS to determine the best

way to administer the match during the
transition process.® Unfortunately, this
issue cannot yet be easily clarified, so
there is no way to fully address this myth
at this time.

MYTH 5.

As an allopathic medical student |
will have more competition for the
allopathic spots, but | still will not
be able to apply to the osteopathic
programs even after the merger.

Once the transition to a single GME
accreditation system is complete, all DOs
and MDs will have access to ACGME-
accredited training programs, including
those with an osteopathic principles
dimension. However, there is no

specific date when osteopathic-focused
programs must begin accepting MD
candidates. Prerequisite competencies
and a recommended program of training
are expected to be required for MDs to
enter osteopathic-focused programs,
though this has not been confirmed. The
newly formed Osteopathic Principles
Committee of the ACGME will develop
the prerequisites and prior training
requirements. MDs will not be able to
enter osteopathic-focused training
programs until standards for these
programs have been developed
and that individual program has
become ACGME-accredited.®

MYTH 6.
If | graduate from an AOA residency
program then | will not be eligible for an

ABEM-sponsored subspecialty fellowship.

Nothing stops an AOA graduate
from matriculating into an ABEM
sponsored fellowship if the program
leadership deems him/her a
desirable candidate. However, at this
time you will not be able to sit for the
ABEM subspecialty fellowship boards if
you are not ABEM certified.

The current policy of the American Board
of Medical Specialties (ABMS) is such that
an AOA residency graduate who is not
certified by one of the member specialties
(e.g., ABEM) cannot become certified in an
ABMS subspecialty even with completion
of an eligible fellowship. Unfortunately,

at this time graduating from an AOA
accredited fellowship program will not
result in ABEM subspecialty certification.®

In order to sit for an ABEM subspecialty
examination for certification, an AOA
graduate would have to complete a
residency program that has been given
ACGME initial certification, become

board certified by ABEM, complete an
ABEM-sponsored fellowship program, and
successfully pass that examination. The
designation of “pre-accreditation status” is
an ACGME designation that the ABMS does
not recognize in this context. Graduates
from osteopathic programs who are AOBEM
certified and complete an ABEM fellowship
may apply for a certificate of added
qualification (CAQ) through AOBEM (visit
aobem.org for more information).

The merger process will be ongoing until
July 1, 2020, and as new information
becomes available, the facts will be
distributed. If at any time you have
guestions or concerns, please feel free to
contact your representatives from EMRA
and the ACOEP-RC by tweeting your
questions to @emresidents or @ACOEPRC.
You can also email the EMRA RRC-EM
Representative at rrcemrep@emra.org.

Special thanks to Jan Wachtler, CSA,
ACOEP Executive Director; Ashley
Guthrie, DO, EM resident St. Joseph'’s
Regional Medical Center, EMRA Member-
at-Large; Drew Kalnow, DO, EM resident
Doctors Hospital, ACOEP Treasurer. *

EMR]

COEP

The American College of
Osteopathic Emergency Physicians

The recent Memorandum of Understanding
that will merge the American Osteopathic
Association (AOA) and the Accreditation
Council of Graduate Medical Education
(ACGME) to one single accreditation system
(SAS) has created a lot of turmoil in the minds
of many residents seeking to become experts
in emergency medicine.
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MEMBERSHIP REPORT

Zach Jarou, MD

EMRA Membership
Development Coordinator
Denver Health/

University of Colorado
Denver, CO

hen you joined EMRA and
ACEP, did you know that you
also became a member of a

third organization? There are 53 ACEP
chapters, representing each state, as well
as Government Services, the District of
Columbia, and Puerto Rico (http://www.
acep.org/chapters).

In addition to the numerous educational,
networking, leadership, and award
opportunities provided by EMRA and
ACEP, in most cases residents and students
are also welcome to become more involved
on a local level through their ACEP chapter.

A recent survey distributed by ACEP’s
National/Chapter Relations Committee
sought to determine what methods

are currently being practiced by ACEP
chapters to increase resident and student
engagement. Of the 45 ACEP chapters that
have resident members, 43 responded.

