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PRESIDENT'S MESSAGE

President's Message

Coming Back to Life ¥4 Let's Break the Silence#

David A. Farcy, MD FAAEM FCCM
President, AAEM

aFor millions of years mankind lived just like thin my early years, | could not understand saigideas a sign of

animals weakness. Then, | served in the Air Force daringtiren and

Then something happened which unleashed tiesert Shield and something happened whend god Iseparated
power of our imagination from the service that | could not understanthtaydthin and most
We learned to talk® importantly, could not face or admit that ipeadigeto me. | had lost
D Pink Floyd&eep Talking the joy of life. | had survivors' guilt, but Awasmor did not want to

deal with it. At a skydiving event, my oldechno¢hi® see me, and
jokingly I made the comment 2God does not ivaatwiaated me,
he would have taken my life already.° Thatkiayhelsafety limits o!
while opening my parachute for fun, and lateajoadrealfunction. If
my safety device had not opened my reservendtweutgre today
to write this. My brother was petri®ed and foekaadaold me 2Bro,
| love you, please stop this shit, we all IpVeaga.f

3 ost in thought and lost in time
While the seeds of life and the seeds of chamigest
Outside the rain fell dark and slow
While | pondered on this dangerous but ir feesssitiée
| took a heavenly ride through our silence
| knew the moment had arrived

For killing the past and coming back to life®
P Pink Floy&;oming Back to Life Like most emergency physicians, we are grdagatitteatress. We

pride ourselves that we can multi-task, butrehly de is put our

of the elects of lack of wellness. This aaticletidepression and  them B out of sight out of harm. | was greaDatuthit away and
suicide as the end of the road. This is my pemsbo&view

and is not research based. In the past eighttragattyshas
struck all around me. On August 18, 2017, oatenfdnygs,
who was never late to a shift, was found deadhby medid
not show up to work. It was discovered thdh lsisapa55
was related to his chronic alcoholism. On N2@gmadriend,
mentor, and leader in EM education was mundehednie at
age 62. On April 20th, a dear friend and woddrfasi@an
took his own life at age 28. On May 25th, atemoguabrking
in the nightlife/hospitality took his owrgkf&at Why? How?
But most important, could any of these haveVeeged®
Could | have done anything more?

| MNATIONAL |
Much of what is written on burnout has beatagout ]
nizing and preventing it, but there is vdrgclitision SU I( I DE
about what to do when we are unwell. We desxtfe 2| \

as a state of emotional, mental, and physistibexhat PREVENTION
caused by prolonged stress. We all know theaiect LIFELINE
have on our body, psychology, work, and péational 1 1-800-275-TALK [8255]
ships. We are told what we need to do: demnkiess,
cise more, spend more time with our family, giet yoga do not address anything and press on. On tie¢onégght
adequate sleep, be thankful for what we haligsigians are goal 09/11/2001, | was working the overnight simfoaidds Medical
oriented, over-achievers. If we are givervealjsttofimprove and b&enter. The next morning, we received a refgatetitt °a plane
well, we often feel as though we failed atitakitage of an 2easy had crashed into the World Trade Center.°4ftingpepportunity to

solution® and that it is our fault for beingManesl as though we afkip out on computer training and respondastie. dithe rest is

o o ) ] day and placed everything in yet another bgoiiexgietar later at
Physician suicides have been increasing ogectTyrg and even roqiqency conference, my program directorrhiadtensf silence at

more alarming D suicide is the second causk afndeatmedical o, and at that exact moment, | became parliyzihes) Why not
students. The numbers are reported to be 30QHDlpg this is me, why am | alive? My program director brdoght taéher o"ce to
often under reported.

uch of what is written on burnout has
been about recognizing and preventir
but there is very little discussion abc
what to do when we are unwell.”

Continued on next page
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PRESIDENT'S MESSAGE

talk, and told me | needed help. She sent M€®BMEro"ce, whereedge just by listening. Next, get a small godlepgdes and friends
they listened to me ramble for an hour anddrome tivent to a psy-together and formulate a plan. Make a pothatggeton involved,
chologist trained in PTSD and survivor'segudtfedftsessions and even if it means driving to their house to ¢heok det them know it
group therapy, | realized that | was not the,astlyens felt exactly like safe for them to call you when the 2darkicessesvihe light.©

me. | was not crazy or abnormal. My journeywitedgérihe stressohna”y’

?Ed th:t ! nteeded to Cti r? \tN as dall?r? 9 iegn(;uﬁlhzdtaa. ﬁ_NELaI years, thing that happens to others, have regulapdseabssit it, learn the
nownow fo cope with It an an tprrspéte because signs, educate yourself and your colleaguesat etish other with

) . . :
of all the patients | had the opportunity andawake a diterence Inrespect and create plans within our institiltiasafe talk® environ-

their lives, who might not have survived without me ment where one can express their feelingseaithbabhsequence.
But, we all have something in common % the &t@ngalabeled, If a life-changing event happens, get invobreztimesh each other.
the fear of being seen dilerently, the feargoblogob. As physicianket's break down the barriers and recogniaé ave gdbint in our life
we have been competing against each other foe yeiticsze each will contemplate suicide, and let's look ait éishea We learned to
other, we work countless hours with each oilereaith knowing  talk, but let's learn to listen.

each other. Then something happens and weadctl atlee2How
did we miss it?° When my attending died tledtdloseh with for
years, | questioned myself for weeks. Howsdi@ Weie there any
red "ags? He was a model employee, alwaysheadhifgrsmiling
and joking, and not showing signs that woahy oseerns. No oné>et involved, perform an annual burnout sudeegoamething. Let's
really knew him outside work; we only knevwahtechas to know. break the silence and take action.

In retrospect, work was his sanctuary B hidd@puplooking | oking for more resources? Visit the CliniGaimghowledge

back, no one questioned why he wasn't attreelastitlay parties, 1 1tns://nam.edu/clinicianwellb¥owean ®nd articles, research
our residents' graduation night, or any wetiniess ev studies. and other resources.

and most importantly let us de-stidgpatizgion as some-

For more information on suicide, visit the AA¢Sd esehmittee
website:
www.aaem.org/get-involved/committees/comnut&ectiness

There are common themes among those sulerihgmidepres-
sion. Some of the ®rst themes are: to withglrave anrexcess of
alcohol, not want to be involved, not care @yntiogeworst is the
feeling that you have no one to talk to or taahpvbecause you
feel isolated, you feel that you are goinguciiagynip stress reactiorAddendum

I would hear a lot of people telling me whed tméledbut no one e are please to report that our advocacy d'gots anice has
really wanted to hear what | had to say ameshia wy head were peen represented in D.C. A due process hilhteegtizat due pro-
telling me #They don't understand,® “this s’ Bi@leehen someone cess rights cannot be waived and must be guaeaniteteaduced at

asks you, ?Hey, can we go have a drink, lale€dptedse take &  the federal level. We still have a long wapgédtige following press
moment from your busy schedule and say, *YiestfeAsetson startejease if you missed it.

opening Pandora's box, let them know that foigtsain to share and o
let them speak. Listen to them, don't olernjoarwpess it is asked[PS//www.aaem.org/resources/publicationigaseseee-pro-

for, Reassure them that they are not the dhit arfet they are feelc€SS-egislation
ing is normal, and help is available. Manygoebplgaltked o! the

Dedicated to Tithlow I'm running away my dear. From myself and the
truth | fear. My heart is beating | can't seé¢ogldan wishing that you
were here.° B Avicii, Without You

e are véﬂwa ys to get involved with AAE

- b,

=Ad

U

Get Started"
www.aaem.org/get-involved



FROM THE EDITOR'S DESK

From the Editor's Desk

Pilgrimage

Andy Mayer, MD FAAEM
EditorCommon Sense

A%lgrimagéncis a%journey%or search of%smoralSisoviisgirime to the real value of the SdsatitityAOf course,
tual signi®cance. Typically, it is a journey to  hearing fantastic lectures from the icons etialty gan help us
a%shrine%or other location of importance to dga&n and grow. | was fascinated by the paianainé kectures of
son's%beliefs%and%faith, although sometimeBbit Ranben Strayer. | don't think | will bg Stdrtixone therapy in
be a metaphorical journey into someone's owrmy emergency department, but his ideas onigiioidnththe use

beliefs.%(Wikipedia).

| am re ecting on my recent trip to San Diego I%r
AAEM's Scienti®c Assembly, and what this gesthiesing me. At
®rst glance this might seem a trivial actvipgagpte usually go
to San Diego for sun, sand,
food, and fun B and there wa
plenty of that at the Scienti®g
Assembly. But there was muc
more. Emergency physicians,
from the elders and leaders o
our specialty to the wide-eyed
medical students who voluntg
to be ambassadors for the
meeting, come together for t
important event. | look back
the many Scienti®c Assembli
| have attended, and want
to share what the Scienti®c
Assembly has meant to me a
an individual and as an emer
gency physician.

aThe sense of community is why | attend they.A3sienk
with a thousand others who know what invig&likentoy
shoes is what makes the experience imparsht to

Clearly, all emergency physi- ;=
cians have stress and concerg
about their practice and em-

ployment. The stressors are

legion, and we must recognize them if we &any bhsnce of
overcoming them in a healthy way. | ®nd thasengemey physicians
feel isolated and alone. My concern is thaikhlegitlcurrent issue,
which might be anything from the latest séqudie ooe measure
to another senseless patient complaint, isnchgpezial to them.
They may feel their di"culty dealing with theususnelroppressive
burdens placed on them represents a charactan awnormal in-
ability to cope.

of low dose ketamine for pain caused me touhictaalging my
ractice. The usual star lecturers are always vegilddhearing a
thought-provoking lecture from the coronerstfichef@Columbia
certainly made me consider the current repbitiestpfand violence

in America. The small group
sessions | attended on epistaxis
and vertigo were incredible.
This is really a great approach
to learning. These are not
entry-level talks for physicians
from other specialties. They are
directed and modeled to help
the board certi®ed emergency
physician. But enough about the
Scienti®c Assembly as a forum
for clinical learning. This isn't
the biggest reason | attend the
Scienti®c Assembly.

The sense of community is why
| attend the Assembly. Being
with a thousand others who
know what it is like to walk in
my shoes is what makes the
experience important to me. It
is a chance to catch up with old

friends from residency or practice. Seeing dldadsrshinison in the
lecture hall, listening to the problems andigsissed during lec-
tures, and commiserating over a cup of coleshibiter hall makes
you realize that you are not alone. The pratdeemtiansurmount-
able to you has already been faced by others glelaota help or

at least listen to you vent about whatever @rpgtaht satisfaction
measure you may be struggling with. Everyotieetigiatents are
the worst and sickest humans on the face dahtleadgrat their

hospital administration is the most unreashaaht@elyou learn

Remember, we emergency physicians have climéedoumatayn
and crossed many a raging river to get wheresualgravithout
a lot of help. The worst thing one could desidengy was admit

about other practice environments, the moréegdworeaimilar our
issues and frustrations are. Whether you aralimuaa hospital or
a large urban trauma center, there really aimitaoitees than diler-

weakness. You could stand before the eldepsuatidipshamed at ences in our practices and our problems.

a Morbidity and Mortality Conference, but yoot d@Ndeak. You
were required to su'er any burden in silentioesigmthaccept all re-
sponsibility as a normal part of the medicelredndahdoctrination
process. Does this make us strong, or isyitraakia) us weak?

| really go to the Scienti®c Assembly as geilgpoiensonally need
to recharge my batteries on multiple leveldy,Gbetanedical educa-
tion portion rekindles my interest in the pirartieegency medicine.

Continued on next page
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FROM THE EDITOR'S DESK

Learning a new trick or tip which | can bringdhasgreminds me

that | need to continuously learn to stay aeléwvamnected. My

biggest recharge though, comes from speakauji¢agoes from b

across America and learning about their persomahjty, and state 9’ A A E M

challenges and how they are responding todhasakdhme feel AMERICAN ACADEMY OF
. . : . . . EMERGENCY MEDICINE

more like a professional in an ever-expandiity, sgEch continues CHAMPION OF THE EMERGENCY PHYSICIAN

to grow and develop. We need to take pridecimcgmezdicine and

remember that we are special. We are healasi@tedsa lot to

practice in a specialty where we can and dditasdeca in our

patients' lives every day.

| encourage all of you to attend the ScientiibtyAssée year and
see if it changes your perspective. It is efgsbkrand soul re-
charging experience. You, as an emergency,gtaxsaianch to be
proud of and you must remember that even vaediikeoa highly
paid data-entry clerk. Attend some of thedntletlibss Committe:
events, which are designed to help you thrigey atuligg your — !_:M.
career, especially when that career is atdicuibsind frustrating. || et
You are a real professional and an importdist spedienaybe at-
tending the Scienti®c Assembly will help yeatmeitbrthat impor-
tant realit@

9:554:"%(;'%&(2)48)641<5432%64="=$"%;4>("?4%"37)6&$#"46" @2;('A4
"*(;'%&(2)4B@");4C2D"=$"%4+1-E

AAEM Antitrust Compliance Plan "#$% &#$'()*+,-.)/ 2

As part of AAEM's antitrust compliance plan, we invite all readers d j 140100 O ANEHO
Common Sensereport any AAEM publication or activity which may 234567!& @ Iﬁ,l#i#igllﬁf# 303/)£i# H)5 Sy )od
restrain trade or limit competition. You may con®dentially ®le a rep R O0-+1-. 5% U g

info@aaem.org or by calling 800-884-AAEM

Submit a Letter to the Editor

Yy

What stood out to you from this issue of /74 S

Common Ser&elave a question, idea, or £
opinion? Andy Mayer, MD FAAEM, editor of ™
Common Senseelcomes your comments oy
and suggestions. Submit a letter to the editd

and continue the conversation.

Check out the redesign€dmmon Sensanline at:
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BLAST FROM THE PAST

As AAEM celebrates it's 25th anniversary ydhais éBjast from the Past® isQmrohon Senfsem 1993.

[:i.:.];% lj:llif

WELLNIESS

Wellness! The word is starting to come up in the
most unlikely places from the most unlikely
sources. It is now an "in" word,, prompting
articles, books, seminars, and workshops-the
focus of the nineties and hopefully beyond. The
search for wellness is as old as the human
species. We instinctively know what it is not.
We know it is not about staying healthy and
living to be as old as Methuselah. It is not about
making a lot of money and having the "good
life." These things certainly make life palatable
and may be consequences of wellness but they
don't constitute it. Wellness exists within the
framework of birth, life, living, dying, and
death. Somehow, somewhere there exists a way
of being in relationship to this paradigm that
produces wellness.

The science of medicine, as distinct from its art,
has traditionally been focused on body health,
with the spiritual and mental dimensions
addressed in other disciplines and institutions,
e.g. psychiatry, religions, and spiritual practices.
Everything has been neatly separated to the
point that even patients are referred to as "the
tibia in room 4." When presented with this
evidence we smile and say that we don't really
mean that! The reality is, consciously or not,

An Invitation to Participate in
the American Academy of
Emergency Medicine

Full Voting Member:
(Board-certified in Emergency
Medicine or Pediatric Emergency
Medicine)

$195

Resident or Fellow: $50
Associate Member: $100
(Nonvoting status)
Lifetime Member: $2,500
Send check to:
American Academy of Emergency
Medicine
P.O. Box 1968

Santa Fe, NM 87504
1-800-884-AAEM (2236]

The American Academy of
Emergency Medicine is a non-profit

professional organization

Our Mailing List is Private

this separation of mind and body has

fragmented our lives to the point that we may
live with relationships that lack integration and
inspiration. That integrating and inspiring
essence is the Holy Grail of Wellness. What it is
for each person is a unique lifelong discovery
process. Some never start, others are awakened
to its presence by the pain of unexpected change
while others take on the challenge with passion
and excitement.

"People don't grow old. When they
stop growing they age."

Chopra's quote captures the essence of the
odyssey to wellness. Growth is usually seeded in
the challenging and sometimes painful
experience of change. The change could be the
personal loss of job, family, security, or a loved
one. It can be the challenge of taking on
something new, doing things in a different way,
or going the extra mile. In all cases there is a
change in the status of an existing relationship or
set of relationships. One thing becomes obvious
to anyone involved in change: when one
relationship changes, everything changes. You
cannot break the pretzel in one spot! One aspect
of wellness is the relationship we have to
ourselves. This relationship is the cornerstone of

BY JOHN KEALY, M.D. i

any work in the arena of wellness. This personal
growth and development is the most important
of all relationships and the one that may be the
least nourished. It requires great honesty, and
many times can be most difficult. The AAEM
meeting in Las Vegas was a moving
experience. It was an expression of wellness at
an individual and group level. There was the
necessary "kvetching”, the commonality of
shared experiences, the intimacy of shared pain,
the excitement of shared vision, and the
identification of a mission that would reflect the
values of our lives as committed human beings
and physicians. It was a great start for wellness
at a group and institutional level. The building
blocks for this success is the individual
commitment we make to our personal health and
well-being. "Physician, heal thyself."

Be well!

WANTED: ALIVE & WELL
Volunteers to serve on AAEM
Committees. For the Education Committee
contact John Kealy, MD at (201) 971-
5044 or (914) 423-7890. Other committee
assignments are currently being worked
out and will soon be publicized.

he American Academy of Emergency Medicine 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
© aspecialist in Emergency Medicine.
2. A specialist in Emergency Medicine is a physician who has achieved, through personal
L dedication and sacrifice, certification by the American Board of Emergency Medicine.

3. The practice of Emergency Medicine is best conducted by a specialist in Emergency
= Medicine.
% 4. The Academy supports the growth of residency programs and graduate medical education,
= which are essential to the continued enrichment of Emergency Medicine, and to ensure a high
= quality of care for the patient.
© 5. The personal and professional welfare of the individual specialist of Emergency Medicine
_ is a primary concern to the AAEM.
| 6. 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.

Adopted April 30, 1994 by the Board of Directors in Las Vegas, Nevada
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FOUNDATION DONATIONS

AAEM Foundation Contributors = Thank You#

Levels of recognition to those who donate EMHeoAAdation have been established. The imtoefoatiocludes a list of the dilerent
levels of contributions. The Foundation wioulddide the individuals below who contributeld2oagnto 6-25-2018

AAEM established its Foundation for the purfigsstsayfing and providing education rela¢irmgéess and availability of emergency
AA E M medical care and (2) defending the rights tsftpaterive such care and emergency phygcisidetsuch care. The latter purpose

AMERICAN ACADEMY OF

EMERGENCY MEDICINE may include providing ®nancial support dor titifyather these objectives. The Foundéitih®rincial support to cases involving
FOUNDATION physician practice rights and cases involvaagpaibiio interest. Contributions to the Foanelasiwmaleductible.

