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AAEM Mission Statement
The American Academy of Emergency Medicine (AAEM) is the specialty society of emergency medicine. AAEM is a democratic 
organization committed to the following principles:
1.  Every individual should have unencumbered access to quality emergency care provided by a specialist in emergency medicine.
2.  The practice of emergency medicine is best conducted by a specialist in emergency medicine.
3.   A specialist in emergency medicine is a physician who has achieved, through personal dedication and sacri®ce, certi®cation by 

either the American Board of Emergency Medicine (ABEM) or the American Osteopathic Board of Emergency Medicine (AOBEM).
4.  The personal and professional welfare of the individual specialist in emergency medicine is a primary concern to the AAEM.
5.  The Academy supports fair and equitable practice environments necessary to allow the specialist in emergency medicine to 

deliver the highest quality of patient care. Such an environment includes provisions for due process and the absence of restrictive 
covenants.

6.  The Academy supports residency programs and graduate medical education, which are essential to the continued enrichment of 
emergency medicine and to ensure a high quallity of care for the patients.

7.  The Academy is committed to providing a•ordable high quality continuing medical education in emergency medicine for its members.
8.  The Academy supports the establishment and recognition of emergency medicine internationally as an independent specialty and 

is committed to its role in the advancement of emergency medicine worldwide.

Membership Information
Fellow and Full Voting Member: $425 (Must be ABEM or AOBEM certi®ed, or have recerti®ed for 25 years or more in 
EM or Pediatric EM)
A!liate Member: $365 (Non-voting status; must have been, but is no longer ABEM or AOBEM certi®ed in EM)
Associate Member: $150 (Limited to graduates of an ACGME or AOA approved Emergency Medicine Program within their ®rst year 
out of residency) or $250 (Limited to graduates of an ACGME or AOA approved Emergency Medicine Program more than one year out 
of residency)  
*Fellows-in-Training Member: $75 (Must be graduates of an ACGME or AOA approved EM Program and be enrolled in a fellowship)
Emeritus Member: $250 (Please visit www.aaem.org for special eligibility criteria)
International Member: $150 (Non-voting status)
Resident Member: $60 (voting in AAEM/RSA elections only)
Transitional Member: $60 (voting in AAEM/RSA elections only)
International Resident Member: $30 (voting in AAEM/RSA elections only)
Student Member: $30 or $60 (voting in AAEM/RSA elections only)
International Student Member: $30 (voting in AAEM/RSA elections only)
*Fellows-in-Training membership includes Young Physicians Section (YPS) membership. 
Pay dues online at www.aaem.org or send check or money order to: 
AAEM, 555 East Wells Street, Suite 1100, Milwaukee, WI 53202 Tel: (800) 884-2236, Fax: (414) 276-3349, Email: info@aaem.org
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President's Message

ABEM is Listening
Kevin Rodgers, MD FAAEM 
President, AAEM

based on four considerations: current trends in education and evalua-
tion; public opinion regarding the importance of periodic assessment of 
emergency physicians; successes and challenges of pilots conducted by 
other American Board of Medical Specialties (ABMS) Member Boards 
of alternatives to periodic exams; as well as diplomate perceptions of 
ConCert Ð its value as well as concerns. 

As a starting point for the discussion, ABEM cited two axioms that will 
continue to govern both the periodic review of ConCert and consideration 
of other options: 1) ABEM will only o•er time-limited certi®cation 2) There 
must be episodic assessment of certi®ed physicians. Only physicians 
who continue to meet the minimum standards for an ABEM-certi®ed phy-
sician will be re-certi®ed. 

Based on information gath-
ered to date, ABEM decided 
to investigate four options 
that range from an adap-
tive learning approach to 
mini-exams to a new oral 
examination to an option 
that introduces easy-to-
implement improvements to 
ConCert. Each option has a 
di•erent objective and focus, 
and each has advantages 
and disadvantages. Although 
ultimately ABEM will decide 
what option to implement, 
using a SWOT analysis the 

Summit provided all EM organizations an opportunity to brainstorm future 
options for the exam. From more periodic but shorter exams to open-book 
tests to weekly questions/modules based on adaptive learning, no stone 
was left unturned. Signi®cant time was spent discussing how to lessen 
the ªhigh stakesº nature of the ConCert Exam while still maintaining its 
validity, impact and value. As you might imagine maintaining cost neu-
trality for any ®nal option was also a hot topic; one possible option was 
switching to an annual MOC fee that covers the cost of all possible MOC 
components. Although evidence supports that testing in and of itself is an 
e•ective process for learning, options were also explored for making the 
process even more ªformativeº (providing more directive feedback, provid-
ing adaptive learning modules) in nature to aid in supporting the life-long 

AAEM Antitrust Compliance Plan:
As part of AAEM's antitrust compliance plan, we invite all readers of 
Common Sense to report any AAEM publication or activity which may 
restrain trade or limit competition. You may con®dentially ®le a report at 
info@aaem.org or by calling 800-884-AAEM.

Based on feedback from diplomats and EM orga-
nizations, ABEM has already taken signi®cant 
steps to improve its Maintenance of Certi®cation 
(MOC) program. Although a cadre of Diplomats 
have campaigned to do away with MOC com-
pletely, it is clear that absence of physician self-
regulation will result in governmental control. 
MOC participation assures the public that the 
physician is engaged in a rigorous program of 

continuous professional development. Having a high standard for certi®-
cation in emergency medicine is important because patients cannot 
choose their emergency physician. A January 2017 survey conducted 
online by Harris Poll revealed 
that 83% of the American 
adults believed emergency 
physicians should be required 
to pass a recerti®cation ex-
amination to demonstrate that 
they are keeping up with med-
ical knowledge throughout 
their career. 

ABEM has always believed 
that periodic assessment is 
key to assuring the public that 
ABEM-certi®ed physicians 
have the knowledge and 
skills they need to practice 
emergency medicine. This 
was rea!rmed in two di•er-
ent surveys, one conducted by ABEM and the other by AAEM, where the 
majority of diplomats found value in both the LLSA modules as well as 
the ConCert Exam. Additionally, in response to diplomat concerns, ABEM 
has frozen the cost of MOC for the last six years and has suspended the 
Communication/Professionalism (patience experience of care/patient 
satisfaction) component of Improvement of Medical Practice (Part IV). 
Now ABEM is looking to improve both the ConCert Exam (Assessment 
of Knowledge, Judgement and Skills) and well as ®nding novel methods 
for diplomats to complete the Practice Improvement component of MOC. 
Since costs seem to be a signi®cant concern of many diplomats, it is im-
portant to note that ABEM's initial certi®cation process is the least expen-
sive of all 24 Boards. And MOC costs average $265/year (includes LLSA) 
over the 10 year certi®cation period which is at the mean for all medical 
specialties (the cost of a single night in a hotel at a national meeting). 

So the beginning of October, ABEM held a summit meeting of EM 
organizations with a focus of examining the current ConCert Exam 
and potential options for the future. As many medical boards under the 
ABMS umbrella examine their maintenance of certi®cation programs, 
ABEM likewise is looking to create a new generation of assessment 

Continued on next page

�SABEM is listening and 
MOC is evolving.�T
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learning concept of MOC. Summit members even discussed test security 
concerns and their impact on implementing ªhome computerº based test-
ing. Like I said, no stone left unturned. 

ABEM has also heard the complaints from diplomats concerning di!cul-
ties completing the Practice Improvement (PI) portion of the MOC. There 
is concern that EM physicians practicing in low acuity, low volume EDs 
or those who do locums, have signi®cant di!culty with this requirement. 
ABEM is looking to develop novel methods which will satisfy this require-
ment while reducing the burden on the diplomat. AAEM has been asked 
to assist in this development Ð so stay tuned, we'll be asking for member 
input.

I would also like to take a moment to reinforce the rigor that goes into 
both building as well as scoring an ABEM exam. First, as a basis for the 
exam content, no other specialty has a document (EM Model) which 
outlines in detail what their clinical practice entails Ð both in terms of 
fund of knowledge as well as the KSAs needed to practice EM. Prior to 
building each exam, countless hours go into training question writers as 
well as validating each question. Two board members serve as Editors 
for each exam assisted by the item writers themselves as well as doctoral 
level sta• with expertise in test development. Following every exam prior 
to scoring, each item is reviewed statistically. Any questionable items 
(identi®ed by statistical analysis or through candidate comments on 
those items) are reviewed by the chair of ABEM's Test Administration 
Committee to determine whether the items should be scored. Few other 
Boards spend as much time, energy and money as ABEM does insuring 
the validity of their exams"

So ABEM is listening and MOC is evolving. 

Heroes
In the aftermath of Hurricanes Harvey, Irma, and Maria as well as the 
mass shooting in Las Vegas, our condolences go out to all the victims 
and their families. Our thoughts are also with all the ®rst responders, ED 
nurses/techs and EM physicians, who despite all the incredible stressors, 
did a phenomenal job caring for them. Although a relative minor gesture 
in the scheme of things, based on a recommendation from a member 
(Lillian Oshva), AAEM sent food and drinks to the two Las Vegas EDs 
who handled the majority of the victims.

Thanks!
I would like to take a moment to thank some very hard working AAEM 
members for their contributions to two of AAEM's major educational 
events. If  you were lucky enough to be in Lisbon for MEMC IX, I think 
you would agree with me that the scienti®c program was absolutely out-
standing and the venue and activities left nothing to be desired. I'd like to 
recognize both the MEMC Executive Committee (Lisa Moreno-Walton, 
Chair; Bill Durkin; Amin Antoine Kazzi; Terry Mulligan; and Salvatore 
Di Somma) as well as the Scienti®c Planning Committee (Gary Gaddis, 
Chair; David Farcy; Lisa Moreno-Walton; Terry Mulligan; Robert Suter; 
and Amin Antoine Kazzi) and the many track chairs who contributed 
to the Congress' success. I'd also like to thank the AAEM18 Planning 
Sub-Committee (Evie Marcolini, Co-Chair; Joelle Borhart, Co-Chair; 
Christopher Doty; Bernie Lopez; Kevin Reed; Zack Repanshek; R. Gentry 
Wilkerson; Siamak Moayedi; Mike Buscher, William Goldenberg; Jonathan 
Jones; Tamara Kuittinen; Eric Morley; Jack Perkins; Teresa Ross; and 
Zaf Qasim) for their diligence and creativity in planning the 24th Annual 
Scienti®c Assembly which will be held in beautiful San Diego from April 
7-11, 2018. The grid is nearly ®nished and it promises to be another un-
surpassed learning event for EM physicians" Please mark your calendars 
now and plan to join us in sunny San Diego.

Broken Record
Finally, my recurring requests. Please help AAEM spread our message 
to the next generation of EM physicians. Take a minute to inquire of 
your residency's leadership if  AAEM has had the opportunity to speak 
to their residents on a variety of workplace fairness issues such as due 
process, restrictive covenants and open books. If  not, please encourage 
them to accept our o•er for FREE education on these important and often 
neglected topics. Finally, my perpetual plea, please consider recruiting a 
fellow EM physician to join AAEM. Our ability to accomplish AAEM's mis-
sion is directly related to our membership ¼ as they say, there is strength 
in numbers.  n

Response to an Article? Write to Us!
We encourage all readers of Common Sense to respond to articles you ®nd 
interesting, entertaining, educational, or provocative. Help us stimulate a 
conversation among AAEM members. 

www.aaem.org/publications/common-sense
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FROM THE EDITOR'S DESK

Does Due Process Matter?
Andy Mayer, MD FAAEM 
Editor, Common Sense

ªVirtue is persecuted by the wicked more than it is 
loved by the good.º Ð Miguel de Cervantes, Don 
Quixote

Does due process matter in your practice, and do 
you have it? I suspect that many of you, especial-
ly younger emergency physicians, do not know if  
your employment contract provides you with due 
process and peer review protection under your 

hospital©s medical sta• bylaws. Most emergency physicians are so thrilled 
and excited to ®nally be ®nished with their training and eager to enter 
the real world that they don©t read the ®ne print in their contracts, which 
is why many of us make poor ®nancial decisions. Contracts are signed 
without physicians understanding 
or really caring about the small 
details that don©t directly a•ect their 
compensation, and many of these 
physicians later regret signing their 
contracts.

This makes me wonder if  the 
Academy's quest for universal due 
process protection is a good cause 
or simply tilting at a distant windmill. 
Time will tell, but I think this is an 
issue worthy of discussion Ð espe-
cially for members of the Academy. 
Due process is the ®fth principle of 
the AAEM's mission statement:

The Academy supports fair and equitable practice environments neces-
sary to allow the specialist in emergency medicine to deliver the highest 
quality of  patient care. Such an environment includes provisions for due 
process and the absence of  restrictive covenants.

AAEM created the Emergency Medicine Due Process Petition to promote 
due process and peer review for emergency physicians. It reads:

We, the undersigned emergency physicians of  this country, believe 
that due process is fundamental to our ethical mandate to care for our 
patients without being pressured by administrative or other external in¯u-
ences. We serve as direct advocates for our patients, many of  whom go 
to emergency departments because they are vulnerable due to medical, 
social or ®nancial issues outside of  their control. In some cases, such 
advocacy may con¯ict with pro®t-driven or other non-patient-oriented 
forces. Therefore, we strongly oppose the contractual trend that allows 
hospitals or contract holders to terminate physicians without a fair hear-
ing, since this hinders our ability to act at all times in the best interest of  
our patients.

