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ome days | feel like quitting.

I always imagine it happening in

the same way. It will be the end of
an exhausting 12-hour overnight shift. |
will have just been yelled at by a sleep-
deprived consultant. A previously apneic
heroin addict dropped off by his buddies
will now be screaming at the top of his
lungs, flinging his arms wildly at the
bedside nurse, calling me every name in
the book. Three large security guards will
attempt to wrestle him down, and I will
back away slowly. The intercom will then
start blaring “Don’t You (Forget About
Me)” from The Breakfast Club. The glass
doors to the ambulance bay will fling
open, the naloxone-induced uproar in the
background will fade, my stethoscope will
fly off my shoulders, and I will enter into
the blinding light, never to return again.

While | use this example somewhat
facetiously, the truth is that most of us
have probably felt this way at some point
in our training. And it isn’t because we are
lazy, weak, or cold-hearted; it is because
our job is really hard. This is made
worse by that fact that few people, many
of whom are respected colleagues, truly
understand the physical and emotional
stamina required to be a great emergency
medicine physician — one who must
continuously operate with composure,
efficiency, and grace in the setting of
unanticipated chaos and uncertainty.
With this in mind, | headed into the

ACEP16 Scientific Assembly in October
feeling somewhat burnt out. I was tired

from the daily grind — the overcrowding,
the drug addicts, the night shifts, the
endless interruptions, the turf wars, the
malfunctioning electronic health record.
One evening, after a particularly tragic
patient outcome, the wheels came flying
off.

I needed to refocus. | needed to
feel like I had purpose, and that I could
actually make a difference. After all, isn’t
that what called me to medicine in the
first place?

| found myself re-reading Dr. Paul
Kalanithi’'s New York Times bestseller,
“When Breath Becomes Air.” For those
who aren’t familiar, this is a phenomenal
memoir written by a neurosurgery
resident who faced a terminal illness and
sought to discover what truly makes life
meaningful. One particular line struck
me: “lI remember the moment when my
overwhelming uneasiness yielded. Seven
words from Samuel Beckett, a writer I've
not even read that well...began to repeat
in my head, and the seemingly impassable
sea of uncertainty parted: ‘I can’'t go on.
I'llgoon.’

How was I supposed to “go on?”

That’s when you showed up.

More than 1,500 of you arrived
in Las Vegas in October with passion,
excitement, and resolve. You spoke
with leaders and role models in the
field, attended groundbreaking lectures,
participated in one of the most exciting
Representative Council meetings to
date, competed brilliantly in SIMWars

Abby Cosgrove, MD
Editor-in-Chief, EM Resident
Washington University in St. Louis
St. Louis, MO

Samuel Beckett Bridge
Dublin, Ireland

and 20 in 6, brainstormed new ways to
engage members within your committees
and divisions, and successfully pulled

off EMRA’s first-ever MedWAR. To put

it simply, you showed up. You showed

up not only for yourself, but for your
respective programs, your specialty, and
most importantly, for your patients.

So why does that matter? Because the
reason emergency medicine was born and
thrived as a specialty, and the reason a
patient who is having a life-threatening
coronary artery occlusion can call 911,
have an ambulance arrive at their home,
be transported to a hospital, receive a
diagnosis, and undergo a life-saving
intervention in less than 60 minutes,
is because thousands of emergency
medicine physicians like you and before
you, through all kinds of adversity and
setbacks, awakened every day saying,

“I'll goon.”

You are brilliant, compassionate,
and caring individuals with the unique
privilege and honor of caring for anyone
who presents through the glass doors of
the emergency department at any time
and for any reason, regardless of race,
religion, gender, or socioeconomic status.
That is so incredibly powerful and should
never be minimized or forgotten.

Therefore, 1 ask of you: If at any
point along this journey you find yourself
feeling hopeless, battered, or lost, please
remember this:

You can go on. Your specialty,

and your patients, need you. *
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PRESIDENT’S MESSAGE

Why Does EMRA
Membership Matter? .=

Alicia Kurtz, MD
EMRA President

Fresno, CA
@aliciakurtz_md

This is my first letter to you as this year’s president,
and | honestly could not be more excited to write it.

Hey there EMRA!

MRA is an incredible

organization. We are more

than 14,000 members,
including over 90% of all
ACGME EM residents in the
country. Over 90%! So when we
say we represent the voice of EM
residents, we absolutely mean it.

Why does that matter? Because

there are all kinds of people out there
making decisions that directly affect
your training and your future clinical
practice. For example:

e The ACGME is changing how
programs are accredited,
especially for DOs as we move
toward a single accreditation
pathway.

e ABEM is changing the board
certification process, moving
toward e-Oral boards and an
online in-training exam for
residents.

e ACEP is constantly making

decisions on which issues to focus

their attention and developing
clinical practice guidelines that
represent the “standard” in EM.

And the list goes on and on.

In all of this, what YOU — our

nation’s future EM physician
workforce — think should
matter. Your interests need
to be represented and your
perspectives need to be heard.
This is one of the crucial things
EMRA does for you. We meet
regularly with leaders of these and
other organizations to discuss goals
and priorities and make sure they’'ve
considered what that means for
residents and medical students.

4 EMRA | emra.org - emresident.org

We’re Not All Talk

But EMRA does way more than just speak on your behalf. EMRA consistently
provides tools for clinical improvement and fosters collaboration with
motivated and talented residents and students across the country.

Seeing the work of our EMRA board members, committee and division leaders, and
program representatives is inspiring and energizing. From educational products like
the EMRA Antibiotic Guide and new critical dosing badge cards to national events like
the EMRA Quiz Show and 20 in 6, our members accomplish things at the student and
resident level that are unmatched by any other specialty.

Setting Priorities
Meeting and working with so many incredible leaders in EMRA has inspired me to

set our board priorities for the year:

1. We need to continue to develop our members as national leaders in
EM. We are not only the leaders of the future; we are leaders now! In EMRA, in
our departments, in our communities. This year EMRA will work to create more
formalized and meaningful leadership development opportunities.

2. We must expand the work we're doing in physician wellness. We will
continue collaborating with other organizations to develop a model wellness
curriculum and brainstorm ways to shift our culture to one of more open dialogue
about the sad, horrific, and stressful experiences each of us has on a daily basis.

3. We will keep working to build community and improve our effectiveness
and accessibility as an organization — utilizing technology like streaming
video and social media to bring information to you in the way YOU communicate
and learn.

I can promise you this board will continue to work tirelessly for you over the coming
year, and | can’t wait to report back on their accomplishments.

But WE CAN'T DO IT WITHOUT YOU!

In 1974, our founder, Joseph Waeckerle, wrote in the very first edition of EM
Resident, “To do a decent job, I must know what you want... you must communicate
with me. If we speak firmly and responsibly now, we will be much stronger in the
future.”

The same is true today. We depend on YOU to tell us what you need. What do you
think? What concerns you? What do you dream for the future of our specialty?

This year, | challenge you to tell us! You can email literally any of us at any
time; all of our emails are on the EMRA website. We want to hear from you.

Better yet, get involved in EMRA and make the changes you want to see. Join
a committee or division. Sign up as a medical student mentor. Help plan the next Rep
Council meeting at SAEM in Orlando.

Please don't be strangers. We're all in this together, and | hope you know that’s true.

My personal motto is “keep moving forward” -- which yes, | totally stole from a
children’s movie called Meet the Robinsons, but the sentiment is real. No matter how
good we are, we can always be better. | hope you’ll help get us there. *
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ACEP16 HIGHLIGHTS

N
4

Scientific Assembly
LAS VEGAS

2016

Resolutions & Elections

The Representative Council discussed, debated — and

ultimately voted in favor of — four resolutions:

1. Support high-fidelity simulation as a component of the ABEM
oral certification exam.

2. Support diversity and inclusion for emergency medicine
physicians in training.

3. Support awareness of and education about human trafficking.

4. Support gun violence research from a public health
perspective.

Additionally, the Rep Council elected five positions on the EMRA

Board of Directors, including Zach Jarou, MD, as president-elect;

Scott Pasichow, MD, MPH, as vice-speaker; Nida Degesys, MD,

as ACEP representative; Shehni Nadeem, MD, as membership

development coordinator; and Rachel Solnick, MD, as legislative

advisor.

The five will join President Alicia Kurtz, MD, and Immediate
Past President Ricky Dhaliwal, MD, JD, in shepherding the
association for the coming year.

National updates include the ACEP leadership transition to
Rebecca Parker, MD, as president; CORD partnering with ACEP
on a Resilience Summit in February; and a reminder of ABEM’s
new online certification application.

Enjoy a few scenes from Las Vegas. Meanwhile, be sure
to join us at the ACEP Leadership & Advocacy Conference,
March 12-15, in Washington, D.C.

%
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After working hard at the EMRA Residency Program Fair, the
crew from UT Southwestern lets their true colors show at
Studio EMRA.
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With EMRA events spanning more than a week
in Las Vegas, progress surged on multiple fronts.

-5S

ROGR

EMRA’s Medical Student Forum and luncheon allows students to interact

with program directors in lectures, small groups, and individually.

EMRA Program
Representatives
speak for the
fellow residents
while voting

on resolutions
and board
candidates.