Contributions $1,000-$1,500 Contributions $100-$249
Robert M. McNamara, MD MAAEM FA2dtMe J. Adamski, DO FAAEM
David G. Srour, MD FAAEM Halleh Akbarnia, MD FAAEM
Christopher P. Visser, MD FAAEM Justin P. Anderson, MD FAAEM

Contributions $500-$999 Jennifer L. Baker, MD FAAEM

Th R. Tobin MD MBA FAAEM Bradley E. Barth, MD FAAEM
omas K. 10bin, Mark Alden Batts, MD FAAEM

David W. Lawhorn, MD MAAEM FAAERakesh Singh, MD FAAEM

Stanley L. Lawson, MD FAAEM
Theodore G. Lawson, MD FAAEM
Linh T. Le, MD FAAEM

John S. Lee, MD FAAEM

R. Sean Lenahan, MD FAAEM
Tim Lenz, MD FAAEM

Larry D. Weiss, MD JD MAAEM FAAEW, ¢ 5 Birenbaum, MD FAAEM FACERhristopher A. Lipinski, MD FAAEM

Contributions $250-$499 Erik Campbell, MD

Brian C. Adams, MD John W. Cartier, MD FAAEM

Michael R. Burton, MD FAAEM Shu B. Chan, MD MS FAAEM

Armando Clift, MD FAAEM Robert Lee Clodfelter Jr., MD FAAEM

William T. Durkin, Jr., MD MBA MAAEM3enjamin W. De Witt, MD FAAEM
FAAEM Francis X. Del Vecchio, MD FAAEM

Mark A. Foppe, DO FAAEM FACOEP Tyler Dickey, MD FAAEM
Christopher R. Grieves, MD FAAEM  David A. Farcy, MD FAAEM FCCM

Michael Malik, MD FAAEM
John R. Matjucha, MD FAAEM

Douglas P. Slabaugh, DO FAAEM
Donald L. Snyder, MD FAAEM
Marc D. Squillante, DO FAAEM
Robert E. Stambaugh, MD FAAEM
Charles C. Stephens, MD

Joshua B. Stierwalt

Stephen A. Swisher, MD FAAEM
Mark J. Tamsen, MD FAAEM

Kay Whalen, MBA CAE

Joanna Mercado-Alvarado, MD FAAEMoanne Williams, MD FAAEM

Benson G. Messer, MD FAAEM
Rachel Metz, MD FAAEM

Daniel P. Montemayor, MD FAAEM
Deborah R. Natale, MD FAAEM
Melissa Natale, MD FAAEM

Victor S. Ho, MD FAAEM Ugo E. Gallo, MD FAAEM David Nguyen, MD

Shammi R. Kataria, MD FAAEM Frank Gaudio, MD FAAEM Juan M. Nieto, MD FAAEM

Michelle S. Nathan, MD FAAEM Albert L. Gest, DO FAAEM Oyinkansola Okubanjo, MD

Isaac A. Odudu, MD FAAEM Daniel V. Girzadas Jr., MD RDMS FAAERvis Omura, MD FAAEM

James Y. Park, DO FAAEM Emily Gorman, MD FAAEM Hector L. Peniston-Feliciano, MD FAA|
Howard M. Rigg Ill, MD FAAEM Michael N. Habibe, MD FAAEM Gianna Petrone, DO

James Francis Rowley IIl, MD FAAEM Neal Handly, MD FAAEM
Chester D. Shermer, MD FAAEM Hillary Harper, MD FAAEM FACEP

Keith D. Stamler, MD FAAEM Kathleen Hayward, MD FAAEM
David R. Steinbruner, MD FAAEM Christopher C. Hill, DO FAAEM
William E. Swigart, MD FAAEM Patrick B. Hinfey, MD FAAEM
Jalil A. Thurber, MD FAAEM Kyle Howell, MD FAAEM

Mary Ann H. Trephan, MD FAAEM  Irving P. Huber, MD FAAEM
Roland S. Waguespack Ill, MD FAAENMKathleen P. Kelly, MD FAAEM
George Robert Woodward, DO FAAEMAdam Edwin Kennah, MD FAAEM
Zhao Yan, MD Hyo J. Kim, MD FAAEM
Louis King, MD FAAEM
Stephanie Kok, MD FAAEM
Chaiya Laoteppitaks, MD FAAEM

David Pillus, MD FAAEM

Jelery M. Pinnow, MD FAAEM FACEP
Matthew C. Ponder, MD FAAEM
David C. Portelli, MD FAAEM
Tracy R. Rahall, MD FAAEM
Scott A. Ramming, MD FAAEM
Jelrey A. Rey, MD FAAEM
Charles Richard, Jr., MD FAAEM
James E. Ross Jr., MD FAAEM
Sherri L. Rudinsky, MD FAAEM
Nate T. Rudman, MD FAAEM
Brad L. Sandleback, MD FAAEM
Eric M. Sergienko, MD FAAEM

R. Lee Williams, MD FAAEM

Janet Wilson, CAE

Patrick G. Woods, MD FAAEM
Marissa Shannon Cohen Zwiebel, MD

Contributions up to $50
Gaston A. Costa, MD
Timothy J. Durkin, DO FAAEM
Joseph Flynn, DO FAAEM

If,\ﬁtul W. Gabriel, MD FAAEM

Brad S. Goldman, MD FAAEM

Huda A. Karman, MD

Benjamin Lerman, MD FAAEM
Gregory S. McCarty, MD FAAEM
Jonathan W. Meadows, DO MS MPH CPH
Elizabeth A. Moy, MD FAAEM

Brian P. Murray, DO

Kevin C. Reed, MD FAAEM

Louis L. Rolston-Cregler, MD FAAEM
Brendan P. Sheridan, MD FAAEM
Henry E. Smoak Ill, MD FAAEM
Mehrdad Soleimani, MD FAAEM
Lisa R. Stoneking, MD FAAEM
Shreni N. Zinzuwadia,@D

Donate to the AAEM FoundatioRisit www.aaem.org orBealt884-2236 make your donation.
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DONATIONS

AAEM PAC Contributors £ Thank You#

AAEM PAC is the political action committeenefitiza Academy of Emergency Medicine. ThrolfkCA&KEMcademy is able to support legislatiect an
change on behalf of its members and with ¢ongméralr unique concerns. Our dedicatesdEh@ls to improve the overall quality afaheafttour country
and to improve the lot of all emergency physicians.

All contributions are voluntary and the suggestedfcontribution is only a suggestion.urtigigeroby the contributor, or the refusaliti gist bene®t or
disadvantage the person being solicited.

Levels of recognition to those who donate EMH@AEAhave been established. The informatinolbadésaa list of the dilerent levels of tongifithe
PAC would like to thank the individuals belomintutec! frotal-2018 to 6-25-2018

Contributions $1,000-$1,500  Michelle S. Nathan, MD FAAEM Daniel V. Girzadas Jr., MD RDMS FAABMuglas P. Slabaugh, DO FAAEM

David G. Srour, MD FAAEM Isaac A. Odudu, MD FAAEM Kathleen Hayward, MD FAAEM David R. Steinbruner, MD FAAEM
i . James Y. Park, DO FAAEM Patrick B. Hinfey, MD FAAEM Arlene M. Vernon, MD FAAEM

Contributions $500-$999 David C. Portelli, MD FAAEM John D. Howard, MD FAAEM Christopher P. Visser, MD FAAEM

Michael R. Burton, MD FAAEM Charles Richard, Jr, MD FAAEM  Mercy M. Hylton, MD FAAEM -

William T. Durkin, Jr., MD MBA MAAEMgmeq Francis Rowley Ill, MD FAAEM Chaiya Laoteppitaks, MD FAAEM Contributions up to $50

Bradley E. Barth, MD FAAEM
Timothy J. Durkin, DO FAAEM
Peter W. Emblad, MD FAAEM
Adam Edwin Kennah, MD FAAEM

FAAEM Chester D. Shermer, MD FAAEM  Linh T. Le, MD FAAEM
David A. Farcy, .MD FAAEM FCCM  ith D. Stamler, MD FAAEM Lawrence Martin Lewis, MD
Thomas R. Tobin, MD MBA FAAEM  rojang s. Waguespack I1l, MD FAAENChristopher A. Lipinski, MD FAAEM

ibuti - George Robert Woodward, DO FAAEMMimi Lu, MD FAAEM . )
Contnbun_ons $250-$499 g Benson G. Messer. MD EAAEM Frederick Kotalik, MD FAAEM
Armando Clift, MD FAAEM Contribution$100-$249 SN ’ ’ Jonathan Y. Lee, MD FAAEM
Mark A. Foppe, DO FAAEM FACOEP Melissa Natale, MD FAAEM

: ' Leonardo L. Alonso, DO FAAEM Gregory S. McCarty, MD FAAEM
Erik S. Fossum, MD FAAEM - Long Nguyen, MD FAAEM -

: ' Justin P. Anderson, MD FAAEM ] L on J. Morris, DO FAAEM
Christopher R. Grieves, MD FAAEM Hector L. Peniston-Feliciano, MD FAA
’ Jelrey R. Barnes, MD FAAEM Elizabeth A. Moy, MD FAAEM

Christopher C. Hill, DO FAAEM . Tracy R. Rahall, MD FAAEM ;

P - John W. Cartier, MD FAAEM Brian P. Murray, DO
Victor S. Ho, MD FAAEM - ) Jelrey A. Rey, MD FAAEM )

s Francis X. Del Vecchio, MD FAAEM Louis L. Rolston-Cregler, MD FAAEM
Shammi R. Kataria, MD FAAEM James E. Ross Jr, MD FAAEM -

' Ugo E. Gallo, MD FAAEM Linda Sanders, MD
Kathleen P. Kelly, MD FAAEM Nate T. Rudman, MD FAAEM -
: ' Steven H. Gartzman, MD FAAEM . Marc D. Squillante, DO FAMEM
James E Kenny. MD FAAEM H. Edward Seibert, MD FAAEM
Y, Albert L. Gest, DO FAAEM i

Robert E. Leyrer, MD FAAEM Brendan P. Sheridan, MD FAAEM

A .
Standing Up for You,
Standing Up for EM

AAEM is the champion of the emergency physician. FE.
25 years, we've protected board certi®catppoerd su
equitable practice environments to allowiyeutteedel
highest quality of patient care.

Become a Member Today

Join AAEM and become part of a growing networ
of physicians from all over the U.S. and from
practice environments, committed to enh
the EM specialty togeth

NEW for 2019: .
19 Membership Applicatio
Ren_egvyals Open Octob

Multi-year discounts
available for full voting
members when you sign

up for 3 or more

years. - www.aaem.org/join
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DONATIONS

LEAD-EM Contributions = Thank You#

The AAEM Institute for Leadership, Educatiort&nfahtan the Development of Emergency Med{tiB&D-EM)

L EA D - E M was established after the tragic and unexpéictel Al&BM president, Dr. Kevin G. Rodgers.
BN e LEADERSHIP DEVELOPMENT & The Kevin G. Rodgers Fund and the Institud®viM fEst like Dr. Rodgers did. The fundsonilirepprtant
°® projects such as development of leadershi godlitimical and operational knowledge aiaynpérgggcians with a
? é.ﬁmEagm "1 view toward improving and advancing the quedityadfcare in emergency medicine, and piiblgafeggland well-

being overall. LEAD-EM would like to thankdhal;bdelow who contributed {12018 to 6-25-2018

Contributions $1,000-$1,500 Jarmo M. Lehtonen Deborah M. Fernon, DO FAAEM Louis L. Rolston-Cregler, MD FAAEM
Association of Academic Chairs of Mohamed Mazen, MD Timothy J. Fortuna, DO FAAEM James E. Ross Jr., MD FAAEM
Emergency Medicine Colin R. Pearson, MD Darcy E. Goldfarb, MD FAAEM Tom Scaletta, MD MAAEM FAAEM
Society for Academic Emergency Mediditha Peltonen, MD Katrina Green, MD FAAEM Evan Scott, MD FAAEM
L Brian R. Potts, MD MBA FAAEM Emily E. Gundert, MD FAAEM Eric M. Sergienko, MD FAAEM
Contr|but|ons_$500—$999 ' Terri Prest, MD FACEM Neal Handly, MD FAAEM Robert E. Suter, DO MHA FAAEM
Emergency Medicine Residents’ Associg{igiis Remmelgas, MD Dennis P. Hanlon, MD FAAEM Michael E. Takacs, MD MS FAAEM
David A. Farcy, MD FAAEM FCCM  clement Stegen Kathleen Hayward, MD FAAEM Mary Ann H. Trephan, MD FAAEM
Robert A. Frolichstein, MD FAAEM  itina Noelle Tune, MD Mel E. Herbert, MD FAAEM Andrej Urumov, MD FAAEM
Jonathan S. Jones, MD FAAEM Jukka P. Vaahersalo Robyn Hitchcock, MD FAAEM Stephen N. Van Roekel, DO FAAEM
Bobby Kapur, MD MPH FAAEM Spice Aura Villa, MD Andrew LP Houseman, MD PhD FAAE®had Viscusi, MD FAAEM
Andrew P Mayer, MD FAAEM Peter J. Wyllie, MD Mercy M. Hylton, MD FAAEM Elizabeth Weinstein, MD FAAEM FAAP
Robert M. McNamara, MD MAAEM FAé%ﬂtributionS $100-$249 Heather L. Jimenez, MD FAAEM Janet Wilson, CAE
Mark Reiter, MD MBA FAAEM Eiivabeth S. At D pangy  Michael D. Jones, MD FAAEM Harry Charles Wolf IV, MD FAAEM
Thomas R. Tobin, MD MBA FAAEM - 'Z"’t‘he e '”SKA”I'D A recy 0 C. Kaufman, MD FAAEM Andrea L. Woll, MD FAAEM
Kay Whalen, MBA CAE cafheriee barley, Stanley L. Lawson, MD FAAEM Regan Wylie, MD FAAEM
ibuti Sudhir Baliga, MD FAAEM Christopher A. Lipinski, MD FAAEM
Contributions $250-$499 Melissa Ann Barton, MD FAAEM . ' ISX ibutions up to $50
Brian C. Adams. MD ) . Shahram Lot®pour, MD MPH FAAEM
’ Kevin H. Beier, MD FAAEM . Bryan Beaver, MD FAAEM
Mustafa H A Al Kazaz. FRCS Tatiana M. Mamantov, MD FAAEM .
’ Mary Jane Brown, MD FAAEM . Jeremy G. Berberian, MD FAAEM
Pankaj Arora, MD MBBS FACEM ) Jose L. Martlnez, JI’., MD FAAEM . .
' Michael Brown, MD FAAEM . Danielle S. Davis
Fayaz Ahmad Dar, MD ) Rick A. McPheeters, DO FAAEM
' Rebecca K. Carney-Calisch, MD FAAij ) Joseph Flynn, DO FAAEM
John J. Grabher. MD oel A. MI”eI’, MD FAAEM
' Amy F. Church, MD FAAEM Fred E. Kency, Jr., MD
Shahul Hameed. MD . Deborah R. Natale, MD FAAEM )
’ Armando Clift, MD FAAEM " Mark Liao, MD
Gennady Katz, MD Vicki Norton, MD FAAEM
’ Nancy E. Conroy, MD FAAEM imoth O'Bri Jonathan W. Meadows, DO MS MPH CPH
Amin Antoine Kazzi, MD MAAEM FAARMsion A Costa. MD Timothy J. O'Brien, MD FAAEM 142 Sanders. MD
) ’ Frank B. Parks, DO FAAEM FACEM FAl\}{)‘lgla1 ’

Mohammed Faisel Kunhi Moideen KthcMPEinstein MD

Thomas A. Richardson, MD FAAEM
Joanna Lynn Balmores Leal, MD Angel Feliciano, MD FAAEM i
Vincelli L. Leal, MD Mark Riddle, DO FAAEM

Mehrdad Soleimani, MD FAREM

Common Send@mnounces New Assistant Editor

The sta! o€ommon Seng®uld like to thank Dr. Jonathan Jones who faithhélrserving as our Assistant Editor. He
has been elected as the new Secretary/Tretiseiremefican Academy of Emergency Medicineecaradingliishing
his role as assistant editor.

Common Seng®uld like to welcome Dr. Mehruba Anwar Barngwasassistant editor. She is
currently the Associate Medical Director ofrgfem@&nizepartment at Jackson South Medical
Center in Miami, Florida. She completed medicat Stbny Brook University and her emergency
medicine residency in 2014 at the New YorkiBreBogtklyn Methodist Hospital. She has also
completed a toxicology fellowship at Emorylhiveesditor and staCoimmon Senaee excit-

ed about Dr. Anwar Parris joining ou®@team.
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AAEM18 is Now Available on AAEM Onl

Didn't get a chance to make it to AAEM18 or missed a couple Id
that you really wanted to see? AAEM Online is a FREE membe
only bene®t that allows you to stream video or audio from past
scienti®c assemblies online, or download the MP3 or MP4 ®les

Browse the AAEM Online Catalog

AALE Bviony b
BAAEM Dl
o

AAEM Online
yllgﬂ

Searh by
lan! nama

B b Tabar
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IR FRaET R
ASE W el »
Wl (T
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Lrmurm an e

AL et oo
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Other Featured Topics

Watch lectures on topics such as: Abdominial) Aigtictine, Behavioral
Health, Cardiovascular, Care of Terminalbfilifendare, Chief Complaint,
Child Abuse, Controlled Substance Prescribalg:a@zitCultural
Competency, Cutaneous, EM Careers, EMS, Enliln/ERiFnancial,
Infectious Disease, Geriatrics, Heme/Onc, Imianging,System, Medical
Ethics, Medicolegal, MSK, Neuro, OB/Gyn, P@méfdanBgtient Safety,
Pediatrics, Pharmacology/Devices, Practicesyt ENPUPMonary, Renal, Risk
Management, Suicide Assessment/Management]iSgsteaug; Technology,
Thoracic-Respiratory, Trauma, Ultrasound, \&etin&848D/Bioterrorism.