This statement sounds noble, just, and just plain good sense. The board 
of directors and other members have gone to Capitol Hill to lobby on this 
issue. Larry Weiss, our past president, and others have spent many hours 
lecturing and educating on the simple justice of this e•ort, and on its 
importance for patients. The Academy has tried to encourage regulatory 

support for the requirement of due process rights for all emergency 
physicians by CMS. This would appear to be a simple issue, which all 
emergency physicians can wholeheartedly support, and there is a simple 
link at AAEM©s website for signing the petition. To my surprise, I recently 
learned that only 2,714 emergency physicians have bothered to sign the 
petition, even though the process takes literally just seconds. I would think 
the subset of emergency physicians who join AAEM would be the most 
motivated to do something. Many of us have reasons for joining AAEM 
that relate directly to due process issues. Are we so burned out or disil-
lusioned that we will not take a few seconds to sign a petition?

The perceived importance of due process rights varies. The idealist will 
tell you that due process protection is an essential right for all emergency 

physicians. Due process can be used 
as a tool to protect our most vulner-
able patients when we advocate for 
better care and coverage. This is 
clearly demonstrated by what hap-
pened to Dr. Wanda Cruz. (www.
tampabay.com/news/health/doctor-
says-she-was-®red-for-reporting-low-
sta!ng-at-brandonregional/2218497). 
She was ®red by EmCare without 
any due process or peer review. Most 
contracts from corporate manage-
ment groups (CMGs) require you to 
waive your due process rights. This is 

some of the ®ne print I was referring to above. This allows them to termi-
nate you immediately and without any recourse.

The pragmatist will tell you that it doesn©t really matter if  you have due 
process rights or not. If  your group, hospital administrator, or CMG wants 
you gone Ð you will be gone. Does it matter if  you have sta• privileges at 
a hospital but don©t have a job there?

This brings me to Don Quixote. Trying to foster more conversation and 
interaction with my grown children, I challenged them to read two beauti-
ful, leather-bound classics a year. We then discuss the books, which they 
get to keep. My two sons accepted the challenge. My eldest picked Don 
Quixote as our ®rst classic. He recently had a ªtilting at windmillsº experi-
ence. He worked for a year in Afghanistan in an inspector general role, 
trying to ensure the Department of Defense was spending our money 
well. I think that is why he chose this novel.

Does due process protection ª®xº the problems that confront us daily in 
our struggling emergency departments? Of course not, but maybe it is a 
symbol of control, which we seem to be losing. I believe that when people 
feel their actions and opinions are unimportant, they lose their sense of 
ownership in the process. And owners perform better than renters, as 
any landlord would tell you. This sense of ownership leads directly to the 
importance of physician owned and operated practices. When a practice 

Continued on next page

�SThis makes me wonder if  the Academy's quest for 
universal due process protection is a good cause 
or simply tilting at a distant windmill. Time will tell, 
but I think this is an issue worthy of discussion Ð 
especially for members of the Academy.�T
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is yours, it matters more to you. The department's failure is your failure. 
I suggest that the loss of due process is really just a placeholder for lost 
ownership rights, which are an essential tenant of our legal and moral 
heritage. When you have rights, you also have responsibilities. 

What is the remedy for the problems in our emergency departments? 
Not many of us think more administration/management, patient satisfac-
tion scores, and committee meetings will solve the challenges facing us 
when we arrive for a shift. It seems to me that lack of control is a major 
contributor to emergency physician burnout.

Obtaining due process protection is not a panacea for emergency 
medicine, but I challenge each of you to think about what due process 
and peer review mean to you, and ask yourself what are you going to 
do about it? Will standing with 2,714 other emergency physicians in 

signing a petition make you happy? Maybe not, but maybe joining your 
colleagues in a just cause will begin to rebuild your sense of ownership 
in your practice and profession, and help each of us value ourselves and 
our hard won careers a bit more.  n

www.aaem.org/AAEM18/competitions

24 th Annual  Scientific  Assembly
April 7-11, 2018
S A N  D I E G O  M A R R I O T T  M A R Q U I S 

&  M A R I N A

RESIDENT AND STUDENT RESEARCH COMPETITION
�s�çThe top 8 abstracts will present orally at AAEM18. All other abstract 

submissions are invited to display their research as a poster.
�s�çThe presenter of the oral abstract judged to represent the most outstanding 

research achievement will receive a $3,000 honorarium, while second and 
third place will receive $1,500 and $500 honoraria, respectively.

AAEM/RSA & WESTJEM POPULATION HEALTH RESEARCH 
COMPETITION
�s�çSubmit a research abstract that affects the health of populations of patients.
�s�çThe top abstracts will be invited to present orally at AAEM18 and be 

published in Western Journal of Emergency Medicine: Integrating Population 
Health with Emergency Medicine. 

SHOWCASE YOUR PHOTO AT THE AAEM18 PHOTO COMPETITION
�s�çAll physicians, residents, and students are invited to submit a photograph 

for presentation of patients, pathology specimens, Gram stains, EKGs, and 
radiographic studies or other visual data.  

16TH ANNUAL OPEN MIC COMPETITION
�s�çOpen Mic is a proud tradition within AAEM, it offers a unique opportunity to 

speak at a national meeting. 
�s�çThis open-¯oor format allows 16 "new voices" to be heard and evaluated by 

education committee members and conference attendees. 
�s�çTen of the time slots will be ®lled in advance by email. The remaining six time 

slots will be ®lled on a "®rst-come, ®rst-served" basis by signing up onsite. 

YPS POSTER COMPETITION - NEW
�s�çNew this year, members of AAEM YPS and AAEM members who meet the 

YPS membership criteria are eligible to submit their research for a poster 
competition.

www.aaem.org/AAEM18/competitions

AAEM18

SAN
DIEGO
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Submission Deadline: 11:59pm CST 
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What can you expect at the AAEM18?
Watch past Scienti®c Assemblies online to ®nd out!  

AAEM Online is a FREE member's only bene®t that allows you to stream video or 
audio directly on the AAEM website, or download the MP3 or MP4 ®les.
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AAEM
Online

Watch the AAEM17 Plenary Sessions

�t��What©s New in Infectious Disease 
- Peter DeBlieux, MD FAAEM 

�t��What©s New in Resuscitation 
- Corey Slovis, MD FAAEM FACP 
FACEP

�t��What©s New in Critical Care 
- Haney Mallemat, MD FAAEM 

�t��What©s New in Neurology 
- Evie Marcolini, MD FAAEM FACEP

�t��What©s New in Pediatrics 
- Mimi Lu, MD FAAEM

�t��What©s New in Trauma 
- William Mallon, MD DTMH FACEP 
FAAEM

�t��What©s New in Emergency Cardiology: 
2017 Literature Update 
- Amal Mattu, MD FAAEM

�t��#OrlandoUnited: Coordinating the 
Medical Response to the Pulse Nightclub 
Shooting 
- Hunter Christopher, MD PhD FAAEM 
- Amanda Tarkowski, MD
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Start Today!

Video
Stream on the  

AAEM website or  
download the MP4.

Audio
Stream on the  

AAEM website or  
download the MP3.

Login and Start Today!
www.aaem.org/education/aaem-online
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WASHINGTON WATCH

Last Ditch Effort to Repeal and Replace Obamacare 
Collapses; Bipartisan Effort Proceeds Slowly 
Williams & Jensen, PLLC

The latest e•ort by Congressional 
Republicans and the 
Administration to repeal por-
tions of the A•ordable Care Act 
(ACA) once again met with fatal 
resistance in the Senate, with 
several Republican Senators join-
ing all Democrats in opposition 
to the plan authored by Senators 
Lindsey Graham (R-SC) and Bill 
Cassidy (R-LA). Republican con-
cerns, which came from Senators 

John McCain (R-AZ) and Susan Collins (R-ME), were borne in part out of 
opposition to the bill's changes to Medicaid funding. Senator Rand Paul 
(R-KY) also opposed the bill after his demands for changes to the bill 
were not met.

This is widely seen as the last e•ort to have a chance to succeed in 2017, 
as the House and Senate have now turned their focus to tax reform. It is 
possible that momentum for one more e•ort could be generated in 2018, 
but it would certainly be complicated by the mid-term elections next year 
and could su•er the same fate as previous attempts.

The Senate is now looking once more to Senators Lamar Alexander 
(R-TN) and Patty Murray (D-WA), who convened hearings in September 
to explore a bipartisan deal. The same tandem is working on extending 
the Children's Health Insurance Program, which expired at the end of 
September. Most states remain funded until November or December, at 
which point there is an expectation that Congress will reauthorize the 
program. These all form the ingredients of a potential deal on health care 
later in 2017. The success of this e•ort, which includes conversations 
between President Trump and Senate Minority Leader Chuck Schumer 
(D-NY), may hinge on the willingness of Republicans to agree to ª®xº 
portions of the ACA ± particularly those impacting the health insurance 
markets; and Democrats willingness to compromise in some areas of the 
ACA that they would prefer not to change.

The bipartisan e•orts to stabilize the health insurance markets could also 
be impacted by a series of Administrative changes that could have an 
impact ± positive or negative ± on the a•ordability of such plans.

Price Resigns as HHS Secretary; Administration Focuses on 
Changes to Health Insurance Market
Department of Health and Human Services (HHS) Secretary Tom Price 
resigned from his post in September in the wake of revelations that he 
extensively used private aircraft for travel to locations that were easily 
reached by commercial air service. Shortly after o•ering to repay the 
costs for his seat on the planes, he submitted his resignation to the 
Administration.

The policy impact is a disruption to the larger health care policy initiatives 
from the Department until a new secretary is nominated and con®rmed. 
Eric Hargan is currently serving as Acting Secretary. He previously 
worked at the agency under the George W. Bush Administration, hold-
ing a range of positions including acting Deputy Secretary. Hargan was 
recently con®rmed by the Senate to serve in the Deputy post, with seven 
Democrats joining Republicans voting in support.

The nomination and con®rmation process for a new Secretary could take 
months. Frequently mentioned candidates include several Republican 
Senators, Centers for Medicare and Medicaid Services (CMS) 
Administrator Seema Verma, and Food and Drug Administration (FDA) 
Commissioner Scott Gottlieb.

In October, President Trump made two high pro®le health care announce-
ments that impact the health insurance market. The Executive Order 
directs the Secretaries of HHS, Treasury, and Labor to increase health 
insurance access, a•ordability and choice. Trump said that under these 
rules, small businesses will be allowed to form associations to purchase 
health plans and that the agencies will explore options for increasing 
competition in the market, including the expansion of associations across 
state lines. Trump asserted that these association health plans will be 
widely available and a•ordable. Finally, he noted that the Order will direct 
the agencies to expand health reimbursement arrangements (HRAs) 
that allow employers to assist employees with health insurance coverage. 
Due to the rulemaking process, any changes from this Order would not 
go into e•ect until next year.

Trump also ordered the immediate end of the Administration's funding 
of cost-sharing reduction payments to insurance companies under the 
ACA. Trump has long mulled ending the program, which provides roughly 
$7 billion in payments annually to subsidize the cost of health insurance 
for low-income Americans. The Congressional Budget O!ce (CBO) 
estimated this year that ending the payments would actually increase 
the de®cit by $194 billion over 10 years. New York Attorney General Eric 
Schneiderman announced that he would be suing the Administration to 
continue the payments. Another avenue to continue the payments would 
be through a Congressional appropriation, which could be agreed to in 
the context of a bipartisan health care deal.

The two actions were met with sti• opposition from many elected 
Democrats, who say that health insurance markets will be further desta-
bilized and that the number of uninsured will increase. Many Democrats, 
including Leader Schumer, have indicated they would welcome conver-
sations with Republicans about bipartisan legislation to make improve-
ments to the ACA. The actions may increase the urgency on Capitol Hill 
for a deal, particularly if  there is further erosion of the health insurance 
markets.  n
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FOUNDATION DONATIONS

Recognition Given to Foundation Donors
Levels of recognition to those who donate to the AAEM Foundation have been established. The information below includes a list of the di•erent 
levels of contributions. The Foundation would like to thank the individuals below who contributed from 1-1-2017 to 10-3-2017. 

AAEM established its Foundation for the purposes of (1) studying and providing education relating to the access and availability of emergency 
medical care and (2) defending the rights of patients to receive such care and emergency physicians to provide such care. The latter purpose may 
include providing ®nancial support for litigation to further these objectives. The Foundation will limit ®nancial support to cases involving physician 
practice rights and cases involving a broad public interest. Contributions to the Foundation are tax deductible.