EMRA Resident

With SIMWars, 20 in 6 Resident Lecture Competition, and the brand-new
EMRA MedWAR, residents have plenty of opportunity to exercise their
competitive natures.



Abena Obenewaa Akomeah, MD: Orlando Regional Medical Center’s Tory Weatherford, MD; Christopher Kevin Klauer, DO,

Jerome Rogich; Michelle Lynch: Ponder, MD; Mandi Stone, MD; Amanda Tarkowski, MD; and Thomas Smith, FACEP: Joseph F.

ACEP16 Travel Scholarships MD: Clinical Excellence Award (presented by program director Salvatore Waeckerle Alumni
Silvestri, MD, FACEP) Award

Lt. Cmdr. Travis Deaton, MD: Steve

ili Thiago Halmer, MD, and B. Bruce Graham,
;anta(;na, MD, Mll(;tzryLExcéellzncgh o MD: gDDA Scholarships Carrie Jurkiewicz, MD: Leadership
ward (presented by Lt. Cmdr. Christine ’ Excellence Award (presented by Christine
DeForest, DO) Babcock, MD, FACEP)

Shehni Nadeem, MD: Augustine Sean Dyer, MD: FOAMer

D'Orta Award (presented by Alison  of the Year The CORD CPC Final Competition awards, presented by Amy Church, MD,

Haddock, MD, FACEP) FACEP, went to Bryant Allen, MD; Chen He, MD; Guy Carmelli, MD; and
Graham Brant-Zawadzki, MD, MA.
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ACEP16 HIGHLIGHTS

The second annual EMRA 20 in 6 Resident Lecture Competition brought together 15

The week in
Las Vegas
included
a packed
schedule of
education,
fellowship,
entertainment,

and
s competition.

worthy speakers and 4 dynamic judges: (from left) judges Mel Herbert, MD, FACEP, and Paul Jhun,
MD, FAAEM, winners William Fox, MD (2nd Place), Nikolai Schnittke, MD (1st Place), and Caleb Sunde,
MD (People’s Choice), and judges Nikita Joshi, MD, and David Terca, MD (2015 winner).

Apply Now for
EMF Grants

Resident Research Grants (up to five available)
— $10,000 each

EMF/SAEMF Medical Student Grants (up to two available)
— $5,000 each

Deadline: January 16, 2017
Apply at emfoundation.org/applyforagrant

Emergency
Medicine
Foundation

research ¢ education ¢ patient care

Invest in emergency medicine research today at
emfoundation.org/donate.
For a $100 gift, you are an EMF Resident VIP
and receive recognition and benefits.

emfoundation.org _
469-499-0296 Like EMF on Facebook
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NEW EMRA PRESIDENT

New
EMRA
Leaders

Favorite life-balancing hack? | am a list maker! | live by my schedule
and lists, which are organized by “urgent” (stuff that’s due now),
“important” (maybe not due right now but should get done ASAP
because they matter), and “general to-do” (can happen whenever, or
not, and that would be OK). All of this is color-coded, obvy. The color-
coding is key. (Plus makes it way more fun to look at!)

What goes on pizza? OK seriously, | could never answer this
question! Pizza is literally my very favorite food and | could never
choose just one set of toppings! Depends on the mood. And how
hungry you are. And whether you're going to eat dessert after.

10 EMRA | emra.org - emresident.org

Most-used app on your phone?
Text messaging and email.
Efficiency!

Favorite board game?

I'm a fan of just about any

that result in tons of laughter.
Contenders would include
Catch Phrase, Quelf, and Cards
Against Humanity. *



NEW EMRA BOARD

What’s your primary goal in your new role with EMRA? To support our
new President Alicia Kurtz in executing her vision and preparing myself to
be the voice of our organization when | assume the presidency next year.
Describe your leadership style in 20 words or less. | lead by example. |
like feedback, evidence, and being purposeful instead of rote.

If your fellow residents picked a motto for you, what would it be? Do
something or get out of the way.

Favorite life-balancing hack? Multitasking to the nth degree, and then
finding a local beerfest.

Best advice you’ve ever heard? As someone who normally likes to get
things done as quickly as possible, a saying that | will be trying to keep in
mind throughout my term is “If you want to go fast, go alone. If you want
to go far, go together”

What goes on pizza? Banana peppers and feta OR sausage, grilled
onions, and green pepper.

Wine, beer, coffee, water or something else? Coffee in the morning, beer
in the evening. I'm really into sours and West Coast-style IPAs. | also like
Cabernets... and have sometimes even been known to drink water.
Most-used app on your phone? Twitter! Be sure to follow: @zachjarovu;
@DenverEMed; @emresidents

Favorite board game? Old school: Monopoly or Clue. New school:
Settlers of Catan *

What’s your primary goal in your new role with EMRA? Increased
representative involvement in the Representative Council with webcasting

of meetings and online voting.

Describe your leadership style in 20 words or less. Diplomatic leader
who wants to hear people’s ideas on how to accomplish a goal and build

consensus.

If your fellow residents picked a motto for you, what would it be?

Don't just do something, stand there!

Favorite life-balancing hack? Sharing calendars between family members.
Respecting HIPAA, tell us about your most memorable patient encounter.
My first really sick patient in the PICU. She had just had

a massive brain bleed, and her parents were trying to find

ways of involving siblings in her care. Her sister made bracelets

for the whole team to wear. | still have one on my office desk at home.

The way the team worked together to care for her is emblematic of the
teamwork that makes me love emergency medicine.

Best advice you’ve ever heard? This too shall pass. It’'s hard with all the
stresses of life to remember that the little things are just that: little. Keep focus
on the bigger goals and the details will work out.

What goes on pizza? Pepperoni and mushrooms

Wine, beer, coffee, water or something else? Good day? Haufenweise.
Bad day? Scotch.

Most-used app on your phone? Downcast

Favorite board game? Risk *

December 2016/January 2017 | EM Resident 11



NEW EMRA BOARD

What'’s your primary goal in your new role with EMRA? To represent

our 15,000 members to the ACEP board on issues that are important to
physicians-in-training.

Describe your leadership style in 20 words or less. Direct, honest,
assertive. (At UCSF we take a test, True Colors, describing our personalities
in terms of colors, | am a “gold” — love lists, structure and organization —
so | guess that impacts my leadership style.)

If your fellow residents picked a motto for you, what would it be?

Work hard, power through (with a smile — usually).

Favorite life-balancing hack? Have a baby (no seriously, it teaches you
what real sleep deprivation is and how to deal... after that everything
seems easy).

Respecting HIPAA, tell us about your most memorable patient
encounter. Babies with burns — breaks my heart every time.

Best advice you’ve ever heard? While you think you can do it all, you can't,
so pick things that are important to you and prioritize, outsource the rest
What goes on pizza? Lots of meat

Wine, beer, coffee, water or something else? Whiskey (preferably Scotch)
Most-used app on your phone? What’s an app? Just kidding, Google
Photos (I take like hundreds of pics/videos a day that require constant
uploading to Google Photos)

Favorite board game? Boggle *

What'’s your primary goal in your new role with EMRA? To develop a
leadership curriculum for medical students and residents to utilize across
the nation with enhanced resources, early mentorship, opportunities for
involvement, and guidance for career development.

Describe your leadership style in 20 words or less. Innovative and
integrative. In trying to create, | aim to take input and feedback from the
whole team.

If your fellow residents picked a motto for you, what would it be? “A
person’s a person no matter how small.” —Dr. Seuss

Favorite life-balancing hack? Schedule a date night once a week, whether
it's with yourself or someone else.

Respecting HIPAA, tell us about your most memorable patient encounter.
Early in intern year, | had a young homeless patient who presented with heat
exhaustion. After treating her, | gave her a large sun hat from our donated
clothing closet. Tears welled up in her eyes, as she thanked me for treating
her with respect. | felt | had done little for her, but when | saw her again two
weeks later, she beamed at me and declared, “Look Doc. No sunburn!”
Best advice you’ve ever heard? To be yourself is to be enough.

What goes on pizza? Jalapenos!

Wine, beer, coffee, water or something else? Nothing beats a glass of
water for me!

Most-used app on your phone? Google Calendar

Favorite board game? Monopoly *

12 EMRA | emra.org - emresident.org



What'’s your primary goal in your new role with EMRA? | want to empower
residents to see themselves as individual change agents, whether it be at the level
of their residencies, hospitals, communities, state, or national. On every level there
is room for positive change, and issues that are in dire need of someone who cares
to come and shake things up. As doctors, and especially as emergency medicine
doctors, we are excellent at quick diagnostics and being team leaders. We need
to recognize we can apply these special skills beyond our direct patient care, and
help improve the systems we operate in.

Describe your leadership style in 20 words or less. Create an environment that
cultivates individual passions, and inspires contributions based on each person’s
own drive to want to be part of something bigger.

If your fellow residents picked a motto for you, what would it be? “Isn’t this
awesome?!” I'm the happy-go-lucky one.

Best advice you’ve ever heard? “Earn this.” It's a quote from the movie “Saving
Private Ryan.” While it is a clip that shows a soldier dying on the battlefield, it
captures so much more. My medical school class was shown this clip on one of our
last days of fourth year, with the message that what we do is a privilege and a duty.
This inspires me to approach life with the perspective of trying to build something
bigger and leave something better.

Wine, beer, coffee, water or something else? All of them.