Residents and Students

as ACEP Chapter Board
Members (Table 1)

The majority of ACEP chapters

that responded encourage resident
participation on their boards of directors.
Three-quarters (77%) of chapters allow
residents to serve as voting members of
the board, while another 12% appoint
residents in a non-voting capacity. Many
chapters have opportunities for more than
one resident representative on their board,
and the most inclusive chapters attempt to
have representation from each residency
program in their state. Texas and lowa take
their level of engagement to the next level
by inviting medical students to serve as
board members.

Residents as ACEP Councilors
One-third (35%) of ACEP chapters allow
residents to serve as either full or alternate
ACEP councilors. Five chapters (California,
Michigan, New York, North Carolina, and
Pennsylvania) permit residents to serve

as full delegates to the ACEP Council,
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ACEP’s Local Benefit )

ACEP CHAPTER OPPORTUNITIES
FOR RESIDENTS AND STUDENTS

while another 10 chapters (Alabama,
Colorado, Delaware, Government Services,
Massachusetts, Missouri, New Mexico, Ohio,
Texas, and Washington) allow residents to
serve as alternate delegates. The number
and availability of these positions fluctuates
based upon resident interest. If it interests
you, let your chapter leadership know!

Other Means of Resident/
Student Engagement (Figure 1)
In addition to opportunities to serve on
the board or as an ACEP Council delegate,
there are a number of other ways that
ACEP chapters are engaging physicians-in-
training, including:
— Travel grants to ACEP’s annual
Legislative Advocacy Conference and
Leadership Summit;

— Resident- and student-specific
programming, either in combination
with the chapter’s annual meeting or as
stand-alone events;

— Chapter-level awards for outstanding
resident and student members;

— Student/resident research grants.

Areas for Future Research
While the results of the 2015 ACEP chapter
survey provide a brief overview of some

of the many ways in which students and
residents are being engaged
locally, there are still a few
engagement areas that were
not captured and should be
investigated in the future.

In terms of measuring student
engagement, the current survey
identified two states that appoint
medical students to their ACEP
chapter boards of directors.
While this is an important way
of recognizing the contribution
of a few outstanding students
who will undoubtedly serve as

Number of ACEP Chapters (n=43)

0

30

future leaders in emergency medicine, it
does not capture the engagement of EM-
bound students as a whole. Quantifying
the existence of state- and chapter-wide
medical student committees with student
representation from each school, like those
that have been implemented in Texas and
Michigan, as well as identifying chapters
that make annual visits to all of the EMIGs
that comprise their current/potential
members, are other important metrics for
student engagement that should be tracked
going forward.

Another important area to study is the
transition from resident to attending
physician. This is a crucial period for
retention in membership organizations.
Many ACEP chapters have implemented
leadership development programs for
recent residency graduates that provide
mentorship by experienced chapter and
national leaders and allow selected partici-
pants to become involved with ACEP in a
guided but accelerated pace. The composi-
tion of these programs varies greatly, and
capturing the collective experiences of
chapters that have successfully implemented
these programs would likely be beneficial to
chapters considering starting programs of
their own. *

FIGURE 1. Other Means of Resident/Student Engagement
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TABLE 1. Summary of Opportunities by ACEP Chapter