AAEM NEWS

AAEM Online

AAEM

AMERICAN ACADEMY OF
EMERGENCY MEDICINE

zzzzzzzzzzzzzzzzzzzzzzzzz

Start Watchin

Watch - Download - FREE

Listen -

AAEM18 Plenary Sessions

On the Frontlines: Understanding Violence in America
- Roger A. Mitchell Jr., MD

Pain and the Poppy: Managing Pain and Opioid
Misuse During an Epidemic - Reuben J. Strayer, MD
FRCP FAAEM

Don't Make Me Blue# Mechanical Ventilation Choices
in the Emergency Department that Change Outcomes
- Peter M.C. DeBlieux, MD FAAEM

What's New in Pediatrics - Mimi Lu, MD FAAEM
Keeping Up With the Literature: Resuscitation - Corey
M. Slovis, MD FAAEM FACP FACEP

Critical Care Year in Review - Haney Mallemat, MD
FAAEM

Keeping Up With the Literature: Knowledge
Translation 2018 - Ryan P. Radecki, MD MS FAAEM
Emergency Cardiology Literature Update: The Articles
You've Got to Know# - Amal Mattu, MD FAAEM
Avoiding Burnout: Better Living Through Boundaries -
Susan R. O'Mara, MD FAAEM

Log-in and Start Watching Today"

www.aaem.org/aaem-online

JULY/AUGUST 20180MIMOSENSE 11



12

UPCOMING CONFERENCES

Upcoming Conferences: AAEM Directly, Joiety§PRecdmmended

AAEM is featuring the following upcoming cerdackactvities for your consideration. Fdetedistimg of upcoming conferences
and other meetings, please visit: www.aaenmatinyi&hem-recommended-conferences-and-activities.

AAEM Conferences AAEM Jointly Provided Conference3ctober 26-28, 2018
The Di"cult Airway Course: Emergency=
August 14-17, 2018 September 12, 2018 New Orleans, LA
Written Board Review Course Louisiana Chapter Division (AAEMLa) www.theairwaysite.com
Orlando, FL Residents' Day and Meeting
www.aaem.org/education/ Shreveport, LA November 3-4, 2018
written-board-review-course www.aaem.org/get-involved/chapter-divisiong/ao People's Democratic Republic Emergency
aaemla/aaemla-residents-day-and-meeting Medicine Conference
September 6-7, 2018 Vientiane, Vientiane Capital, Lao PDR
ED Management Solutions: Principles andSeptember 13-16, 2018
Practice Mediterranean Academy of Emergency November 9-11, 2018
Austin, TX Medicine Congress The Di"cult Airway Course: Emergency=
www.aaem.org/education/events/ Beirut, Lebanon San Francisco, CA
ed-management-solutions http://www.aub.edu.lb/fm/CME/Pages/ www.theairwaysite.com
Registration.aspx
September 15-16, 2018 November 11-14, 2018
Fall Pearls of Wisdom Oral Board Review Myanmar Emergency Updates 2018
Course Yangon, Mynamar
Philadelphia and Chicago AAEM Recommended Conferences
www.aaem.org/oral-board-review December 11-12, 2018
August 15, 2018 ACMT 2018 Seminar in Forensic Toxicology,
September 22-23, 2018 First Panamerican Forum on Emergency Caf®pioids, Toxicology, and the Law: Medical-
Fall Pearls of Wisdom Oral Board Review and ALSO Obstetrics Legal Aspects of the Opioid Epidemic®
Course San Miguel de Allende, Guanajuato, Mexico Chemical Heritage Foundation - Philadelphia,
Orlando and Dallas www.pacemd.org/foro2018 PA
www.aaem.org/oral-board-review http://www.acmt.net/2018 ACMT_Seminar_in_
September 5-7, 2018 Forensic_Toxicology.html
October 3-4, 2018 ACMT's Total Tox Course: Cutting-Edge
Fall Pearls of Wisdom Oral Board Review Toxicology for Emergency Providers
Course Chicago, IL
Las Vegas http://www.acmt.net/Total_Tox_Course.html
www.aaem.org/oral-board-review September 21-23, 2018
The Di"cult Airway Course: Emergency=
March 9-13, 2019 Baltimore, MD

25th Annual Scienti®c Assembly + AAEMlgwww.theairwaysite.com
Caesars Palace, Las Vegas, NV
www.aaem.org/AAEM19

Do you have an upcoming educational confentivig goa would like list€binmon Senaed on the AAEM website? Please contact Rebmera o
learn more about the AAEM approval process@sammerg. All jointly provided and recomnmdedettes and activities must be approved by AAEM's
ACCME Subcommittee.
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ByteBloc Software

Scheduling Emergency Providers Since 1989

v Highly flexible

v Automates scheduling

v Saves time and money

v Mobile & web support

v Trade, split, and give away shifts

v Extensive reporting & payroll support

v Track requests, vacations, and worked hours
v And many more...

For a free trial, visit us at www.bytebloc.com

JULY/AUGUST 20180MMOSENSE 13



W*GTON WATCH
——e -

EMERGENCY MEDICINE

VISITED WITH:

e 40 Members of Congress
and/or senior Congressional
staffers who focus on health
care issues

e These Members represent 14
different states

On June 11-12, 2018,
members of AAEM and
AAEM/RSA gathered
in Washington, D.C.

to advocate for the
specialty of EM.

Health Policy Symposium
; . & Advocacy Day Recap

7RSA

Innovam. Educote. Adworote.

TOPICS DISCUSSED INCLUDED:

» Due process rights for
emergency physicians

* Prudent layperson standard

» Key issues impacting care in
EDs across the country

COMMOSENSEJULY/AUGUST 2018



WASHINGTON WATCH

Washington Watch

Two Days in D.C. with AAEM

Haig Aintablian, MD

aThe work we do is

AAEM/RSA Board of Directors something that society
cannot live without, and
showing politicians our

It would ultimately take 11 hours for my “ight fréhe preparation of HPEM
Los Angeles International Airport to reach D.CAslvocacy Day was critical jm
Reagan National Airport. Four aborted landingoat-interactions with politi- ISSUES through our prese
tempts due to poor weather and a high tailwingjand the next day, giving Ul LCISR0] 0§ message a
version to Baltimore to refuel, and our datgnal puggets of golden informa genuine one.°

clocking out on their FAA regulated 2Duty Houte®help educate our policy
of sorts (take note, ACGME) took a ®ve hour ggikers into the issues we'
and more than doubled it. With such a rough steen facing.

| was convinced my three day trip to D.C. wapldiénche begging Advocacy day came with a sweet 70 degrees &@.sameMost of

to be back at home. But actually, my staytie Bapitol of capitols, C .
our day was scheduled to be spent speakingjciatispohd/or their
soon became one of the best experiences lag ¢veasshin town for y P P 9 peot

S . . stalers, the value of which | didn't fully urlardibit was actually
HPEM, or Health I_Dohcy n Emer.gency M.edlcn,@ Amm‘gmy of happening. Speaking with the representatisticf @rdt hand, | felt
Emergency Medicine's informational series olicrdsaamd issues . . . . .

. . _ ) as though this opportunity to simply sigreemfat frecome an inte-
are alecting emergency medicine and what webcan idloThis day gral part of emergency medicine policy making d gem.
stands right before AAEM's Advocacy Day oHilGapitete emer-
gency physicians meet senators, congressmemiditimearstalers Whether the “ight to D.C. is ®ve hours or (Ihbpersot), HPEM
to discuss these issues in person. and Advocacy Day are events I'll be attendiyepeviésydicult to
explain how much value we, as students, rasid@higsicians in
EM, have when we speak to policy makers irbpatsba ssues
that alect us. The work we do is somethingehataonot live with-
out, and showing politicians our issues thrpuggeaae makes our
(_nessage a genuine one. And although this yeslt, wenstill have
many, many things to cover. So I'll see yoextherai®

As a member of the RSA's advocacy commitezbpldmelpd this
event and knew a good bit about the policyissuadiag emer-
gency medicine. But after hearing the topissdimhetisg HPEM,
things regarding CMGs running residency pitog@ghs,for due
process rights, the rise of standalone EDsnanyg swre, my know
edge seemed elementary compared to those vetmsptiem.

AAEM Lauds Introduction of Federal Due Pretassegi

FOR IMMEDIATE RELEASE

July 16, 2018

MILWAUKEE, WI B The American Academy of Emedgeney(AAEM) congratulates Representati@msli@ai(R-NY), Raul Ruiz (D-CA), and Pete Sessions
(R-TX) on the introduction of landmark feslatainegiday to protect physician due prasegshiig¥ is proud to recognize Representasives@otihampion in
the ®eld of emergency medicine, and will covditkugldsely with him and Members of Corgrtbssides of the aisle in the coming monkles tioidawitical
problem.

aThe protection of due process rights has |tmg topesdvocacy priority for AAEM,° saidrDa\ralesedent of AAEM. @We are thankful toRRépesseollins,
Ruiz, and Sessions for recognizing the impbttgssoe, for taking the time to listecotoctras of emergency physicians and patiehteaomumtry, and

for taking the initiative to address this pithlicriperative.®

In June, AAEM led a group letter to the Ceavitsticéoe and Medicaid Services (CMS) urgintakeetorcrete action to protect physicianeigerigiuts. It

was signed by eight other leading organizagd®slohof emergency medicine: AAEM/RSA, ACEBOERVAOA, CORD, EMRA, and SAEM.

A physician that lacks due process rights lais#isytteeadvocate for his or her patientdesitiufitermination. By requiring the Setcké¢aithcand Human
Services (HHS) to move forward with a rulerpakiegs thue process rights, this bill resteaestibeof the doctor-patient relationshigemeynaedicine, and
enables physicians to do the right thing farrtbedeof care. This common-sense measuréamtienlyene®t of promoting quality casmip@lgers doctors
to ®ght waste, fraud and abuse in the heaittecare s

For decades, a growing number of emergenaysgiggicizeen forced to waive their due prasessaighndition of employment. This bérseltiétrend.
AAEM urges Congress to follow Representativeatiodimd swiftly enact this pro-patienttarpgyer-legislation.

i

The American Academy of Emergency Medicine (Aé\Epécialty society of emergency meditiaehachpion of the emergency phy®ician.
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AAEM NEWS

REG ISTER TODAY:

Manzﬁe‘r‘nent Solutions
|nC|pIes and Practice

Septem er 6-7, 2018 - Sheraton Austin at the Capitol - Austin,-

Learn more and register today for the ®rsivamadeinent Solutions bootcam

www.aaem.org/education/ed-management-solutions

Presented by the AAEM Operations Management Committee

The ED Management Solutions Course is a lvevievii-ttiet brings together current and futatediresdors. Not a medical director, but
interested in operations management? Thisfooymetiso# Topics covered are both timttlggaadgel The ®rst day will focus on the
fundamentals of operations and then you eéibeiviatd emergency department managemesetsing leaday two.

Course Features ED Management Solutions Course Planning Committee:

Two-day boot camp covering the principlésedopEsdt Joseph R. Twanmoh, MD MBA FAAEM - Course Director
management - including deep dives into rewbayge Joseph Guarisco, MD FAAEM FACEP

management, organization psychiology, and ftuch more  Jason Hine, MD FAAEM

Taught by leaders in ED operations management Benjamin White, MD FAAEM

Multiple modes of learning - lectures, spalbgtppanels, etc.

Networking opportunities with other medmal aimeéphysicians

interested in operations management
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AAEM NEWS

Dollars & Sense

Size Does Matter Y4 For Your Expense Ratio

Joel M. Schofer, MD MBA CPE FAAEM
Commander, Medical Corps, U.S. Navy

| published this article three yearsGmmimon  long-term. This is why | invest 100> in index funds

Sensebut this is such a critical concept that it bears

repeating every few years. In addition, the rec&ftoP Around

price war among investment ®rms has made i¥\@R you are picking your investments, keethat guoctan't con-

easier to lower your investment dbmstse has  trol what happens to the market, but you chwttichtiovestments

never been a better time to take a solid leak ati@U choose and the expenses that they chairge. yayare looking

vestment costs you are paying. to invest in a mutual fund or ETF, you shohlfbssamilar funds and
compare expense ratios, which you should pripetoiee8.5> (or

. Whether you are managing y_‘?“r investments l@(/en 0.25> if possible). You can ®nd the exioeeasilyaby looking
yourself or getting help, you need to undesstaititairconcept, theup the fund you're considerintpaningstar.com

expense ratio of your investments. Every nibéumal &xchange-trad-
ed fund (ETF) has an expense ratio and keepinglitas possible i$1ake sure that at a minimum you take a lodareguhed version of

key to your long-term ®nancial success. Siatteloes m the investment you are considering since theér extjos are consis-
tently among the lowest in the industry andgathelyange extraneous
What is an Expense Ratio? fees, like loads.

An expense ratio is the percentage of a futgithaisiseused for
expenses. In other words, if you invest in &urmdituigh a 1> ex- A - .
pense ratio and that fund makes 10>, you'll @8ly geturn on Small d|!er§_n Sin [
your investment because 1> goes to pay expeness. dfiyour expenseS Can ake
return you use to pay expenses, the more ykeeget to huge di!erencgI i

N -
What is an average expense ratio? An averagetstddknd has |Ong_term investme tJ = i - “
an expense ratio of about 1>, but the expesdernatigual funds returns. so you neeﬂ N ' :

that are similar in their composition can lyafowdgample, . F ad
if you look at a list of Standard & Poor 5@thiisleered by to pay attentionto' {

investment companies, you'd ®nd expensedatias @9B2> the expense ratios'of

for the% Thrift Savings Plan (TSP) C Fung%dymalitaament our investments e-f?_g et
investment) and as high as 1.36> (State Farrd S&iex5B, y = Al ha™ N

SNPBX32While 1.33> does not seem like that largecoérecd;!
keep in mind that costs last forever and ttditeseratks com-
pounded over years will cost you a lot of cideatally, that is one There is no reason to pay more expenses fahe/katig invest-

of the major bene®ts of the military retirert@aitplmdustry leadingent product. The size of your expense ratiolheatidd cost you%A
low cost. TON%of money over the long-term.

If you'd like to contact me, please emaidanefat@gmail.com

Love Your Grandparents = -
check out the two blogs | writéGQareer.oempdMilitaryMillions.com

Let's pretend that when you were 25 yearsgolthgparents gave

you $10,000 to invest in an S&P 500 indeXsfupdais, during The views expressed in this article are thesaitifathand do not

which you earn a 9.5> return. If you investeSitatali-arm index necessarily re ect the olcial policy or posttierDEpartment of the

fund with the 1.36> expense ratio, you wouEDBz8@0$ That Navy, Department of Defense or the United Statessb®

sounds pretty good# However, if you investesHrtiraind with the

0.032> expense ratio, you would have $921,000. References

1. The Investment Company Price War and the Thrift Savings Plan http://w
militarymillions.com/2017/09/06/the-investment-company-price-war-and-

Small dilerences in expenses can make hugeediiarlamg-term thrift-savings-plan/

investment returns, so you need to pay atttgierggense ratios of2. C Fund: Common Stock In_dex Investment Fund https://www.tsp.gov/
your investments. InvestmentFunds/FundOptions/fundPerformance_C.html

3. State Farm S&P 500 Index B SNPBX https://www.morningstar.com/fund

That 1.33% dilerence in the expense ratios cosk42i,000#

This dilerence is even more dramatic when yoe activply XNAS/SNPBX/quote.html
managed funds to passively managed index fausis.dgteely 4. Why are the TSP Investment Expenses So Low? http://www.militarymilli
managed funds have higher expense ratios thamdsidéis very com/2018/02/20/why-are-the-tsp-investment-expenses-so-low/

di"cult for an active manager to beat his/haatvenjpalex over the
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What We're Offering:

- We'll foster your passion for patient care and cultivate a collaborative

environment rich with diversity

- Salaries commensurate with quali®cations

- Sign-On Bonus
- Relocation Assistance
- Retirement options

- Penn State University Tuition Discount
- On-campus Fitness Center, day care, credit union and so much more!

What We're Seeking:

- Experienced leaders with a passion to inspire a team

{ Job Opportunities

Assistant Medical Director
Pediatric Emergency Medicine Leadership
Assistant Program Director
Vice Chair, Research

What the Area Offers:

We welcome you to a community that
emulates the values Milton Hershey
instilled in a town that holds his name.
Located in a safe family-friendly settin
Hershey, PA, our local neighborhoods
boast a reasonable cost of living
whether you prefer a more suburban
setting or thriving city rich in theater,
arts, and culture. Known as the home
of the Hershey chocolate bar, Hershey
community is rich in history and

- Ability to work collaboratively within diverse academic and clinical environafsrssan abundant range of outdoor
- Demonstrate a spark for innovation and research opportunities for Departastivities, arts, and diverse experience:
- Completion of an accredited Emergency Medicine Residency Program  We're conveniently located within a

- BE/BC by ABEM or ABOEM

- Observation experience is a plus

@ PennState Health

short distance to major cities such
as Philadelphia, Pittsburgh, NYC,
Baltimore, and Washington DC.

Susan B. Promes, Professor and Chair, Department of Emergency Medicine c/o He
Physician Recruiter, Penn State Health Milton S. Hershey Medic:
500 University Drive, MC A595, P O Box 855, Hershey PA

Email: hpef ey@pennstatehealth.psu.edu
or apply online attp://hmc.pennstatehealth.org/careers/physicians

The Penn State Health Milton S. Hershey Medical Cenis committed to af®rmative action, equal oppdunity and the diversity of its workforce. Equal Oportunity Employer + Minorities/Women/Protected Vetrans/Disabled.
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AAEM Master's Series - MAAEM

AAEM: Now More Than Ever

Larry D. Weiss, MD JD MAAEM FAAEM
AAEM Past President

Several days ago, | retired from the practice o
emergency medicine after an enjoyable and e

(UUEUVACIEICLCERTLIECICEERIENMEe  2\\/e need to go back to our roots and refoctudissionur
EEICEARIERUEWVC ISR ICERIMINRIERE 0N the reasons for our existence, on the repsans wh

S ERCUEN BRI BTIIEIIERIE e so essential to the practicing individush@merg
primarily valued my work as faculty in an eme physician.°

medicine residency program. However, if | hag
choose my single favorite professional activity, |
Y would readily choose advocacy. training in emergency medicine. What messagediid ither physi-

MASTER OF

AAEVFMAAEME Lacalll my joy when | heard about the formatioRi@RS When the largest organization of emeygiciapphdvocated
L0 & 81 . . . .. .

