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i forts, he was largely successful. He was the
author of hundreds of academic articles, he
¢ founded the Journal of Emergency Medicine,
and he was the first emergency physician
elected to the Institute of Medicine of the
National Academy of Sciences. He founded
two prestigious emergency medicine resi-
dency programs and taught at several oth-
i ersin a career that spanned six decades.
The recipient of droves of awards and acco-
lades as a medical educator, he will perhaps
best be remembered as the founding editor
of the first definitive textbook for the field
i of emergency medicine, Rosen’s Emergen-
cy Medicine: Concepts and Clinical Practice,
known today simply as “Rosen’s.”

Wo2°d[aYIawWoISN2A3[IM" MMM 3)ISCIM INO JTSIA
asea[d ‘sn JoeJU0D 0) YSIM I0 SSAIPPE IN0A pasueyDd aAey NoA J

062S-0£0L0 N ‘U30qoH
199.41S JOAIY LLL
S9IAISG JoWolsn) |eulnor

"ONI ‘SNOS ® ATTIM NHOr

1vaIldoldad M Nda:)v

CONTINUED on page 16



https://www.facebook.com/ACEPFan
http://www.acepnow.com/

DECEMBER 2019

ACEPNow

The Official Voice of Emergency Medicine

Volume 38 Number 12

EDITORIAL STAFF
MEDICAL EDITOR
Jeremy Samuel Faust, MD, MS, MA, FACEP

jffaust@acep.org
EDITOR ART DIRECTOR
Dawn Antoline-Wang Chris Whissen
dantolin@wiley.com chris@quillandcode.com
ACEP STAFF

EXECUTIVE DIRECTOR
Dean Wilkerson, JD, MBA, CAE
dwilkerson@acep.org

DIRECTOR, MEMBER COMMUNICATIONS
AND MARKETING
Nancy Calaway, CAE
ncalaway@acep.org
CHIEF OPERATING OFFICER
Robert Heard, MBA, CAE
rheard@acep.org

COMMUNICATIONS MANAGER
Jordan Grantham
jgrantham@acep.org

PUBLISHING STAFF

EXECUTIVE EDITOR/ ASSOCIATE DIRECTOR,
PUBLISHER ADVERTISING SALES
Lisa Dionne Lento Steve Jezzard
Idionne@wiley.com sjezzard@wiley.com

ADVERTISING STAFF
DISPLAY ADVERTISING CLASSIFIED ADVERTISING
Kelly Miller Dean Mather

dmather@mrvica.com
(856) 768-9360

kmiller@mrvica.com
(856) 768-9360

EDITORIAL ADVISORY BOARD
Catherine A. Marco, MD, FACEP
Ricardo Martinez, MD, FACEP
Sandra M. Schneider, MD, FACEP
Jeremiah Schuur, MD, MHS, FACEP
Robert C. Solomon, MD, FACEP
Annalise Sorrentino, MD, FACEP
Jennifer L'Hommedieu Stankus, MD, JD, FACEP
Peter Viccellio, MD, FACEP
Rade B. Vukmir, MD, JD, FACEP

James J. Augustine, MD, FACEP
Richard M. Cantor, MD, FACEP
L. Anthony Cirillo, MD, FACEP
Marco Coppola, DO, FACEP
Cedric Dark, MD, MPH
Jonathan M. Glauser, MD, MBA, FACEP
Michael A. Granovsky, MD, FACEP
Sarah Hoper, MD, JD, FACEP
Linda L. Lawrence, MD, FACEP