Most-used app on your phone? Medically: WIkEM (love FOAM); Personally: Spotify
Favorite board game? Cranium for parties, Settlers of Catan. *

ODAY!

v, X1

Leadership & Advocacy
) Conference  verch 12152017

b Grand_Hyatt
N Washington, DC

ADVOCATE ENGAGE CONNECT . American College of

Emergency Physicians®

ADVANCING EMERGENCY CARE*\/\ﬁ

for Emergency Medicine  with Members of Congress with EM Leaders
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WILDERNESS MEDICINE
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Carrie Jurkiewicz, MD
EMRA Wilderness Division Chair
University of Chicago
Chicago, IL

Geoff Comp, DO
EMRA Wilderness Division Vice-Chair
Doctors Hospital/Ohio Health
Columbus, OH
@gbcomp



EMRA MooWAR Roqs

70 RECORD HEIGHTS
IN RED Rock CANYON

MedWAR raced into the record books,

with 30 competitors and nearly 40
volunteers staging a wildly successful
event.

Kicking off with the sunrise in the Red
Rock Canyon National Conservation Area
on Oct. 19, EMRA’s first-ever medical
wilderness adventure race pitted 10 teams
of residents against 12+ miles of desert
trails, with seven medical challenge

I n its inaugural year, the 2016 EMRA

stations as well as off-trail bonus
opportunities.

Competitors encountered scenarios
including multi-system trauma evaluation
and evacuation, mass casualty lightning
strike, anaphylaxis, heat injury, and a
snake bite. Teams employed various
wilderness techniques and airway skills
demonstrated on mannequins provided
by Gaumard. The groups who completed
each medical challenge with no errors

continued racing;
those who forgot key
steps were tasked
with another on-site
challenge before being
allowed to continue.
Scenarios
were not shared in
advance, and supplies
were not provided;
teams succeeded
by anticipating and
improvising. Every
racer completed the
course and enjoyed
an awards ceremony
hosted by Elvis,
followed by an all-

teams pizza party.

“I’'m so excited to see this come
together for the residents,” said
Wilderness Medical Society founder Paul
Auerbach, MD, MS, FACEP, of Stanford
University School of Medicine. “It's a
unique way to learn, and the competitors
will undoubtedly use what they have
learned at some point in their careers.

“I hope it will grow from here and that
we can look forward to an annual event.”

The EMRA Wilderness Division
collaborated with the ACEP Wilderness
Medicine Section to host the race.
Gaumard partnered with EMRA to
provide medical equipment for the
challenges. ACEP Wilderness Medicine
Section Immediate Past Chair Michael
Caudell, MD, FACEP, helped facilitate
logistics and train proctors for each
medical challenge.

Special thanks goes to Matt Horbal,
MD, Assistant Professor of Emergency
Medicine at the University of Nevada
Reno, for advance scouting of the venue
and for key race day support. In addition,
the EMRA Wilderness Division thanks
all the volunteers who made the event
possible.
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WILDERNESS MEDICINE
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MedWAR Victors

Congratulations to our EMRA MedWAR
winners:
< First place: Medical College of
Georgia/Team Mzungus — 01:55
(1 hr 55 min)
& Carissa Chalut, DO
¢ Darrel Douglas, MD
& Parker Smith, MD
2 Second place: Stanford-Kaiser
Emergency Medicine Residency/Know
When to Fold ‘Em — 03:17
¢ Joseph Einhorn, MD
¢ David Radler, MD
¢ lan Storch, MD
9 Third place: UCSF-SFGH/Trauma
November — 03:03*
& Taylor Nichols, MD
& Christian Rose, MD
¢ Scott Tcheng, MD
< Drama King (best medical actor,
male): Justin Hensley, MD, FACEP
> Drama Queen (best medical actor,
female): Kathryn A. Lucas, MS-11,
Touro University of Nevada College of
Osteopathic Medicine
9 Best Team Name: University of
Mississippi/Don’t Suck Out the
Poison

*Trauma November from UCSF-
SFGH technically won second place
based on their final time, which was
calculated by actual time to complete
the course minus time awarded

for successfully completing bonus
challenges. Trauma November ceded
to Stanford’s Know When to Fold
‘Em team in recognition of Stanford’s
assistance on the trail; the team
provided crucial shelter-building
material for Trauma November to
use during the heat injury scenario
— without which Trauma November
would not have been able to finish the
race. Kudos on this awesome display
of support and camaraderie between
our teams!

Visit our MedWAR
photo galleries!
emra.smugmug.com
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MedWAR Teams

In addition to the top 3 finishing teams, the EMRA Wilderness Division
congratulates all participants who spent the day making EMRA's inaugural

MedWAR a success.

=

Madigan Army Medical Center/
Rambo Medicine — 03:44

& Kyle Couperus, MD

¢ John Cruz, MD

& Zachary Sletten, MD

2 Texas A&M Corpus Christi/

Corpus Crabs — 04:15
& Richard Fleischer, MD
& Ryan Joseph, DO
& Joseph Yard, MD

2 Thomas Jefferson University/ Saint Louis University/
LexVegas Reunion Tour — 03:53 The Bair Huggers — 05:12
¢ Anna Condino, MD ¢ Jake Sanning, MD
¢ Andrew Griffith, MD ¢ Dan Schwartz, MD
& Joshua Rudner, DO ¢ Sneha Topgi, MD

2 Yale-New Haven Hospital/

Poison IV — 04:00

& Charlie Duke, MD

& Jessica Walrath, MD
& Michael Yip, MD

The EMRA Wilderness
Division collaborated
with the ACEP Wilderness
Medicine Section
to host the race.

University of Mississippi/
Don’t Suck Out the Poison

- 05:37

& Tory Andrews, MD

& James Cunningham, MD
& Wade Swanson, DO

University of Chicago/

The Throckmortons — 06:00
+ Colton Clay, MD

& Jen Nykiel, MD

& Nishma Sachedina, MD *

ACEP Las Vegas Rocked.

Now What?
>< =

Polish Your CV
Now’s the time to
make sure it’s up

to date

Visit emCareers.org
Over 1,100
jobs + free

career advice

Stay Connected
Make friendly
follow-ups to the
great people you met

Read how to keep the momentum going at emCareers.org
(look under the articles section).

WHERE DO YOU WANT

Qeens.c1g
TO BE?
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PALLIATIVE CARE

Palliative Care, Part 2

A How-To Guide

Editor’s note: This is the second in a two-part series.
For the first installment, “The Importance of Early Implementation in the ED,”
please see emresident.org/palliative-care-part-1.

ichael is tired. The emergency
department (ED) is
inconceivably busy. The

waiting room census keeps growing by
leaps and bounds, while the hospital
census remains fixed at capacity. And
today, Michael’s desire and efforts
to provide the best care — both to his
swiftly cycling discharges and numerous
pending admissions — are repeatedly
met with frustration. He meets his next
patient, Emily, who is also tired. But
not from a hard day at work. She is
tired from battling an aggressive cancer
for months, and from an inability to
find relief from the constant pain and
suffering. Michael wants to provide her
with the best care possible, but wonders
if he has the time and expertise to do it.
While studies have found that
initiating palliative care in the ED can
be beneficial in reducing departmental
visits and offloading health care
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expenditures, the reality is that the
practical implementation of this can be
challenging.? What follows is a short
guide to aid in the provision of palliative
care within the ED. Included as part of
this guide is a list of assessment tools
providers can use to identify patients
who may benefit from palliative care,
symptom-based treatment guidelines,
and a discussion on compassionate
extubation of the acutely dying patient.

Informal Assessment Tools for
Identifying Patients Who Might
Benefit from Palliative Care

One method by which providers
can rapidly identify patients who might
benefit from palliative care treatments
is by recognizing various factors or
“red flags” that can be associated with
increased palliative care needs. These
flags can be categorized by symptoms,
disease pathology, or signs.

A simpler approach, described in
a recently published systematic review
of palliative care assessment tools,
is a process whereby providers ask
themselves 2 simple questions: “Would
you be surprised if the patient died
within the next year?” and “Would you
be surprised if the patient died on this
hospital visit?”® The answer “yes” to
either of these questions can indicate
that the patient could benefit from
palliative care.

Symptom-based identification
comprises recognition of complaints
such as dyspnea, pain, fatigue, anorexia,
confusion, asthenia, and worry.®% The
PAIN RULES mnemonic (Figure 1)
highlights these and other common
red flag symptoms that can be useful
to providers as they attempt to identify
patients who may benefit from palliative
care interventions.

Clinical assessment or comprehension



of ailment pathophysiology and
associated prognosis can also be used
to identify patients who can benefit
from palliative care services. Zalenski
and Zimny suggest a comprehensive
disease-based list (Figure 2) to facilitate
medical provider awareness and rapid
identification upon presentation of
patients with these diagnoses.*

Certain physical signs are particularly
indicative of patients presenting in the
acute stages of end of life. Recognizing
the presence of these symptoms can be
very useful to providers in determining
which palliative care interventions may
be appropriate for this special subset of
patients. Although this assessment may
be seemingly straightforward, specific
studies have been performed examining
patients with malignant disease and have
found that the presence of the following
specific signs has been associated with
increased sensitivity and likelihood of
death within a 72-hour period (Figure
3).>¢Indicators specifically correlating
with imminent death include increased
drowsiness to awake ratio, increased use
of opioids, cyanosis of the extremities,
altered respirations with associated
mandibular movement, and death rattle.”