Sponsor
Contributions $5,000-$9,999
Jeffery M. Pinnow, MD FAAEM FACEP

Donor
Contributions $500-$999
Mark Reiter, MD MBA FAAEM

Contributor
Contributions up to $499
Guleid Adam, MD FAAEM
Jamie J. Adamski, DO FAAEM
Ibrahim Mohi Ahmed Sr., MD
Nasr Shaaban Selim Sayed Ahmed, MD
Mohammad A. Aldokhi, MD FAAEM
Moath Amro, MD
Aaron D. Andersen, MD FAAEM
Justin P. Anderson, MD FAAEM
Jonathan D. Apfelbaum, MD FAAEM
Josef H. Aponte Jr., MD FAAEM
Sanjay Arora, MD FAAEM
Bradley E. Barth, MD FAAEM
Robert Bassett, DO FAAEM
Roy G. Belville, MD FAAEM
Jeremy G. Berberian, MD
Dale S. Birenbaum, MD FAAEM FACEP
Mark Avery Boney, MD FAAEM
J. Allen Britvan, MD FAAEM
Mary Jane Brown, MD FAAEM
Rennie Burke, MA
Michael R. Burton, MD FAAEM
Rebecca K. Carney-Calisch, MD FAAEM
John W. Cartier, MD FAAEM
Tara N. Cassidy-Smith, MD FAAEM
Carlos H. Castellon - Vogel, MD FAAEM 

FACEP
Anthony Catapano, DO FAAEM
Lisa Charles, MD
Marco Charneux, MD FRCPC
Grigory Charny, MD MS FAAEM
Michael S. Chuang, MD FAAEM
William K. Clegg, MD FAAEM
Armando Clift, MD FAAEM
Robert Lee Clodfelter Jr., MD FAAEM
Marissa S. Cohen, MD
Gaston A. Costa, MD
David C. Crutch®eld, MD FAAEM
Eric S. Csortan, MD FAAEM
Ada Cuellar, MD FAAEM
Walter M. D©Alonzo, MD FAAEM
Thomas R. Dalton, MD FAAEM
Benjamin P. Davis, MD FAAEM FACEP

John Robert Dayton, MD FACEP FAAEM
Francis X. Del Vecchio, MD FAAEM
Pierre G. Detiege, MD FAAEM
John J. Dillon, MD FAAEM
Denis J. Dollard, MD FAAEM
Joseph C. Dubery
William T. Durkin Jr., MD MBA CPE FAAEM
Evan A. English, MD FAAEM
Luke Espelund, MD FAAEM FAAP
Richard G. Faller, MD FAAEM
Mohamed Hamada Fayed Sr., MD
Angel Feliciano, MD FAAEM
Arnold Feltoon, MD FAAEM
Alex Flaxman, MD MSE FAAEM
Deborah D. Fletcher, MD FAAEM
Mark A. Foppe, DO FAAEM FACOEP
Robert A. Frolichstein, MD FAAEM
Paul W. Gabriel, MD FAAEM
Gary M. Gaddis, MD PhD FAAEM
Yashira M. Garcia
Steven H. Gartzman, MD FAAEM
Frank Gaudio, MD FAAEM
Albert L. Gest, DO FAAEM
Kathryn Getzewich, MD FAAEM
Ryan Gibbons, MD FAAEM
James R. Gill, MD FAAEM
Gary T. Giorgio, MD FAAEM
Daniel V. Girzadas Jr., MD RDMS FAAEM
Darcy E. Goldfarb, MD FAAEM
Brad S. Goldman, MD FAAEM
Matthew J. Grif®n, MD MBA FAAEM
Michael N. Habibe, MD FAAEM
William B. Halacoglu, DO FAAEM
Khalief Hamden, MD FAAEM
Dennis P. Hanlon, MD FAAEM
Ahmed Ali Soliman Hassan, MD
Kathleen Hayward, MD FAAEM
Jerris R. Hedges, MD FAAEM
W. Richard Hencke, MD FAAEM
Mel E. Herbert, MD FAAEM
Virgle O. Herrin Jr., MD 
Patrick B. Hinfey, MD FAAEM
Rene A. Hipona, MD FAAEM
Victor S. Ho, MD FAAEM
Haitham Abdel Raheem Hodhod, MD
Raymond C. Horton, MD FAAEM
Richard G. Houle, MD FAAEM
David S. Howes, MD FAAEM
David R. Hoyer Jr., MD FAAEM
Tarek Elsayed Ali Ibrahim, MD
Leland J. Irwin, MD FAAEM

Justin B. Joines, DO FAAEM
Jonathan S. Jones, MD FAAEM
Mohamme Sha® Kannimel Palancheeri, 

MD
Alex Kaplan, MD FAAEM
Bobby Kapur, MD MPH FAAEM
Shammi R. Kataria, MD FAAEM
John C. Kaufman, MD FAAEM
Hiroharu Kawakubo, MD
Amin Antoine Kazzi, MD MAAEM FAAEM
Fred E. Kency Jr., MD
Eric S. Kenley, MD FAAEM
Jack D. Kennis, MD FAAEM
Hyo J. Kim, MD FAAEM
Keith J. Kuhfahl, DO FAAEM
Mark I. Langdorf, MD MHPE FAAEM RDMS
Adrian Doran Langley, MD FAAEM
Chaiya Laoteppitaks, MD FAAEM
David W. Lawhorn, MD MAAEM FAAEM
Stanley L. Lawson, MD FAAEM
Theodore G. Lawson, MD FAAEM
Liza Le, MD FAAEM
Nicholas James Lepa, MD
Charlene Leung, MD
Bruce E. Lohman, MD FAAEM
Shahram Lot®pour, MD MPH FAAEM 

FACEP
Richard G. Lyons, MD FAAEM
Adeel Mahmood, MD
Edgar A. Marin, MD
Jennifer A. Martin, MD FAAEM
Satoko Matsuura, MD
Andrew P. Mayer, MD FAAEM
Stacy A. McCallion, MD FAAEM
Rick A. McPheeters, DO FAAEM
David E. Meacher, MD FAAEM
Andrew Meister, MD FAAEM
Sarah Meister, MD FAAEM
Michael Menchine, MD MPH FAAEM
Eslam Hussien Mohamed, MD
Noel T. Moore, MD FAAEM
Michael P. Murphy, MD FAAEM
Mark A. Newberry, DO FAAEM
Okamoto Norihiro, MD
Vicki Norton, MD FAAEM
John F. Obrien, MD FAAEM
Paul D. O©Brien, MD FAAEM
Michael John O©Flynn, MD
Radames A. Oliver, MD FAAEM
Travis Omura, MD FAAEM
Hanaa Ahmed A. Osman, MD

Frank B. Parks, DO FAAEM FACEM FAWM
Chris M. Paschall, MD FAAEM
Hector L. Peniston-Feliciano, MD FAAEM
Patricia Phan, MD FAAEM
Andrew T. Pickens IV, MD JD MBA FAAEM
Victor A. Pinkes, MD FAAEM
Brittany B. Price, MD
Michael S. Pulia, MD MS FAAEM
Scott A. Ramming, MD FAAEM
Lindiwee-Yaa Randall-Hayes, MD FAAEM
Kevin C. Reed, MD FAAEM
Jeffrey A. Rey, MD FAAEM
Phillip L. Rice Jr., MD FAAEM
Charles Richard Jr., MD FAAEM
Melanie Richman, MD FAAEM
Mark Riddle, DO FAAEM
John R. Ringquist, MD FAAEM
Rebecca R. Roberts, MD
David Rose, DO
Steven B. Rosenbaum, MD FAAEM
Robert C. Rosenbloom, MD FAAEM FACEP
Joan E. Rothenberg, MD FAAEM
James Francis Rowley III, MD FAAEM
Ian F. Rymer, MD FAAEM
Frantz Saint Vil, MD
Stewart Sanford, MD FAAEM
Luke C. Saski, MD FAAEM
Martin P. Sayers, MD
C. Blake Schug, MD FAAEM
Hany Mohamed Shahin, MD
Brendan P. Sheridan, MD FAAEM
Richard D. Shih, MD FAAEM
Michael Silberman, DO FAAEM
Douglas P. Slabaugh, DO FAAEM
Henry E. Smoak III, MD FAAEM
Michael G. St. Marie, MD FAAEM
Robert E. Stambaugh, MD FAAEM
Keith D. Stamler, MD FAAEM
Richard M. Stromberg, MD FAAEM
Nonie V. Sullivan, NP
Gregory J. Sviland, MD FAAEM
Thomas A. Sweeney, MD FAAEM
Michael E. Takacs, MD MS FAAEM
Harold Taylor, MD
Mercedes Torres, MD FAAEM
David Touchstone, MD FAAEM
Nathan Trayner, MD FAAEM
Mary Ann H. Trephan, MD FAAEM
Chris E. Trethewy, MD
Peter A. Tucich, MD FAAEM
Akira Watanabe, MD

Continued on next page
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PAC DONATIONS

Recognition Given to PAC Donors
AAEM PAC is the political action committee of the American Academy of Emergency Medicine. Through AAEM PAC, the Academy is able to 
support legislation and e•ect change on behalf of its members and with consideration to their unique concerns. Our dedicated e•orts will help to 
improve the overall quality of health care in our country and to improve the lot of all emergency physicians. 

All contributions are voluntary and the suggested amount of contribution is only a suggestion. The amount given by the contributor, or the refusal to 
give, will not bene®t or disadvantage the person being solicited.

Levels of recognition to those who donate to the AAEM PAC have been established. The information below includes a list of the di•erent levels of 
contributions. The PAC would like to thank the individuals below who contributed from 1-1-2017 to 10-3-2017.

Senatorial 
Contributions $1,000-$2,499
Jeffery M. Pinnow, MD FAAEM FACEP

Congressional
Contributions $500-$999
Michael R. Burton, MD FAAEM

Member
Contributions up to $499
Moath Amro, MD
Justin P. Anderson, MD FAAEM
Jonathan D. Apfelbaum, MD FAAEM
Jeffrey R. Barnes, MD FAAEM
Robert Bassett, DO FAAEM
Mark Avery Boney, MD FAAEM
Laura J. Bontempo, MD MEd FAAEM
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Rennie Burke, MA
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Eric S. Csortan, MD FAAEM
Thomas R. Dalton, MD FAAEM
Benjamin P. Davis, MD FAAEM FACEP
Francis X. Del Vecchio, MD FAAEM
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John J. Dillon, MD FAAEM
Walter D. Dixon, MD FAAEM
Evan A. English, MD FAAEM
Angel Feliciano, MD FAAEM
Deborah D. Fletcher, MD FAAEM
Mark A. Foppe, DO FAAEM FACOEP
Paul W. Gabriel, MD FAAEM
Steven H. Gartzman, MD FAAEM
Frank Gaudio, MD FAAEM
Albert L. Gest, DO FAAEM
Gary T. Giorgio, MD FAAEM
Daniel V. Girzadas Jr., MD RDMS FAAEM
Brad S. Goldman, MD FAAEM
Katrina Green, MD FAAEM
Matthew J. Grif®n, MD MBA FAAEM
Steven E. Guillen, MD FAAEM
William B. Halacoglu, DO FAAEM
Jerris R. Hedges, MD FAAEM
W. Richard Hencke, MD FAAEM
Virgle O. Herrin Jr., MD 
Patrick B. Hinfey, MD FAAEM
Victor S. Ho, MD FAAEM
Richard G. Houle, MD FAAEM
David S. Howes, MD FAAEM
David R. Hoyer Jr., MD FAAEM
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Shammi R. Kataria, MD FAAEM
John C. Kaufman, MD FAAEM
Eric S. Kenley, MD FAAEM
Hyo J. Kim, MD FAAEM
Robert D. Knight, MD FAAEM
Adrian Doran Langley, MD FAAEM
Chaiya Laoteppitaks, MD FAAEM
Liza Le, MD FAAEM
Robert E. Leyrer, MD FAAEM
Bruce E. Lohman, MD FAAEM
Shahram Lot®pour, MD MPH FAAEM FACEP
Richard C. Lotsch, DO FAAEM
Richard G. Lyons, MD FAAEM
Jennifer A. Martin, MD FAAEM
Andrew P. Mayer, MD FAAEM
Stacy A. McCallion, MD FAAEM
Rick A. McPheeters, DO FAAEM
Andrew Meister, MD FAAEM
Sarah Meister, MD FAAEM
Wendi S. Miller, MD FAAEM
Vicki Norton, MD FAAEM
Paul D. O©Brien, MD FAAEM
Michael N. Ofori, MD
Travis Omura, MD FAAEM
Kristyna D. Paradis, DO FAAEM
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John R. Ringquist, MD FAAEM
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Thomas A. Sweeney, MD FAAEM
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Grant Wei, MD FAAEM
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Visit www.aaem.org or call 800-884-AAEM  to make your donation.Donate to the AAEM Foundation!
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UPCOMING CONFERENCES

Do you have an upcoming educational conference or activity you would like listed in Common Sense and on the AAEM 
website? Please contact Kathy Uy to learn more about the AAEM endorsement and approval process: kuy@aaem.org.
All provided and recommended conferences and activities must be approved by AAEM's ACCME Subcommittee.  

Upcoming Conferences: AAEM Directly & Jointly Provided and Recommended 

AAEM CONFERENCES

April 7-11, 2018
�t��24th Annual AAEM Scienti®c Assembly ± AAEM18 

Marriott Marquis San Diego Marina 
San Diego, California  
www.aaem.org/AAEM18 

AAEM18 PRE-CONFERENCE COURSES 

April 7, 2018 
�t��Resuscitation for Emergency Physicians (Two Day Course)  

Ultrasound ± Beginner  
Special DelivERies ± Managing Births in the Emergency Setting  
(Jointly provided by Special DelivERies)  
Tactical Combat Casualty Care for the Civilian Emergency Physician 
(Jointly provided by USAAEM) 
Think You Can Interpret An EKG?

April 8, 2018 
�t��State of the Art Pain Management in Emergency Medicine 

Emergency Neurological Life Support (ENLS) (Jointly provided by the 
Neurocritical Care Society)  
Ultrasound ± Advanced  
2017 LLSA Review Course  
2018 Medical Student Track  
www.aaem.org/AAEM18

AAEM RECOMMENDED CONFERENCES

November 16-17, 2017
�t��The Combined ACLS/APLS Course 2017 #CPDaclsapls 

Vancouver, Canada 
https://ubccpd.ca/course/acls-apls-2017 

November 17, 2017
�t��UGEMP: Ultrasound Guided Emergency Medicine Procedures Course 

Vancouver, Canada 
http://ubccpd.ca/course-group/emp

November 17-19, 2017
�t��The Di!cult Airway Course: Emergency+ 

San Diego, California 
www.theairwaysite.com 

December 6-9, 2017
�t��ESEM: Emirates Society of Emergency Medicine Conference 

Dubai, United Arab Emirates 
www.esemconference.ae 

December 11-12, 2017
�t��ACMT 2017 Seminar in Forensic Toxicology, <Opioids, Toxicology, and the 

Law: Medical-Legal Aspects of the Opioid Epidemic< 
Philadelphia, PA 
http://www.acmt.net/2017_ACMT_Seminar_in_Forensic_Toxicology.html  

January 25-26, 2018
�t��2018 Oncologic Emergency Medicine Conference 

Houston, Texas 
https://www.mdanderson.org/education-training/professional-education/
cme-conference-management/conferences/oncologic-emergency-medi-
cine-conference.html

April 6-8, 2018
�t��American College of Medical Toxicology 2018 Annual Meeting 

Washington, D.C. 
�t��http://www.acmt.net/2018_Annual_Scienti®c_Meeting.html

May 15-18, 2018
�t��SAEM18 

Indianapolis, IN 
www.saem.org/annual-meeting

June 5-9, 2018
�t��ICEM 2018 Conference 

Mexico City, Mexico 
www.pr-medicalevents.com/congress/icem-2018/ 

AAEM is featuring the following upcoming conferences and activities for your consideration. For a complete listing of upcoming conferences 
and other meetings, please visit: www.aaem.org/education/aaem-recommended-conferences-and-activities. 