INFORMATION FOR SUBSCRIBERS

Subscriptions are free for members of ACEP and SEMPA. Free access is also available online at www.
acepnow.com. Paid subscriptions are available to all others for $295/year individual. To initiate a paid
subscription, email cs-journals@wiley.com or call (800) 835-6770. ACEP Now (ISSN: 2333-259X print;
2333-2603 digital) is published monthly on behalf of the American College of Emergency Physicians
by Wiley Subscription Services, Inc., a Wiley Company, 111 River Street, Hoboken, NJ 07030-5774.
Periodical postage paid at Hoboken, NJ, and additional offices. Postmaster: Send address changes to
ACEP Now, American College of Emergency Physicians, P.O. Box 619911, Dallas, Texas 75261-9911.
Readers can email address changes and correspondence to acepnow@acep.org. Printed in the United
States by Hess Print Solutions (HPS), Brimfield, OH. Copyright © 2019 American College of Emergency
Physicians. All rights reserved. No part of this publication may be reproduced, stored, or transmitted in
any form or by any means and without the prior permission in writing from the copyright holder. ACEP
Now, an official publication of the American College of Emergency Physicians, provides indispensable
content that can be used in daily practice. Written primarily by the physician for the physician, ACEP
Now is the most effective means to communicate our messages, including practice-changing tips,
regulatory updates, and the most up-to-date information on healthcare reform. Each issue also provides
material exclusive to the members of the American College of Emergency Physicians. The ideas and
opinions expressed in ACEP Now do not necessarily reflect those of the American College of Emergency
Physicians or the Publisher. The American College of Emergency Physicians and Wiley will not assume
responsibility for damages, loss, or claims of any kind arising from or related to the information contained
in this publication, including any claims related to the products, drugs, or services mentioned herein. The
views and opinions expressed do not necessarily reflect those of the Publisher, the American College of
the Emergency Physicians, or the Editors, neither does the publication of advertisements constitute any
endorsement by the Publisher, the American College of the Emergency Physicians, or the Editors of the
products advertised.

American College of

Emergency Physicians’ WI LEY ngRA

BPA Worldwide is a global industry
ADVANCING EMERGENCY CARE‘\/\,, Tesourcs fo verifeg audience data and

AGEP Nowis a member.

2 ACEPNOW DECEMBER 2019

NEWS FROM THE COLLEGE

UPDATES AND ALERTS FROM ACEP

Applications Now Being
Accepted for ACEP Executive
Director Position

ACEP’s Executive Director, Dean Wilkerson, :
announced in September that he will retire in :
the summer of 2020. The Board has retained a

search firm and established a Search Commit-

tee that created a position description, which :
is now available at www.assnstrategies.com/ :
active-searches. Applications are being accept- :

ed through Jan. 17, 2020.

CMS Releases Major Final
Regulation: 2020 Medicare
Physician Fee Schedule

Recently, the Centers for Medicare and Med- :

to prioritize patient care and safety ahead of
: personal beliefs.

: New Member Benefit Offers

: Counseling, Legal Assistance
ACEP’s new Wellness & Assistance Program
was launched during ACEP19 in Denver. It of-
fers ACEP members exclusive access to three
free counseling or wellness sessions. Support
is available 24-7, and you can conduct your
sessions over the phone, face to face, via text
message, or through an online chat service—
: whatever works best for you. The service also
¢ offers 30-minute consultations for individual
¢ legal/financial matters. Learn more about this
new benefit at www.acep.org/support.

icaid Services (CMS) released its final 2020 :

Medicare Physician Fee Schedule rule, which :
includes changes that will affect Medicare phy- :
sician payments and the Merit-based Incentive :

Payment System starting Jan. 1, 2020.

CMS finalized an increase in these pay- :
ments in line with the American Medical Asso-
ciation Relative Value Scale Update Committee
recommendation for 2020. However, CMS also
finalized a proposal to increase the office and
outpatient evaluation and management (E/M) :
services rate in 2021. Medicare requires that

overall changes to Medicare physician pay-

ments be budget-neutral, so this adjustment
to the office and outpatient E/M codes is like- :
ly to reduce reimbursement to emergency :
medicine. So while emergency physician ser-
vices will be more appropriately valued in
2020, payments for these same services may :
be significantly reduced the following year.
Fortunately, CMS is leaving the door open to :
re-evaluate this policy in next year’s regula- :
tion, and ACEP will be working hard to ensure
that these payment reductions do not become

areality in 2021.

ACEP has broken down the rule on the Regs
& Eggs blog, emphasizing seven key policies :

that apply to emergency medicine and ACEP’s

stance on each policy. View the blog at www.
acep.org/federal-advocacy/federal-advocacy-
overview/regs-eggs/regs--eggs21. Want to :
subscribe to Regs & Eggs to stay abreast of the
regulatory updates affecting emergency medi-
cine? Sign up to receive email updates at www.

acep.org/regsandeggs.