Formal Assessment Tools: For the

Exceptionally Detail-Oriented
Several formal multi-symptom

and functional assessment tools have

been developed to assist providers

in quantifying symptom severity and

identifying individuals who may benefit

FIGURE 1. Symptom-Based

Identification*

Pain

Anorexia and other appetite or oral
intake related issues

Incontinence and other genitourinary
symptoms

Nausea and other gastrointestinal
symptoms (constipation, vomiting,
diarrhea)

Respiratory symptoms (dyspnea, cough)

Ulcerations and other skin complaints

Level of functioning

Energy and other related issues such as
fatigue or asthenia

Sedation, sleep, and other side effects
of treatment

from palliative care interventions.

Tools commonly used include the Brief
Pain Inventory (BPI) and the revised
Edmonton Symptom Assessment Scale;
the latter (along with the Rotterdam
Symptom Checklist) has been translated
into several languages.

While obtaining data from nonverbal
patients can present additional chal-
lenges, the Critical Care Pain Observation
Tool and Behavioral Pain Scale have been
created to help facilitate this.

Other tools useful in assessing
functional status and individual needs
include the Needs at the End-of-Life
Screening Tool (NEST), the Patient-
Reported Outcomes Measurement
Information System, and the Palliative
Performance Scale (PPS).

The Palliative Care and Rapid
Emergency Screening (P-CaRES) tool,
recently designed specifically for use
within the ED, employs a stepwise system
to assess whether patients may benefit
from referral to palliative care (Figure
4).8° The tool assists providers in first
assessing the presence of life-limiting
illness. If such illness is identified, the tool
guides providers in ascertaining unmet
palliative care needs.

Treatment Considerations: Advance
Directives and Goals of Care

Various challenges exist regarding
the possession, availability, and
establishment of advance directives. Some
researchers have found that only 21% to
46% of geriatric patients presenting to the
ED possess written advance directives.
Of these, existing advance directives were
available to ED staff for only 1% to 44%
of these patients.!® These data emphasize
the need for providers to be confidently
proficient in communicating with patients
and family members regarding their goals
of care in urgent situations.

Understanding patients’ attitudes
regarding quality of life can assist
providers in communicating with patients
about advance directives and goals of
care, and can guide practitioners in
making treatment recommendations.
Data from studies may prove valuable
to health care providers in constructing
a framework for conversations about
advance directives and goals of care.
For example, in response to a survey

FIGURE 2. Diagnosis-Based
Identification®

Neoplasm with widespread metastasis
that is unresponsive to treatment

End-stage heart failure

End-stage chronic obstructive lung
disease

Advanced dementia

Degenerative neurologic disease

End-stage acquired immunodeficiency
syndrome

End-stage renal or hepatic disease

End-stage rheumatologic disease

Multisystem trauma with nonsurvivable
injury

Multiorgan failure

Any chronic, progressive, debilitating
disease

disseminated to patients aged 60 years
and older with limited life expectancy,
74.4% of participants reported they would
not prefer treatment if the outcome

of the treatment was survival with

severe functional impairment; 88.8%

of participants reported they would not
prefer treatment if the outcome was
survival with cognitive impairment.t

Treatment Guidelines: Symptom-
Based Recommendations

Because inadequately managed
symptoms are among the primary reasons
patients seek treatment in the ED at the
end of life, it behooves providers to be
well versed in the management of these
complaints. The following comprise
recommendations that can be used to
treat and manage symptoms commonly
experienced by terminally ill patients.
Dyspnea

Opioid administration is an effective
pharmacologic intervention that has been
studied extensively for use in managing
dyspnea in terminally ill and acutely
dying patients. Additional therapies
for managing dyspnea include the use
of oxygen, fans, and other medications
(including benzodiazepines and low-dose
ketamine for some patients).’? Intermittent
positive pressure ventilation may be useful
in treating dyspnea in the appropriate
settings if symptoms are severe.*
Pain

While some literature has boasted
theoretical synergistic analgesic effects
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by combining nonopioid medications
with opioids, opioids continue to be the
primary means of managing pain in
terminally ill patients.'*¢ Terminally ill
patients may benefit from administration

of a combination of long- and short-acting

analgesics to maintain stable analgesic
concentrations and consistently control
symptoms. Adjuvant medications that
may be used, depending on underlying
pathology or concomitant medical
conditions, include gabapentinoids,
antidepressants, glucocorticoids, or
anticholinergics. Medications that may
be used in the acute care setting include
ketamine and alpha-2 agonists (e.g.,
dexmedetomidine), both of which have

been described in literature on multimodal

management of acute pain.t°

Anxiety

Benzodiazepines are considered the
first line of treatment for anxiety-related
symptoms; as mentioned previously,
they also may be used to alleviate anxiety
associated with dyspnea. The choice
of benzodiazepine should be dictated
by desired time of onset and duration
of action. Depending on the clinical

situation, the faster onset of a medication

such as lorazepam may be advantageous;
in other situations, the longer duration
of a medication such as midazolam may
be optimal. Other agents that may be
employed to alleviate anxiety include
opioids such as morphine. In acutely
dying patients with extreme anxiety that
is refractory to these agents, palliative
sedation with phenobarbital or propofol
may be considered.?°

FIGURE 3. Sign-Based Identification
in Acutely Dying Patients™>"

Decreased urinary output

Drooping of nasolabial folds

Hyperextension of neck

Decreased responsiveness to verbal
and visual stimuli

Inability to close eyelids

Grunting through vocal cords

Respirations with rapid mandibular
movement

Presence of nonreactive pupils

Presence of Cheyne-Stokes breathing

Death rattle
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FIGURE 4. Brief Description of Palliative Care and Rapid Emergency Screening

(P-CaRES) Tool™*"

Step 1 — Does the patient have a life-limiting illness?
Select all that apply and proceed to step 2 if one or more items are checked.

Advanced cancer

Advanced heart failure
End-stage liver disease
Septic shock

Iy W

Advanced dementia or central nervous system disease

Advanced chronic obstructive pulmonary disease

Provider discretion: high chance of accelerated death

Select all that apply. If two or more are checked, referral for palliative care is recommended.

O Frequent visits
O Uncontrolled symptoms
O Functional decline

O Uncertainty about goals-of-care and/or caregiver distress

Would you be surprised if this patient died within 12 months?

Nausea and vomiting

The sensation of nausea and vomiting
is associated with the regulation of
serotonin, dopamine, acetylcholine, and
histamine; hence, pharmacological
interventions are centered around the
manipulation of these neurotransmitters.
Various antiemetic options include:
ondansetron and other serotonin 5-hydro-
xytryptamine-3 receptor antagonists;
corticosteroids such as dexamethasone;
metoclopramide, or dopamine antagonists
such as haloperidol or droperidol;
anticholinergics such as scopolamine; or
antihistamines such as meclizine. These
medications may be used in isolation or
combination. Other options for controlling
nausea include the use of agents such as
dronabinol or tetrahydrocannabinol.

Secretions: Death Rattle
and Xerostomia

Management of terminal secretions,
through use of agents such as
scopolamine, atropine, or glycopyrrolate,
can be key in minimizing turbulent
respirations and death rattle. Although
data are limited, glycopyrrolate poses a
theoretical benefit in that its structure,
unlike that of other medications, does not
allow passage through the blood—brain
barrier; minimizing the potential for
exacerbation of delirium. On the opposite
spectrum, terminally ill patients may
suffer from xerostomia, which can be
treated by utilizing artificial saliva-like
solutions, sprays, or gels, or pilocarpine.

Psychosis/Delirium

Antipsychotics are the first-line
treatment for psychosis and both
spectrums of delirium, and have been
shown to be beneficial for terminal
patients with various malignant and
nonmalignant conditions. Agents such
as chlorpromazine or haloperidol (both
available in intramuscular forms), or
second-generation antipsychotics such
as quetiapine, may be used. Although
not considered an additional treatment
option for the general population, the use
of opioids may additionally be utilized
for terminally ill patients, particularly
in cases in which symptoms may coexist
with or be exacerbated by significant pain
and associated agitation.

Hydration

Debate exists surrounding the
practice of providing intravenous
hydration to patients whose death
is imminent, and data are mixed.???
Despite these mixed data, general
recommendations hold that the decision
to administer hydration to patients at
the end of life should be made based on
provider assessment of the potential risks
of volume overload and worsening of
bronchial secretions with the benefits of
hydration.

Constipation

latrogenic or disease-induced
constipation is a frequent complaint
among terminally ill patients and should
be considered upon commencement

References available online.



or escalation of opioid analgesic
regimens. Stimulant laxatives, such

as sennosides or bisacodyl, may be

used to treat constipation. Options for
osmotic laxatives include lactulose,
sorbitol, polyethylene glycol, magnesium
hydroxide, and magnesium citrate.