Resident or Resident Student or Resident Resident
Student on (Alternate) Resident Specific | or Student or Student Resident or
Chapter Board of Delegate to Conference Research Chapter Student LAC
CHAPTER Directors* ACEP Council** | Programming Grants? Awards? Travel Grants?
Alabama NV AD Yes No Yes Yes
Arkansas NV No No Yes Yes Yes
Arizona Yes No No Yes No Yes
California Yes D+ AD Yes No Yes Yes
Colorado Yes AD No Yes No Yes
Connecticut No No Yes Yes Yes Yes
Delaware Yes AD No No No Yes
District of Columbia Yes No No No No No
Florida Yes No Yes Yes No No
Georgia Yes No Yes No Yes No
Government Services Yes AD Yes Yes Yes Yes
lllinois Yes No Yes No No No
Indiana Yes No Yes No No Yes
lowa Yes + Stu No No No No Yes
Kansas Yes No No No No No
Kentucky NV No No No No Yes
Louisiana Yes No No No No Yes
Maine NV No No No No Yes
Maryland Yes No No No No No
Massachusetts Yes AD Yes Yes Yes Yes
Michigan Yes D + AD Yes No Yes Yes
Minnesota Yes No No No No Yes
Missouri Yes AD No Yes Yes Yes
Nebraska Yes No No No No Yes
Nevada No No No No No Yes
New Hampshire Yes No No No Yes No
New Jersey NV No Yes No Yes No
New Mexico No AD Yes Yes No Yes
New York Yes D+ AD No No Yes Yes
North Carolina Yes D + AD Yes No Yes No
Ohio Yes AD Yes No No No
Oklahoma Yes No No No Yes No
Oregon Yes No No Yes No Yes
Pennsylvania Yes D + AD Yes No No Yes
Rhode Island Yes No No No No Yes
South Carolina NV No Yes No Yes Yes
Tennessee Yes No No No No Yes
Texas Yes + Stu AD Yes Yes Yes No
Utah Yes No No No No Yes
Virginia Yes No Yes No No Yes
Washington NV AD No No No Yes
West Virginia Yes No Yes No Yes No
Wisconsin Yes No No No No Yes

*Yes + Stu = Voting Resident + Student; Yes = oting Resident; NV = Non-Voting Resident
**D + AD = Full or Alternate Delegate; AD = Alternate Delegate Only
Two chapters (Mississippi and Puerto Rico) did not respond.

October/November 2015 | EM Resident 11



INFORMATICS
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NEW
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Emotional

Access

FOR TRIAGE?

Collecting Better Data
for Better Care

s new interns embark on the path
towards becoming EM physicians,
many may be surprised (and
sometimes frustrated) to realize the sheer
volume of patients who may not meet any
criteria for urgency in their visits. Now,
in my third year of residency, | think I've
heard it all when it comes to making sense
of this national dilemma. And much of
it comes down to access: Non-emergent
patients turn to the ED when they
don’t have any other access to a doctor at
the time, place, and cost that suits their
socio-economic status.

Besides access, education and emotion
both play a role in a patient’s decision

to visit the ED. Often intertwined, both
speak to a particular culture that is
reinforced in the dramatization of health.
An example might be the person who
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comes because their friend or relative
has a serious condition and it began in
very much the same way as they are now
perceiving their own symptoms. Probably
the most frustrating for residents is the
otherwise asymptomatic, first-trimester
vaginal spotters. With the rate of ectopic
pregnancies being so low and the rate of
this particular symptom being so high,
the extent to which we work up these
patients can become an acute point of
frustration.

Finally, we have what | like to think of
as our public service patients: those who
show up for a warm or cool place to stay
for a few hours, perhaps a meal, and
even perhaps a fix. These patients have
found a second home in our always-open
department. Eventually, one may come
to appreciate them perhaps for the mere

Nupur Garg, MD
Informatics Coordinator
Mount Sinai/lcahn SOM
New York City, NY

fact that they're the only population of
patients in the ED more than you. In this
group, I may also count the patients who
are ushered to the ED for an inpatient
admission without any need for ED
stabilization. The downstream systemic
effects of what appear on the surface to
be benign practices can be crippling.

Interestingly, rationales may be perceived
differently by providers on this issue. On
the provider side, we have recognized
that the patient who doesn’t necessarily
need to be in the emergency department
receives sub-optimal care (e.g. a battery
of tests for the most dangerous things
without ever resolving the actual thing)
and yet we never turn away a patient.
Even the semblance of turning away

a patient by doing something simple

like adding an expected wait time



is sometimes frowned upon. The

reason often cited by providers and

ED administrators is EMTALA and
medical malpractice liability. There are
a number of ways to dissect this issue
further, and many smarter people have.
Especially as a trainee, the fact of the
matter is that any judgment on our part
on the validity of the emergent nature
of a visit may bias our medical decision-
making and lead to misses. When
patients step into the ED, for better or
for worse, we are there for all of them.