The ACCME Subcommittee, a branch of the 
Education Committee that maintains AAEM's CME 
Program, is actively recruiting members.

Subcommittee activities include reviewing 
applications, faculty disclosures, presentations, and 
content for all the direct and jointly provided activities 
to ensure all guidelines are met that are set by the 
ACCME (Accreditation Council for Continuing Medical 
Education).

To learn more about the responsibilities of all of our committees and to complete an application, visit: www.aaem.org/about-aaem/leadership/committeesTo l learn more ababout t ththe e rerespspononsisibibililititieses o of f alall l ofof ourur c comommimitttteeees s anand d toto complete an

Make a Difference with 
AAEM's Educational Programs
Make a Difference with 
AAEM's Educational Programs
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We’re here to
propel you forward.

ARE YOU
READY TO
TAKE
THE LEAP?

Being every patient’s superhero 
can be a rewarding and challenging 
career. CEP America has the tools 
to support your joy in medicine.

Download the “Joy in Medicine 
Through Resiliency” guide at
go.cep.com/ToolsForJoy OWN YOUR CAREER
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Dollars & Sense

Three Things Every Young Medical Student and Physician 
Needs to Know (Continued)
Joel M. Schofer, MD MBA CPE FAAEM 
Commander, Medical Corps, U.S. Navy

I gave this lecture at the 2017 Scienti®c 
Assembly, but there are many people who ®nd it 
hard to attend the meeting, especially the target 
of the lecture, young medical students and physi-
cians. In that vein, to recap last edition's article, 
here is the 1st thing every young medical student 
and physician needs to know:

1. You can't control the investment markets, 
so focus on the two things you can control ± investment costs and 
your asset allocation.

Here are the 2nd and 3rd¼

2. Your savings rate is the most important factor determining your 
eventual net worth, and it should be at least 20-30% of your gross 
income.

The most common recommendation you'll ®nd or hear when it comes to 
saving for retirement is to save 15% of your gross or pre-tax income for 
retirement. There is nothing wrong with this recommendation, but built into 
it is the standard mentality of working until age 65 and then retiring. If  you 
want the freedom to retire early, work as much or as little as you want, and 
achieve ®nancial freedom/independence, then you will need to save much 
more than 15%. I've saved 30% over most of my adult life, and that's why 
I'm writing a personal ®nance column.

If you want to take a look at various saving rates and how they impact 
your ®nancial life, you'll want to Google the blog post ªThe Shockingly 
Simple Math Behind Early Retirementº at MrMoneyMustache.com. There 
you will ®nd a chart that shows you how many years you will have to work 
until you can retire based on your savings rate. If you go with the standard 
15% savings rate, you'll have to work 43 years before you can retire. If  you 
go with my 30% rate, you'll work 28 years. If  you manage to save 50%, 
you can retire in 17 years" The more you save, the earlier you reach ®nan-
cial independence and can work as much or as little as you want.

The other standard advice you'll hear and read is that you'll spend ap-
proximately 80% of your pre-retirement income during retirement. For a 
physician with a typical high income, that can be a lot of money" You have 
to realize that 80% is probably high for a physician because after you 
retire you'll have greatly reduced expenses. This is because:

�t�� You'll be in a lower tax bracket.
�t�� You're no longer saving for retirement.
�t�� You no longer need life or disability insurance.
�t�� You've hopefully paid o• your mortgage.
�t�� Your kids are out of the house (if  you had any).
�t�� You have no more job-related expenses.
�t�� You can give less to charity if  you need to.

In the end, you can probably live o• of 25-50% of your pre-retirement 

income, not the standard 80%. This fact can multiply the e•ect of a 
higher than normal savings rate.

3. You are your own ®nancial worst enemy.

Unfortunately for us, we engage in self-defeating behaviors all the time, 
including:

�t�� Assuming too much debt.
�t�� Living above our means in order to keep up with the doctor lifestyle.
�t�� Purchasing too large and expensive a house.
�t�� Purchasing too expensive a car.
�t�� Not maxing out our tax-advantaged retirement account contributions.

Luckily there are some simple rules that, if  followed, can keep young 
physicians and medical students out of trouble. First, realize that anytime 
you assume debt you are simply borrowing from your future self for cur-
rent gain. Sometimes that is a good idea, like when you borrow to pay for 
medical school, but pausing before you assume debt to purchase some-
thing can help you out greatly. Getting down to brass tacks, no one really 
cares what medical school you went to, so you should probably go to the 
cheapest one you can get into. In addition, no one really cares how large 
your house is or what kind of car you drive. You think they care, but they 
really don't. Don't try to impress other people.

If you have student debt, you need to get smart about ways to re®nance 
it or get it forgiven with the Public Service Loan Forgiveness Program. 
Thanks to the Navy and your tax dollars, I never had student debt, so I'm 
not going to pretend to be the expert on it. If you have student debt, go to 
WhiteCoatInvestor.com and learn about options to re®nance or get your 
loans forgiven.

When it comes to houses and cars, if  you can't a•ord the house you are 
purchasing on a 15-year ®xed mortgage then you are probably buying 

Continued on next page

�SSomebody out there is going to take this advice 
to heart and get rich. Is it going to be you?�T
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too expensive of a house. Rent until you can put down a larger down pay-
ment or look at less expensive houses.

When it comes to cars, you should realize that you can buy a very rea-
sonable used car that is 5-10 years old, plenty nice, and very reliable for 
much less than a new car will cost. You should make it your goal to pay 
cash for cars. If  you can©t pay cash, then you should purchase a cheaper 
car. Low or no interest loans are tempting because people think they 
are getting <free money,< but using <free money< to pay for a depreciat-
ing asset (one that declines in value) is not a smart ®nancial move. Your 
goal should be only to borrow money for appreciating assets (ones that 
increase in value), like businesses or real estate.

Finally, make sure you maximize your tax advantaged retirement contribu-
tions every year. It is one of the few legal ways to hide money from the 
IRS, and the compound growth year after year is an opportunity you don't 
want to miss.

In summary, here are the three things every young physician or medical 
student needs to know:

1. You can't control the investment markets, so focus on the two things 
you can control ± investment costs and your asset allocation.

2. Your savings rate is the most important factor determining your even-
tual net worth, and it should be at least 20-30% of your gross income.

3. You are your own ®nancial worst enemy.

Somebody out there is going to take this advice to heart and get rich. Is it 
going to be you?

If you have ideas for future columns or have other resources you'd like to 
share, email me at jschofer@gmail.com.

The views expressed in this article are those of  the author and do not 
necessarily re¯ect the o!cial policy or position of the Department of  the 
Navy, Department of  Defense or the United States Government.  n
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ABEM Updates 
Reasoning for Answers to LLSA Test Questions Provided
Have you ever wondered what the reasoning was behind a particular 
LLSA test question? Now, you'll be able to ®nd out. Over the next few 
years, ABEM will be introducing several elements to increase the learn-
ing dimension. In response to diplomate requests, ABEM will provide the 
reasoning behind the correct answers to LLSA test questions, beginning 
with the 2017 EM LLSA test. The rationale for each answer to subspe-
cialty LLSAs will be available starting in 2018. Consistent with learning 
and cognition research, each rationale will be available after you pass the 
test. In addition, score reports for all available ABEM LLSAs now show 
you which questions you answered correctly or incorrectly.

Practice Pathways Closing
The practice pathway for Anesthesiology Critical Care Medicine (ACCM) 
will close in 2018 on the ®nal date of the 2018 ACCM application cycle.

The practice pathway for Emergency Medical Services (EMS) will close 
in 2019 on the ®nal date of the 2019 EMS application cycle.

If you have any questions about subspecialty certi®cation, please contact 
ABEM at subspecialties@abem.org, or 517-332-4800, ext. 387.  n

ABEM Convenes a ConCert 
Summit
AAEM and AAEM/RSA along with every major emergency medi-
cine organization, participated in a summit meeting convened by the 
American Board of Emergency Medicine (ABEM) to discuss modi®ca-
tions and alternatives to the ABEM Continuous Certi®cation (ConCert+) 
Examination. The meeting, held October 2-3 in Detroit, Michigan, re-
viewed the role of the ConCert+ Examination in maintaining a credential 
that would best serve the interests of both the public and emergency phy-
sicians. ABEM will continue to solicit input from stakeholder organizations 
and ABEM-certi®ed physicians. ABEM anticipates announcing speci®c 
examination options and a timeline for implementation, in spring 2018.

Participating organizations included:
American Academy of Emergency Medicine (AAEM)
AAEM Resident and Student Association (RSA)
American Board of Emergency Medicine (ABEM)
American College of Emergency Physicians (ACEP)
Association of Academic Chairs of Emergency Medicine (AACEM)
Council of Emergency Medicine Residency Directors (CORD)
Emergency Medicine Residents' Association (EMRA)
Residency Review Committee±Emergency Medicine
Society for Academic Emergency Medicine (SAEM).  n
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Break Away from the Group to Start an Emergency Medicine 
Practice - Six Steps to Success
Charles D. ªChuckº Duva, MD FACEP CMM

Editor's Note:
An Emergency Medicine Billing and Management Company submitted 
this article and it is not a paid advertisement. This article was accepted 
for publication as it discusses steps involved in starting an independent 
emergency medicine group. AAEM does not endorse this speci®c com-
pany but does strongly endorse and encourage the formation of  indepen-
dent democratic emergency medicine groups.

Ð Andy Mayer 
Editor, Common Sense

Are you and your fellow emergency department physicians looking to 
take the next step by starting your own independent democratic ED prac-
tice? Can you envision yourself at the helm of or as a part of a leader-
ship team running an emergency medicine practice? Whether you are a 
part of a hospital employed group or are employed by one of the few ED 
practice consolidators out there, perhaps starting your own practice is 
your next logical step.

Over the last few years, there has been a steady increase in the number 
of democratic ED practices as well as emergency departments, with a 
76% growth in number from 2008 to 2015.1

We have also seen a growth in the number of free-standing emergency 
departments across the nation. Like their hospital-based counterparts, 
a free-standing emergency department provides its patients with 24/7 
access to health care professionals quali®ed in emergency services 
including a physician, registered nurses, as well as laboratory and radiol-
ogy technicians. These facilities have the capacity to treat most emergent 
illnesses, such as heart attack, stroke, and trauma.

We've created a how-to guide that will identify the process, along with the 
necessary steps to ensure your success.

1. Develop a Strategy
Like any business, successful practices are built on solid and well-strat-
egized foundations. This entails formulating a business plan that details 
the organizational goals as well as its ®nancial and human resource 
needs.

Do a market analysis to identify issues in your market that will bene®t 
or hinder your success. One such factor could be the location of your 
practice. When deciding on location, do research on the demographics to 
make sure the location is in line with your business plan.

Also important are the marketing tactics to be used to develop a patient 
base. Consider the ways in which your facility will best provide the care 
needed in your community. One such way is to become more involved 
with your city's chamber of commerce.

The American Academy of Emergency Medicine (AAEM) has put to-
gether a good resource to assist in the startup process. These suggested 
guidelines can signi®cantly impact the planning of the initial stages of 

your break from a group to start your own practice. They are outlined in 
the article, ªThe Business of Emergency Medicine ¼ Made Easy!º2 In ad-
dition to the above points it provides some speci®cs on expenses and rev-
enues, emergency coding and billing, salaries, loans, and even insurance.

2. Establish Potential Internal Partners
The journey to a successful and operational emergency medicine prac-
tice will be long and arduous. It can be made more rewarding when 
done with a partner. Align your practice with a partner who can take you 
through this process from beginning to end and ultimately set your new 
practice up for success.

Potential partners include medical school colleagues, spouses, and 
family members. When choosing a partner, make the necessary steps 
to establish a healthy professional working relationship. Some points to 
consider:

�t��Does this person share your passion?
�t��Do they share your vision?
�t��Do they have an extensive and well-connected professional network?
�t��Are they experienced?
�t��Are they comfortable with the risks associated with starting a new 

venture?
�t��Can they contribute ®nancially to the startup costs?
�t��Are they honest and trustworthy?
�t��Do they complement your skillsets?

Give yourself six to 12 months to prepare and brainstorm your new 
venture. During this time you will also need to secure the services of a 
business attorney, business manager and an accountant. Retaining their 
services at the onset will be hugely bene®cial to your venture as they will 
play a crucial role in helping you establish your business entity and lay 
the legal and ®nancial foundations.

As an operating business, you will need to work with your attorney to 
choose the most suitable legal business structure. This decision will de-
termine your tax ®lings and the extent to which you are personally liable 
for lawsuits, losses and debts. Your attorney will assist you by advising 
on the best course of action and drafting the necessary documents. 
Following this, you will need to register for an employer identi®cation 
number on the Internal Revenue Service website. You will also need com-
plete registration for your state and local taxes.

Hire an experienced IT consultant to oversee the design, setup, and 
implementation of your facility's IT closet. This includes all low voltage 
systems such as your ®re alarm, security system, telephones, computer 
network, etc.