Treatment Guidelines —
Compassionate Extubation

When extubation is indicated for
patients at the end of life, the removal
of ventilators should be done carefully,
and extubation should be centered
around patient and family values. Prior
to withdrawing mechanical ventilation,
loved ones should be allowed time with
patients whose deaths are imminent.?®

In managing extubation of terminally
ill patients, providers should individualize
treatment to ensure that the clinical
situation, the values of the patient, and
the patient’s preferences are considered.?
Because of the increased need for
aggressive management of the patient’s
symptoms after extubation, algorithms
to guide the provision of care (as well as
the providers administering this care)
should allow for adequate preparation

for extubation. Such preparation includes
ensuring that medications for managing
pain, anxiety, and dyspnea are readily
available.?®

Withdrawal of ventilator support
can occur rapidly or via slow titration to
allow the patient to adapt to spontaneous
breathing upon extubation. Providers
may experience discomfort or hesitation
upon increasing the frequency and dosage
of medication post-extubation; however,

frequency and dosage of medication should
first and foremost be dictated by a patient’s

symptoms. Providers should be aware of
and potentially prepare families for the

possibility of increased respiratory distress

caused by:

1. The patient’s transition to spontaneous

ventilation
2. Soft-tissue upper-airway obstruction
3. Underlying pathological disease
4. A combination of the aforementioned

After extubation is complete, providers

must continually reassess patients

to ensure symptoms are adequately
controlled. If symptoms are refractory,
providers may consider use of palliative
sedation.?’

Studies have been performed examin-
ing how soon death occurs after the
withdrawal of mechanical ventilation.
One study found that patients typically die
within 0.25 to 5.5 hours of extubation.?®
The amount of time between extubation
and death has been associated with the
number of the patient’s organs involved in
multisystem organ failure, requirements
for vasopressors or intravenous fluid, and
diagnosis on admission.?

Concluding Thoughts

Through this series and the stories of
symbolic figures like Emily and Michael,
it is our hope that we have demonstrated
how the administration of palliative
care may be beneficial for patients at the
end of life, their medical providers, and
the emergency departments to which
they present. Although implementing
palliative care in the ED may be difficult
and challenging due to logistical barriers,
it is additionally our hope that providers
can use the ideas and recommendations
outlined in this article to efficiently
administer compassionate care to this
significantly prevalent subset of our
patients. *
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SPONTANEOUS

Coronary
Artery
Dissection

Not Your Average

Miller School of Medicine

om Heart Attack

Krystle Shafer, MD 32-year-old female presents to the emergency department (ED)

Critical Care Fellow with a chief complaint of severe chest pain. The pain started 3
;?ggjgﬁ OFE AP ltisburgh Medical Center ours prior in the center of her chest. It is non-radiating, constant,
’ 9/10 on the pain scale, is worse with walking, and has associated dyspnea
and vomiting. She denies any past medical history or significant social
Jennifer S. Jackson, MD history and takes no medications. Vital signs are unremarkable. Physical
Assistant Professor, Emergency Medicine exam reveals a woman who appears uncomfortable, is diaphoretic, and is
University of Miami
Miller School of Medicine
Miami, FL reveals ST-elevation in the inferior leads (Figure 1). Cardiology refuses to

clutching her left chest in pain. An ECG is immediately performed, which

take this patient to the cardiac catheterization lab due to her young age.
How should you respond?
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Background
Spontaneous coronary artery
dissection (SCAD) is an uncommon
but critically important cause of acute
coronary syndrome (ACS). Missing this
diagnosis has a high risk of fatality if not
appropriately treated. SCAD is responsible
for 0.1-0.4% of all ACS cases, but has been
uniquely associated with females under 50
years old, potentially causing up to 25% of
all ACS cases in this patient population.®
Two categories of risk factors are
commonly associated with SCAD:
1) Predisposing Arteriopathies
1 or more in 80% of cases.®> Examples
include fibromuscular dysplasia
(72% in one study of 168)!, peripartum
status, connective tissue disorders, etc.
2) Precipitating Stressor
Occurred in 56% of cases.!
Examples include recreational drug
use, iatrogenic causes, etc.
Experts believe SCAD has been
historically underdiagnosed because it
is difficult to recognize and is associated
with sudden cardiac death. SCAD
usually affects only a single vessel,
most commonly the LAD (40-70%).°
Typically, pressure-driven expansion
of the intramural hematoma eventually
leads to occlusion of the true lumen and
subsequent myocardial ischemia.

Physical Exam and Imaging/Labs

1. Physical exam will reveal the textbook
heart attack patient: diaphoretic, in
significant pain, ill-appearing

2. EKG — ST elevation (25-50%),
Ventricular arrhythmias (4-14%)°

3. Echocardiogram — often reveals
abnormal wall hypokinesis

4. Elevated cardiac troponin

5. Lactic acidosis — may be elevated
depending on the amount of ischemia

Diagnosis
These patients require emergent
cardiac angiography.

Management

Recent evidence supports conservative
treatment for patients without ongoing
or recurrent myocardial ischemia. This is
because of the high rate of spontaneous
healing (100% at >25 days in one study
of 168) and the low success rate of
percutaneous cardiac intervention with

References available online.

coronary stenting (only 33% had durable
long-term results).! Overall, conservative
treatment is associated with 80% positive
long-term outcomes.! Conservative
treatment consists of blood pressure
control, dual anti-platelet therapy, and
beta-blockers.

For patients with ongoing or recurrent
myocardial ischemia due to SCAD, coronary
revascularization by percutaneous coronary
intervention (PCI) or coronary artery
bypass (CABG) surgery is indicated (Figure
2). Fibrinolysis is not recommended
because of risk of increased progression of
the intramural hematoma and increased
risk of rupture or bleeding.8©

The recurrence rate for another adverse
coronary event is relatively high, estimated
at 10-17%.! This means that close clinical
monitoring is necessary with long-term
medical treatment with aspirin, beta-
blocker, and clopidogrel.® Close follow-
up, particularly with cardiac echo, is
important for monitoring long-term cardiac

function. Many of these patients can have
significantly reduced cardiac ejection
fractions and will require aggressive heart
failure medical management and cardiac
transplant referral.

Overall, however, if the patient makes
it through the acute stage of this disease,
then there is a good chance of positive
long-term outcomes.

Summary

SCAD is a rare phenomenon that
typically occurs in patients in their 20-30s,
particularly in women, and in patients
without any typical ACS risk factors.
Making the diagnosis and advocating
for a cardiac catheterization in these
patients sets them up for positive long-
term outcomes. Treatment options
include conservative medical therapy
unless the patient is experiencing ongoing
or recurrent myocardial ischemia,
necessitating coronary revascularization
by PCI or CABG surgery. *

FIGURE 1. ECG Reveals ST-elevation in the Inferior Leads

FIGURE 2. Angiography demonstrating LAD occlusion with the tram-track
appearance of dissection (left). Favorable angiographic appearance following

stent deployment (right).

Arnold J, West N, van Gaal W, Karamitsos T, Banning A. The role of intravascular ultrasound in the management
of spontaneous coronary artery dissection. Cardiovasc Ultrasound. 2008;6:24.
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There’s

Doug Campbell, MD
Emergency Medicine Resident
University of Massachusetts
Worcester, MA

John Broach, MD, MPH, FACEP
Assistant Professor of Emergency Medicine
University of Massachusetts
Worcester, MA

EDITOR’S NOTE

Please visit emresident.org for a fascinating

case report of pneumomediastinum and

pneumoperitoneum caused by a tracheal

tear during intubation.

iNn there!

Diagnosis and Treatment of Pneumomediastinum

22-year-old female arrives in your
trauma bay in respiratory distress.

She appears slightly anxious
and is mildly tachypneic. Vital signs
are as follows: heart rate of 129 beats
per minute, blood pressure of 149/96,
respiratory rate 23, and pulse oximetry of
87% on room air. She reports that she has
been frequently coughing over the past
few weeks but became acutely short of
breath since this morning, and has since
experienced significant chest comfort.
She has no past medical history and takes
no medications.

Unfortunately, supplemental oxygen
and albuterol do not provide significant
improvement. ECG confirms sinus
tachycardia without signs of ischemia.

24 EMRA | emra.org - emresident.org

A portable chest x-ray looks clear with
no suggestion of pneumonia. The
decision is made to obtain a computed
tomography (CT) angiogram of the chest
for the suspected diagnosis of pulmonary
embolism (PE).

The CT is negative for PE but
instead shows “mild-moderate
pneumomediastinum of unclear etiology.”
Now what?

Pathophysiology

Pneumomediastinum is a rare disease
that is defined by air in the mediastinal
space. It can be classified as either
spontaneous or secondary in nature.
Spontaneous pneumomediastinum (SPM)
is usually the result of a sudden increase
in intrathoracic pressure that causes a

subsequent increase in intra-alveolar
pressure, leading to alveolar rupture and
leakage of air throughout the interstitium,
bronchovascular tissue sheath, and
mediastinum.!

Studies show that the preceding event
is often a sustained valsalva maneuver,
such as what occurs with coughing,
emesis, forceful defecation, prolonged
expiratory phase (asthma), sneezing,
or inhalation drug use.! Secondary
pneumomediastinum often is the
result of blunt or penetrating trauma,
complications from surgical interventions
in the esophagus or tracheobronchial tree,
intubation, or invasion by gas-forming
bacterial organisms.!
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Presentation

The presentation of SPM resembles
many common complaints seen on
an average shift in the emergency
department. One study found that in
patients with SPM, 54% have chest
pain, 39% have dyspnea, and 32% have
a cough. The trigger event is emesis
36% of the time, asthma exacerbation
in 21%, and unknown 21% of the time.*
The typical patient will most likely be
male, with an average age ranging from
20 to 27 years old.*® On exam, 32% of
these patients will have subcutaneous
emphysema.!