Patients continue to turn to the ED even
when they recognize their symptoms

do not constitute a medical emergency.
Though we know it’s a problem, we, as
a community, lack data that can help
clarify this issue. We know the ED is a
safety net for all people and outpatient
health care is a complex beast that
stumps even the educated. In this day
and age, we should have better data

on the exact percentage of visits that

are deemed to be appropriate for an ED
visit versus those that would be more
appropriate in an outpatient setting. In
addition, we should be able to identify
and quantify why this misstep happened.

The Emergency Severity Index (ESI) is

a tool that is currently used to classify
patient visits by disease and resource
intensity in almost all EDs in the country.
It resembles a medical evaluation,

which is characteristically apart from
the actual distinguishing factors that
separate emergent from non-emergent
visits. We know all these patients

need a doctor, and sometimes they

may need a lot of resources, but in my
experience, the young “chest pain for
many months” patient can get classified to
be more appropriate of an ED visit than a
suspected broken bone.

A new classification system or metric is in
order that can help further our knowledge

in this area and advocate for our patients
more effectively. Realizing that reasons
why patients with non-emergent
symptoms come to the ED are actually
secondary to socio-economic, educational,
or emotional reasons, | propose the
new new metric displayed below.

How would this help?

Ideally, we would have a more
quantitative and specific way to detail the
degree to which we serve as a safety net
for America. Sometimes, I find myself
wondering what our departments would
be like if we only saw the true emergency
cases. Would our patients get better, less
rushed care? Would our decision making
criterion become more sensitive and
specific? Would our patient satisfaction
improve? Would our number of misses
and near misses decrease? If we get any
closer to any of these goals, then | believe
it will be worthwhile. *

Non-emergent patients turn to the ED when they don't have any other access
to a doctor at the time, place, and cost that suits their socio-economic status.

PROPOSED NEW METRIC

ACCESS QUESTIONS

TEMPORAL QUESTIONS | EMOTIONAL QUESTIONS

3 points related to the temporal
nature of the issue:

0 I've had this problem for a few
months and/or there is no
change or anticipated change
in my symptoms.

1 I've had this problem for a few
weeks and/or it just began to
change slightly.

2 — | started having this problem in
the last few days and/or it has
begun to evolve.

33— ljust began having this problem
and/or | believe this problem is
evolving rapidly.

3 points related to the emotional
component of the patient's symptoms:

(0]

| have no fear that this issue will
cause any immediate threat to my
health, and | might have waited a
week to be seen if | could get an
appointment.

| fear that this issue will lead to a
bigger issue if | don't get treatment
in the next few days.

| fear for a lengthy illness if | don't
get treatment in the next few hours.

| fear for my (or my dependent’s)
life if | don't get treatment within
the next few hours.

3 points related to the economic
component of the patient's symptoms:

(0]

3

| do not have a doctor or cannot go
to a doctor because | have no mode
of transportation, or no time to get
there, or | don't have money to go to
an office doctor.

I have a doctor but | cannot get an
appointment when needed (including
after business hours) or | cannot get
transportation when needed.

| have a doctor but he or she is on
vacation or otherwise temporarily
unavailable.

| have a full set of doctors whom |
can see as needed.

Min score: 0, Max score: 9

To protect from the unintentional consequences, it could be immediately anonymized and remain hidden from

the patient’s chart.
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PEDIATRIC EMERGENCY MEDICINE

PEDS

SORTING IT OUT:

The Options for Training in Pediatric Emergency Medicine

Chris Lemon, MD
Emergency Medicine-Pediatrics
Combined Residency
University of Maryland
Baltimore, MD

Ashley Strobel, MD

Assistant Professor of EM
Hennepin County Medical Center
University of Minnesota Masonic
Children’s Hospital