Last but not least, consider what your strategy will be for recruiting sta". 
Running a high-quality emergency department requires a signi®cant 
amount of administrative time.

Continued on next page
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Nothing poses a greater threat to the community and the facil-
ity's longevity than being frugal with emergency department 
sta#ng. The quality of care provided and the level of per-
ceived compassion hinge on having a well-taken care of sta". 
This will in turn boost the facility's reputation and spur future 
business.

Successful administration includes oversight and continuous 
improvement of the facility's operations, maintaining an excel-
lent sta", favorable CEO relations, and patient satisfaction.

3. Familiarize Yourself with the Health Care Laws in 
Your State
The laws governing the provision of fundamental health care 
services vary signi®cantly across each state.3 When launching 
your practice, it is crucial to be well-versed and in compliance 
with your state's health care laws. To ensure this, work closely 
with your legal counsel to discuss the best plan of action for 
your new venture.

Familiarize yourself with these three prominent areas of health care law 
which vary by state:

�t��Corporate Practice of Medicine (CPM) laws: It is currently illegal for 
practicing physicians to be employees of corporations in approximately 
half of the states in the U.S. This law was enacted to safeguard medi-
�F�D�O���S�U�R�I�H�V�V�L�R�Q�D�O�V���D�J�D�L�Q�V�W���F�R�U�S�R�U�D�W�H���L�Q�À�X�H�Q�F�H���D�Q�G���¿�Q�D�Q�F�L�D�O���S�U�H�V�V�X�U�H�V����
There are exceptions in most states, allowing physicians to be em-
�S�O�R�\�H�G���E�\���Q�R�W���I�R�U���S�U�R�¿�W���R�U�J�D�Q�L�]�D�W�L�R�Q�V���D�Q�G���K�R�V�S�L�W�D�O�V��

�t��Certi®cate of Need (CON) laws: In 1974, the federal government 
�H�Q�D�F�W�H�G���&�H�U�W�L�¿�F�D�W�H���R�I���1�H�H�G���/�D�Z�V���D�V���S�D�U�W���R�I���W�K�H���+�H�D�O�W�K���3�O�D�Q�Q�L�Q�J��
Resources Development Act. The intention was to prevent the exces-
sive use of health care services by limiting the number of health care 
�S�U�R�Y�L�G�H�U���I�D�F�L�O�L�W�L�H�V�����7�K�H�U�H���D�U�H���V�W�L�O�O���������V�W�D�W�H�V���L�Q���Z�K�L�F�K���&�2�1���S�U�R�J�U�D�P�V��
restrict and govern the development and licensure of medical services, 
despite the repeal of this law in 1987.

�t��Health Care Licensing Laws:���/�L�F�H�Q�V�L�Q�J���O�D�Z�V���D�Q�G���V�W�D�Q�G�D�U�G�V���I�R�U���K�H�D�O�W�K��
care services, facilities and professionals vary across each state. 
Every state has its departments of health with a licensing division 
responsible for processing new applications and renewals, performing 
site survey inspections, and revoking licenses if deemed necessary.

Although accreditation, Medicare certi®cation and state licensure are 
separate, in some cases they are related by state law. Additionally, state 
licenses may di"er based on the health care building life safety codes, 
also di"ering from those required by accreditation organizations.

�3�H�U�K�D�S�V���M�X�V�W���D�V���L�P�S�R�U�W�D�Q�W���W�R���\�R�X�U���¿�U�P�¶�V���O�H�J�D�O���V�W�D�Q�G�L�Q�J���L�V���D�E�L�G�L�Q�J���E�\���I�H�G-
eral law. Failure to do so can result in serious charges for your practice. 
One particular form of pervasive fraud to be avoided is Medicare fraud 
�Z�K�L�F�K���L�V���G�H�¿�Q�H�G���D�V���³�D�Q���L�Q�W�H�Q�W�L�R�Q�D�O���G�H�F�H�S�W�L�R�Q���R�U���P�L�V�U�H�S�U�H�V�H�Q�W�D�W�L�R�Q���P�D�G�H��
by a person with the knowledge that the deception could result in some 
�X�Q�D�X�W�K�R�U�L�]�H�G���E�H�Q�H�¿�W���W�R���K�L�P�V�H�O�I���R�U���V�R�P�H���R�W�K�H�U���S�H�U�V�R�Q�´���E�\��§455.2 in the 
Code of Federal Regulations.4

Some activities that could lead to fraud activities include:

�t��ªUp-codingº Ð Billing the patient for services that were not provided or 
billing for more expensive or complex services than the ones provided

�t��Falsifying records to include services received that were not received
�t��Inputting ghost claims for patients who do not exist
�t��Duplicate billing
�t��Providing excessive treatments or tests

The penalties for fraud depend on the type of fraud committed. Some 
possible penalties include:

�t��False claim penalties are subject to jail time in addition to being 
required to pay back up to three times the fee charged from Medicare 
and $11,000 for each false claim ®led.5

�t��Receiving kickbacks is subject to a penalty of $50,000 per kickback 
and three times the amount of each kickback, as well as ®ve years jail 
time for each violation.

4. Start the Licensing Process 
Here's what you'll need: State Licenses, NPI (National Provider Identi®er 
&) and credentialing at the partner hospital and credentialing with payers. 
Typically, when going through the payer credentialing process for an 
already established process, you should allow for a roughly 30-60-day 
process. Now, this doesn't mean you won't be able to start work, but you 
won't be paid for any of your work till after that time. For a new group, 
however, that timeline could be extended to six months depending on the 
complexity of the group. It's best to partner with a group who specializes 
in ED credentialing.6

Get in touch with your state's Clinical Laboratory Improvement 
Amendments (CLIA) department to begin the process of obtaining a 
CLIA license. Time is of the essence as it can take up to six weeks for 
your application to be approved.

To be considered the Medical Director of an ED lab, ER physicians must 
take a 20 Continuing Medical Education (CME) hour online course. This 
is also a time-intensive process as it can take up to two-three months for 
your application to be reviewed.

Continued on next page

�SAre you and your fellow emergency department 
physicians looking to take the next step by starting your 
own independent democratic ED practice?�T
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In order to begin accepting patient health insurance, you will need to 
get your credentials. During this time intensive process, you will need to 
provide information on your medical education, residency, and licensure. 
Depending on which state your facility is in, you may also need to have 
malpractice insurance. Research the most popular private insurers to 
negotiate reimbursement structures.

5. Funding the Venture
Per the Association of American Medical Colleges (AAMC), the average 
physician incurs a median debt of between $170,000 and $200,000 upon 
leaving medical school. It should then come as no surprise that fewer 
doctors are starting their own practices, due to the astronomical costs 
incurred in the startup phase.7

Considering these factors, the importance of a well-thought operating 
budget cannot be overstated. This budget will be a crucial benchmark 
when assessing practice performance as well as measuring your sources 
of revenue, expenses, and needs.

As a rule of thumb, you will need six to 12 months of cash to cover start-
up costs.8 Two general types of budgets will be required:

A start-up budget which details the fees related to consulting, legal, ac-
counting, and real-estate, etc.

An operating budget to forecast revenue and expenses once the prac-
tice is live.

Like many small-business owners, you will have the option to take out a 
small-business loan to help cover startup costs.9 Per American Medical 
News, there has been a steady increase in the number of loans to medi-
cal practices from the Federal Small Business Administration over the 
past decade.10 In 2011, the SBA backed $649.8 million in 1,516 approved 
loans to physicians, a 400% increase from 2001. Failing to shop for a 
banker can be a costly mistake. Evaluate and contact di"erent banks with 
the intent of determining the ones with a history of giving loans to medi-
cal practices.

When approaching the banks for consideration of the SBA loan program, 
make sure to have your ®nancial a"airs in order. Poor credit and a previ-
ous bankruptcy declaration may prevent you from accessing the program. 
Don't let that dissuade you from moving forward as there are a multitude 
of options to consider.

There are many competitive loans that will facilitate the funding of your 
facility. The SBA 504 or Certi®ed Development Company program is 
setup to provide funds for the purchase of ®xed assets at below market 
rates. In this case, that would mean real estate and medical equipment. 
The SBA 7A program provides ®nancing for the facility's working capital. 
You can expect to use $500,000 to $1 million before breaking even.

An alternative is to seek partner investments to ®nance your venture.11 
There are an increasing number of private-equity ®rms making invest-
ments in physician practices as investors begin to seize the opportunity to 
become early participants in value-based care.12

Upon deciding to start a practice, procure the services of a quali®ed CPA 
to provide guidance on tax and ®nancial procedures including the prac-
tice's ®scal chart of accounts.

6. Identify Strong Reputable External Partners
A successful emergency medicine practice, like any other small business, 
must have a reliable billing and collection system to survive. Alleviate 
billing concerns and documentation requirements by working with an 
external partner.

Partnering with a ®rm that specializes in emergency medicine billing and 
management can ensure that all aspects of your new business venture 
are sound and virtually guaranteed for success. It is essential to under-
stand that there is a signi®cant variation in cost and quality amongst 
coding and billing companies. Do your research and choose your vendors 
wisely. Meet with your business manager to discuss logistics of how you 
will contract with payers and bill, discount, and treat the uninsured. Your 
decisions will substantially in¯uence your bottom line.

Conclusion
The intricacies of starting your own practice are numerous, but not im-
possible to overcome. With the right partners and a solid foundation you 
could be successful in launching a fully operational ED Practice in no 
time. Finding the right team to partner with will prove to be extremely ben-
e®cial throughout the startup process and even more-so in the long run.
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Charles D. ªChuckº Duva, MD FACEP CMM
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Book Review: Committed: The Battle Over Involuntary 
Psychiatric Care
Les Zun, MD MBA FAAEM 

This is the ®rst book review for Common Sense. Its new editor, Andy 
Mayer, asked me to review Committed: The Battle Over Involuntary 
Psychiatric Care, by Drs. Dinah Miller and Annette Hanson, from the John 
Hopkins University Press. The authors describe the case for and against 
involuntary commitment as it relates to civil rights, but extend their discus-
sion to involuntary medication and ECT use, restraints and seclusion, out-
patient commitment, and the concept of danger to self and others. There 
are 14 chapters, from making the case for and against commitment to the 
various reasons for commitment. The book is well written, providing case 
studies with elaboration from health care providers and patients. The au-
thors address some of the tough choices in the commitment process by 
showing us the experience through the patient's eyes. They also interview 
experts in the ®eld to support their commentary.

The book raises, but does not address, all the di#culties in caring for 
these patients. The questions for the emergency physician include: 

1. Who should be committed? 
2. How long should the commitment last? 
3. What is the process? 
4. Who makes the determination? 
5. What determines the need for commitment or continued 

commitment? 

Answering these questions is made more di#cult because each state's 
law dictates the details of commitment. These state laws are quite vari-
able and make generalization impossible. I will, at least partially, address 
these questions anyway.

Involuntary commitment may be performed by emergency physicians, or 
personnel outside the emergency department who are authorized to do 
so by law. AAEM has a position paper on the role of the emergency phy-
sician in a commitment that was authorized by another person or entity:

Emergency physicians have the responsibility for all emergency 
patients' care and disposition Ð including which patients require 
involuntary holds. The regulations concerning psychiatric holds or 
detainment vary from state to state. Some states require that law 
enforcement places a patient in an involuntary hold status without 
physician input. EPs should have the responsibility for patient care 
and disposition, including who needs involuntary hold or detain-
ment. If  the emergency physician is not able to place a patient on an 
involuntary hold, then the emergency physician must not be held ac-
countable for any adverse consequences that result from decisions 
made by other authorized entities.

The time period for this con-
®nement varies, but 72 hours 
is the common limit. Most of 
the time the ªmedical profes-
sionalº authorized to perform 
a commitment is any physi-
cian, but some states stipulate 
that it must be a psychiatrist. 
The required paperwork also 
varies from state to state. For 
instance, once a physician de-
cides a patient will be placed 
into involuntary commitment in Illinois, that physician is required to sign a 
statement that the patient has been noti®ed of their rights not to continue 
any further evaluation. This ªafter the factº requirement is a ridiculous 
state mandate from an era when emergency medicine did not exist as a 
specialty. A few lawsuits have resulted from patients alleging they were 
held without cause. State law varies on protecting physicians who use 
their best judgment in good faith.

The determination of commitment for some patients is not easy. 
Committing patients with reported suicidal ideation, the desire to hurt 
someone, or the inability to care for themselves is often a judgment call. 
How signi®cant is the suicidal ideation? Is it a ¯eeting thought that occurs 
occasionally or does the patient have both a plan and the means to kill 
himself? Is the threat to harm others vague and ambiguous or speci®c 
and credible? Is the fear that the patient cannot care for himself based 
on a report that he hasn't eaten today, cannot ®nd shelter, or was danc-
ing in highway tra#c Ð or is it because he hasn't taken his psychotropic 
medication in days? These decisions are not always easy and can be 
made harder by di#culties in obtaining prior psychiatric records, a lack 
of corroborating information, or the inability to talk to the patient's long-
term mental health provider. How is the reason for involuntary commit-
ment documented? Is it for 72 hours or a di"erent time frame? Are there 
certain requirements of state law that must be met or other persons that 
must involved? The challenges of the commitment process are tough, 
especially in a busy ED with countless competing demands.