Diagnosis and Treatment

The gold standard for diagnosis
is CT scan, because up to one-third
of cases are not visualized on x-ray.'3
Once identified, secondary causes must
be ruled out. For example, Boerhaave
syndrome, a longitudinal tear of the
esophagus secondary to an increase
in intraesophageal pressure, must
be considered as a potential source
given the significant morbidity and

mortality associated with this disease.
Accumulation of corrosive gastric
contents and gastric flora within the
mediastinal and pleural spaces may result
in fulminant mediastinitis and septic
shock.® Contrast esophagogram is the
study of choice to visualize esophageal
rupture.?

Unrecognized SPM could lead to
tension pneumomediastinum due to
air entering the mediastinum through a
valve-like mechanism that is then unable
to exit, similar in physiology to a tension
pneumothorax.® Retained air may result
in reduced lung capacity and secondary
atelectasis as well as compression of the
right atrium and vena cava.’

Fortunately, SPM is an exceedingly
rare and self-limiting disease. When
diagnosed in the emergency department,
ABCs must always be prioritized. Often,
no significant interventions are required.
While the course of treatment is not
standardized, admission is generally
recommended along with cardiothoracic
or general surgery consultation. This is
because of the need to rule out secondary

causes that may require operative
washout or repair of the aerodigestive
tract. Bed rest and analgesia are often
all the patient needs for recovery, with
prophylactic antibiotics as a debated
subject in the treatment algorithm.®

Complications are rare, and these
patients often have an uneventful
recovery course.

Case Resolution

The patient was admitted to
the general medicine team with
cardiothoracic surgery consulting. An
esophagogram was obtained and was
normal. The patient improved with
supportive care and was discharged on
hospital day three in good condition.

In conclusion, while SPM is a rare
disorder, it is worth considering on the
differential for a young patient presenting
to the emergency department with chest
pain or shortness of breath. Treatment
is often supportive, but life-threatening
causes and complications must be ruled
out. Proper imaging is essential for
diagnosis, and consultation with surgery
is generally recommended. *
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TRAUMA

Targeted Therapy Through

Thromboelastography

in Trauma

Now that’s a
Tongue Twister!

By measuring the clotting ability of a patient's
whole blood sample in real time, the TEG is able
to provide a more comprehensive representation

of hemostatic integrity.

he initial management of shock
I in patients with severe trauma is

most often directed by emergency
physicians. Recent adoption of damage
control resuscitation has resulted in an
increase in the amount of blood products
given to these patients. As a result, the
development of goal-directed blood
component therapy has been promising
for reducing blood product wastage and
cost, while improving mortality.*? This
review serves to provide basic familiarity
with thromboelastographic blood-directed
therapy, which has only recently been
recognized in the field of emergency
medicine and trauma.
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Background

The current standard of care for
damage control resuscitation and
hemorrhagic shock is to replicate whole
blood using a 1:1:1 ratio of packed red
blood cells, fresh frozen plasma, and
platelets.” Traditional algorithms relying
on data from PT/INR, PTT, platelet
count, and fibrinogen levels have been
shown to provide limited information on
coagulopathy in the time sensitive setting
of trauma.®*® Therefore, resuscitation with
goal-directed blood component therapy
using whole blood visco-elastic tests
(VETS) has been promising.

FIGURE 1. TEG Mechanics
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Thromboelastography (TEG)
and Rotational Thromboelasometry
(ROTEM) are the two most commonly
used VETSs. In the United States, the
TEG has predominantly been utilized to
guide resuscitation, whereas in Europe
ROTEM is more widely used. Although
TEG-guided management has long
been established in cardiac surgery and
liver transplantation, it is only recently
being used for trauma resuscitation
worldwide.”*?

Advantages of TEG-guided
resuscitation include the ability to provide
real-time assessment of coagulability
while limiting the use of blood products,
thereby reducing cost and the potential
for transfusion-induced organ injury.”t

How it Works

By measuring the clotting ability
of a patient’s whole blood sample in
real time, the TEG is able to provide a
more comprehensive representation
of hemostatic integrity, especially
during massive transfusion.?>° The
TEG accurately reflects the lifespan of
a clot through its four stages: initiation,
amplification, propagation, and
termination by fibrinolysis.

The mechanics of the TEG rely on
a pin attached to a pressure transducer
which is suspended into a cup of small
volume. As the cup rotates around the
pin, the pin and the cup are gradually
joined by the formation of the fibrin and
platelet mesh (Figure 1). The resultant

TABLE 1. Therapeutic Interventions for Abnormal TEG Values

Parameter Value

Prolonged r-value >7 minutes

Low or flat a angle <45 degrees

Narrow MA <48 mm

Increased LY30 >7.5%

movement of the pin is then plotted
as a change in tension that provides
graphical representation of each stage
of the clot’s life.

Interpretation

The four key parameters of a TEG
tracing are as follows: r-value, alpha
angle (a-angle), maximum amplitude
(MA), and LY30 (Figure 2).*The
r-value is similar to PT/INR and
PTT in that it measures the reaction
time to clot formation. The a-angle
determines the fibrin and fibrinogen
activity by measuring the rate of clot
formation. The MA represents the
maximum strength of a clot by showing
fibrin cross-linking activity. Finally,
LY30 shows the percent clot lysis
after 30 minutes. Additionally, TEG
provides a Platelet Mapping™ assay
for assessment of platelet inhibition
for patients who are on antiplatelet
therapy. TEG has also recently been
shown useful in managing patients who
are on novel oral anticoagulants.**

TEG values guide blood component
therapy using specific therapeutic

FIGURE 2. Four Key Parameters of a TEG Tracing

LY30

Time (Minutes)

Intervention

Plasma and/or prothrombin complex concentrate
Cryoprecipitate

Platelets +/- DDAVP +/- Cryoprecipitate

Anti-fibrinolytic agent

interventions based on values in each of
the four parameters. Clinical decision
making using TEG data can be achieved
using the algorithm shown in Table 1.2¢
The r-value is a measure of time to
formation of the clot, reflecting clotting
factor activation. A prolonged r-value
represents a deficiency of clotting
factors, thus indicating the need for a
transfusion of fresh frozen plasma or
clotting factor complex concentrates.
A low or flat alpha angle is a measure
of the rate of thrombin generation,
leading to the conversion of fibrinogen
to fibrin. This indicates the need
for cryoprecipitate, which contains
fibrinogen, VWF, factor VII, VIII, and
fibronectin. A narrow MA indicates low
strength of fibrin-platelet crosslinking,
indicating the need for platelets,
cryoprecipitate, and/or DDAVP, which
enhances levels of factor VIII, VWF,
and platelet adhesion. Increased LY30
indicates the effect of fibrinolysis,
pointing towards the need for an anti-
fibrinolytic such as tranexamic acid.

The Future

While recent evidence suggests that
thromboelastographic blood-directed
therapy may improve mortality and
blood product waste during trauma
resuscitation, limitations do exist. One
major limitation is the availability of
TEG trained lab technicians during
trauma resuscitations. Another
limitation is the emergency physician’s
ability and time to interpret the TEG
tracing. Therefore, the continued
adoption of this promising technology
will require collaboration between
emergency physicians, trauma
surgeons, anesthesiologists, laboratory
personnel, and perfusionists in order
to develop simple algorithms to guide
trauma resuscitation in real time. *
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e've all been there you wake up late, arriving to your shift just in the nick of
s / \ / time. You log on to the computer and notice the waiting room is full and you have 5
new patients on the board. A bright-eyed, eager-appearing medical student comes
up and introduces herself as your student for the day. You are tired and stressed, but you also
want to be able to provide your student with a valuable experience during her time in the
emergency department. You sigh and admit to yourself that you really do not know HOW to
teach medical students because you were never taught yourself.
Luckily, there are a few simple steps you can follow to maintain your efficiency while giving
your medical student a great emergency department experience.

Start the encounter by asking if there is a specific thing the student would like
to focus on today. They haven’t sutured enough? Plenty to go around! Never
seen an intubation? At the very least, you can run them through the steps to

a successful intubation, such as the SOAP ME mnemonic. Would they like
feedback on their notes? You've written plenty.

Now it's time for teaching! Remember, each encounter has something you can
teach. However, it is important that you structure the learning. Depending on
the presentation, decide on ONE specific thing you’d like the student to take
away from that encounter.
Try the “BDA” (Before, During, After) framework as a simple way to
provide reflective teaching for your student.
[=]55]:75 the patient encounter, gauge their knowledge on the topic. Ask the
learner to...
— Indicate what she or he knows about the particular medical knowledge
relevant to this patient.
— Look up relevant paper, scoring system, etc.
— Watch a video of a procedure to prepare for the encounter.
[519];11YT<] the experience, guide their learning. Ask the learner to...
— Obtain specific information from the patient.
— Observe for particular symptoms with a specific purpose in mind.
[\Z7 = 1the experience, summarize what you've taught, answering any
questions and directing future learning. Ask the learner to...