Minneapolis, MN
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0 you remember the “sorting hat”
D from Harry Potter? Plop it down
on the noggin of an aspiring young
student, and it mumbles and grumbles
in consideration before triumphantly
announcing the house that best fits
the student’s personality. Recently, we
happened to have a slow day on a pediatric
ward service, and our team took the
“Sorting Hat Quiz” online. (Come on,
what do you expect? It’s peds.) Being a
combined EM/peds resident, it made
some sense that my sorting hat split me
between two houses. The “hybrid” resident
is fairly common in my institution, but for
many it's a foreign idea. Those individuals
considering a career in pediatric emer-

gency medicine may have a hard time
sorting out their future. There is more
than one pathway to get there, but not
everyone knows the options.

It only takes one scary encounter with a
pediatric patient to help us remember why
there is a need for pediatric emergency
specialists — the American College of
Emergency Physicians (ACEP) and the
American Academy of Pediatrics (AAP)
agree. Pediatric training really does
make a difference for these patients.
Currently, there are three recognized
routes to this specialty:
1) Pediatric residency, followed by a
pediatric emergency medicine (PEM)
fellowship;



2) EM residency, followed by a PEM
fellowship;
3) EM/peds combined residency.

The first two result in pediatric emergency
medicine sub-board eligibility, whereas

an EM/peds combined residency results in
double-board eligibility.

Why consider combined training over a
fellowship route? The overall number of
combined training programs is on the

rise. Many know about EM/IM and med/
peds, but there are many others, including
EM/FM and pediatrics/adult/adolescent
psychiatry. Currently there are four
existing EM/peds residencies: Indiana
University, University of Maryland,
University of Arizona, and Louisiana State
University. Each program typically accepts
2-3 residents per year who commit to 5
years of training. Though the curricula
vary slightly between programs, residents
typically alternate EM and pediatric clinical
duties every few months in such a way that
they do not miss the seasonal variations
inherent in some illnesses. In so doing,

it is possible to rotate through extremes

of training in the same season — think
newborn nursery to adult multi-trauma. In
fact, the constant variation in training
experiences is one of the largest
assets of this type of program; practice
style develops from EM and pediatrics
synchronously, rather than in tandem.

EM/peds combined trainees appreciate the
importance of participating in continuity
clinic alongside their categorical pediatric
colleagues. Parents often bring their
children to the emergency department for
non-emergent conditions and for treatment
of primary care complaints. Having a half-
decade to be the primary care pediatrician
for a subset of children has the benefit of
reinforcing fundamentals of normal growth
and development. Training in this way
helps with recognition of subtle abnormal
findings that might otherwise be missed

in the ED, carrying massive implications
for those children lost to care by their
primary care doctors. Furthermore,
primary care time teaches residents
how to navigate the sea of resources
from community, state, and federal
agencies.

In addition to the MICU and SICU/
trauma ICU experience of categorical EM

residents, EM/peds residents spend several
months in the NICU and PICU settings.
They gain extra proficiency in managing
the unstable pediatric population,
including the ever-feared ex-premie or
complex congenital disease patient.

EM/peds graduates are board-eligible in
both emergency medicine and pediatrics,
but what do they do with that? A recent
survey of EM/peds graduates provides
some insights.! The respondents were
dispersed across 20 states. They work in
community EDs, freestanding children’s
hospitals, and in community settings.
Interestingly, many graduates have filled
administrative positions in their respective
practices. Similar to EM residents who
elect to do a PEM fellowship, EM/peds
graduates note that the two additional

It only takes one scary
encounter with a pediatric
patient to help us
remember why there

is a need for pediatric
emergency specialists.

years of trainee income is a drawback
compared to their colleagues who moved
on from categorical training to attending
salaries. In the end, 91% reported having a
salary at the same level as their emergency
medicine colleagues. Nearly 90% of
graduates responded their combined
training was an asset to their job search
and ultimate career satisfaction. Most
cited broader career options, excellent
training, and unique versatility as assets of
their combined background. Respondents
reported using ultrasound in their

adult and pediatric practice. EM/peds
graduates can assist in achieving the
goal of great pediatric care no matter
location, time of day, or hospital.