AAEM in 1993. | readily became a charter merffgilternative boards that did not requirel&h¢yesaining? This
when AAEM began issuing memberships the Skothe message that EM was not a legitinadty witaca unique

ing year. Prior to the formation of AAEM nachemietied for the ~ P0dY Of knowledge requiring residency trainitipugieACEP

practice rights of emergency physicians. | ltredattdhat so man?naCt?d some positive reforms in 2000, ei¢hteyehey granted fel-

of my colleagues had no basic practice righthagphials and no 10Wship status (FACEP) to non-ABEM eligible, mganbersdermin-

one seemed to care. | was always convinceddeatgrpysicians 9 the academic integrity of EM. At thagpiACEP after 29 years

could not adequately advocate for our patiedis ifovhave due of membership. | concluded ACEP would notlbeg@right things

process protections at our hospitals. during the course of my career.

To this date, no other society advocates fan@npinggician practicd? itS earlier"years, ACEP had several nasareltpreho also
rights. No other society advocates for the aiglicaison of state  S€rved as o"cers of lay corporate contract manggeups (CMGs).
corporate practice of medicine (CPOM) lawstlaedsogiety ad- WO Years ago, ACEP had another president dias senagional
equately advocates in support of proper b@amaticerth emergency/Ce-President of a lay corporate CMG. They yeat ehpresident-

medicine. If not for AAEM, individual emergaciepphyould have €l€ct who was not ABEM-eligible. | assume tnebaduals are
no advocates. ®ne people. However, the fact that they enttesltop af ACEP

leadership makes a statement about the ongtatigrooé ACEP

My residents at the University of Maryland leveveiEyear, all  toward lay corporations, and a less than emgbrsticreent of ABEM
of our second year residents attend the AAERE Scisembly. certi®cation.

However, even though | repeatedly talk witlotheABbI, for most
of our residents AAEM is just another sodietyesitiannual meetifgoWn through the years, | knew many ®ne psepiedvbo the

where they can present posters and attendrémeMechave to do ACEP board of directors. | know several ®wehpddpitghly respect
a better job explaining the AAEM Mission tis mesitierent gradu-Who currently serve on the ACEP board. EveGBsugtiracts
ates. We have to do a better job explainingitheharacteristics of SOMe outstanding individuals who sit on thefidoeitutional
AAEM and why we are the one essential orgaeizstany for the agenda of ACEP still does not allow it to gdaduadate for the
future well being of emergency physicians atiensir p practice rights of its members, to adequatalg athspport of
proper board certi®cation, and to oppos@itiegailated lay enti-

Unlike some of my colleagues at AAEM, | aewearigier toward ties that are taking over our specialty. Thef @isesgency medicine
the American College of Emergency Physicians{(AGHe) | cannot be resolved by such an approach. Onlgvasatikan these

always felt disappointed by ACEP. Despite mavgapspolicies,  areas. Therefore, emergency physicians needwAsiBké tican ever.
ACEP doesn't advocate for the imperiled pylatstioE emergency o _ o
physicians. Unlike AAEM, ACEP does not adsagptetinf the en-Most emergency physicians who | interactedenihsin10 years do

forcement of state CPOM laws. Despite thedacitétas have lawdot understand the dilerences between AAEM ahev&GBElieve
restricting or prohibiting lay ownership of preectical, lax enforce-MOSt AAEM members do not understand the intpamessbe-

ment of these laws has resulted in the steddyfdeywiorporationsWeen the two organizations. AAEM does mamg|thiriks ACEP,
operating more and more emergency departreediS.in th we have great educational programs. Like AGiReveome direct

. . _ _ bene®ts to our members. However, we need tio goibamks and
ACEP always disappointed me with regard tortief r®t supportyefocus on our Mission, on the reasons fotemeeexis the reasons
ing the academic integrity Qf. emergency mediidine year 2000 \yhy we are so essential to the practicing liedigdyzncy physician.
they allowed non-ABEM eligible physicians tdullecambders, ands \ye stick to our original Mission and makedntghacus of our
they even had a membership section that advabetegiembers acijvities, we will get to the point when nibsetii@ed emergency
and for alternative board certi®cation thaedidreaesidency physicians will realize the necessity of AAEKshigenbe
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AAEM NEWS

Emergency Medicine at Risk

Robert Frolichstein, MD FAAEM
AAEM Board of Directors

You may have heard it said that we reallyelon'
a health care system, rather a health care mes
disagree. Our system is actually quite goayl at

MU SR MR VB aE mergency medicine needs to understand thi cha
with some de®nitions. coming and that it is a particular threat eziaity.8p

Health care is the prevention, treatment, and
agement of illness or injury by health progessional

Physicians deliver health care along with tbe @ewdice providerscostly. Elorts to show that it is only a snddlitpardverall health
nurses, techs, respiratory therapists, physisistshetc. that we  care spend are important but | believe weinooigbeto protect our
guide. Hospitals, insurance companies, phaahnemegiEnies, phariurf. Strides to defend the prudent laypersand stachgirevent post
macies don't deliver health care. They mapia ggstem within  treatment denials of payments such as Antherauraednare
which health care is delivered but they dentetgtiv care. What crucial. | am not sure they will be enougle thmlisomeone will
should their role be? Let's look at anothende®niti ®gure out how to keep the patients that 2dtmtientiezte® out of the

. . _ . emergency department. | am not talking abdientisehzt we can
According to the Business Dictionary a systemeisiaed, purpose- gency dep 9 hpet

. . ) Il agree th n'tn here b th ‘aleven n
ful structure that consists of interrelatedrdegaémdent elements all agree that don't need to be there b thefyjstobiabven need

- a doctor. | think the big challenge is those thatieve see ever
(components, entities, factors, members, paftsest elements . g g ; . y
. . . L . day that don't need to be there but we dohiskmativ after we see
continually in uence one another (directlgatlyingirmaintain their

- . . ) them. Pay attention during your next shift. iApatieats can you
activity and the existence of the system,tmahkeve the goal of . .
the s;t/};tem y 9 determine after one or two minutes don't neékdrie?deknow that

the professional fees are not the problemlitjtfedaare typically
If you think of the various entities in our®Bygtemrmaceutical cons-10 times the professional fees. The hospitlg@irey to bring
panies, hospitals, insurance companies, méckcaladeifacturers, those in line. Anthem and United recognizethiaisismechy they are
contract management groups, pharmacies, aofiatlierstb they retrospectively denying payments.

are certainly interrelated and continually inruancther to maintair\'nNith challenaes comes opportunity. Emeraene imadiciaue
their activity. They just have the wrong gogballieto make money 9 PP Y gemsy 9

and as evidence by the fact that we spend arafrail&DP on Specialty we are de®ned by a patient popakitmafthresent to

the delivery of health care they are very tgdde afdal should be tan errrgz::i‘,y g:; F;:g?;ggair;d r:(())(t:,ellskse \Tvgﬁlmees ddﬁ@ged
support the delivery of health care. Everydhiegtities do should y 9 y P j Y y

. - . L atient population but within the house of medioleehas evolved.
foster and facilitate the physician-patienshiatitge all know from P Pop . . i . i
: . We are now the specialty that treats almasnhtslveidih undi'erenti-
our various experiences that our system dggsonbbstirather ated acute illness. We are the specialty <le together and
uses and in some cases corrupts the physiciarelasitaship. That ' P y : 9

A . makes the diagnosis. Our skill set is crucetelssarily tied to hospi-
corruption is the root cause of much of theAmiolmetrve in our g y P
; . o . tal based emergency departments? Sure, we nesglsstord® our
practices, in my opinion. But | digress.

job but the decreasing cost of tools no lorggitates¢hem being
Change is going to happen because the ecortoilsts 28xperts® in hospitals. The growth of freestanding encergensyFSEC) in
believe that the spending is not sustainalzee phatyably right but many areas of the country was fueled by thisoreangmmay be

it is a by-product of our system so elortsditicersipending must part of the solution. However, the 2cost® &QbhafeShot much less
necessarily change the system. This will be entabtask simply than the hospitals. Urgent care centers l&gjedydapertise and
because there is so much money involved awilheotunetarily giveequipment to make a big impact.

that up. Those with the best lobbyist hawd fireitettted. Physician i . .

are very bad about organizing and devotingetheit thoney to pro_‘lqimergency medicine needs to understand thas cbarigg and

. o . . : . that it is a particular threat to our spedialgo Becognize that our
tect their turf, believing the sanctity ofethiepbgsician relationship . .p . P 50 , g
: . N . expertise is crucial and put forth 2out of sudultiors before the
will protect them. | may be cynical but | thiekeths naive.

asystem® de®nes our role going forward. Ofiigsgstegood at
I think this poses a very real threat to emmegkioirie. It is widely what it does B make money. If we don't de®loédhs s@ run the
believed that the care delivered in the emexg@rinyedt is too risk of being left out of the n®ney.
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AAEM NEWS

The Members Speak - AAEM Membership Survey

AAEM recently completed a membership surteyirgargtand what our members want from niigtionga

Hundreds of members also wrote in responséisns qunesthe board thought many of the respirdes m
of interest to our members. Below are somespflierasponses to one of the questions.

How do you perceive AAEM as being di#erent?

AAEM is not a slave to the corporate CMG'satinctactds
up for emergency physicians. They are wikingawattaversial
stances and care more about our specialty tinakigstoney.

More in favor of the doctor than the corporation.
Fights for the pit doctor.

Not a slave to corporate medicine, clearlyeviears/thvils of
corporate EM groups.

| believe it cares much more about individesl & Rrabthe
daily struggles.

Absolutely committed to EM without compromise.
Very personal###tt
Less in-bed with drug companies.

Not associated with large corporations, whitieiplexgloyees
on boards and use them as puppets to conteclaity sp

AAEM is clearly an organization of by anddmgpEkts.

Holding steadfast to board certi®cation anshiisgrigese EM
physicians from other Advanced Practice @ih&iangio por-
tray themselves as equal. Not everyone carichdoshkbat we

do & that is okay.

Genuinely puts the provider ®rst. Speaks for us.

AAEM is the champion of emergency medicinespBysipiat
fair compensation, treatment, and keepingidixzedhdemo-
cratic groups. In addition, AAEM has not drifsitigelves to
the CMG's of the world like ACEP or electehpsidids to
represent the specialty.

Supportive of the specialty rather than thesiarsgs lentities of
emergency medicine.

Not tainted by outside in uences. Still dedittzadeiD physician.
They still ®ght for the independent practiticags against the
dying of the light.

Pure defender of standards for EM, wellbeipgpcfitioaer,
democratic groups without the pro®t motipedptdagnd due
process rights to protect against arbitraryiterfingesisting the
corporate practice of medicine.

Works for the individual; AAEM is NOT pantoofptiigink mono-
culture that makes individualism redundaneameémle to be
just a cog in the machine or another briclkain@he w
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AAEM NEWS

AMA Annual Meeting
Sexual Harassment and Venture Capitalists' Purchase
of Medical Practices

Joseph P. Wood, MD MAAEM FAAEM
AAEM Past President

entities to own and control a law ®m. AABEsEilays called for
strengthening the traditional ban on the cpractiateof medicine, or
any scheme, that results in non-physiciansg@npiajisician's prac-
tice. We will continue to push AMA policyirectiat.d

Sexual Harassment in the Medical Workplace

One of the best attended educational sessiorSegsal
Harassment in the Medical Workplace.® Studiésdvetrewing that
at least 40> of young female, and 5> of malieupbgsilt experi-
ence some sexual harassment early in theirlda@arger impact
of this harassment can include increasedasx@tgdn®dence,
reluctance to seek leadership roles, and abseihi®asrecognized
that the QMeToo movement has stimulated aaratosation on
what constitutes sexual harassment and whbaestangdvhen it
occurs. There is a growing consensus that sgssrakehais common
in health care and needs to be corrected bpmprévenrt is also a
feeling that harassers may have their behasseddyrcounseling
with a @zero tolerance® warning going forwafthvEneeen at least
1,000 physicians reported to the NationahBrdatiteo Bank (NPDB)
for sexual misconduct. Emergency physiciarsishatddhemselves
on this very important aspect of workplace aghstapping over the
line® not only harms their coworkers, it caly siatail their employ-
ment options.

Other Social and Practice Issues

Many other social and practice issues weredhefslingly debate
at this year's AMA meeting. These include @sgsétéaarce with the
dying process, gun safety, and requirememsuoé lafeénternational
medical graduates. AAEM members who are iint@easieigating

in organized medicine are encouraged to jok Becalse of the
AMA structure and rules, our voice is strerittle@edimber of our
members who join the ABJA.

Having the support of physicians from many specialties can help us resolve some ¢
EM's most important problems. Currently, AAEM has no seats in the American Mec
Association (AMA) House of Delegates (HOD). Help us reach our goal of 50> of
AAEM members also holding membership in the AMA so we can add our voice to tl
deliberations with a seat in the HOD.

Help advocate for the medical profession, your specialty,
and your patients by joining the AMA. For membership
information, visit www.ama-assn.org.

Help advocate for the medical professi
your specialty, and your patients by joi

the AMA. For membership information
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CPC-EM Achieves Inclusion in PubMed and Put#Vied Cent

Kern Medical and an associate clinical professliciogé at the David
Gelen School of Medicine at UCLA.

CPC-EM founding principle is the free dissemirrasearch and
Clinical Practice and Cases in Emergency (@&l published pest practices to the world. It encouragessubnissijunior au-
by the Department of Emergency Medicine agrfigy@hiCaliforniathors, established faculty, and residents ishedtaht developing

Irvine, has achieved the milestone of inclusidexamglin PubMed EM programs throughout the ®&@+ENas published more than
and full-text inclusion in PubMed Central (ri@)gbedh its ®rst 192 papers to date in quarterly issues.

issue published March 20PT-ENk an internationally recognizedTh _ | Id like 76 th . dito ditorial
fully open access journal a"liated with the MEDEXEEVestern € journal would like to recognize the auttiomszsiors, editoria

Journal of Emergency Medicine: Integrating §rGargenith board, and sponsors: California ACEP, Ameeggmf(:@hteopathlc
Population Health Emergency Physicians, and the California GhsipteoDAAEM who

have supported and contribu@eGeEM

CPC-EMolers a wide range of patient care case i@pg#s,in the Vi he i lind PubMed websitenitosbialm.nih /
®eld of emergency medicine (EM), state-olirtfoayaatiwological lew the journal index on PubMed websitewmtpsbiurim.nin.gov.

- )
cases and insightful medical legal case regdlitsr-in-chief is Rickpmeed/' termclin+pract+cases+emerg+med+>5BJour>5D.

McPheeters, DO, chair of the Department of Erivkdjeree at  To submit a new article wisit. CPCEM.o®y

WeslEM's 2017 SJR and Scopus Citescore Rankiegs Achiev
Notable Growth

TheWestern Journal of Emergency Medicine: Infagesitjirgcy

Care with Population H@aAldsiEM), published by the Department of

Emergency Medicine at the University of Qalif@nisi.one of the

few fully open-access emergency medicine julinmisranks 16

worldwide of 78 EM journals, per the newly $&éasem Journal

Rank (SJR) statistics for 2017. This represtatitegump from As its subtitle indicat¥esiEM focuses on the integration of popula-
WesiEM's 2016 SJR ranking of 25 out of 80 EM i SalIR. tion health with emergency care. The jouraadsimall major medi-
website provides an overview aVasiEM compares with its EM cal databases including MEDLINE and PubMethantbier af the
peers. Open Access Scholarly Publishers Association.

The 2017 Scopus CiteSource rankiesiiEM at 20 of 77 EM  To learn more, visitps://westjem.c@n
journalsNesiEM also received a journal h-index of 21 {rifRIR. A
Scopus website additional information on theds-inek as graphs References

documentinyesiEM's development, can be found. 1. https://www.scimagojr.com/journalrank.php?category[2711&area[27008
. ) . ) n[0&min_type[cd.