This book is a recommended read. Short of reading it, emergency physi-
cians should at least review the commitment laws in their particular state. 
It behooves every emergency physician to understand not only state law, 
but also the key concepts surrounding involuntary commitment.  n  
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Resuscitating Resilience
Robert Lam, MD FAAEM 
Chair, AAEM Wellness Committee 

ªResuscitating Resilienceº is a new column for 
Common Sense about the art and science of being 
resilient and being well.+Inevitably, we will face chal-
lenges and adversity throughout our lives as physi-
cians, speci®cally by the nature of the work we do in 
emergency medicine. Resiliency is the art of learning 
to bend and not break in the face of adversity. It is 
about learning not only to bounce back to where we 

were, but to cultivate skills that enable us to bounce higher than we were 
Ð with added knowledge, wisdom and life experience. It is about striving 
to be well; to be+us at+our very best. 
And we must endeavor to do so if  
we are to e"ectively face one of 
the greatest challenges to our spe-
cialty: physician burnout. Through 
this column, we hope to equip, 
encourage and inspire you to not 
just survive but ¯ourish despite the 
challenges we face as emergency 
physicians.

The problem with burnout is its 
complexity. Burnout may be de-
®ned as emotional exhaustion, 
disengagement and a low opinion 
of the work we engage in. The ªjob 
demands-job resourcesº model of 
burnout provides a framework to 
think about the systems-based key 
drivers of burnout in our workplace.1

Let's take a look at the demands of our job: high workload, time pres-
sures, patient expectations, challenging physical environments and shift 
work. It is no surprise that the expected outcome of an imbalance of job 
demands is physical exhaustion. Likewise, let's consider the necessary 
resources in our work: meaningful feedback, personal satisfaction, appro-
priate degree of autonomy, support from your EM team, job security and 
supervisor support. If  this part of the equation is similarly unbalanced 
then we feel disengagement. Sadly, our work environment often drifts into 
these imbalances, too many demands and too few resources, with burn-
out the understandable and unfortunate outcome. 

We know from prevalence studies that over half of all emergency physi-
cians are experiencing burnout. As such, the problem cannot solely lie 
with the individual. Burnout is a systems-based problem that requires 
systemic and organizational solutions, in addition to individual e"orts. 

Unfortunately, systems-based changes are some of the most di#cult to 
enact and many of the systems in place are beyond our control. There 
has been a shift towards focusing on workplace interventions to address 
physician burnout.2 Encouragingly, hospital leadership at leading health 

care organizations are starting to acknowledge these workplace key driv-
ers and are instituting the initial steps at their institutions to try to start to 
address these issues.3 Unfortunately, too many institutions remain blind 
to these systems-based problems and it may be a long time before most 
physicians actually see changes to their work environment in meaningful 
ways. We need to be the voice advocating for change within our own in-
stitutions. This column will equip you with a strategy to bring wellness and 
resilience to your own institution and life. 

Although it is tempting to point solely at the systems-based problems as 
the cause of burnout, we would be remiss not to consider other impor-

tant key drivers that lie with the 
individual physician and the unique 
nature of our specialty. As individu-
als, we must acknowledge our own 
life experiences and conditions that 
contribute to burnout and being 
unwell. Anyone who has struggled 
with depression, anxiety, suicidal 
thoughts, a divorce, compassion 
fatigue or second victim syndrome 
can attest that some primary driver 
of burnout are unique to us as 
individuals. Likewise, the nature of 
our work in emergency medicine 
contributes substantially: dealing 
with the public, caring for abused 
children and vulnerable adults, 
working to save victims of horri®c 

acts of violence including mass casualty and mass shootings and bear-
ing witness to untimely deaths. This repeated exposure to the su"ering 
of others contributes to the problem of burnout and compassion fatigue. 
And too few of us take self-care as seriously as we should, given our 
chosen work environment. The way forward must be a comprehensive 
approach that takes into account all of the key drivers: individual, societal, 
institutional, as well as the unique challenges of our specialty.

Although we can't possibly control every aspect of our work environment, 
we can control how we experience it and how we choose to respond to it. 
Being resilient is the art of training to bend and not break in the face of 
adversity. It is cultivating the emotional, spiritual, and intellectual ¯exibility 
that allows us to recover and go on after di#culty. It is learning how we 
can use evidence based practices like mindfulness, yoga and physical 
exercise to bounce back from a stressful job and di#cult work environ-
ment. It is striving to be well, to be you at your best, by being intentional 
about self-care. And it is this intentional cultivation of holistic self-care 
and wellness that will allow us to continue to be compassionate and en-
gaged physicians. It is exploring how art and the humanities can help us 
come together in our shared experiences as emergency physicians and 

�SThrough this column, we hope to 
equip, encourage and inspire you 
to not just survive but ¯ourish 
despite the challenges 
we face as emergency 
physicians.�T

Continued on next page
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humans. Through telling our shared stories of the joys and perils of emer-
gency medicine, we can remember the purpose of why we do the di#cult 
work that we do and importantly, we are never alone, no matter how 
di#cult life becomes. We will shed light and awareness on the epidemic 
of physician suicide and how we can advocate to save lives amongst our 
peers that are often su"ering in silence. 

Bouncing Back will also focus on being resilient throughout the entire 
arc of the career of a practicing emergency physician. We will look at 
the unique issues that threaten resilience and how we can ¯ourish at 
every career stage Ð from being a student in those early years of prac-
tice to a mature well-established physician looking for ways to continue 
sustainably. 

The ®rst step towards resiliency starts with doing a self-assessment. You 
can start with online anonymous burnout inventory tools on the AAEM 
Wellness Page http://www.aaem.org/about-aaem/leadership/committees/
wellness-committee. What key drivers of burnout are under your con-
trol? Is there a better balance in the amount or work that you take on in 
regards to your longevity? Can you shift your career to include new direc-
tions that add interest? Some suggestions include diving more deeply into 
your subspecialty interest in emergency medicine, such as wilderness 
medicine, or taking on an educational tasks. Would starting something 
new outside of work relating to your hobbies or interests refresh your 
mind? Do you need to engage in a better self-care plan to improve your 
wellness? Do you need to take a hard look at the institution you work 
for? Does your workplace give you the appropriate amount of autonomy, 

transparency and fairness? Is the mission and values of your institution 
aligned with your own values? 

The AMA has a nice online tool to help you start your own resiliency 
plan which can be found here: https://www.stepsforward.org/modules/
improving-physician-resilience. 

Physician resilience is art and science Ð and we will draw on both to 
meet our goal: to equip, encourage and inspire you to bounce back from 
adversity and live at your very best. We look forward to starting this jour-
ney together.
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<< Note this article also appeared in EM News and has been edited for 
publication in Common Sense.  n

AAEM18 Wellness Activities
Be well with us at AAEM18 STAY TUNED  for more information on wellness events available at the 
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AAEM18: Breaking Down Barriers 
Joelle Borhart, MD FAAEM  
Evie Marcolini, MD FAAEM 
AAEM18 Co-Course Directors

Planning is currently underway 
for the 24th Annual Scienti®c 
Assembly (AAEM18)! Mark your 
calendars and plan to join us in 
beautiful San Diego, California. 
Pre-conference courses will be 
held Saturday, April 7th and Sunday 

morning, April 8th. The Assembly will begin at 12:45pm on Sunday, April 
8th and end at noon on Wednesday, April 11th at the Marriott Marquis San 
Diego Marina. 

AAEM Scienti®c Assembly has always provided premier continuing medi-
cal education brought to you by world-renowned speakers, and AAEM18 
will be no exception. We are leading the planning committee and are 
excited to announce that for the ®rst time, AAEM18 will have a theme: 
Breaking Down Barriers. We are committed to bringing diversity to the 

View the full  
preliminary program online! 

www.aaem.org/aaem18/program

Book Your Hotel Room  

www.aaem.org/
aaem18/register/hotel

AAEM18 International Scholarship

Deadline November 10, 2017 

www.aaem.org/aaem18/ 
register/international-scholarship-program

forefront, including gender, ethnicity and community vs. academic medi-
cine perspectives. 

We will also be `breaking down barriers' between the traditional educa-
tional tracks and are delighted to announce the outstanding AAEM18 
educational content will be condensed into four new, distinct tracks: `Nuts 
and Bolts,' `Cutting Edge,' `A New Twist' and `Outside the Box.' These 
themes provide opportunities to address diversity and be inclusive, while 
linking similar topics together. Learn more about the hotel, pre-conference 
courses, speakers and the preliminary program by viewing the confer-
ence website at www.aaem.org/aaem18. Registration will open this fall. 

AAEM has always led the specialty in championing emergency physi-
cians, and it is an honor to be charged with making AAEM18 re¯ect 
AAEM's commitment to diversity and inclusion. Please accept our invita-
tion to join us in San Diego and see what we have to o"er you. 

24 th Annual Scientific Assembly
April 7-11, 2018
M A R R I O T T  M A R Q U I S  S A N  D I E G O  M A R I N A

Participate in an AAEM18 Competition

Deadline November 27, 2017

www.aaem.org/aaem18/competitions

Check out this year's 
Wellness Events

www.aaem.org/aaem18/
wellness
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PRE-CONFERENCE COURSES AT A GLANCE

Register online at www.aaem.org/AAEM18

Interested in attending a pre-conference course? Visit the AAEM18 
website for full details and to register! www.aaem.org/aaem18/program/
precons.

Registration for pre-conference courses is limited. Courses are subject to 
cancellation in case of low enrollment. Attendees will be noti®ed by March 6, 
2018 if a course is cancelled. A transfer will be available to an alternate course 
or a full refund for the pre-conference course will be provided.

Pre-conference courses offer the chance to take an in-depth and hands-on 
approach to the topic while maximizing your interaction with the instructor. 
Pre-conference courses have an additional registration fee and a limited 
capacity. Register early to take advantage of these valuable courses. 

Saturday, April 7, 2018
 ± Resuscitation for Emergency Physicians (Two Day Course)
 ± Ultrasound ± Beginner 
 ± Special DelivERies ± Managing Births in the Emergency Setting 
(Jointly provided by Special DelivERies)

 ± Tactical Combat Casualty Care for the Civilian Emergency Physician  
(Jointly provided by USAAEM)

 ± Think You Can Interpret An EKG?

Sunday, April 8, 2018
 ± State of the Art Pain Management in Emergency Medicine
 ± Emergency Neurological Life Support (ENLS)  
(Jointly provided by the Neurocritical Care Society)

 ± Ultrasound ± Advanced
 ± 2017 LLSA Review Course
 ± 2018 Medical Student Track 

NEW FORMAT

AAEM is breaking the mold to bring you a fresh approach to its clinical 
emergency medicine conference.

We are excited to debut new track themes that link together similar diverse 
topics within a cohesive theme. 

REASONS TO JOIN US FOR AAEM18

Collaborate and network with the emergency medicine community. 
AAEM18 draws exceptional emergency physicians from across the country 
and globe. Be a part of the vibrant AAEM community and interact with your 
colleagues face-to-face. 

Share in cutting-edge education and hear from new voices. Our planning 
committee actively seeks new voices and innovative topics to bring you a 
fresh and engaging conference. We are diligently committed to the quality of 
education we present at AAEM18. 

Take full advantage of your AAEM member bene®ts. As always, registration 
and CME for Scienti®c Assembly is FREE for AAEM members with refundable 
deposit. If you are not yet a member, we invite you to become a member and 
join our commitment to high-quality emergency medicine education. 

AAEM18 HIGHLIGHTS 

Design Your Own Schedule: At AAEM18 you have the freedom to attend any 
of the concurrent sessions you wish, no need to pre-register, allowing you to 
customize the conference to your interests. Pre-conference courses and Small 
Group Clinic sessions do have a limited capacity and require pre-registration.  

Social Events: AAEM18 offers a wide variety of social events to network with 
fellow attendees, speakers and exhibitors. Join our Opening Reception or one 
of the Chapter Division events to relax and meet others following a day of 
sessions. 

Wellness Opportunities: We invite you to join us at AAEM18 for enriching 
education and also a motivational retreat where you leave feeling a renewed 
passion for emergency medicine. The Wellness Committee will be offering 
opportunities and events to promote wellness and resilience for a second year 
in a row ± stay tuned for more details!

AAEM18: BREAKING DOWN BARRIERS 

Nuts & Bolts: 
bread and butter 
topics, refresher 
on areas needed 
for Maintenance of 
Certi®cation, the 
basics

New Twist: new 
ways, different 
procedures, process, 
research, new stan-
dard or a new way to 
practice medicine

Outside the 
Box: alternate 
perspective from 
another specialty 
or setting 

Cutting Edge: 
the most up-
to-date data on 
important topics 
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Recap of MEMC-GREAT 2017 ± Lisbon, Portugal 

566
Delegates rep-
resenting 45 

countries

174
�3�R�V�W�H�U�V

140
Oral Abstracts – 
���������3�U�H�V�H�Q�W�H�G

365
Abstract 

Submissions 
Accepted 

MEMC 
BY THE NUMBERS:

PLENARY SPEAKERS:
Kevin Rodgers, MD FAAEM; James Ducharme, MD;  
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AWARD WINNERS
Dr. Cristina Costin Award: 
Eveline Hitti, MD MBA FAAEM

Founders Award: 
Juliusz Jakubaszko, MD PhD

Top Oral Abstracts
Supported by the Journal of Emergency Medicine

William Mower, MD: ªComparison of the NEXUS and 
Canadian Head CT Decision Instrumentsº

Jeremiah Hinson, MD: ªTriage Accuracy and Variability 
using the Emergency Severity Index: A Multinational 
Studyº

James Vassallo, MBBS: ªPaediatric Traumatic Cardiac 
Arrest in England and Wales a 10 Year Epidemiological 
Studyº 

Top Poster Awardees
Supported by GREAT
I-Jeng Yeh, MD
Cristopher Bartoli, MD

KEYNOTE ADDRESS
�I�U�R�P���3�U�R�I�����/�H�H���$�����:�D�O�O�L�V���� 

�0�%�&�K�%���0�'���)�&�(�0

77
�6�H�V�V�L�R�Q�V�����7�U�D�F�N�V�����P�D�N�L�Q�J���X�S���������3�O�H�Q�D�U�L�H�V������������
�2�U�D�O���$�E�V�W�U�D�F�W���3�U�H�V�H�Q�W�H�U�V�������������'�L�G�D�F�W�L�F���6�H�V�V�L�R�Q�V

48
Case Reports

The IXth Mediterranean Emergency 
Medicine Congress (MEMC) �Z�D�V���M�R�L�Q�W�O�\��
�R�U�J�D�Q�L�]�H�G���E�\���W�K�H���$�P�H�U�L�F�D�Q���$�F�D�G�H�P�\���R�I���(�P�H�U�J�H�Q�F�\��
Medicine (AAEM), the Global Research on Acute 
Conditions Team (GREAT), and 
the Mediterranean Academy of 
Emergency Medicine (MAEM), 
�K�H�O�G���L�Q���/�L�V�E�R�Q�����3�R�U�W�X�J�D�O���R�Q�� 
�����������6�H�S�W�H�P�E�H�U����������.
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Woody Allen once told a Boston Globe reporter that 
80% of success is showing up. There was no con®-
dence interval for his study, but there is good reason 
to be con®dEnt in his advice. Those who are present 
make the rules, write history and can become leaders 
simply due to lack of opposition. A good example of 
this is the lack of physician presence in the creation 
of health care policy. 