ACEP Applauds Federal Court
Rejection of HHS Conscience
Rule

On Now. 7, 2020, ACEP put out a statement

applauding the United States District Court

for the Southern District of New York for re-
jecting a Department of Health and Human :

: FDA Drug Shortage Task

: Force Releases Long-Awaited
Report

: TheU.S.Foodand Drug Administration (FDA)
: recently released its long-awaited Drug Short-
ages Task Force report, “Drug Shortages:
Root Causes and Potential Solutions.” ACEP
has been involved in this effort from the be-
ginning, including calling for the creation of
this task force, urging the FDA to find solu-
tions to the drug shortage crisis, and working
with congressional partners. In its report, the
task force identifies three root causes of drug
shortages: 1) lack of incentives to produce
less profitable drugs; 2) the market’s failure
to recognize or reward manufacturers for ma-
ture quality management systems; and 3) lo-
gistical and regulatory challenges that make
it difficult for the market to recover after a dis-
ruption.

The report also provides three potential

solutions: 1) create a shared understand-
ing of the impact of drug shortages and the
: contracting practices that may contribute to
them; 2) create a rating system to incentiv-
: ize drug manufacturers to invest in achieving
¢ quality management system maturity; and 3)
promote sustainable private sector contracts.
The report includes several ACEP priorities, in-
cluding the need to enhance transparency to
ensure adequate competition in the market-
place and better supply chain monitoring and
response so as to guarantee the availability of
lifesaving emergency medications.
: ACEP President William Jaquis, MD, FACEP,
had a call with the nominee for FDA commis-
sioner, Stephen Hahn, MD, FASTRO, on Nov. 15
: todiscuss the report and the impact drug short-
ages have had on emergency medicine. ACEP
will continue to work alongside Congress and
the FDA on this issue. Stay apprised of our pro-
gress at www.acep.org/drugshortages.

Services (HHS) rule that would shield health :

professionals who refuse to deliver care or :
services based on religious belief or moral :
conviction. ACEP looks forward to additional :
states acting to invalidate this flawed regu- :
lation because denying emergency care or
delaying emergency services based on the
religious or moral beliefs of a medical pro-
vider is unethical, dangerous, and could vio-

late EMTALA.

The HHS regulation fails to recognize the
unique and vital nature of emergency medi-
cine and opens the door to discrimination by
institutions or individuals who are expected :

: Congratulations to the ACEP
: Section Award Winners
Every year, ACEP recognizes its membership
sections that excel with the Service to Section,
Service to College, Promoting Section Mem-
bership, and Outstanding Newsletter Awards.
Congratulations to 2019 section award win-
ners:

Service to Section: Social Emergency
Medicine Section

Service to College: Young Physicians Sec-
tion

Promoting Section Membership: Ameri-
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can Association of Women Emergency Physi-
cians (AAWEP), Careers in EM
Outstanding Newsletter: Young Physi-

ACEPNOW.COM

TOXICOLOGY Q&A

cians Section

Learn more about the section awards
at www.acep.org/how-we-serve/sections/
section-awards.

JACEP Open Now Accepting
Submissions

ACEP’s new peer-reviewed, open-access jour-
nal is officially open for business! As a compan-
ion journal to Annals of Emergency Medicine,
the focus of JACEP Openis to publish high-qual-
ity original peer-reviewed research, across the
spectrum of basic and clinical research, in an
open-access format to the worldwide commu-
nity. JACEP Open will publish contributions in
the form of original research, clinical reports,
opinion, and educational information related
to the practice, teaching, and research of emer-
gency medicine. JACEP Open is welcoming sub-
missions at https://onlinelibrary.wiley.com/
journal/26881152. @

sile

Bloom?

by JASON HACK, MD,
FACEP, FACMT

QUESTION: What
flower with varietal
names including
Heavenly Blue, Flying
Saucers, and Blue
Star might have felt
athomein a Beatles
song?