WesII_EM _conu_nues its 10-year history of gr_O\_AMdsulithed Work2. https://www.scopus.com/sources?sortField[&sortDirection[&isHiddenFie

of editor-in-chief Dr. Mark Langdorf, Prof€fisaradf=Emergency &®eld[subject&subject[&asjcs[2711&Apply[Apply&_openAccess[on&._c

Medicine at UC Irvine, and its esteemed exditdridlsathe journal untCheck[on&count[0&countField[documentsMin&_bestPercentile[on&_

continues to extend its scope and reach thtbedbhaited States quartile[on&_quartile[on&_quartile[on&_quartile[on&_type[on&_

and the world, its founders recognize than#hegola not have type[on&_type[on&_type[on&year[2017&resultsPerPage[20&currentPag

— . | I
achieved this degree of scholarly in uenceheittmngtant support [1&olset&prevListPageUr[t

of its authors, section editors, editorial hd#nde@ major sponsors:
the California ACEP, the American College atlistEoergency
Physicians, and the California Chapter Diiaie of
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waiting room medicine fellotvshig

COMMITTEE REPORTS

Operations Management Committee

ED Crowding and Boarding: A Shift in Strategy

Joshua Joseph, MD MS FAAEM
President, CCMS

While crowding and boarding inpatients in theosrdemgartments Radiology and laboratory testing can repre@sangigottienecks

seem to be yearly hallmarks of "u season, ththegteau they for workups in the ED. Although adding anlad@isoaaner or a
remain enduring problems. Both re ect sigmi@tanatl giroblems, lab in the ED might seem like appealing solmipre/é throughput,
such as a lack of inpatient bed capacity and tralaggorting admitlike adding inpatient capacity, these are ritajonwegiments, and
ted patients out of the ED, and are often involve the con'icting interests
therefore di"cult for emergency p of many stakeholders (for whom
sicians to address diré&khyvever, improving crowding isn't a priority).
short of taking a year to train in Often, streamlining protocols with
other departments, such as radiology
or pathology, can yield similar ben-
e®ts. Allowing just a few critical tests
to be point of care tests completed
at bedside, such as creatinine for
expediting CT scans, or troponin for
chest pain, may have an outsized
elect on throughput. Similarly, some
routine practices in radiology, such
. . as oral contrast for abdominal CT
lower-acuity patients to crowded -

scans, can be safely eliminated for

tertiary-care facilities may misalign tients. vieldi L uhvgthout alect
resources. A relatively stable patient with ex@caPation or pneu-many patients, yielding a major improvemergipuhvathout a'ect-

monia may be served as well by a communita$iasigittibry-care ing accuraty.

center, but the inpatient bed that they odoeipgréiaty-care center Sometimes the most elective strategy is to faemptiopatients out
might be the one that a patient with an NSTiak#l nesds. While of the emergency department altogether. Carsiagiagoom within
many patients who arrive at a tertiary-carermicacadter might brigthe emergency department to a low acuity zookiplétchairs, or

tle at the idea of being transferred to a lawéaility, when given repurposing a portion of the waiting roomutsgémding® area for
the option of an inpatient bed versus the pfaspégit boarding in ambulatory patients with minor injuries casubskandial dilerence
the emergency department, their perspectivengeasapity. in patient ow. While it often runs agairstirozis iand sense of duty

Placing a doctor at triage can lead to imprdvel fs of stay ang®S emergency physmlans tol pI’IOI’I.tIZE patl.MEWhIDIOI’ complaints
or quick dispositions, sometimes it reallysargeoeget these pa-

department “ow, but can also lead to signi@eaesint cost and the . . .
tients out of the department quickly, if osilyadtet available beds

frequency of testirf§pme larger emergency departments may ha,veth q ; h lableviba | them

enough demand for a dedicated doctor in tiikgeatsuhstantial N the emergency department are availa eM.

dilerence in throughput; however, for many dépattemsame elect

can be accomplished by allowing doctors to regerat times of ) )

high crowding or boarding. This will helb te eepddi tests and 1. Hoot NR, Aronsky D. Systematic review of emergency department crow
9 9 . 9. P .p ; causes, elects, and solutions. Annals of emergency medicine. 2008 Aug

reduce door-to-doctor times, and can be pausefilaif there's no 1;52(2):126-36.

avgi_lable bEd?' in the emergency departmerewopseents and the, | ng A. Career opportunity in emergency medicine¥ waiting room med

waiting room is ®Iling up. fellowship. CJEM. 2007;9:71.

Rethinking your groups' shift schedules cagsigientent strategies3' Rowe BH, Guo X, Villa-Roel C, et al. The role of triage liaison physician
on mitigating overcrowding in emergency departments: a systematic rev

can also yield signi®cant dividends. We tend toutdvgreater Academic Emergency Medicine. 2011 Feb 1:18(2):111-20.

capacity to see new patients ,e‘f"”y on mﬁ"wmﬂ if your group, Joseph JW, Henning DJ, Strouse CS, et al. Modeling hourly resident
tends to schedule more physicians to worksadfpkigbetr demand,  productivity in the emergency department. Annals of emergency medicir
they might be less productive than a singlehdnit@oming onto 2017 Aug 1;70(2):185-90.

their shift freslsimilarly, many of us have an unconscious tendeBcyTraub SJ, Stewart CF, Didehban R, et al.dgrdepgetment rotational

slow down when working together with a collgégtiegla rotational patient assignment. Annals of emergency mébiickeb 2;67(2):206-15.
strategy of alternating new patients betweersgomnatother strat-6. Levenson RB, Camacho MA, Horn E, Saghir A, McGillicuddy D, Sanche

egy to balance the load) can help keep evany@vempace. Eliminating routine oral contrast use for CT in the emergency departmer
impact on patient throughput and diagnosis. Emergency radiology. 2012

1;19(6):513-7.

there are some direct, practical
for us to help mitigate the elects
crowding and boarding.

For emergency departments tha
are part of larger hospital netwo
sometimes rethinking inpatient ¢
pacity across hospitals can be e
alent to adding capacity. Admitti

References
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Critical Care Medicine Section

CCMS Update

Joseph Shiber, MD FAAEM FACP FCCM
President, Critical Care Medicine Section

held our business meeting and had numerous m

Scienti®c Assembly,
First, David Farcy, the founder of the CCMS was
ducted as president of AAEM. Congratulations to
Farcy on this great honor# Another long-tirtex sfiffidrCCM, Evie
Marcolini, was co-chair of the AAEM18 plannitteectimsmyear and
will again lead the planning for AAEM19 in ¢, ddafehe0-13, 2019.

There were eight EM-intensivists from the Begj@revoutstanding
presentations on EM-CCM topics, including:

David Farcy @Certainty Will Kill°

Haney Mallemat 2Critical Care Year in Review®

Wendy (Wan-Tsu) Chang @Neuroimaging: CT Angiography, M
Resonance Imaging (MRI), Oh My#°

Peter DeBlieux 2Don't Make Me Blue: Mechanical Ventilation Crh I

in the ED that Change Outcomes®

Harmon Gill @When Pressors are not Enough®

Andrew Phillips 23LVAD Management®

Evie Marcolini 2End of Life Discussions in the Emergency
Department®

COMMITTEE REPORTS

At the AAEM Scienti®c Assembly (AAEM18) iD&amg the section meeting, the two majoista@sodiwere:

Diego, the Critical Care Medicine Section (CCMS)Reiterating of the major goal of the section to mentor residents ¢

. . “iows as well as junior faculty for career development in EM-CC
bers give presentations. To focus on the treme daF

job the section members are doing for AAEM ahdhat

Re recent application by the Neurocritical Care Society (NCS) t
ave Neurocritical Care (NCC) recognized by American Board of

oulaRe o sammee ri}gedical Specialties (ABMS). For over a decade, NCC has been

a_specialty with formalized fellowship training and a certi®cation
e[>)<%1mination by the United Council for Neurologic Subspecialties
(UCNS). For the NCS application, which is also supported by

ABEM, AAEM was asked to write a letter of support which the

CCM Section and AAEM gladly did. One aspect of the applicatio
that has been debated is that Neurosurgery (NS) is asking for an
exemption to allow for their residency graduates to be eligible for
NCC certi®cation without any additional fellowship or in some ca
having a total of 12 months (but not consecutively) of NCC traini

dur”ﬁ% their residency. This waiver is not supported by the Societ

agne
gPCritical Care Medicine (SCCM). During the section meeting,

e(gnEesSentatives from ABEM as well as SCCM, our own section
mem%er Dr. Heatherlee Bailey, who is the also the president-elec
SCCM, led our discussion on this issue. AAEM and our section h
since written a letter to ABMS supporting the application of NCC
as a newly recognized specialty with the suggestion that NS have
®nite 2grandfathering® period of possibly ®ve years.

Ani Aydin @Pearls and Pitfalls of ED Mechanical Ventilationd encourage all AAEM members (students, rekies)teff attend-

These lectures were well received by the aldietearly enjoyed
and appreciated the expertise and experienspeatkérs.

The CCMS meeting was led by president-eledaiAshika has
done a great job for the last two years trudjf dbitng work to get
this section moving forward so successfullygdGan&eretary/trea-
surer is Andrew Phillips, who has already bibetirngnd the elorts
of the section. We will be looking for menrestsdritenominations
for president-elect next spring, so pleaseseotitacteadership if you
will have ®nished your CCM fellowship by 29049 amecequired to
have fully completed your EM and CCM training.

AMERICAN ACADEMY OF EMERGENCY MEDICINE

CRITICAL g 2

CARE
MEDICINE
SECTION

ings) who are interested in CCM to join ouasege&innvolved in its
activitie®

ORNER

Stay tuned for bi-monthly pearls

about how to integrate palliative care into your daily e
medicine practice. We will showcase best practices, ¢
pitfalls, and challenging cases relevant to your everyd
Even better, join the AAEM Palliative Care Interest Gr
scholarship, mentorship, and networking:

www.aaem.org/get-involved/committees/interest-grou
palliative-care

rgency

mon

work.
for
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Diversity and Inclusion

A Brief Career Overview

L.E. Gomez, MD MBA FAAEM
Chair, Diversity and Inclusion Committee

The analogy of a ®sh swimming in water but hautig relations coordinator invited me t@levseditpublic service
no idea what 2water® describes a frequent exparinouncements on health and safety for oueilogat®éJUnivision
ence | have had with colleagues in emergencya’liate. Meanwhile, | tried to balance meetmgdrésqwhich had
medicine. Twenty years ago | beat my head agdiesidy become the sole index used for ineessiE) against sup-
a wall sharing with fellow residents and facultygart for patients struggling against the reaheatsrof health: social
my program that implicit bias and prejudice wesad economic constraints. No, cultural compet@nta wompany
adversely alecting the health outcomes of the priority, even though inclusion was clearlyospitaés agenda. Any
patients for which we cared. In the words of mgmphasis on community advocacy seemed supenymegioal di-
mostly white and male colleagues they jusedidiTo shem, | rector who | considered an ally until he mddewssanot interested
simply 2had a chip on my shoulder.? Whenriteémnaenior grand in how health disparities alected the revenueventially the hospi-
rounds presentations and | proposed the tojaitdiésanance and tal's identity transformed both its missiomemkletsit became a des-

miscommunication leading to ignated Stroke Center and tertiary
poor clinical decision-making care referral center over the last
and health inequity. My program gzcade shifting its mission to
director advised me that no one h=aling ministry rather than serv-
on the faculty had any expertise ing the local community. That

in that area and our department contract group is now long gone
chair's comment was 2l don't think from there and they still have no
anyone here knows what you're blacks or Latinos in senior leader-
talking about.® Several residents ship roles, though they do have
shared a conviction that a"rma- an Asian American VP,

tive action was no longer needed,
as we were serving a largely poor
African American community on
the South Side of Chicago and
adoing these people a favor.° One
white peer shared that | should
feel fortunate to be there as an .

: . cause | reasoned it not be made
African American. After all, there

¢ fus in th Interbsii N . a marginalized market. Herein
vyere NOW WO Ot us I ) € program. Interbstiggiyyientors PEIOM8jias one of the greatest hypocrisies and fonnidiainiges to under-
tively suggested | look into an MPH, my black p&saned toward

standing diversity and inclusion: Latin Ameiecams®outh Florida
pursuit of an MBA, believing we might have axbesibysiness g Y e

S is more vested in white hegemony than Anglie-tuAunerica. |
leaders than as advocates for health justicengoltgyyears later th?hought my childhood experience with racisnt Ain-exile
situation in that residency has improved df desuskity and inCIUWould be diterent tempered by my professiontihlelefact
sion (D&I) elorts; presently there is a sekiondsigar in leadership Cubans on those hospital stals routinely expresseist ViEV\; that
and half of the residents in the program nawesreUndortunately, blacks, particularly American ones, are inhfdatiso whites. |

the vast majority of training programs asenstiling in the water' . . . o

) . .. . commonly interrupted conversations in the wysgeapeppered
of white he.ge.monyf even when managing to aetsigyetiy st with loud references to a black presidentiatectivelictalled 2the
struggle with inclusion. monkey. This toxic and deplorable behaviardsezhin the cul-
ture. (As recently as a week ago, a new blatknsivelment at the
University of Miami was set o! by the increpsattfref white stu-
dents using the n-word, monkey emojis, aridraaliranslavement
of blacks. All of this despite the establishardine ity task force
the year before to combat such bigotry). ltméshesdime | moved
to a hospital in North Miami Beach serving bléaigebmmunity.
Around that time, | met David Farcy and sevdmiatid-thinking

Inclusion seems a threat to some
and possibly irrelevant to those
not serving minority communities.
With this lesson learned, | moved
to where a vast minority Latino
community existed, in part be-

Diversity is not inclusion.

A similar dynamic awaited in the corporatecsatidaifmanage-
ment groups (CMG). My ®rst job as a newly bEavdesids as-
sociate medical director for a CMG site atia laghital serving a
largely Latino community near Humboldt Padgois Q¥ést Side.
It was useful and gratifying to be the oné phliygician on sta!,
even when | didn't have a clue how to ®x the Tineldemmunity

welcomed me, inviting me to advocate forrtsg. iltee hospital Continued on next page
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physicians, becoming increasingly active i€kémieaDivision of Diversity and inclusion requires integrity and dament.
the American Academy of Emergency Medicine @3 WAEMNY | ast summer while attending Emergency MedimineeBaates at
the National Medical Association, in pardttentiaih to health equitlMA Scienti®c Assembly, | ran into our enéigetiy new AAEM
professionalism and ethics in emergency medimeeAculturally president-elect, Lisa Moreno-Walton. She irtaijeéhrtiee D&I
diverse group of professional friends ancetipert 0§V series calledommittee at AAEM and join a panel to speaubjethaitt our
4Connections® at a small station in Miami to spigakn the minor- Scienti®c Assembly. We all understand thatsiasmranound D&I
ity melting pot of our South Florida commitnitgstibwhere near in most organizations is fueled by concernsasuitiraslawsuits or
enough to put a dent in the inertia of divisiveness compliance and workplace safety. Many D&s iaitéhtivcers are
o ) ) _ o not taken as seriously as other leadershgn keit you that even my
Minority presence does not equal diversity or ienpestility in limited involvement has already been immensigre\vany ®rst
the workplace. AAEM Scienti®c Assembly about 20 years smjatetelnd alone
| set out to acquire the language of the Ghsaiteealth care MBA o< 5he of a handful of black EM docs wandesisly &iom one lec-
with a goal to promote a new model priorilthregeat®n and help-y,re 1o the next. This time, | wandered aboimgeixpterrupt those
ing curb wasteful expenditure on catastrop@le@dyeeveryone  same disconnected countenances. More ofteartse vespsimply a
could tell health disparities led to a lackfof cdamenic disease and positive greeting or suggestion to connecabotlbut on one oc-
the unequal allocation of power and resougeg®cArgipart of the -,sion a few weeks ago, | came across a yomyditiak recently
$4 trillion misspent yearly in this countrg ealdtebsed by funding 5, of residency whose response was: 2l hawstiegngraround

relatively simple preventative measures. Myedasstilecame Up  his conference not knowing where to go andnauejusy week.
with proposals for strategic corporate phiaettimtspthat included 50k you for helping me feel part of this.°

community-based health care academies artd plioitde educa-

tion for local labor pools and career patamingo We researched Inclusion is an open invitation to be valued go@all
how clinical documentation systems could bbelpguht@®nts save

money and limit health expenditures. Of couo$ehi®r®t current

business models or ongoing strategies focuseextrgtarter.

Ultimately it dawned on us that if we waniadltmiéeé in current

health care business structure, we couldeinveeling the wheel.

Notably, even in meetings set up by a smaliggnsutfi | joined late L

we never met black people in leadership to ad@mipstrategies.

Being open to diversity does not guarantee it ealthhequity ] E P C
requires powerful leaders. Independent Emergency

Physicians Consortium
| headed north to pursue an interest in palibyoaady, ®nally ac-

The Best of Both Worlds:

cepting that may be a better path to healthffastidie What better Independent Emergency Group

area for that than D.C. and the mid-Atlarkip2ittmoAAEM's Polic Large Group Business

and Advoca_lcy Congressional Elective whiletlagvadimgletion of "RLQ ,(3& <RXU (' *URXS ZLOO UHPDLQ LQGHSHQGHQW
my cred(_ehtlal|ng_prgces_s ata hosp|tal V\{hep]’ued:lmmhgr Igader- + @ROODERUDWLRO + *URXS 3XUFKDVLQJ

ship position. This time it was medical dieestoalhhospital in a t %HQFKPDUNLQJ 'DWD t %XVLQHVV 6WUHQJIWK

$ 6KDUHG ,QQRYDWLRQV: 1HWZRUNLQJ
9LVLW RXU ZHE VLWH IRU HPSORORFOW IRRGR DW X R QW LMK HDW

rural, mostly farming, community. The welcaselmslbmmed up
this way for anyone familiar with the movip S3Bdlies®: | was the
new Sheri!, Bart. Shortly after | started,hiws@flies and a unit
clerk let me know they heard one of the EDB&brepsatedly
vocalized racist remarks about me whenevet angascha imme-
diately met with that physician about the réichrke emphatically
denied and then noti®ed our regional direabwuiRBg issue. The
response from the RD: 2nothing could be dahe Abihis point, |
decided this company was not worth any moree@antyeénergy.

I had been active in the National Medical ésghidiBt) and a col-
league there suggested | join the teachinglstediat University
College of Medicine. | did, and have beert@ntpesietas an associ-
ate professor for emergency medicine singethaitalvas enthu- Independent Emergency Physicians Consortium
siasm for collaborative work on social ]ugemer" kowe then; the 696 San Ramon Valley Blvd., Ste. #1_44, Danville, CA 94526
contract was taken over by ¥ another CMG. 925.855.8505 | wwaw.iepc.org
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Women In Emergency Medicine Committee

Burning Both Ends of the Candle

Faith \uenzer, DO
Co-Chair, WiEM Committee

COMMOSENSEJULY/AUGUST 2018

3s this how hospitals are? | haven't had ofieleksince | was
transferred. I'm bothered by nursing sta! exafehpat least the
nurses are beautiful.° my dad half-jokingiypedmplai

at's a hospital, not a hotel. You're not exeatigition. Besides, that's
why mom is here to protect you from the beeadlineply. For

a week, my husband, my son, and my motheroddentweekend
visiting my father in the ICU. Speaking witls iGjUdadrse, | pleaded
to see if we could get him out of the unibfartarehjoy a decent,
home-cooked, salt-free, Thanksgiving dinneregtiotithe family.
She was kind enough to oblige. My dad's cdservtagrensplant
committee, they deliberated for two meetirgsioalethether or

not he would be a good candidate. Meanwleld ou®gaw to ®nish
the rest of my shifts for the month, catch eph oereded reading
time, and other residency responsibilitieagdpydertthe support, but
dreaded the fact that | have an equally deraanilglitifgf

| was as they say, 2burning both ends of ttfel dahdilee | was doing
this quickly and | start thinking of ways Ircadiiticope. | know |
can't change outcomes, but | do the following:

1) Get support
a. Communicate early and honestly with collehgupsraisors
as information is given.
b. Find a close circle of friends that condigsaiéins and non-
physicians who know what it is like to haveaetakdoth
children and a sick or dying parent.