Think about whether their anticipated findings matched what they discovered.

Identify and articulate reasoning for appropriate next steps, e.g. follow-up
questions or testing.

Assess their performance to help them identify skills, attitudes, or
behaviors for improvement.

Establish goals for future learning.

Provide
Constructive
Feedback

Now that you’ve mastered the art of
teaching on shift, have fun, and stay positive! *

You are assigned to a 45-year-
old female, previously healthy,
chief complaint of chest pain.
Vital signs are normal. EKG is
in the chart already from triage,
and you note (but do not tell
the student) that it is normal.
You decide to use this patient
to teach the student about

the HEART score, including
typical vs. atypical features of
acute coronary syndrome to
determine risk stratification.

BEFORE.

Ask the student, “Are you

familiar with the HEART score?”

— If yes: Can you tell me the
elements? At this juncture,
you may decide to change
your teaching objective if
the student already has
mastered this skill.

— Ifno: I'd like you to use it
to assess this patient’s risk.
Can you please look it up
and we will go through it
together?

Calculate the HEART score with
your student, explaining the
elements.

— Ensure the student asks
the patient the appropriate
questions to assess their
HEART score.

— Obtain a full and accurate
cardiac history, including
pertinent negatives and
atypical features.

AFTER.

Emphasize the importance

of the HEART score as a

diagnostic tool.

— Recommend they use it on
future cardiac patients.

— Give them feedback on
their performance.

— For historical learning, you
may also refer them to the
TIMI and why we no longer
use this as standard of
care.



PEDIATRIC MEDICINE

THAT IS THE QUESTION

Kaia Knutson, MD
Emergency Medicine and
Pediatrics Combined Residency
Indiana University
Indianapolis, IN

“10-month-old, active compressions, GCS 3, be there in 2!” As you whip out the Broselow tape

You are working a busy shift in the emergency department when you answer the EMS radio:

and get the trauma bay set up, you turn to the airway cart. Cuffed vs. uncuffed... does the choice
between endotracheal tubes (ETT) make your head spin?

Why All the Fuss?

The old adage is that kids are not
just little adults. One notable anatomic
difference is that the cricoid cartilage
is the narrowest part of the airway, as
opposed to the glottis in adults.* For
many years, this information translated
into the recommendation to use uncuffed
tubes for patients younger than 8 years
old.2It was feared that cuffed ETTs would
injure the subglottic tissue, leading to
tracheal damage, mucosal ischemia, and
complications such as post-extubation
stridor or tracheal stenosis.® Another
assumed benefit of uncuffed ETTs was
maximizing airway diameter in the
already tiny pediatric airway, which
would improve ventilation and the ability
to suction secretions.*

What Made Us Change the Tune?
A lot of the cuffed vs. uncuffed “urban

legends” are rooted in a time when
specialized airway equipment simply did
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not exist for the pediatric population.
Many doctors used the formula [(Age/4)
+ 4] to estimate the correct uncuffed ETT
size.> However, it has been shown that up
to 30% of intubations with uncuffed ETTs
need reintubation for size adjustment, as
not all children fit the standard formula.*®
Thankfully, we now have an array of
pediatric specific cuffed ETTs that have
high-volume, low-pressure seals to help
combat this anatomic variation and
minimize ETT exchanges.*

Furthermore, a lot of data now
support the use of cuffed ETTs in the

pediatric population. There appears to be
no difference in tracheal injury between
cuffed and uncuffed tubes.”® Cuffed ETTs
can optimize oxygenation and ventilation
by diminishing by air leak, which can
help in patients with poor compliance

or high resistance.® Newth et al. looked
at rates of post-extubation stridor and
found no difference between cuffed and
uncuffed ETTs, even in the subgroup

of prolonged intubation (>21 days).
Further, data showed improved end tidal
gas monitoring and decreased rates of
pneumonia with cuffed ETTs.?

What’s the Recommendation?

The American Heart Association updated their pediatric guidelines in 2010,
stating that it is OK to use both uncuffed and cuffed tubes in infants and
children.3® Cuffed ETTs seem to be the preferred choice by pediatric emergency

medicine physicians for many reasons: pediatric specific designs, improved
ventilation, minimal airway trauma, and decreased need for ETT exchange.'
When faced with an ETT dilemma in the emergency department, “to cuff” seems

to be the answer. *

References available online.



CONSULTATION

i

( E!
EMR: What is the most effective
way to present an OB/GYN consult
over the phone?
CC: The goal should be to concisely
present the information and clinical
question in a way that allows the
consulting provider to triage the urgency
of the consult and advise any immediate
intervention. Key points to convey vary
depending on the clinical scenario. In
general, this should include age, whether
the patient is pregnant, presenting
complaint, hemodynamic status, and the
SPECIFIC clinical question.

For example: “This is a consult
for possible ectopic pregnancy with
hemodynamic instability. JR is a 26-year-
old female approximately 6 weeks
pregnant with a history of two prior ectopic
pregnancies who presents with acute onset
RLQ pain, tachycardia, and hypotension.
She has a positive FAST scan.” That clearly
communicates the emergent nature of
the consult and the need for immediate
evaluation and intervention.

Another example: “This is a consult for
pregnancy of undetermined location. LM
is a 37-year-old female approximately 6
weeks pregnant by LMP with a history
of two prior miscarriages who presents
with light vaginal bleeding for 2 days.

She has normal vital signs and minimal
bleeding on pelvic exam. Her cervical

os is closed. Her hematocrit is 39% and
she is Rh positive. Her serum beta hCG

is 1500 mIU/mL. Her ultrasound shows
no definitive intrauterine pregnancy. Her
adnexa appear normal. We would like for
you to confirm the findings and assist her
with close follow-up.”

(Please note that while Gs and Ps are
important, I do not consider them an
absolutely crucial part of the initial
consult, particularly because the numbers
can be confusing. Others may feel
differently.)

CONSULT CORNER

OB-GYN

EMR: What basic workup do you
prefer to be completed prior to
seeing a consult?

CC: A pelvic exam and a urine pregnancy
test are generally a must. If the patient

is pregnant and has vaginal bleeding, a
type and screen, Rh, and complete blood
count are necessary. If the patient is stable,
is presenting with a newly diagnosed
pregnancy without a prior ultrasound,
and is complaining of abdominal pain or
vaginal bleeding, an ultrasound should be
completed prior to consultation.

EMR: What do you consider to be
urgent or emergent consultations?
CC: Emergent consultations include
ruptured ectopic preghancy and ovarian
torsion. If you have a suspicion for either
of these, the gynecology team should

be contacted immediately; proceeding
expediently to the operating room is
paramount.

Urgent consults include concern for
ectopic pregnancy in a hemodynamically
stable patient, heavy (>1 pad per hour)
vaginal bleeding, and sepsis.

EMR: What are some common OB/
GYN complaints or procedures
an EM resident should feel
comfortable managing in the
community setting?
CC: EM residents should feel comfortable
managing uncomplicated pelvic
inflammatory disease, particularly those
who are afebrile, not in severe pain,
tolerating fluids, have no evidence of tubo-
ovarian abscess, and are able to follow
up as an outpatient. You should also feel
comfortable counseling a stable patient
regarding expectant management of an
uncomplicated first-trimester miscarriage.
Common procedures that an EM
resident should feel comfortable
performing include pelvic examination
and basic ultrasound to confirm viability

Victoria Fitz, MD

OB/GYN Resident
University of North Carolina
Chapel Hill, NC

and location of pregnancy, as well as
incision and drainage of a Bartholin’s
cyst/abscess.

EMR: Top 3 ED pet peeves?

CC: 1. Calling a consult before performing
a pelvic exam. Even
though we will
likely repeat
the exam,
your initial
impression
with regard to
amount of bleeding
or any abnormal findings
is important for
triage and initial
stabilization. Often,
patients with minimal
to moderate bleeding
can be evaluated as an
outpatient.

2. Not ordering a type and
screen on a pregnant
patient with vaginal
bleeding.

3. Not having an up-
to-date set of vital
signs available on a
patient at the time
of consultation.

EMR: Other pearls

for emergency medicine
residents?

CC: Providers in the

community may not have immediate
access to an obstetrician and will
encounter many presentations of
incomplete or missed abortions.
Familiarity with how to counsel a patient
for medical management (eg, cytotec)
when appropriate are important in this
setting. We are always happy to have an
EM resident come with us to counsel a
patient on management options. *
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WELLNESS EDITORIAL

Seeing Past the Present

RECOGNIZING

(omfgssion

Fatiqu

Take steps to combat this and other threats JJ to your

well-being during the second annual Emergency
Medicine Wellness Week, Jan. 22-28.

32 EMRA | emra.org - emresident.org

Katie Rebillot, DO
EMRA Wellness Committee
Maimonides Medical Center

Brooklyn, NY
@krebillo

he was constantly in the
S emergency department for

alcohol and drug intoxication.
Staff dreaded her because she was
usually inebriated and asking for
pain medication. She came alone
without friends or family, so it
was unknown if this woman had
a support network. She didn’t
appear homeless or disheveled,
but frequently smelled of rum and
usually had empty Percocet bottles
with her. You could see the elated
feeling of sweet release from reality
on her face as she drifted off to
dreams after getting her intravenous
morphine. This charade continued
for 2 years, and every time she
arrived, there was whispered gossip
speculating on how much alcohol
and pills she had taken that time.