According to the AMA, in 2017 the United States has 
fourteen physicians in Congress, compared to the twenty-
one physicians who held seats in 2012. Of the fourteen 
physicians currently in Congress, none are women and 
only two represent minority populations. There is currently 
only one physician representing emergency medicine Ð 
Congressman Raul Ruiz, MD. These numbers have clear 
and disturbing implications such as: The Children's Health 
Care Caucus has no pediatricians. Most of the lawmakers 
creating health care policy have never worked in a hospital 
and very few are physicians. 

Fortunately, there are many examples of physicians who 
take active roles in policy-making. Dr. Leana Wen, former 
RSA president, is now the Commissioner of Health for the 
City of Baltimore. Dr. Congressman Raul Ruiz, MD repre-
sents emergency medicine physicians in Congress. There 
are also many residents involved in both RSA and EMRA 
who work endlessly to create a better future for medicine. 

No matter your level of involvement in policy, it is important 
to realize how policy a"ects you. From the policies made 
by big government in Washington to the ACGME, resi-
dents' daily lives are impacted by regulations, often made without their 
presence. Governing bodies determine the conditions of your education 
and the future of how you practice medicine.+

Here are two examples of how policy has a"ected your life as a resident:

Libby Zion was an 18-year-old girl who died after two residents made 
medical mistakes. Zion's father later wrote an article for the New York 
Times stating, ªYou don't need kindergarten to know that a resident work-
ing a 36-hour shift is in no condition to make any kind of  judgment call 
Ð forget about life-and-death.º+This case established the Libby Zion Law 
creating work-hour restrictions in New York, later adopted by the ACGME. 
Work-hour restrictions continue to be a point of contention, with some 
arguing that hours worked equate to hours of learning. Others rebut this 
theory Ð in the current age of electronic health records, studies have 
that shown 40% of resident work hours are not spent with patients. They 
are doing paperwork and ancillary care. This is an ongoing debate that 
a"ects daily resident life.

AAEM/RSA President's Message

Let's Get Political
Ashely Alker, MD PGY-3 
AAEM/RSA President 

Continued on next page

Another poignant case concerned whether The Match violates Anti-trust 
laws. Federal anti-trust laws apply to virtually every industry to promote 
fair competition and prevent monopolies. In 2003 there was a class-
action lawsuit, Jung v. AAMC, which alleged The Match prevents medical 
residents from negotiating for better working conditions. During the case, 
Congress added a rider (an additional provision) to an unrelated bill, 
stating that The Match was now exempted from antitrust laws, e"ectively 
invalidating the ongoing Jung v. AAMC lawsuit. 

Residency is a busy and stressful time, but you have 
more power than you realize. The medical systems in 
the United States are built on the backs of residents and 
you have the right to be involved in the policy-making 
a"ecting you. An important goal of the AAEM Resident 
and Student Association (RSA) is to educate residents 
on policy and give you opportunities to become involved.

RSA o"ers many educational opportunities in policy. 
During the April 7-11, 2018, AAEM Scienti®c Assembly 
in San Diego, the RSA resident track is expanding 
to a full day of programming concerning the Hidden 
Curriculum Ð covering legal, political and business 
aspects of emergency medicine. AAEM also provides 
FREE speakers to residencies to educate on these 
subjects at Grand Rounds or weekly conferences. 
Additionally, RSA is releasing a health care policy edu-
cation curriculum, including ignite presentations pertain-
ing to important policy topics in emergency medicine. 
In June, RSA planned the ®rst annual Health Policy in 
Emergency Medicine Conference (HPEM) alongside 
AAEM. This is an annual free opportunity to get confer-

ence credit and learn about health care policy in Washington, D.C. 

RSA continues to create opportunities for you to become involved in 
policy. In 2018 consider attending HPEM, the RSA resident track at 
the AAEM Scienti®c Assembly in April, or our AAEM and RSA lobbying 
day on The Hill. During our lobbying day each year ,RSA meets with 
members and sta" of Congress to lobby for such resident concerns as 
graduate medical education (GME) funding, medical student debt, no cap 
to Public Service Loan Forgiveness, and including emergency medicine 
in the National Health Service Corps (NHSC). RSA also has applications 
open for our advocacy committee and congressional elective. As an RSA 
member, you can apply for our congressional elective and scholarship, 
working one month in the o#ce of Congressman Ruiz in Washington, 
D.C. 

The world of policy can be a confusing and time-consuming environment, 
but RSA has created opportunities for residents to show-up and make our 
health care system successful. 

Image credit: Eugena Ossi
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Join AAEM/RSA or Renew Your 
Membership! 
www.aaemrsa.org/renew | 800-884-2236 

Join RSA or renew for the 2017-2018 year for 
continued academic and career planning ben-
e®ts, outstanding opportunities for involvement, 
and premier education. 

Are You Moving? Keep in Touch! 
If  you are a graduating resident or medical 
student and your email address is changing, we 
recommend you update your address to one 
outside of your institution to ensure your bene®ts 
will continue without interruption. Log in to your 
members only account at aaemrsa.org/myrsa 
to list any changes to your name, mailing ad-
dress, email address or phone number. 

Join or Renew Today!

American Academy of Emergency Medicine Resident & Student Association
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Educate Yourself!

Medical Policy Terminology ¼ made easy.

ACA vs AHCA: Obama care vs Trump care 

Prudent Layperson: Guarantees that insurance will cover emergency care for anyone who thinks they are having an emergency

Balanced Billing: When the doctor directly bills+a patient for the di"erence between what the patient's health insurance chooses to reim-
burse and the provider's fee

EMTALA: Makes sure that patients are transferred safely between medical centers, prevents dumping of patients and guaran-
tees emergency medical care to anyone who needs it 

Due Process: Making sure if  you are ®red it is for a fair reason, as determined in a hearing by your medical peers

Non-compete: You can't work for a competitor if  you leave or are released from your current employer

Fee Splitting: When a management company takes a part of your physician fee for service  n
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AAEM/RSA's Congressional Elective 
Sathyaseelan Subramaniam, MD

Arriving in this coun-
try as an immigrant  
physician and nego-
tiating its convoluted 
visa and immigration 
policies has made 
me acutely aware of 
the impact legislation 

passed in Congress has on my everyday 
life. Since matching into pediatric resi-
dency in 2010, I've become particularly 
interested in how health care policy is 
drafted and enacted into law in America, 
and now that I'm about to embark on 
a career caring for children on a daily 
basis as an attending physician, I feel 
that understanding how  health care leg-
islation impacts this vulnerable group is 
vitally important. The last three years as a fellow in pediatric emergency 
medicine have allowed me more time to explore this topic, but it cannot 
compare to the insight and experience my Congressional elective month 
in Washington D.C has provided.

During my second year in fellowship, I applied for the American Academy 
of Emergency Medicine's (AAEM) unique opportunity to conduct a 
Congressional elective with Congressman Raul Ruiz, MD, also an emer-
gency physician. I was approved within 2 months of my application, and 8 
months in advance of my desired start date of May 2017.

Living on the Hill and working amongst legislative sta"ers was both an 
extremely novel and surprisingly familiar experience. An emergency room 
could be described as ªcontrolled chaosº Ð not unlike the urgent pace 
of information gathering and team dynamics within the Congressional 
o#ce. My immediate supervisor was the Congressman's legislative direc-
tor. She gave me the freedom required to craft the elective and day-to-
day activities to meet my individualized goals. I was provided a working 
space within the o#ce with the rest of the team, and was asked for input 
on health care topics related to upcoming debates or bills. I helped the 
o#ce conduct research into current issues like telehealth and treatment 
consent. I was even able to sit with the Congressman and meet with his 
constituents as they discussed health care issues and other matters that 
concerned them.

Congressional hearings were one of my favorite events to attend during 
my elective. They o"ered a rare glimpse into the vetting and testing of 
proposed bills, legislation up for renewal, budget allocation, and testimo-
nials from noteworthy individuals. I attended numerous lunch brie®ngs 
hosted by organizations like the Health Care Leadership Council, National 
Coalition for Maternal Mental Health and the American Society for 
Microbiology. These lobbying groups o"ered views to current health care 
problems that were vying for Congressional action. Topics raised included 

shortages in the health care workforce, 
transplant list wait times, lead level moni-
toring, and vaccine dropout rates. Other 
activities that I partook in were attending 
news conferences and federally funded 
exhibitions on health technology that 
included key speakers from the National 
Institute of Health. 

I also managed to observe bills being 
debated and voted by lawmakers on the 
Senate and House ¯oors from the respec-
tive galleries, participated in medical 
history forums at the Library of Congress, 
and attended a lecture at the Supreme 
Court to gain a better understanding of 
the nation's justice system.

Overall, the AAEM/RSA Congressional 
elective rotation was very inspiring to me as an emergency medicine 
trainee. With the nation's health care system in ¯ux, Dr. Ruiz has his hand 
on the pulse of health care policy. Learning more about this complicated 
®eld from him and his diligent sta" has provided me with an in-depth 
knowledge of health care legislation and policy making that I hope to use 
for the betterment of the children I will serve.  n

�SOverall, the AAEM Congressional elective 
rotation was very inspiring to me as an 
emergency medicine trainee. With the nation's 
health care system in ¯ux, Dr. Ruiz has his 
hand on the pulse of health care policy.�T

Open to All Members!

AAEM/RSA 
Policy and Advocacy 
Congressional Elective
Spend a month on Capitol Hill working hands-
on in medical policy and advocacy!

Apply Now!

www.aaemrsa.org/ 
congressional-elective
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Resident Journal Review

Non-Invasive Positive Pressure Ventilation in the Treatment of 
Acute Respiratory Distress in the Emergency Department
Authors: Theodore J. Segarra, MD; Lee Grodin, MD;  Taylor Conrad, MD; Ray Beyda, MD 
Editors: Kelly Maurelus, MD FAAEM and Michael C. Bond, MD FAAEM 

Over the last decade, non-invasive ventilation (NIV), including both bilevel 
positive airway pressure (BPAP) and continuous positive airway pressure 
(CPAP) modes, has become an important tool in the management of ED 
patients with respiratory distress due to acute pulmonary edema (APE) 
and chronic obstructive pulmonary disease (COPD) exacerbations. Many 
studies have shown its utility in successfully reducing the need for intuba-
tion and reducing length of stay (LOS) in the ICU. Given these positive 
results, interest in NIV for patients with undi"erentiated respiratory dis-
tress has increased but very few studies have compared the outcomes of 
using NIV for other causes of acute respiratory distress, such as asthma, 
pneumonia, malignancy, or interstitial lung disease. This review aims to 
discuss the current literature on the non-standard use of NIV for other 
causes of respiratory distress in the emergency setting and to identify 
potential areas for further research.

Coggins A, Cummins E, Burns B. Management of critical 
illness with non-invasive ventilation by an Australian HEMS.  
Emergency Medical Journal. 2016
An Australia group recently reviewed the pre-hospital use of NIV for the 
management of acute respiratory distress. Coggins and colleagues per-
formed a retrospective observational study comparing outcomes in 106 
patients who received NIV at some point during their pre-hospital course. 
One group was transported entirely on NIV (n = 58), one group failed NIV 
at the referral hospital and required intubation prior to transport (n = 20), 
and one group was able to be taken o" NIV prior to transport (n = 28). All 
patients were transported by the Greater Sydney Area Helicopter Medical 
Services and transport was either by helicopter or by ambulance.

The authors determined that of the 86 patients placed on NIV and stable 
for transport, none required intubation during transport, and none died 
within 24 hours of transport. Among the 106 total patients, the median 
age was 63, and the most common causes of respiratory distress were 
pneumonia (34%), cardiogenic (27%), and COPD (26%). However, they 
found that patients with cardiogenic causes (heart failure and cardiogenic 
shock) had the highest rates of intubation at 24 hours (38%) despite low 
rates of early failure of NIV. In addition, nearly 20% of the non-intubated 
patients eventually required intubation by 24 hours. They further noted 
an increased trend in failed NIV when the decision to choose NIV was 
made by a physician in training (registrar) rather than a trained physician 
(consultant).

The authors concluded that the use of NIV in the pre-hospital setting 
is safe, but that failure of NIV does lead to increased admission and 
treatment times. Though limited by a small sample size and the inher-
ent limitations of a retrospective observational design, this study was 
able to highlight the safe use of NIV in patients with diverse etiologies 
of respiratory failure. As such, it lends support to the use of NIV in pa-
tients with undi"erentiated respiratory distress. Furthermore, it highlights 

the potential use of NIV in the pre-hospital setting as well as in the ED. 
Despite these positive ®ndings, this study also demonstrates the need for 
additional randomized prospective studies to better compare outcomes 
and reduce potential confounders.