2) Prioritize your commitments
a. 2Family comes ®rst is the mantra of oudmecanvwe
often need to do what our family needs. Usgaltptfall into
place after a while.
b. Say 2no° to extra commitments. Sometimdsavetelet go

and organize and fold the clothes.
Continued on next page
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Join the AAEM Clinical Research and publish the important

cutting edge information for the practici

Practice Committee emergency medicine physician.

We want you!

How to join?
Learn more and apply at: www.
aaem.org/get-involved/committees/

committee-groups/clinical-practice o

Chair of the Committee:

Steve Rosenbaum, MD FAAEM

Contact:
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Update from the Government and National Alatte€Comm

Andy Walker, MD FAAEM
Chair, Government and National Affairs Committee

Like most AAEM committees, the GNA Committserer (or even ask about insurance or payitregite)y tire medical
does most of its business via email. However, segeening exam is complete and any emergenicyaméitica found
had an energetic and productive in-person mebas been #resolved.® Legislators don't reainerthancy medicine
ing on April 8, 2018, at the Academy's Scienti®coups lose money on Medicaid and self-payapdtrentghly break
Assembly in San Diego. The main topics of coevenon Medicare patients, and depend on thimaritalbf our pa-
sation were attempts by the insurance industryiémts with commercial insurance to stay openbilay and fund our
enhance its pro®ts at the expense of the natidmgye charity mission. Capping out-of-netwarldlfeeswove what-
medical safety net B emergency departmentsd Eb®rgancy ever incentive insurers have to bargain withanmeegécine groups,
physicians. allowing them to pay as little as they wantfeneymaedical care
to both in- and out-of-network groups. Thisstayldie: medical
safety net, unless government stepped in toskgegnE@-or com-
plete background on this issue, see the Acagemy's fhe subject:
https://lwww.aaem.org/UserFiles/BalanceBillxdPaper.

The main way insurers are attempting to inofass f shift more
costs onto their clients B our patients b bgimrtea percent-

age of medical costs patients must pay outt ahgdagldricing the
percentage paid by the insurer. One way tis tortiose patients to
high-deductible policies, the other is to mralez foh patients to ®nd&ome insurers have also recently exploredhhi¢ymfsgiolating

an in-network provider, since every policgssthmtitte insurer is  the prudent layperson standard, which forcepé#yeiortan ED
liable for a much lower percentage of the Ipéitieht uses an out-ofisit based on the presenting complaint rather@mah diagnosis.
network physician or hospital. Imagine if an insurer could refuse to pay yog bntyth$28 fee for
Since insurers know emergency physicians aedegatydsound bya medical screening exam when the patientsrchesiga out to be

. i + i
EMTALA to take care of every patient ®rst pat Water emer-anX'Ety rather than an MI + after four houeDinvitretwo EKGs, two

gency medicine groups are particularly vutnarsiniartce com- troponllns, a chest x-ra;r/],. ancti lots gf y_lc_);: ' lm‘l m' Thzt s(;/\{hat
panies that demand intolerable fee discouetddrberth-network. some insurers are pushing towards. The prigisanlajqndard Is

Unlike o"ce-based specialists, we cannot scesehtorn away out_wntten into federal regulations, and theteaisceoitowill be repealed,

of-network patients. We have no bargainingdéwadirageept for theiahu_t en_lflo tr)cen:zr:t |stletft :g)vs the statesB ??atngu \the z;ct}on _0 N
threat to stay out-of-network and bill theairtbgr@usual and custom.> Wt be atthe state £€ 1S NO SUDSTIULE Toryou being in

ary rate, which is higher than the disco driosate. (r)er%tljrlft\; contact with your state legislators, whethe call, email,
At the same time insurers have been drivingpgltb gtay out-of-

network, however, they have been workingigislistteds to cap thelt isn't just your own welfare that requirelseypolitically involved in

out-of-network fees hospital EDs and emergaiagpbgs charge. your home state. Our profession, our specialiypafidnts depend
on it. Lots of people with no medical traihingratta tell you how to

The insurance industry has already won intadehesta turned
y y ° do your job, or make it impossible for yowtgatigany way other

back at least temporarily in many, including stateoofi Tennessee; . .
and been defeated outright in Connecticut,ssbith pdl that pro- than the one they choose. Patients needlesalydseten die when

tects ED patients from steep out-of-pocketsisifisaine burden that is gllowed to happen. Develop a re-latldnyblp *egslators

. o . ._and their sta!. Educate them on how thingsradeetc@lty, because
back where it belongs * with insurers, ratbmetiggmcy physicians. L . . . .

emergency medicine is truly unique in all oé rmuedliigou can't rely

While AAEM's leadership, the GNA Committedyaautbthy's rep- solely on your state medical society. Be iritrolx@ar whapter divi-
resentative in DC + lobbying ®m Williams andclemtsaue to keepsion of AAEM + or found one if your state aeearthapter. And
an eye on the situation, the insurance industiey ¢fzence of gettin®nally, stay in touch with me or a member AfGoen@Mtee in your
the victory it hoped for in Washington onethidlitise action on out-state. If something comes up that we need tmkihdheasooner we
of-network fee caps will be at the stateulgye}ou to contact your hear about it, the more we ca do.
state legislators about this now and begin edgcttam on how
uniquely this a#ects EDs and emergency physiaehtheeatens
to unravel the medical safety Wdimost none of them realize that, '

cause of EMTALA, we can't tell patients wefanetotdgrk with their Get in touch with the GNAG@@aaem.org
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International Committee

International Scholarship Winners

Last year, | attended tteAzgual
Scienti®c Assembly by American Academy
of Emer@ency Medicine (AAEM). At that

%\EHTQ\/ %Vé)rgs%(eﬂt lét ing emer-

0 enl_cl)bmegi%]ﬁ I%t (?]tﬁnforg/ ErEnggCe)nDc)(d
ediciné mternational. Now, | have gradu-

v gygg;g%l’ eclt’m %vokr'k\(nig| E;%e%l\ﬁyHarénar)

t r with ss, Dr. Tan .
FIEagl_Egn (_?Fa tYatreBé/ rce);m %Eagig %écﬁ ‘t5eW
WScHlool @\VNIHAA G PMLIRtRIREGIdéR
waster HEEUSeEPMELARRI Y stkakior.
YR ethds Rifd M SosEih Mahy H

®elds related to emergency medicine, (i)

Q:%Hhhir%'oﬁ Hible]dﬂé?course in emer-

L . r. Myat Noe at AAEM17 in Orlando, FL
H Benqy Wediigepadsh &tardqed Emergency
Medicine International, (ii) establishing a rgsmenwinic in a rural
area, named Myin Gyan Clinic, (iii) coorditedéingdimlogy project
to work together with Government, (iv) practicjlegey medicine in
| am writing to express my sincere gratitudertongiing the%AAElgloth International Emergency Services (IE®)anhichan ER, and
internationall scholarship%possible. I Waslﬂrgﬁlfedbout being S€-Myin Gyan Clinic, which is a rural ER, (v) teathisiging EMTs and
lected for this honor and immensely appregativsigiport. doctors about basic life support and advareedfeasdpport, (vi)
I am currently working at Parami General hHosygeidy collaborating with Medical Team Internatminadasitr EMTSs, (vii)
Department and Myin Chan AAM Emergency htpiesagthbecom-processing pre-hospital care system with FedéSEriees Society
ing an emergency physician. The ®nancial agsistaoealed was dFFSS).

great help to me in paying my travel experisesianted my dream ey rding attending AAEM'ABSual Scienti®c Assembly, | was so
of discovering more about emergency medidinegraevauie. | was excited and happy when | ®rst saw the emailNtdhailAgot the
proud to experience the incredible teamworkpbstsigans and scholarship to attend that Assembly.

technological advancement of emergency medicinekeb an o )

invaluable impact every second, not only inbiieal& around the 1N€ Organization created a nice assembly. Erenasaiine and
world. It was an unbelievable sight, but dediegiig), and now thatthe environment made us fresh and alerth&iegigning ceremony

| have seen what you had achieved in EM, Idieaetitefor myselfvas done. After that | got a chance to seeiemdsldvost of the
and my country's emergency medicine development. topics were interesting and among them, lyelkextiie sessions
about: 2Emergency Physicians Should UseTenittaictdrs that are

One of the two parts of the conference thed atlyaaitention were Important for Anaphylaxis,® and 2USG (LunlyISever, | also at-
the variety of lectures and topics. The sedbedyresst enthusiasmig e the topic by Dr. Joe Lex, which wasiabbasFDn next day
of emergency physicians in U.S. who are eolfitiptte to the de- | 5 5 valuable chance to attend the Inte@anionitlee meeting
velopment of international emergency mediomethésthpeople, | | i many members of AAEM. | grasped that chanearty thanks
might not have been able to learn emergenay ametlisiould Nt ¢, he scholarship program. Because of thilyasgensome more
be this passionate to pursue emergency medicine. networking experience with emergency physitlanidStates of
If | were to be given another chance to partingdteonference, | America. Moreover, | obtained more experietesexigency medi-
would love to visit dilerent types of emergenfrpmothe States. cine that | can use as references for my coueliry as

Dear%American Academy of Emergency Medicine,

To end this note, | would like to thank yowaonfm sigur generosityFinally, | would like to say thank you agaikl tBas#dEof Directors
support and most of all, for your belief inrdpidkmmational emer-who allowed me to attend thAr2ual Scienti®c Assembly. This was
gency medicine. | promise that | will worldviergilrarsomething one of the best chances for my life. | wilyd#@nétehis experiences
back to my society, both as an emergency pimgsasaa scholar to with my colleagues, seniors, and juniors aedsinade them to do

young physicians. emergency medicine with me as well.
Yours%sincerely, Thank you very much#

Myint Than Htike Dr. Myat Noe

Myanmar Myanma®
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Wellness Committee

Emergency Medicine Still Revs Our Engines, SW/&/hgdD
Like We're Running on Empty?

Larissa Coldebella, MD
AAEM Wellness Committee

One of the objectives of the wellness committgedsiding resources for unpredictable lifesstressor

to examine the current state of physician bum?Htere are several current initiatives thaheltbe thése systems

T oLrJdgr tc;f) rool”r|1(;>te t\;v ellngss an? Icareetr Ionge}ﬁ'ased issues. AMA's Organizational Foundatjasf fldledlicine is an
. Using the Lidenburg Burnout Inventory, We, ine module taking a look at how institutimeateasrganizational
surveyed our members and asked additional opgen : . . i
: . ) _ ructures that result in more satis®ed andeppbysatians. The
ended questions in order to identify the r@ot cause . . o
tb + Although the limitati ¢ this d tmodule provides powerful tools for making th gase institutional
ot burnout. ough the limitations of tis da ?eadership to prioritize physician wellnesg. PRtignts First by

include a response rate of about 10>, there Wﬁgducing Administrative Tasks in Health Gaeticnaaper of the

over 700 unique and individual respondent®tarttigpst SCienti@(American College of Physicians, adopted by a/AENMethas a

Assembly surve)_/ giving us a ""?rge_ sa_mplc_a@isemn_aeqanalyss. uideline for analyzing unnecessary admitaskatitat provide no
The results of this survey provide insighti#jotitzivers of burno%

. ene®t to the physician or patient and adeptdagingemoval. The
and the elements of our work that appear ectesp®d ®rst, the . ) . .
. . ; future of tackling the systems based issuedlysuederway with an
good news: as a whole, taking care of patieremergency depart- o L . .
. L . all EM organization physician working growgpltben maeeting over
ment still gets our juices owing. Inhereipraatibe of emergency e .

- . . . the past year, as well as with initiatives iyt leetNational Academy
medicine are the diagnostic challenges, thmintasss, the adrena-f o . - .
. ) T Medicine. Although encouraging, thesesipitigthvegin to set the
line and the pressure that comes with traadity itiriatients. Baseé)

. . Stage for future progress.
on our survey results, these elements arg stilchealive. An over-
whelming majority (]80> positive response) réfjadrtieely always Emergency physicians are tough. As a professioa chosen to
®nd new and interesting aspects of their walekatathe pressure Work in arguably the most stressful enviromeditime, taking care
of our work well, and ®nd emergency medicipositibe challengeof the most vulnerable, di"cult and sick patemtsdmmunities.
Now for the Tip side: The majority of physiciaesat feeling tired, The physical and emotional toll that this tzkes tfeat we care for
weary, worn out, and emotionally drained,sasegeling more time ourselves. The EM community has clearly risali¢d dhrecent
to recuperate after a shift. boom in literature emphasizing tools sucleaseresiti mindfulness
to combat burnout. While these skills argtfptelly solely on
the participation of the physician. It's ticogmizeethat combatting
burnout is a shared responsibility betweemplaysicibe organiza-
tions they work for. EPs need to have the $tippioremoployers and
governing bodies in helping provide the bdstqawssibhis is only
possible by also prioritizing the care of tiarphgsi supporting the
initiatives that champion this @leal.

So what gives? If our job is to take care tf ipadieenvironment
that challenges us + why has burnout beconpechlemdor emer-
gency physicians? Analyzing the qualitativeedstaoene common
themes that give insight into what really waaenoertgency physi-
cian. Surprise# It has nothing to do witbritse phé themes that
came up time and time again can be broken ttosvi likenout
appears to be driven by workplace related englisyses in health

care rather than patient care. _
Sources:

Respondents voiced frustrations about the sybteimtirey work + 1. https://www.stepsforward.org/modules/joy-in-medicine

including a focus on non-patient centeredgoedrics)ent imposed 2. Shari M. Erickson, Brooke Rockwern, Michelle Koltov, Robert M. McLea

bureaucracy, and the ine"ciencies of the EMiRioim tacthe con- . Putting Patients First by Reducing Administrative Tasks in Health Care:

straints created by the health care system,csianiceld concern A Position Paper of the American College of Physicians. Ann Intern Mec
. . 2017;166:659+661. doi: 10.7326/M16-2697

about a lack of support from their own empihaterasuéd is a call

. 3. Dyrbye, L.N., T.D. Shanafelt, C.A. Sinsky, PF. Cipriano, J. Bhatt, A. Omn
patseemn + .
to action for employers to value EPs as batio d people + C.P. West, and D. Meyers. 2017. Burnout among health care professione

striving for physician satisfaction in adddientcsatisfaction in pur-  ¢i o explore and address this underrecognized threat to safe, high-qu
suit of the best possible patient care. Sughettets snclude ®ghting care. NAM Perspectives. Discussion Paper, National Academy of Medici

for paid time o!, schedules that are amenabidife balance, and Washington, DC. https://nam.edu/burnout-among-health-careprofession:

policies that support life outside of mediditeginaising a family and a-call-to-explore-and-address-this-underrecognized-threat-to-safe-high-
quality-care.
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Life is No Longer Linear: Let YPS be Your Guide

Danielle Goodrich, MD, YPS President and OeueldVIMD, YPS Vice President

YOUNG PHYSICIANS SECTION NEWS

AAEM y’

YSICIANS SECTION
IN YOUR FUTURE

Welcome to the Young Physician Mentorship Program
Section (YPS)#%As the incoming Transitioning into a new hospital system aslarggite/sician

vice president and president
of YPS, we are excited for the
upcoming year. As a board, we
want to contribute to the amaz-
ing organization of AAEM and
uphold its model of being the
aChampion of the Emergency Physician.° The bemeding of
AAEM, bringing forth the values and idealsgainikatomn, provides

an excellent milieu for the development of afP@gAnization, 3.

AAEM seeks to uphold to the most current exsdehpeabtice in
emergency medicine and promotes educatiofdimaue @&ean any
other group. There's no better time to pronatiereaid physician
development than during the ®rst years offtesicisidency train-
ing. YPS is a section of AAEM that supporénplwisich the ®rst
seven years of practice.

As newly practicing clinicians quickly coneetdhisaime can be
extremely challenging and di"cult to navigagdraksition from
residency into clinical practice, the respmngiloiit in order of mag-
nitude. For many, this is when 2adulthoodfg@alangesponsibilities
outside of an educational environment) @sVKhilesmany of your
friends and family have had approximately toddmaslep these
skills (the average training duration of an @nmrgsnian from 2|
want to be a doctor® to graduating residemaye yad your head

buried in textbooks, your body deprived ofdsteepcise, and have 5.

probably missed out on participating in atldetexeniVe do this
because it is our calling, and we have sensednabevthe champion
of emergency medicine and a champion for thevedtieat and the
students we teach.

Throughout your early life and education, takvaysalseen a linear
direction to your life path. You went to medataysa did your rota-
tions in EM, you matched into EM, you gradnatsideocy and you
landed your ®rst job out of residency. Now ywhat®ie out into
the greal world,° this sense of linear ditgalisaplfiears. This can
be extremely disheartening and lead to feefimggets and early
burnout. As a group, YPS-AAEM can oler guigi@agmtosome
direction in this tumultuous time.

How YPS can serve you in your early 2adult® life:

can be a stressful scenario. You may be watkasgital you
have never been a"liated with, and there mégrbdiardfaces.
This year, we will be revamping our mentonstnp pirog will
enable YPS to connect you with physicians teaehtdyegone
through these same transitions. These memtorsallevalks

of life including academic medicine; commuainty oradiral
medicine and can provide you with insighsteshtas a young
attending physician deals with on a daily basis.%

CV and Cover Letter Review Service

As a professional, the Young Physician SestiGN @'ggiching
and will review your CV to ensure it is of uaitpsagyou are
lined up to succeed in your career choice.

Professional Development

Further, YPS olers opportunity for professielophakwt with an
opportunity for authorship for its membergednitetasduals (or
groups of YPS) can submit ideas @orttmeon Sensgagazine
for publication. This is an excellent opportumitiyd develop-
ment and looks amazing on your CV# SimiR8yh#sesifong
representation at the Scienti®c Assembly piasjgarhe
board hosts the Open Mic Competition, an gp(iortinoise
proposals that are accepted) for national sipeélscasinember
of the YPS, you can ask a mentor for coachmg withmission
to the open mic contest.

Rules of the Road for Young Emergency Physglotk
Lastly, there are signi®cant ®nancial chathee=dpats you
make these life changes. Salaries increaspaloaantbegins
and maybe mortgages and family planning becealtiesw
As a YPS member, you will be provided a fre€élefiudes
of the Road for Young Emergency Phy#s&ank. This is an
amazing, easy to read book that speaks tdatgictorie
®nancial aspect of emergency medicine that Inesy hrealsu-
lous during your training. Topics covereddadptigitdg and
pro®teering,%the restrictive covenant,%anat¢hgractipe of
emergency medicine.