CONTINUED on page 5
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Team Approach to
Compartment Syndrome

Iread the October ACEP Now article “Spot and :
Treat Compartment Syndrome” by Dr. Long :
and Dr. Koyfman with interest. I found the
article to have a number of very good points,
including the inaccuracy of the history and :
physical examination. As someone who has :
been actively involved in this topic for many

years, I have several observations.

The article implies that obtaining the in- :
tracompartmental pressure is expected when

entertaining the diagnosis and that it has a

great sensitivity and specificity. The test char-
acteristics of pressure measurement are prob-
ably excellent in the hands of someone who :
uses the technique frequently and acts upon
those results. I would propose that person is

not an emergency physician.

The problems with the emergency physi-
cian measuring the intracompartmental pres-
: sure are several.

1) You must measure the pressure in each :
compartment. There are four compartments
in the leg, two in the forearm, and nine (!) in
the foot. Being sure that you have measured :
the pressure in each compartment and us-
ing the measurement tool properly are not :
a given. Then, what would you do with the
¢ result? I can’t imagine any surgeon will op-
erate based solely on your measurements or
say-so. They will insist on their own evalu- :
. ation and/or measurements as the authors :
suggest in the article. Seemingly, this is a
redundant and painful procedure for the pa-
tient. I have performed pressure measure-
ments several times with an orthopedist,
and they are not as straightforward as: Just
: doit.

‘ measurements.

2) There will surely be an emergency phy-
sician who will avoid (consciously or sub- :

¢ consciously) entertaining the diagnosis if it :

requires an infrequently used and somewhat
cumbersome procedure. Suggesting that in-
tracompartmental pressure is an integral part
of the diagnostic workup paints an imprecise
and perhaps unnecessarily tortuous path for
the emergency physician to make the diagno- :
sis of compartment syndrome.

3) Lastly, fasciotomy is the definitive :
treatment for compartment syndrome. This
is a procedure that no emergency physician :
should be performing (or has delineated in
their staff privileges to perform) regardless
of the pressure results (except under the rar-
est of circumstances). The surgeon will be :
charged with acting based on their own eval-
uation that may or may not include pressure :

Emergency physician intracompartmen-
tal pressure monitoring has a number of
shortcomings. Consequently, let’s not make
the process of diagnosing compartment syn-
drome more onerous than it really is by sug-
gesting that the emergency physician should
be performing a procedure that should be
more appropriately performed by the per-
son who will be the interventionist. Keep it

simple.

So, how should emergency physicians
handle cases where they are concerned about
compartment syndrome? Call the surgeon
and discuss the case.

Jim Webley, MD, FACEP
Pontiac, Michigan

The Authors Respond
We thank Dr. Webley for his insightful com-
ments on the article. He brings to light sev-

. eral important considerations, including the

- FACEPs n THE CROWD

LAURA HELFMAN, MD, FACEP

Laura Helfman, MD, FACEP, is an emergency
physician in in Chattanooga and Johnson City, Ten-
nessee. After discovering white-water sports while
in medical school, she has spent the majority of her
career as a locums so she can work as a white-
water river guide in the Southeast and Colorado
during the spring and summer. She even guided
while receiving chemotherapy for uterine cancer.
She enjoys white-water guiding for both its simi-
larities and differences from her life in the emer-
gency department. “You never know what might
come in the door or what type of procedure or situ-
ation you might encounter...,” she says. “In both
instances, you are gearing up for the worst while
usually experiencing the best.” And while working
in the emergency department often means support-
ing people during their worst moments, working as
a river guide lets her ride beside people who are
having exciting, once-in-a-lifetime experiences on
the water. “It's nice to see happy people and push
them to their limits,” she says.