Green E, Jain P, Bernoth M. Noninvasive ventilation of 
acute exacerbations of asthma: a systematic review of the 
literature. Australian Critical Care. 2017 Jan 27. pii: S1036-
7314(17)30017-6. doi: 10.1016/j.aucc.2017.01.003. [Epub 
ahead of print]
Green et al., conducted a systematic review of the use of NIV for 
asthma. They searched EBSCOhost, MEDLINES, and PubMed using the 
terms ªnoninvasive ventilation,º ªBiPAP,º ªCPAP,º ªwheeze,º and ªasthma,º 
and excluded reviews, studies on topics other than asthma, those not in 
English, and pediatric studies. Ultimately, thirteen studies were included. 
While NIV use is considered safe and is common in patients with asthma, 
this study sought to evaluate its e#cacy. However, this review highlighted 
the need for more research on the topic and the barriers to doing so.

Most of the included studies examined NIV use in the ED. None of the 
studies were blinded and most had poor randomization. Given the obvi-
ous nature of the intervention, blinding providers and patients to its use 
is di#cult. Six of the reviewed studies do not include biometric data for 
greater than four hours. The authors identify that traditionally respected 
endpoints such as mortality and LOS are di#cult to use in studying 
asthma. Mortality is di#cult given the rarity of inpatient deaths associated 
with asthma. The LOS is a di#cult endpoint given that each study set dif-
ferent parameters and have confounding results.

The authors conclude there is inadequate information to endorse the use 
of NIV for acute asthma exacerbations. Background information does 
suggest it is safe and warrants further investigation.

Confalorieri M, Potena A, et al. Acute respiratory failure in 
patients with severe community-acquired pneumonia.. Am. J. 
Respir. Crit. Care Med. 1999;160(5):1585-1591.
This multicenter, prospective, randomized controlled trial was designed to 
compare the e#cacy of NIV versus standard treatment of supplemental 
oxygen delivered by Venturi mask in patients with severe community 
acquired pneumonia (CAP) and concurrent acute respiratory failure. The 
primary endpoint was the requirement of endotracheal intubation as de-
termined by preselected criteria at any point during treatment. Secondary 
endpoints included complications during hospital stay, duration of 
required ventilator support, length of ICU and hospital stay, in-hospital 
survival, and 2-month survival. Severe community acquired pneumonia 
was de®ned as per the American Thoracic Society criteria. Pre-selected 
values for hypoxia, hypercapnea, and tachypnea with altered respiratory 

Continued on next page
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mechanics were used to de®ne acute respiratory failure. Baseline charac-
teristics were similar between the NIV (n= 28) and the standard treatment 
(n= 28) groups including APACHE II scores, presence of concomitant 
COPD, age, blood gases, and respiratory rate. Both groups received 
similar medical management with antibiotics and goal SpO2 > 90%. All 
patients were admitted and managed in an intermediate respiratory ICU 
and were only transferred to the full ICU if they required intubation or 
invasive monitoring.

Reasons for intubation included worsening hypoxemia, worsening 
hypercarbia, severe hemodynamic instability, and inability to tolerate 
secretions. Only 21% (n= 6) of the NIV group versus 61% (n= 17) of 
the standard treatment group met criteria for intubation (p = 0.007). Of 
note, only 14 patients in the standard treatment group were ultimately 
intubated as 3 patients in this group with concurrent COPD were given 
NIV after meeting criteria for intubation and subsequently improved. 
Duration of ICU stay was signi®cantly less in the NIV group (1.8 @ 0.7 
days) compared to standard treatment (6 @ 2 days), p 0.04. Patients 

randomized to the NIV group also noted a rapid and sustained decrease 
in respiratory rate within 24 hours compared to the standard treatment 
group. Importantly, time to intubation was similar in both groups (mean 
of 44 hours with wide variability). Survival during hospital stay, 2-month 
mortality, and required intensity of nursing was similar between the two 
groups. The authors performed a post-hoc analysis comparing the subset 
of patients with COPD. The signi®cant di"erence in a lower number of 
patients meeting criteria for mechanical ventilation was only seen in the 
COPD population. Additionally, a signi®cant reduction in 2-month mortal-
ity was noted in the NIV group for patients with COPD.

For patients with severe CAP and respiratory failure who don't require 
immediate intubation, this study demonstrates that NIV decreases the 
intubation rate compared to standard treatment. An important feature of 
this study is that both groups noted similar APACHE II scores as well as 
time to intubation in those individuals requiring it. Both of these confound-
ers have been implicated in skewing results of other studies regarding 

Continued on next page
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the use of NIV in severe CAP. Ultimately, the usefulness of NIV is likely 
in its ability to improve hypoxia and hypercarbia. This study is limited by 
the relatively small number of patients enrolled as well as the realization 
from the post-hoc analysis that the main e"ect was seen by the e#cacy 
of NIV in COPD patients which is supported in other research. It is also 
important to note that the centers where the research was performed all 
had patients admitted initially to a more intensely monitored setting when 
compared to a regular ¯oor ward, speci®cally to their respiratory interme-
diate ICU (likely comparable to some stepdown units although arguably 
di"erent). Thus, it is di#cult to generalize this to patients admitted to the 
hospital wards with lower levels of care. Nonetheless, NIV is useful as an 
early intervention in severe CAP with acute respiratory failure, especially 
in patients with COPD. It is important to note that NIV does not replace 
appropriate invasive monitoring and interventions required in patients with 
worsening respiratory failure.

Mosier JM, Sakles JC, et al. Failed noninvasive positive-
pressure ventilation is associated with an increased risk of 
intubation-related complications. Annals of Intensive Care. 
(2015) 5:4; 1-9.
In this single center, retrospective, cohort study of medical ICU patients, 
the authors studied the potential detrimental e"ects of delayed intubation 
should a trial of NIV for acute respiratory distress fail. They compared 
patients intubated following failed NIV to patients intubated primarily 
without an initial trial of NIV. Speci®cally, they looked at the composite 
primary outcome of desaturations, hypotension, or aspiration events 
during intubations. There were no signi®cant di"erences in age or gender 
between the NIV-trialed (n=125) and non-NIV-trialed group (n=110). 
However, there were di"erences in what the authors termed ªdi#cult 
airway characteristics.º Speci®cally, in the NIV-trialed group there was 
less blood in the airway (5.6% vs 22.7%, p=0.001), less airway edema 
(4.0% vs 13.6%, p=0.01), and fewer desaturation events to less than 
88% (20.8% vs 39.1%, p=0.003). There was a higher frequency of short 
necks in the NIV-trialed group (37.6% vs 20.0%, p=0.004). The severity 
of illness assessment scores (e.g. APACHE II, SAPS II, and APACHE 
IV) were also signi®cantly lower in the NIV-trialed group. Of the patients 
in the failed NIV group, there was a higher incidence of intubation for 
hypoxemic respiratory failure (64% compared to 45.5%, p=0.006), and 
49% of these were intubated for pneumonia or acute respiratory distress 
syndrome (ARDS).

Most of the patients in this study had NIV initiated in the ICU (77.7%) as 
compared to the in ED (11.6%) or on the medical ward (10.7%). Causes 
for NIV were acute hypoxemia (55.9%), acute hypercapnia (25.4%), and 
increased work of breathing (8.5%). The main reasons listed for intuba-
tion in the study di"ered between the two groups; the NIV-trialed group 
was intubated less often for airway protection (6.4% vs 26.4%), patient 
control (0.8% vs 1.8%), hemodynamic instability (0.8% vs 5.5%), and 
severe metabolic acidosis (0.8% vs 3.6%), but was intubated more often 
for respiratory failure (91.2% vs 62.7%), with all of these di"erences 
being statistically signi®cant (p=0.001). There was no statistical di"erence 
between the two groups in the rates of hypotension, desaturation, or as-
piration. While there was no statistical di"erence in the unadjusted odds 

of the composite complication, there was increased odds of the compos-
ite outcome in a propensity-adjusted multivariate regression analysis with 
an odds ratio of 2.20 (95% CI 1.14-4.25), when adjusted for the presence 
of pneumonia or ARDS. Finally, the unadjusted odds of death was 1.79, 
when a composite complication occurred (95% CI 1.03-3.12).

This study suggests that in patients intubated after a trial of NIV, there 
may be an increased risk of the composite outcome of hypotension, 
desaturation, or aspiration, and if one of these should occur there may 
be an increased unadjusted risk of death in the ICU. Several possible 
explanations may account for these ®ndings. The increase in the rate of 
intubation complications could account for the increased mortality associ-
ated with delayed intubation following NIV-trial failure. Respiratory failure, 
either hypercapnic, hypoxemic, or mixed, is caused by multiple di"erent 
etiologies, and while patients with COPD or CHF exacerbations may ben-
e®t from NIV, those with other causes of respiratory failure may not.

Furthermore, in patients with non-COPD or non-CHF causes of respira-
tory failure, delaying primary intubation may lead to worsening respiratory 
failure and reserve, as well as make intubating conditions more di#cult. 
This study has several limitations including its retrospective design, and 
the authors address these, encouraging more research into this topic. 
While propensity scoring was utilized in this study in an attempt to ad-
dress variables that may have in¯uenced the decision to pursue a trial of 
NIV, not all variables and clinical factors may have been considered in the 
model. In addition, the study population was of patients that were all intu-
bated in the ICU, and not all NIV-trialed patients, as data on NIV success 
rates was not available to the authors. While this study has its limitations, 
it does suggest a possible association between failure of NIV in acute 
respiratory failure and complications during subsequent intubation. The 
bene®ts of NIV in COPD and CHF exacerbations have led to the adoption 
of this mode of ventilatory support in a broad spectrum of acute respira-
tory failure patients. While this may bene®t some patients with respiratory 
failure, some may be harmed. In these subsets, earlier intubation may 
o"er a more favorable risk bene®t ratio.

Conclusion:
Overall, these studies highlight the potential for expanding the use of 
NIV for the treatment of acute respiratory distress due to causes other 
than just APE and COPD exacerbations. Although the authors in these 
studies were able to show some promising results regarding newer ap-
plications of NIV, the overall strength of the current evidence is still sig-
ni®cantly lacking, and the data from di"erent studies has been con¯icting. 
Furthermore, we must keep in mind the potential for harm in choosing to 
use NIV in the wrong settings or for the wrong patients. The most impor-
tant point derived from these studies is that the ®eld would bene®t greatly 
from additional prospective, randomized trials comparing the risks and 
bene®ts of applying NIV more broadly in patients with undi"erentiated 
respiratory distress.  n
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Christopher Ryba, MS3

On Saturday, September 23, the 9th Annual AAEM/
RSA Midwest Regional Medical Student Symposium 
was held at the Loyola University Stritch School of 
Medicine in Maywood, IL, located just outside of 
Chicago. This year, the event drew around 140 medi-
cal students primarily from medical schools in the 
Midwest, but also bringing in 

students from all across the continental United 
States. The Symposium was attended by sta" 
from 19 emergency medicine residency programs 
throughout the Midwest. 

The day began with a welcome breakfast and 
student networking opportunity while registration 
was on going. This was followed by morning talks 
and presentations from AAEM President, Dr. Kevin 
Rodgers; AAEM/RSA Immediate Past President, 
Dr. Mary Haas; GLAAEM Representative, Dr. 
Michael Takacs; University of Michigan Program Director, Dr. Laura 
Hopson; University of Wisconsin PD, Dr. Mary Westergaard; Washington 
University PD, Dr. Jason Wagner; and University of Chicago PD, Dr. 
Chrissy Babcock. Morning talks covered subjects such as competitive-
ness in emergency medicine and options after residency. 

Students then broke up into class level of M1/M2, M3, and M4 and were 
given individualized talks from Dr. Kevin Rodgers, Central Michigan PD, 
Dr. Kathleen Cowling, and Rush University APD, Dr. Scott Heinrich. 
Lecturers were then joined by the other attending programs for an open 
forum Q*A session. During lunch, each program had a table assigned 

RSA Celebrates a Successful 9th Annual Midwest Regional 
Medical Student Symposium

Medical Student Council President©s Message

that students were able to select to sit at and have a more informal open 
discussion while enjoying lunch. 

The afternoon was ®lled with break-out sessions sandwiched around 
the residency fair. For the break-out sessions, students had the option to 
select from two of the following sessions: Airway/Intubation, taught by 

the Resurrection Residents; Ultrasound, taught 
by University of Chicago Residents; Suturing, 
taught by Loyola's Dr. Brian Barbas and assisted 
by Northwestern Residents; Simulation, managed 
by Loyola's Dr. Trent Reed and the Residents of 
Advocate Christ; and Sports Medicine, talk given 
by Dr. Christopher Trigger of Lakeland Health. 
The residency fair, often the biggest draw of the 
day, featured all nineteen programs along with 
their residents plus a representative from Kaplan 
staged around the Atrium. Students had the op-

portunity to walk around to each table to speak with the programs where 
they could ask questions and gather information ®rst hand. The sympo-
sium was once again a huge success.

I would like to thank AAEM/RSA for all of the support in putting on this 
event. Thanks to Shea Boles, MS3 and David Fine, MS2 of Loyola for all 
of their help in organizing and behind the scenes work to make sure the 
event ran smoothly. Special thanks to all of the Program Directors and 
Residents who took time out of their busy schedules to attend and really 
make this event all that it is. Finally, thank you to all of the participants with-
out whom this event would not be possible. Keep an eye out for next fall.  n

RSA BOOKSTOREGreat deals always available at aaem.org/bookstore.

Select titles now available in eBook format! Visit the bookstore website for more information.
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