Besides all of these wonderful bene®ts to BSingeanlder we
are aiming to develop even more exciting oppaitting the year,
including the potential to have a more seniemld@Ban your per-

sonal coach. The word coach better embodiesYR&thibpes to

1. EM Flash Facts App

provide. We want to be here to provide lifthasd guebance, as well

First and foremost, you are developing ydskilisias a young,q career advice. We hope to be your lifelng angport system to

physician and seeking to become a board-ceztg@edyem
physician. YPS can help you prepare for then Soaricaf
Emergency Medicine certi®cation exam withasr Edt&|
App. This app can be conveniently accessegwmngoorr
tablet. The "ash facts provide high-yield imvidimaatian be
reviewed in preparation for your exam. Use ymnaanih a
good position to do exceedingly well on yaexaroigsation#

become a @Champion of Emergency Medicine.°
We hope to see you as a member of the Youag Bbysian#%

For any questions you may have, please contact us:
Daniel Migliaccio, MD, Vice President djmigiapoiail com
Danielle Goodrich, MD, President, degoodriata@gmail.
info@ypsaaem.@g
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AAEM/RSA President®s Message

The Year Ahead

MohammedMoiz \ureshi, MD
AAEM/RSA President

This last year has been an absolute whirlwind Ye have also started expanding
RSA. From the horri®c tragedy of losing a deasur medical student symposiums
mentor and colleague in Dr. Rodgers, to puttingationwide and have received
the ®rst 0"cial RSA track at Scienti®c Assemhtygmenal feedback to their success.
we have had our fair share of ups and downs. ey have been so well received
we look forward to the year ahead, | want to taikefact that there have already been attemptatatgesimilar sym-
moment to highlight some of RSA's biggest acposiems. To that we are honored as we feadrist fnm of “attery
plishments this past year and bring light td theiBamimicry# On our own accord however, wedite baué new
work and initiatives we have coming up# applications this year for upcoming symposneds@lake place

Most remarkably the 2018 Annual Scienti®c iksSambBlego, was'"" Loms!ana., Ca_llfo_rnla, and New York, alomgsideal agship
symposium in lllinois.

the ®rst time RSA put on an independent edteekiciidde Missing
Curriculume discussed the business side of gmmediente and wasollowing along our dedication to educatioa,alsohagularly

an absolute showstopper. The pertinence arw reldbémeduca- met with the American Board of Emergency Mddicamadively
tion was not lost on any participant and iretimedaypéra of variousinvolved in addressing the proposed overh&lon@dre Exarn
practice opportunities, we hope to continaekthsdn invaluable Since our specialty is considerably alectechiig gyaetice guide-
resource to all our members. lines and we believe it to be imperative feoekiagyclinician to be
able to learn and adopt these guidelines iruativensid structured
way to best serve our patients. RSA suppopgdevetore regular
review course that would emphasize the impor¢ana@iog rel-
evant and practicing up to date evidenced basee. Méth this in

Innovate. Educate. Advocate.

RSA will also continue its involvement in discuss#solving
controversial topics that surround our res@tisniderts. We have
taken leadership roles in key issues such &4Ghstamdard Video

Interview project and have actively relayesuodingsupport for
pro) y 4 gesUpp mind, RSA is also working behind the scenes studynend review

students and have made it known that RSA achnilbh@nsup- that h N | iti mber bene®t
port any project or initiative that adds bustiethsris emotionally or co0urce thatwe Nope fo reveal as an exaisng erember bene

®nancially. We are publishing our ®rst sdtpufsitioiastatements in the coming months#

on various topics. Other issues we continueswiacdde the imporClearly, the past couple years under our uteaeleisgip with Drs.
tance of maintaining board certi®cation ad BgABEM/AOBEM, Haas and Alker at the helm, RSA has thrivédrTiggisw does not
and are also working to battle legislationipentdlecaince compa- nearly do justice to them and their boardswantyteadeavors RSA
nies that is attempting to thwart the valu@pmfdénat layperson  has undertaken. It is truly an honor to seegidenfthis next year
standard? that will directly alect our spanidltygement, but most and represent the AAEM/RSA torch that burhs ¥daokipg with
importantly patient care. our members and friends we hope to contienesthittrs growth for

In this last year, RSA has also made it arpategfadur culture to bRSA’ because there are testing times comingpéaialty. The need

) . . . . f%r our board certi®cation is questioned wik otbenizations are
a proponent for diversity in our specialty. ¢edtadethe Diversity headed b EM boarded phvsici S
and Inclusion Committee that provides two ghatarshlly to caded by non oarded physiclans, midi beoe come

attend the FIX Conference in New York Citycohenbligde has alsodemandmg an equal scope in our daily prastcatiour guidelines

created a database of clerkships for medidal ttatdare under- are being commandeered by other specialtiesnaagendent

represented in emergency medicine and pravigg®imfon diversit;P hysician practices are targeted for hostié takeowporate medi-

. . cal groups. With these tangible threats ozdheR8A is ready to
programs throughout the country. As emergeitey lmeedimes ex- ,
: .. . : uphold the values we so strongly believe:ue tomatincate and
ceedingly more competitive every year, theohdeooamittee plans

to create a mentorship program for internatiesaldité to mentor advocate for our members, to be the eyes arsftheearesidents

international students looking to match into@nmeegkcine. and §t}1dents, e,m,d to ultimatdld&hampions of the Emergency
Medicine Physici@in
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AAEM/RSA Editor

Find Your Power Ballad

Aaron C. Tyagi, MD

The ED is a naturally stressful environment, whsrewas doing a quick Google-search to seehh@ivampaesearch
sensory overload is the norm. At any given momeven editorials/anecdotes along these saare dines the world,
you can simultaneously be handed two stat EK@sund a few interesting things: With theusitémt wellness, there
while receiving an EMS refusal and have a consule lack of recommendations for de-stressarghéfter outside of
tant return a page. As a senior resident, kdravenark. Things like controlled breathing exegésasdyother orga-

to re ecting on this and how | will approach thisized activities are popular. However, thareushnetated to listening
my own independent practice going forward. Inamingic on-shift.

i so, | have founq Fhat-l have already SchonSC'%Q{c in the ED is not something novel. Thezadingsand other
peen ®nding my (_)W” Ways of mlt!gatlng_ my o@nstoésay favor- residents in my own program (and undoubteeitg coleits) that
ite methods of doing this on-shift is music. play music throughout their shifts. Todaywairnaywrite about
In one of the EDs we sta!, there is a cordoremlfot the physi-  something that | have personally found to battbenag a quick and
cians. It is pseudo-open. What | mean bydhabigttoor-less entrgasy pick-me-up.
ways so stal are pretty consistently passirtg tsubagerall, it is an
area where the attendings, residents and mddiual cin discuss
cases, place orders, write notes and such.faarofrlaptops so |

| am sure most of us can recall rotating ohs&ugies and re ect
on how di'erent attending surgeons would play iR, as a
means of aiding focus and their overall merttatistabperations.

typically sit behind a desktop computer. Afteimsagd (depending This dates back to as early as 1914, wher bDr Kane
on the acuity of the day) getting settled frtherf@ret things | like toorought a gramophone into his ORs,

do here is open my Spotify account and tedlhymaridchtely | have

been starting with Guardians of the Galaxyll ¥olumaérack. As theDiving deeper, | even found things related tioenaysién the ED for
shift goes along, | will adjust the music (gjstsleta®t the mood. Ppatients. With respect to older patients, fanvidiawisit may be
The tunes will vary from country to classibimpblopp Corey Smith an especially stressful situation, there igleviealdrial at Columbia
to Wu-Tang Clan. | take requests. This is sonagttaikgs a mini-  University looking at music and its anti-apatelytiel.

mal amount of time, but after coming out afr@sowg otherwise | come from a background of the 2hard sciesizethedpy was not
complex poly-trauma, just hearing a brief Sttiepetiloet tones of o ar much on my radar growing up. Howevepdseasemusic
Freddy Mercury crooning out “Don't Stop Me hdp/fighiit my shipgary on through sports (work outs and prexgarosfirued pursu-

At another ED we stal, everything is much mofawgeiaying  ing good music via concerts, festivals, etcaWhiteprofessional on

even low-volume music is somewhat inapprogréapatights and the elects of music therapy, it is de®nitelingdmelircarry with me

families are just a few feet away. So | wilsteaba minute or two as | go o! into the world of independent emenaetieey As | head
and put in one headphone and get a quick tune in. o! to an afternoon shift, | am looking fonlvatchéxt tracl.

These regional events offer speci®cally designed content for all levels of medical students, from M1-M4.
Meet other students in your area interested in emergency medicine, program directors, and more.

Save the Date! Northeast MSS
: September 15
Medical Student Vinesihes
Symposia September 22
Southeastern MSS
Learn more at: in New Orleans

www.aaemrsa.org/events/symposigeptember 22
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Congressional Elective

My AAEM/RSA Congressional Elective Experience

Alister Martin, MD MPP
AAEM/RSA Congressional Elective Fellow

My congressional elective experience througla®\AlkMaredible, quality, cost-elective, timely health care totisttaents who previ-
zoomed-in, view of how our congressional prese$h@mork | didously have not had easy access to primary alist speei

was largely split into two dilerent tasks. TWees®lest-to-day health
policy research and data gathering for thetb&c€asgressman
sought to reinforce and advance his healtbgttiog.oThe
Congressman has an incredibly deep understatutimesfic heal
policy drawing both from his role directly imy@tiedt care as an
emergency physician and also stemming fromshie egligcation in
health policy receiving advanced degrees awtftektéanedy Scho
of Government and the Harvard School of PtibliddHeattressed
this domestic health policy expertise by sanihgternational
Emergency Medicine Fellow at Brigham

Telehealth services oler an opportunity tdodbadhigsently there are
several legislative barriers that are aledtiegltielspread in rural

h populations and it was my job to better untterstanhde of those
barriers so we could explore legislative sbhttadressed and
removed those barriers, where possible. THatmonefdegislative
iijeas that came out of determining how thateddwisliers would
De addressed may serve as the foundation fegslagon that
could then be molded by the Congressman artd hisvstkable
solution.

and Women's Hospital, doing international
relief work in Haiti, and by serving as a
consultant to the Ministries of Health of
both Serbia and El Salvador. When he
needed to have speci®c information to help
inform his position on a crucial decision,

| worked with the team including other
health policy fellows and congressional
stalers in the o"ce to gather this data and
helped to present it in a way that was con-
cise and useful.

| also sat in on Congressional hear-
ings and brie®ngs germane to the
Congressman's health policy interests.
| learned an incredible amount at the

| spent the last few weekends in D.C. ex-
ploring, seeing the beautiful kaleidoscope
of colors in the blooming cherry blossoms
on the National Mall, appreciating the
Martin Luther King Memorial 50 years
after his death, and hearing the chants
from our nation's youth for smart gun
control policy during the March for Our
Lives march on the Capitol. | came to ex-
perience D.C. at an interesting time in our
nation's history and it will have a lasting
impact on both my professional and per-
sonal development. | will be forever grate-
ful to the Congressman, his exceptional
stal, and the team at AAEM and AAEM/
RSA who worked to make this unique op-

Congressional Hearing on the DEA's
role in preventing the opioid crisis and
what more could be done from its vantagegmbiowwaway at a policy Paper

Congressional brie®ng by the American Publiesdeition on the pagigents of rural areas experience signi@eagesimaccessing
speci®c ways in which Congress can come tpgethetetsensible ¢, ,»jivy health care. Broadening the use ofttétebealpromising
gun control policy. strategy for increasing access to care in mraiitiem Despite the
The highlight of these brie®ngs however, ®ag abristrategies tgoromise of telehealth for improving accesaiieasirabwever, there
Increase Access to Quality Health Care in Rioaldomeened by are seven distinct federal policy barriers padertlve proliferation of
the Congressman himself on the role of tetehealtbdmmunities. telehealth capacity in rural areas. These sphasas reimburse-
Among the invited speakers were: The Centéhfoaread Policy ment restrictions, limitations on broadbandciufresand onerous
Innovation of Harvard Law School (CHLPI), fineckasmworker CMS administrative rules. It is only by undgrétanthture of these
Justice, Vista Community Clinic, and CampeBionse8as, and theypeven federal barriers to using telehealth as tonmeaease health
all spoke with rare clarity about the speci®ceseeatsd by patientscare access in rural areas can we identify [egfisidiave opportuni-
living in rural communities all across America. ties to address these barriers.

portunity possible.

This brie®ng served as the foundation for itneattaert part of my Seven Barriers to Expansion of Telehealth in Gumahunities
work in the Congressman'’s o0"ce. He soughtédedgtal legisla-

tive reforms that would allow telehealth todsaseticle to serve S'0'e and Forward Restrictions o
patients with limited access to care natigraytSef his district ai%ackground. S_to_re gnd Forward is th(_a transimgsnhmab |Qforma-
composed of rural farmworkers who would beimefdee accesdON: Such as digital images, to a providersithe irermation to

to health care. The Congressman has been fdooxsetd dning Confinued on next page
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Remote Patient Monitoring (RPM) Restrictions
Background: RPM is the transmission of perkbrtEthdeom a pa-

tient in one location to a provider in a dit=réom| Example: A rural
patient with a painful red lesion on theirésphtheir temperature
with a connected health device and have thigcallygmighed to his

PCP who can trend their fever curve.

BarrierCurrently, Medicare does not reimburse fornviRedfser

general Medicare bene®ciaries. It does reieti@s&&M services

for bene®ciaries who have Medicare Advantage.

Originating Sites Restrictions
Barriertn order for a provider to be reimburseddalttiedenvices

AAEM/RSA NEWS

set 20 years ago given demands at that tinest@tpehtat this cap
does not meet the current need for broadband ag@dssommuni-
ties and that an $800 million annual cap matelyceects current
needs to establish adequate broadband capabilities.

Underfunded Telehealth Resource Centers

Background: Fourteen federally designatedhiRebeatte Centers
around the country currently o'er extensiverhexypsrience in tele-
medicine development for providers seekingltthekpalehealth
elorts. Resource centers provide technical@ssstayrtam support,
and help providers establish best practicksalthal@imbursement
and operations.

Barriers: Funding shortfalls consistently plagjueitR constrain
their ability to provide support to rural beadrpconsidering
telehealth.

Restrictions on Billing for Multiple Visits andnidie® of a Visit
Background: The main source of primary cdreoimmuaities
occurs in FQHCs. Medicare has imposed restribtilimg for mul-
tiple visits for the same patient in one dainecasss of an emer-

Medicare requires that the patient be presémtiginating site,® Suc@ency or a new chief complaint. Medicare illirzgidor multiple

as a physician's 0"ce, federally quali®ed néadtlelzec, or hospital.

Furthermore, this originating site has torbeairha@&lth profession
shortage area,® in counties that are not incdudettopolitan area.

visits in one day for the following scenar@mish@adtht dental health,
and nutritional evaluation.

Medicare will not cover telehealth serviceatiétités at home durin§arrierMany patients in rural health areas inconsestemtigdical

the provision of care except in two condé&inskéetvaluation and
care for at home dialysis patients.

Provider Type Restrictions
Background: Currently, only Medicare de®iedépsaatay be
reimbursed for telehealth services. Thisdes loysicians, nurse

attention and have a disproportionately high nadestoo follow up
visits. When they are present at their FQHGgedheted by their
PCP they cannot stay on site that day to retieéreelahealth spe-
cialist evaluation except in the above scenarios.

Conclusion

practitioners, physician assistants, nurse nulilwoatsiurse special-The promise of telehealth in rural areas carfubiyhattualized

ists, clinical psychologists and clinical s&eia, wepistered dietitianghrough addressing federal policy barriersivehitl tupede its
and nutrition professionals. Rural communttieésiéoes health carevidespread adoption. Legislators interestentingguaess to tele-
challenges, including: hospital closures, taek®tmhealth care sehealth should consider federal legislativethefiorms

vices, health care professional shortages aindubstally appropri- -
ate services. Community Health Workers (CréviihtordRrde Salud.

in Spanish-speaking communities, are the bddkleqméneary care
network in rural health areas because theytarexghled access

to health services in areas where transpodgironidar shortages -

pose a problem

BarrierCHWSs are currently not an approved telehetiithrigPeatype
by Medicare.

Broadband Limitations

Background: Rural health clinics require stisietanddband con-
nection speeds in the range of 50-100 Mbp®rdorewgage in
quality telemedicine. Currently, the majoatyhefattn clinics oper-
ate on a broadband connection speed thaiw flweld®loadband
requirement to initiate Telehealth servicey. 6bpgrdent of rural
health clinics have broadband connections [EZ$bps

BarrierThe Federal Communication Commission's Ruf@hidealt
(RHC) program, a program dedicated to helpiegltuekas

cover store and forward services in designated rural health area
expand the list of covered conditions that can be reimbursed in
home to include conditions alecting rural workers like diabetes,
hypertension, asthma, and obesity.

include CHWs as a reimbursable telehealth provider.

increase funding to the FCC's Rural Health Care (RHC) progran
which could be designated to building the broadband infrastructt
needed to support telehealth elorts in rural health areas.
increase DHHS funding to resource centers that contain large
portions of rural health areas could be proposed to help in these
elorts.

mandate that CMS remove the restriction on reimbursement of
multiple visits in FQHCs in rural health areas if care is being give
telehealth.

The elective use of telehealth in rural comrpaiméidsvith the nec-
essary legislative changes outlined abovepbtentlz to dramati-
cally improve both access to care and quadtinafucal communities
across the nation for years to @me.

expand access to broadband has an annual camdlicg?i0rhis was
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Resident Journal Review

It is Not a STEMI, Now What?