So, what if you are a student who loves
emergency medicine... but you think
adults are stinky? What if you love
pediatrics but would rather be tortured

by “dementors” than go to a primary care
clinic? Maybe you are an EM resident

who just particularly enjoys playing with
bubbles at work. The PEM fellowship route

is a wonderful fit! Less focus on primary
care means more time in the emergency
department. Many PEM fellowships allow
EM-trained fellows to moonlight to provide
an income similar to their graduated
colleagues. Unfortunately, as of 2000,
the number of PEM fellowship slots
filled by EM residents has continued
to decline. Per the study by Murray, et

al in 2007, the number of PEM fellows
with an EM background as their primary
training was only about 5%.22 Pairing a
categorical pediatric or EM residency with
the reciprocal PEM fellowship takes 5-6
years but has the benefit of PEM sub-board
certification. EM/peds combined graduates
are not PEM eligible since 1998.

In fact, in the same EM/peds graduate
survey, the most commonly reported
shortcoming of combined training was
ineligibility for the PEM sub-board
certification.! The lack of this designation
was perceived to be a detriment to securing
academic positions in dedicated children’s
hospitals by 81% of graduates. It is noted
that only a fourth of the same respondents
actually worked in freestanding children’s
hospitals, and only 8% felt a freestanding
children’s hospital was the ideal work
setting for them. Conversely, Althouse

and Stockman reported that almost 80%
of surveyed PEM physicians certified by
the ABP plan to practice exclusively in an
academic setting, and that 3% practice in a
rural setting.*

The life of a medical student might be easier
if we could add a “sorting hat ceremony,”
especially for those considering emergency
or pediatrics. Medical students know that
categorically-trained pediatricians and
emergency docs are more than capable of
providing excellent care to children, but for
those who want to specialize in the emergent
care of children, hopefully these mumblings
and grumblings help them find the house
that is right for them. Of course, which house
just depends on who they are and what they
want. Good luck sorting that out.

If you're interested in further pediatric
emergency medicine knowledge or training
tracks, please see the EMRA PEM Division
page for PEM blogs, twitter handles, and
faculty mentorship match to help “sort” into
which house you belong. *

October/November 2015 | EM Resident 17



PEDIATRIC EMERGENCY MEDICINE

Saying

Nitrous Oxide
for Pediatric
Sedation

minor surgical procedures and invasive

tests on children every day. Intravenous
procedural sedation is often used to facili-
tate these procedures and needed studies.
Every sedative medication has the poten-
tial to result in loss of airway protection,
cardiopulmonary compromise, and all
except intranasal medications require
the added trauma of using a needle in an
already terrified, apprehensive, and often
screaming child. Nitrous oxide admin-
istration is a reasonable alternative.
Nitrous oxide (NO) has been used for de-
cades in pediatric dentistry, and is largely
viewed as effective and safe.! It is an odor-
less, tasteless gas that produces dissocia-
tive euphoria and results in amnesia and
analgesia appropriate for performing minor
emergency procedures in children.?

I n the emergency department, we perform

Efficacy

When nitrous oxide is inhaled at levels
below 50%, patients maintain airway pro-
tective reflexes and do not require fasting
or post-procedure monitoring.® This is in
contrast to sedatives such as propofol or
ketamine, which provide much deeper se-
dation, and require post-procedural moni-
toring. Typically a mask with a good seal is
initiated at 30% nitrous/70% oxygen, and
increased to 50% nitrous/50% oxygen until
effective. Nitrous oxide reaches equilibrium
in the brain within minutes and provides
its peak effect at approximately 5 minutes
from the start of administration.* Due to
the low blood-gas solubility coefficient of
nitrous, it also has a quick offset within 4-5
minutes from removal.** Compared to
propofol, nitrous has similar clear-
ance after administration, but has
the additional benefit of not produc-
ing respiratory depression (see Table
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to

1).48This makes it a very attractive agent for
use in the emergency department. Its pri-
mary advantages over other agents include
its quick on and off sedation and that it does
not require an 1V.