PUNEET GUPTA, MD, FACEP

R

[l |

Puneet Gupta, MD, FACEP, is an emergency
physician in Los Angeles. He was working at a Lev-
el | trauma center in Flint, Michigan, when he started
contemplating living a minimalist life. He ran into
some people who lived out of a van and thought,
“That's pretty cool. | think I'll try it out.” He found the
perfect van—an affordable 2008 Ford Econoline
E-350—and gave away everything he had (except
his rare vinyl records, of course). He spent his free
time making his van livable, knowing it needed to be
ready to survive cold Michigan winters. “The cool-
est moment was when | jerry-rigged a way to power
the batteries off the van and solar panels, and then
| connected the lights for the first time,” he said.
“While | was an engineer in the past, | had never
done anything on this scale.” Dr. Gupta doesn't
have any long-term plans for his van because, in
his words, “the van is all about being in the mo-
ment and appreciating the beauty of life and little
moments.” As for now, he takes his van on long
road trips and spends his time “making [the van]
more awesome.”

More than 12,000 ACEP members have achieved Fellow status with the College
and use the FACEP designation with pride! Here, we highlight ACEP Fellows who
have fascinating hobbies and passions outside the emergency department.

MARA WINDSOR, DO, FACEP

Mara Windsor, DO, FACEP, is the EM clinical
site director, CME and education director, and
chief wellness officer for HonorHealth John C. Lin-
coln Hospitals in Arizona. She founded Living in
Fulfilled Enlightenment (LIFE), a wellness nonprofit.
Her own wellness journey started with a very trau-
matic pregnancy during which she miscarried one
twin and found out the other had severe health is-
sues. When her son had to go on a feeding tube
at six months old, she found herself working non-
stop to subsidize her baby's expensive medical
care. She was hardly eating and sleeping and real-
ized she was, she said, “no good to anyone else” if
she didn't focus on self-care. That led her to found
LIFE, and now she provides monthly community
education focused on three pillars: communication,
philanthropy, and mentorship. As a facilitator for
Empowering Steps Movement Therapy, she also
teaches resiliency courses, mindfulness yoga, and
emotional intelligence to elementary children. “I find
fulfillment, purpose, and meaning in my life through
this work,” Dr. Windsor explained. “This is what
sustains me and keeps me well.”

KNOW AN EMERGENCY PHYSICIAN WHO SHOULD BE FEATURED IN “FACEPS IN THE CROWD"? SEND YOUR SUGGESTIONS
TO ACEPNOW@ACEP.ORG. LEARN HOW TO BECOME A FACEP AT WWW.ACEP.ORG/FACEPSINTHECROWD.
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need for early orthopedic involvement
if compartment syndrome is suspected.
Measurement of a compartment pres-
sure is not necessary prior to orthopedic
surgeon consultation. If the compart-
ment pressure is assessed, the clini-
cian obtaining the measurement must
be familiar with the anatomy due to the
differing compartments dependent on
the specific location.

We also agree that fasciotomy is a
difficult procedure, and most emer-
gency clinicians are not trained to per-
form it. However, as Dr. Stuart Swadron
says, “we need to know what we need
to know, and one step further.” While
rare, there are circumstances where
an emergency clinician may need to
perform this procedure, such as in an
austere military setting with no surgi-
cal backup.

As Dr. Webley discusses, the key to
diagnosis is clinical suspicion in the
ED, as failure to consider the condition
is why we often miss it. A patient with
severe pain, recurrent need for analge-
sia, or objective evidence of neurovas-
cular compromise warrants emergent
discussion with the surgeon. Keep in
mind that severe pain, which may be
out of proportion to the exam or in-
crease with passive stretch of the com-
partment, is often the only finding in
acute compartment syndrome.

Brit Long, MD, FACEP; and
Alex Koyfman, MD, FACEP, FAAEM

Toxicolo
Q&A Ang\L/Jver

QUESTION ON PAGE 3

ANSWER: Morning glory.

Morning glory is often referred to by its vari-
ety—including Heavenly Blue, Pearly Gates,
Flying Saucers, Blue Star, Summer Skies, and
Wedding Bells. This hardy annual climbing
vine has single-colored funnel-shaped flowers
spaced along its course, with deep green heart-
shaped leaves. It blooms in early summer until
the first frost.

“Morning” references that the flowers roll
themselves closed every evening and unfurl in
the morning.

The seeds of many species of morning glory
contain a naturally occurring tryptamine, ly-

sergic acid amide (LSA), which is chemically .
similar to LSD and has similar effects. Seeds
are used for their strong psychedelic or hallu-

cinogenic mental effects.

cation.