Authors: Lee Grodin, MD; Raymond Beyda, MDe Begadc, MD, Taylor Conrad, MD
Editors: Kelly Maurelus, MD FAAEM and KamiDVMEAWEM

QuestionWhat evidence is there for Optimal Medical(Ohéfapy The medical therapies in both arms consistieith &1a3p5 mil-
alone versus OMT combined with invasive coastartanigation in ligrams per day, blood pressure and heartrateitoat combination
patients presenting to the ED with symptomaiy Gotery Diseaseof metoprolol succinate, amlodipine, and isosnrbideate, second-
(CAD) that is a Non ST-elevation Myocardiah ISTEMI)? ary prevention with lisinopril or losartangrchoiestagement with a
combination of simvastatin with potentialafdeitétimibe, niacin,

or ®brates, and exercise. In addition, alvgatieeteived PCl were
subsequently treated with dual antiplatele{E#ePapyPatients were
followed for 2.5-7.0 years (median 4.6 yeaesg asdessed for

the composite primary outcome of all-causyg amat tadin-fatal M.
Secondary outcomes included hospitalizatfmonforriegative ACS
(unstable angina), Ml, and the composite outdiocagigé mortality,
non-fatal MI, and stroke.

IntroductionGiven the large proportion of patients vidibg the
for chest pain, evaluating for cardiac ischamiaf isur 2bread
and butter skills. So what evidence can guiewi® itreat these
patients? At one extreme, we are con®dent theasgEEkould
prompt emergent cardiac catheterization ladainedtion. At the
other end, OMT for stable CAD has gained ac€aptamtestan-
dard of care according to the American Heatidks&aEiA) and
European Society of Cardiologist (ESC) gwedelimeend early
cardiac catherization in patients with acthee(dige@hanging EKG#t the median follow-up time of 4.6 yearsptisedatehmined that
with symptoms, hemodynamic instability, actaguneprihigh risk  despite relatively high rates of adherenceabthezdjmy (LDL goals
comorbidities (e.g. kidney disease, diabetiss pnigiitardiac inter- were met in 70% of patients, systolic blood goegdsunet in 65%
ventions) or rising cardiac enzymbere may be a cohort of patienfspatients, diastolic blood pressure goaBftedirpatients, and
in between; however, with non-STEMI ACS foenstsaartts to be HbAlc goals met in 45% of patients) and highratescesrevascu-
less certainty regarding ideal care. Here weekerahvarticles that larization via angioplasty and/or stentingasheresigni®cant diler-
discuss investigations into therapies for CSDENd, lds well as onence between PCI plus OMT and OMT alone fposie goimary
that introspectively reviews its home instiargon's outcome of all-cause mortality and non-fat} Binildrly found no
signi®cant dilerences in any of the secondargsotiedhermore,
Boden WE, O'Rourke RA, Teo KK, et al. Optimadintteeiapy 5t the 5-year point, both groups boasted 278 of patients being
with or without PCI for stable coronary diséd&mngl J Med free of anginal symptoms, with no statistii@lpstglilerence be-

2007;356:1503-16. tween the groups (74% PCI group vs 72% meglig@jrthey).
In 2004, 85% of all percutaneous coronaryidme (k) were

elective and performed for stable CAD witlythigtthbstenting of Although the trial itself was designed to iiasmilere are a few

signi®cant lesions could help prevent ACS amdarallity. Later th&aveats to consider. One major limitatiohdistuidyts lack of diver-
year, Boden, et al. published the results dfR&GECrial, which sity, with an 86% white and 85% male distfipatients. The results

was designed to determine whether PCI plus iDiEed/iasperior may ”Pt F’e appllcab!e to other populationsray theyre ect the
to OMT alone in this patient population. same mgdence of disease, pathology, or restpmar—.?ytseen in
non-white and non-male patients. Another gusidédo is the exclu-
The COURAGE trial was a large, multicenteritbthsiténited sion of patients with low ejection fractiopatiesss could possibly
States and Canada), randomized, controlleddrialeg between  have improvement in their heart failure andmeuitadizd following
1999 and 2004, involving 2,287 patients whwha&NMand evi-  revascularization of an artery supplying yauéttimreversible isch-
dence of myocardial ischemia. Inclusion cyifeeid teat patients  emjc defect. This study was not spared theisibagtitont of nearly
have both signi®cant CAD (at least 70% stenosisisgegraphy) gzl research: it was limited to its time. Mestefits were bare metal

as well as evidence of myocardial ischemideny sgmmtoms (clas-stents, which have since fallen out of favor.
sic, exertional, or anginal) or testing (re&tigigdahg ST depres-

sions or T wave inversions; or stress testimg iscbeinic ECG
changes or perfusion de®cits). Exclusiondritiga) persistent
Canadian Cardiovascular Society (CCS) Clana,|W)angrkedly

Overall this trial demonstrated that PCI afostalaley lesions does
not provide any additional bene®t to OMT aloaeP&idan be
safely deferred in patients with stable CABleasip the setting

positive stress test (substantial ST depredsipotension during of extensive multi-vessel disease and indbeibi@,igs long as they

stage | of the Bruce Protocol), c) refractdjilbhemar cardiogenic receive OMT. Importantly these results paiticéd @istinction in
shock, d) ejection fraction (EF) <30%; e) mzatsoalaithin the lastSOronary artery pathology. The authors explersévarely stenotic
lesions which are often seen on angiographgeapdrsatient angi-

Inal symptoms are most often due to stable @jresisvplich, though
symptomatic, are stable and rarely rupture @A€C&asdeath. In
contrast, the unstable coronary lesions whahujgiode and lead

6 months, and f) coronary anatomy not suR&lildPatients were
then randomized to either intensive medicabthetaipsive medica
therapy with PCI.

Continued on next page
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to ACS often grow outwardly, leading to fewsdraargagraphically signi®cant increase in freedom from cardievastsilar patients

visible stenosis, and so are also less likedg foecaistent anginal

who had undergone CABG (77.5% versus 69% h@MT ese

symptoms. As a result, they postulate thaothB@blghould be lim-issues notwithstanding, the general lack ofedifereortality seems
ited to patients with ACS, and possibly feryiltieafractory stableto suggest that patients with type 2 diabet@b aach Ge managed

angina despite OMT.

Frye RL, August P, Brooks MM, et al. A randonezed t
therapies for type 2 diabetes and coronary aiisagsgN Engl
J Med 2009;360(24):2503-15.

successfully with OMT alone.

Hoedemaker NPG, Damman P, Woudstra P, Hirseh Bady
Invasive Versus Selective Strategy for Non-ST Stelglevation
Acute Coronary Syndrome: The ICTUSJIAah. Coll Cardiol

With prior studies, such as the COURAGHHgahtoatuestion the 2017;69(15):1883-93.

bene®t of early revascularization with OMe foABtaihe authors
of the Bypass Angioplasty Revascularizatigatlonedtiabetes

One of the major distinctions of the ICTUS tinat iivanalyzed
patients with non-ST segment elevation acutg sgmdnames

(BARI 2D) trial sought to address the questathasfrevasculariza-(NSTE-ACS) ten years after enroliment whictnsigeably longer

tion, whether PCI or coronary artery bypagq @rsi#id) should

follow-up than the majority of other inqobiasdt data for 96% of

play a role in management of stable CAD in diigveticderate-riskthe 1,152 patients a decade after they wisremndikdd. It also only
CAD characteristics. Of note, diabetics wellgemiasented in the enrolled patients with a positive troponiarigirtakel CTUS trial, 1,200

COURAGE trial. In the BARI 2D study, patiemtslugeé who had

patients with elevated cardiac troponin T feveladeenized into

left main coronary artery disease, severe eamakimhheart failure OMT with early invasive versus selective ie@dsieatt strategies for

class Il or IV, or who needed immediate raatsmufmr ACS. In
addition to the role of revascularization,dteiacitided the com-
parison of two glucose management strategiesegiirssization vs.
insulin provision), which will not be focusthiarview.

This large, multi-center, international stutig psedary outcome
of death from any cause at an average foll6\v8-ypaok and the
secondary endpoint of any major cardiovasdytceuguosite of
death, myocardial infarction, or stroke). Yhigstodt designed to

treatment of NSTE-ACS. Patients in the eardygrwgsiunderwent
coronary angiography within 24 to 48 hoursaseititerezation by
either PCl or CABG dictated by angiographicv@rilditigs selective
invasive strategy group received OMT, with@f shesetpatients
going on to angiography only for refractoryg idobsipiain or isch-
emia induced by provocative testing priorabdisdpdrge.

The primary outcome was the composite of d#athumed spon-
taneous MI, but the authors also looked igdivitheatiutcomes of

compare PCl to CABG. Of the 2,368 patients @8alletk selectedleath or M, all-cause death, cardiovasculaodezidiovascular
for CABG and 1,605 were selected for PClviRageBist assigned death, MI, spontaneous MI, and procedure-reldte: Miere 604

to receive either planned PCI or CABG and tieizedrid receive
either OMT plus prompt revascularization (pesitbrmiedir weeks

patients in the early invasive group and 586ipdtierselective inva-
sive group, with 98% of the early invasive dj&8%b6 ah the selective

from date of randomization) or OMT alone pibeattfyjn the medi-invasive group undergoing angiography. At fotlevyesqy, 79% of

cal therapy group could undergo revasculanizagidolldw-up if

the early invasive and 54% of the selectiveegnvags/had under-

indicated due to worsening angina or the detvefop@®ror severe gone revascularization. When the authors afmoteted mpeting

ischemia.

By six months, 95.4% of patients in the rexatsoalgroup had
undergone revascularization as compared V@ ohlyatients in

risk of death, at 10-year follow-up the rezasoulaaies were 83%
and 61% in each group respectively.

There was no statistically signi®cant di!etfempeinmary composite

the medical therapy group. At approximatehs®¥doleav-up, thereoutcome of death or spontaneous Ml betwegnithvasiae and

was no signi®cant dilerence between groupgiathepicome of

selective invasive groups. With regards teithelimditcome of death

survival (88.3% in the revascularization g@&up%rid the OMT-onlyr MI, there was a statistically signi®carm in¢cheesarly invasive

group, p=0.97). Additionally, there was nodditetieasecondary

group [37.6% vs 30.4%, HR1.30 (95% CI 1.00-Q(83].pEhere

outcome of freedom from major cardiovasculéfegéntsnd 75.9%vas no dilerence in the rate of all-cause ddaitaseular death,

respectively, p=0.70).

Some limitations include the exclusion of vpi#ttieut$ntervention-
amenable coronary anatomy (patients who weuldteonhimed to
require revascularization in the ®rst placéjnitghibl generaliz-

ability of the study's results. Additionaljeft tegphysician discreti

as to whether patients would receive PCIl oh€#Bi&ally more

severe CAD would prompt a decision for CABG.i§wvalith noting

two things: 1) that there was a not-insigni@waindfacnossover +
that is, at 5-year follow-up, approximatelypd@éfisf randomized
to the OMT group had undergone some sort ddnigatisoyand
2) A subgroup analysis of the CABG group thdieateay be a

non-cardiovascular death, Ml, or spontanecereMiag b higher
rate of procedure-related Ml in the early gmeapie®mpared to the
selective group [6.5% vs 2.4%, HR 2.82, 95%.20,19558.001)].
Finally, there were no dilerences in rates @i dpatitaneous Ml
regardless of risk strati®cation accordingttageatesence or

0ar%)sence of diabetes and hypertension, bodyemasistiony of prior

MI, and the presence or absence of ST-segnesibepre

The results of this study are distinct frotngigsitisat compared
early versus selective invasive strategies AO$STdients.
Regardless of treatment strategy, approxirmiatedf @atients expe-
rienced death or a spontaneous MI, with no bepe®int!ered by

Continued on next page
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an early invasive strategy. The authors o!eossibie pxplanation sentiment is not uniformly accepted among cliréiemms, at best,
for these ®ndings, including the fact that cionejaalied studies, thiscontroversial as to whether patients withowth®tiEMiave prompt
investigation was a follow up of a contemporaof paltients utiliz- revascularization, and some question whetbigorthéhiould undergo
ing optimal statin and anti-platelet therappasnwdern stents andrevascularization at all. It is possible tloartieso$ heterogeneity of
peri-procedural anti-thrombotics. In addiavmasteehigher rate of treatment amongst their NSTEMI patients islaitiedb protocol,
angiography in the non-invasive (i.e. seleciivi) tis study com- time of patient presentation, or ownershipgatieits® care by
pared to older trials. Even in older triats $hatd& mortality bene®tarious departments (emergency, cardiologyabmiaticine depart-
to an early invasive strategy, this bene®trédapeto ten years ments), but could also be attributable todhedasikensus regarding
later during long-term follow up. &This sttalg, theggests that invaptimal NSTEMI treatment.

E\KAeTa_nglo%_rapthy may .not Fonﬁéiét:%sgmuﬂm@ene@ beyong:onclusionOver the past decade there has been a largefamount
N patients expenencing i ' research into the optimal treatment of ACShigestamdiard of

Shepple BI, Thistlethwaite WA, Schumann CLTietzdinent of emergent PCI for STEMIs. Some studies sugg®sI thaty confer
Non-ST Elevation Myocardial Infarction: A Procesgsss of bene®t without the addition of PCI. The lastmartiliée review also
Patient and Program Factors in a Teaching HoSpit&athw analyzes what one institution does and doésri¢®d@&MI. Across
Cardiol 2016; 15(3):106-11. the country, the acute management of NSTEMI With tiaat said,
This retrospective chart review analyzed teettafa2de patients =S Should continue to advocate for our paiiemtsaty PCI over

diagnosed with NSTEMI at a single institutictewdhardized sTEMPMT aI(.)ne,_ especially in high-rigk patientthesyreent AHA and
protocol, but no protocol for the managemeENISNSEIUSion ESC guidelines. For low-risk patients thaaltlanmaerfsuch catego-

criteria were patients who presented with spoggestive of an ries there is interesting data to suggest. Vel @el@scularization in
MI, had an elevated troponin level, and a diabaasis (based on@ selective cohort, or no revasc.:uIarlzatlorbéwap)aqequate OoMT
ICD-9 codes) consistent with NSTEMI. The sitiely patibnts who M@ b€ potential treatment options to loosrotiefdrorizon.

were ineligible for anticoagulation or antipdaitgdgt had STEMI,
or had an NSTEMI secondary to any cause qitequbaunpture
causing ACS. Data regarding the characteristiegraadt of these
patients, as well as whether they presentetieldep@r night and
on a weekday or weekend, were collected am reporte

Answer:

Current standard of care guidelines recomméargsRélits pre-

senting with NSTEMI and active disease. Hoviewvety O&We value

for patients that do not fall under these at€gatirued research is
needed to determine which patient cohorts ni@nelgdm OMT
There was fair uniformity in the early manafyérasatpatients (i.e. alone without any RECI.

aspirin administration, procurement of an ESeé@maricbponin col-

lection), but farther down the line there gawvariability in time to References:

any other treatments, whether pharmacologidorgbiomature. 1. Amsterdam, E. and Wenger, N. (2015). The 2014 American College of
The time to revascularization was greatly dssitbise hour and Cardiology ACC/American Heart Association Guideline for the Managen
day of presentation, with prompt procedurafiorteseeurring more of Patients with Non-ST-Elevation Acute Coronary S@fidicahes.&

frequently during daytime hours and on weekdays. Cardiologi8(2), pp-121-123.
2. Ro0", M. and Patrono, C. (2015) Amsterdam, E. and Wenger, N. (2015).

Interestingly, the authors note that largehsivelmmonstrated that  The 2014 American College of Cardiology ACC/American Heart Associc

while early invasive strategies are bene@®hiaisk atients, this Guideline for the Management of Patients with Non-ST-Elevation Acute
Coronary Syndronteingcal Cardiolo83(2), pp.121-123.
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This podcast series presents emergency medicine leaders speaking with
residents and students to share their knowledge on a variety of topies:

Don't miss an episode - subscribe today#
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MSC President/Spotlight On

Medical Student Council President's Welcome

Shea Boles

Hello# My name is Shea Boles and | am honoigekides the upcoming Midwest Regional Medite\Bhymesium
to be serving as the new AAEM/RSA Medical held in Chicago, we are working on student symipasiew more
Student Council President for the coming 2018e2@1i®ns. Be on the look-out for more infomiaég#rWe also have
academic year. | became interested in Emergemégw ideas on how to increase student invalveheaership op-
Medicine while working as a scribe in a small Ipastunities. If you are interested, please feaidaeh out# For formal
pital near my hometown of Sonoma, CA. | becarntvement in AAEM/RSA, consider joining escofveritive 6
involved with AAEM/RSA when | entered medicainmittees and are transitioning to our nelaisgmasdThe commit-
school as an M1. Since then | have attended aeés and their liaisons are: Internationaléeo@ryital Bae, MD;
helped plan the annual AAEM/RSA Midwest Retigah&tivtlent  Education Committee: Trisha Morshed, MD; AdvacettgeC Haig
Symposium each year, which is held at Loyslty@hieago StritchAintablian, MD; Wellness Committee: LauremF&lwoidiMedia
School of Medicine every September. | willesterirtgemy fourth  Committee: Nick Pettit, DO, PhD; and DivatsisjohlCommittee:
year of medical school at Loyola and lookdguaardryg this year'sFaith Quenzer, DO. Check out the website &ianfombecoming
symposium as well# involved#

It is my pleasure to announce the other methbek&\BM/ Approximately 1,300 medical students have ahipetmiZeXxsM/
RSA Medical Student Council for 2018-2019sidam Boshua RSA and enjoy access to numerous publishettamid edsources
Novy, (University of Miami Miller School o&)yi8digiih Regional that can be found under the member bene®ts smratiarbsite
Representative Theddy Blanc, (Nova Southeastsity Qollege  (aaemrsa.org). These include a free Bopgsodf the Roeareer
of Osteopathic Medicine); Midwestern RegiosahfaépecHenrik guide for medical students, free registratighABhScienti®c

Galust, (Northeast Ohio Medical UniversityChledjeine); Assembly, RSA Podcasts, multiple scholarshipitiggatmonth-
Northeastern Regional Representative JordafURiveesity long advocacy elective with Congressman Rend Retwjorking
of Rochester School of Medicine and Dentisémy);Régsonal events. So take advantage#

Representative Mitchell Zekhtser, (Collegepattidstéedicine of
the Paci®c Western University of Health Sarehtrésynational
Ex-O"cio Representative Hannah Mezan, (Uriv@tsnsland -
Ochsner Clinical School). We are all veryoelseitstting as your
Medical Student Council and look forward tdogetkiag

Once again, our Student Council looks forw&rdgawto our mem-
bers and would love to hear your ideas. Pldasatagonvebsite and
feel free to reach out with any questionsoldegeéat year ahe@d#

Great deals always available at aaem.org/book:

Innovate. Educate. Advocate.

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