Some studies have shown that nitrous
alone is not adequate for analgesia,
but should primarily be used as an anxio-
lytic. It is best used in conjunction with local
analgesia such as nerve blocks or local lido-
caine infiltration for laceration repair.® In
the right patient, it is an appropriate form
of sedation for procedures including periph-
eral IV insertion, lumbar punctures, lacera-
tion repair, incision and drainage, reduction
and splinting of fractures, among others.

Adverse Effects

In general, nitrous oxide is well tolerated.
The gas has anxiolytic, amnestic, and
mild-to-moderate analgesic properties.
Several studies have shown that adverse
events are rare, but can occur in up to 10%
of children. These are generally mild and
consist of nausea and sometimes vomiting
post sedation.?2 Luhmann and colleagues
compared nitrous oxide to midazolam in
a randomized controlled trial looking at
anxiety relief during laceration repair in
children aged 2-6 years. This showed that
nitrous oxide use had fewer adverse effects
and faster recovery times.” In the same
study, they secondarily found that rates of
ataxia, dizziness, and crying were higher
in the midazolam group compared to the
nitrous oxide group. All of these adverse
reactions can be very distressing to an
already traumatized patient and parent.

Another well-known adverse effect of NO
is post-sedation headache. This is caused
by diffusion hypoxia, and generally results
when gas administration is discontinued.

Lisa Greenfield, MD
Resident EM/PEDS
University of Arizona
Tucson, AZ

As nitrous oxide rapidly diffuses back into
the alveoli there is a decrease in alveolar
oxygen concentration. This can be avoided
by administering 100% oxygen through the
circuit for 3-5 minutes after nitrous oxide

is discontinued so that the nitrous can be
exhaled and eliminated.® During sedation,
ventilation remains intact, and thus
pPCO, does not tend to increase, but
hypoxia can occur if the oxygen

to nitrous oxide ratio is too low.3°
Thus, having adequate equipment for gas
administration and elimination is a necessity
for any emergency department wanting to
use nitrous oxide for procedures.*

When used in otherwise healthy children,
nitrous oxide has very little significant
effect on hemodynamics. In a small study
of 12 infants by Hickey and colleagues,

it was determined that nitrous oxide led
to an average heart rate decrease of 9%,
and a mean arterial pressure decrease of
12%." This mild systemic hemodynamic
depression is unlikely to be significant
except in those infants with severely
depressed cardiovascular function.

There are absolute contraindications for
administration of nitrous oxide in certain
patients. These include those with intracra-
nial hypertension, pneumothorax, or other
disorders that involve an accumulation of
gas in a closed area (i.e. intestinal ileus or
sinusitis), as well as unconscious patients
with inability to protect their airway.'?

Special Considerations

Many emergency departments have
established equipment for the administration
of inhaled nitrous oxide. Per the American
Academy of Pediatrics, inhalation equipment
that delivers nitrous oxide must have the
capacity of delivering 100% oxygen, but
never less than 25% oxygen at an appropriate
flow rate for the size of the child.’® Studies
done on children using nitrous oxide
generally use a 50% concentration of nitrous
to oxygen, though sometimes as high as 70%
nitrous to 30% oxygen.® Equipment that
delivers variable ratios of the two gases with a



TABLE 1. Comparison of Selected Procedural Sedation Medications

Medication  Class

Onset

Duration

Adverse Effects

instruction or produce the adequate amount
of negative inspiratory pressure. Therefore,
a continuous flow system with the mask held

Nlt_rous Anxiolytic Minutes 4-5 minutes Nausea, vomiting, by a parent is what is usually used with small
oxide headache .
. o . o children and has been shown to be safe.” It
Midazolam Anxiolytic PO/PR 20-30m|n 1-4 hours Ataxia, qlzzmess,. is important to use a scavenging device to
IV 1 min paradoxical reaction id staff and tincidental
IM 5-10 min (inconsolability) avoid staff and parent incidental exposure.
IN'5 min To increase acce