We have all seen this patient.
The frequent-flying, drug-seeking,
seemingly hopeless patient who
we assume has created her own
demise and is on the express train
down a track littered with disaster.
This woman represents many
patients who incite compassion
fatigue among physicians, as we see
them repeatedly for non-emergent
complaints, asking for food, a warm
bed, and pain medications. We like
to hypothesize about their present
addiction and absent future, but
what about their past?

Compassion fatigue is the
development of indifference and
emotional stress that occurs
in physicians from caring for
certain patients. It lends itself to
dissociation from the emotional
aspect of patient care, creating
a more sterile patient-physician



relationship lacking empathy and
compassion, and ultimately protecting
the emotional state of the physician.

I went into medicine to make a
difference in the lives of my patients, and
I found that my experience with these
types of patients challenged my ability to
treat and educate them in a meaningful
and influential way. I wanted to help
them in the acute environment and
counsel them about changes they could
make to augment their health. Instead,

I found myself slowly succumbing to the
disenchanting idea that | would never
have a sustained influence on their
situation and thus should just give them
a hot meal and let them sleep through the
night.

This terrified me.

After a night of sleeping and
becoming sober, one of the nurses
decided to sit down and talk to this
patient about her addiction. Through
conversation, the nurse discovered the
patient dealt with chronic back pain,
was overwhelmed by stressful work and
family issues, and eventually turned to
Percocet and alcohol. The nurse referred

her to a rehabilitation program and
encouraged her to call her family. When
they showed up at her bedside, their look
of hopelessness was heart-wrenching.
They knew she had a serious problem but
had chosen to ignore it.

This patient was my family member.
She was also my inspiration to go into
emergency medicine. So, when she
called to tell me she had admitted herself
for drug and alcohol addiction, | was
breathless. How could my former idol,
my own family member, be an addict?

During the first 3 months of
rehabilitation, she battled headaches,
withdrawal symptoms, depression,
anxiety, and self-hatred. As she
slowly began to heal from within, she
realized what she had been missing
in life. Throughout her 6-month stay
at the rehabilitation facility and for
the following year, she grew into a
person who was more motivating
and inspirational than | had ever
remembered. Even though she had
taught me a lot throughout my childhood
and along my path to becoming a
physician, the most important lesson she

gave me was through her own struggle
with addiction.

Through her rehabilitation and
healing process, | started to look at my
intoxicated patients differently. Where
did they come from and what were their
lives like before their addiction? Surely
they had jobs, families, and unique
interests before their addiction took over
their lives.

As emergency medicine physicians,
we have higher rates of burnout than any
other field, which means we also have
high rates of compassion fatigue. It is
easy to label, judge, dismiss, and forget
these many patients who frequent the
emergency department with the same
complaints time and time again, but we
have to remember they are all people
who had meaningful lives at some point.
They have families who care about them
and are entrusting us to treat them in
their absence.

Sometimes, the best thing for these
patients is a little kindness and empathy
without judgment to help them on their
way to recovery. *

EMERGENCY MEDICINE RESIDENTS’ ASSOCIATION

EMRA DISABILITY INSURANCE PROGRAM

Just for Emergency Medicine Residents
Important highlights of this program are:

e Up to $7,500 monthly tax-free benefit
with no financial disclosure

e Specialty Specific definition of
disability — 6 options in most states

e Personalized comparison of plans,
taking advantage of regional, GME or
association discounts as available to you

e Easy online application process

)

. ’ Collaborative Wealth
for the Medical

An Approved Member Benefit Program

An individual, long-term

disability insurance program

designed for EMRA

students, residents
and alumni.

You take care of them.

We’'ll take care of you.

Unique Programs
for Graduating
HouseStaff

A sound disability insurance program is best developed while still in residency.

Visit the dedicated EMRA webpage: www.iwcglobal.net/our partners/EMRA
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EMRA MSC Midwest Coordinator
University of Minnesota
Minneapolis, MN

From the

Pool to
Medical
School
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edical students
often set aside
other pursuits
to focus entirely on
coursework, exams,
etc. But Olympic
diver Abby Johnston,
a silver medalist in
2012 and a member
of Team USA again in
2016, has refused to
sacrifice her passions.

While in her third year
of medical school

at Duke University
School of Medicine,
Johnston trained for
and competed in the
Rio Olympics.

As she looks forward
to pursuing emergency
medicine, how will
Johnston continue to
balance her passions?

When did you start diving, and what do you enjoy most about it?

I started when | was 13. | was a gymnast for many years but had to stop due to a back injury. Diving
felt like a close substitution because | was able to flip and twist but it wasn’t as tough on my body
to land in water.

Did you know coming into medical school that you wanted to try to return to diving
at the Olympic level?

After the 2012 Olympic Games, my motivation to return to the sport was a roller coaster ride.
Initially, I was dying to go back for another Games. However, | didn’t want to put off medical school
in order to train. Then | had shoulder surgery and thought maybe I'd become a washed-up has-
been. During my gap year, | started training again and thought, “Would it be insane if | did medical
school while I train for Rio?” And the answer in hindsight is that yes, it was absolutely insane, but |
don’t regret any of the sacrifices | made or one minute of the time | spent training.

How were you able to train for the Olympics while attending medical school?

I trained twice a day, 6 days a week. I'd practice from 6:30-8 am, go to lab/class, return to practice
for another 2 hours in the afternoon, go home to study, and then wake up and repeat. When
pressed for time, it’s incredible how productive one can be. | watched lectures on the treadmill,
answered conference calls about research while | was out of the country for a competition, and
flipped through pharm flashcards while walking between the pool and the medical school. | wasn’t
a total robot, though; | made time for the other things in my life that | love, like watching my fiance
coach at Duke football games, drinking wine with friends, and talking to my crazy family every day.

What interests you most about emergency medicine?

I like high-pressure situations (shocker, right?). | love that every day in the emergency department
is something different and the profound impact you can have on very sick patients. Also, wearing
scrubs is like wearing comfy workout clothes, and who wouldn’t want to wear that every day?

What advice would you give to other medical students who want to balance
medical school studies with extracurricular activities?

You need something that’s a break from medicine to keep your sanity. For me, being an athlete
makes me a better student and being a student makes me a better athlete. Make time for things
you love and you’ll be a happier, more rounded person. Also, never press snooze.

Now that you have retired from diving, what do you hope to do with your newfound
“free time?”

I haven't officially retired, but I'm taking a long hiatus to focus on my clinical rotations. | finally have
more time to take weekend trips, plan my wedding, and watch reality TV. One of my favorite things
to do is what I like to call “sloth Sunday,” where | virtually only move from the couch to the kitchen
all day and binge-watch TV. | finally have more time to indulge in this way.

You say you haven’t officially retired, so | have to ask — are you considering
returning to the 2020 Summer Olympics?
Possibly. I'm planning to reevaluate my interest in returning at the end of this year. Diving has been

such a huge part of my life, and I’'m not sure what life without it will be like. So, I'm giving myself the
chance to explore that this year, with the possibility of returning for Tokyo 2020. *
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EMPOWER

Newly elected ACEP
Chairman of the
Board John Rogers,
who recently
completed a term

as the ACEP Board
liaison to EMRA, is
known for his calm
demeanor, tendency
to listen more than
speak, and affinity
for thinking several
steps ahead. We
invite you to learn
more about this EM
leader.

empower

haring our Stories

Your Time, Your Legacy
John J. Rogers, MD, CPE, FACS, FACEP
ACEP Chairman of the Board

Medical school: University of lowa

Residency: Medical Center of Central Georgia

Current Position: Co-ED Medical Director and Immediate Past President of the Medical
Staff, Coliseum Northside Hospital, Macon, Georgia

Last non-textbook you read?

Edith Hamilton’s The Greek Way from 1930. Hamilton was the headmistress at Bryn Mawr for 25
years. She provides a glimpse at the many gifts the ancient Greeks gave us. She opens the world of
Homer, Herodotus, Aeschuylus, Sophocles, and more. Not only explaining the difference between
Eastern and Western thought, and Greek religion as opposed to myth, but how we in the West view
the world today. Within its pages you will begin to understand how physicians are inherently Greek
in their philosophy and outlook on life.

What experiences have impacted you most as a physician?

There are four. Three are examples of sudden tragedy that profoundly affected the lives of patients
as well as their families. First there was the 16-year-old who after an MVC arrived to the ED in two
different EMS units, she in one and her right lower extremity in the other. The phone call to her
parents at midnight was exceedingly difficult as was her subsequent adjustment to her new reality.
Then there was the woman with multiple fractures after being run over multiple times and beaten
with a crowbar by her husband. Who despite her injuries and severe pain said, “At least | know he
loves me.” And the 7-year-old who on Halloween was struck in the abdomen by an errant bullet
fired by a partygoer. She died on the operating table, with my hands around her liver and aorta. She
was still partially clothed in her princess costume. | still remember the profound weeping of the OR
nurses and will never forget her mother’s silent sobbing. Finally is the story that | tried to tell to the
EMRA Board but have difficulty every time | try to tell it. Suffice it to say, sometimes patients do not
need our technology, our procedural skill, or unique knowledge; what they need is our compassion
and our kindness. 