Apart from the desired hallucinogenic ef-
fects, patients often exhibit dilated pupils, in- :
creased heart rate, nausea, vomiting, diarrhea,

numbness of the limbs, and muscle spasms.

Culturally, the hallucinogenic effects have
been ceremonially used by the Aztec peoplein :
various rituals, and they referred to the plant :

as “Rivea corymbose” or “ololiuqui.”

Other South American cultures have used
the seeds to diagnose illnesses and foretell var-
¢ ious future events. :

Often, the seeds are crushed and swallowed
or made into teas to induce intentional intoxi-

Interesting Facts

e The Victorian language of flowers uses the
morning glory blossom to represent “love :

in vain.”

e Although morning glory seeds for sale are
often coated with methylmercury (an an- :
tifungal) to stop abuse, many online re-
tailers will sell them in bulk specifically :

as “untreated.” Online comment sections
are an interesting read for these items.

ACEPNOW.COM

MORNING GLORY

Ipomoea tricolor, violacea,
and others

Ih

COMMON NAMES:
Heavenly Blue, Flying
Saucers, Blue Star

e There is some evidence that the LSA alka-
loid present in morning glory seeds may
originate in fungi that grew with the seeds,
which became symbiotically entwined
with the plant life cycle. @

DR. HACK (OLEANDER
PHOTOGRAPHY) is profes-
sor of emergency medicine
and director of the division of
medical toxicology at Brown
University in Providence,
Rhode Island. Contact him

via ToxInRI@gmail.com, online at www.toxinRI.
i com, or on Instagram at oleanderphotography.
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#6

as a specialty in terms of
overall number of physicians
with a DEA-X waiver

STATES HAVE A
GET WAIVERED
CAMPAIGN

DECISION YOU

MAKE could be the
difference BETWEEN LIFE
AND DEATH for patients
with opioid addiction

HTTPS://GETWAIVERED.
COM/MD-WAIVER/

Compiled by Alister Martin, MD,
instructor in emergency medicine,
Massachusetts General Hospital, Boston

Visit ACEPNow.com for the sources
of these statistics.
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Providing a Path Home

Homeless navigators in the emergency department can help connect high utilizers to housing

by ALISTER MARTIN, MD, MPP; SAJEN
PLEVYAK; AND DAVID VELASQUEZ

2018, the U.S. Department of Housing
and Urban Development estimated :
that more than half a million people experi-
ence homelessness on any given night. Many :

find shelter in our emergency departments.

City governments across the country—such :
inas Los Angeles, New York City, and Boston— :
have mobilized significant resources to ad-
dress homelessness by creating housing units :
meant for the homeless and implementing
greater supportive services. The problem with
this approach is that these city and statewide
efforts don’t coordinate with the most crucial
partner in the ecosystem of services that care :

for the homeless: hospitals.

The result is a cycle of missed opportuni- :
ties that plays out nightly in emergency de-

partments across the country.

Could the implementation of housing navi-
gators—specially trained experts in housing
placement who have been traditionally used
outside of the hospital setting—as ED staff be

the answer?

In the absence of more robust, permanent
supportive housing units, I propose that there
isno other intervention that could have a more
significant impact on ED care for the home-
less than implementation of ED-based hous- :
ing navigators. Consider the recent case of a

patient in our emergency department.

Terry’s Story

last year, especially when it was too cold for

ment safe and warm, at least for a few hours.

That night, my colleague was the provider
caring for Terry. I showed her a list I'd been :
given of high utilizers of emergency services
(and yes, the term “frequent flier” is deroga-
tory). This list contained the top 50 homeless
utilizers of the city’s emergency services, their
housing status, and where they were on the :

path to being placed in city housing.

It is remarkable that the city even has such :
alist. But the city’s major problem? Due to the
nature of homelessness, it has trouble sim-
ply locating these patients. A colleague who
worked for the Department of Public Health
thought that, as an emergency physician, I :
might be able to keep an eye out for patients :
on this list who presented to the emergency
department. This particular list is one of near-
ly a dozen distinct housing lists that create a
disconnected and complex patchwork of re-
sources that weaves together the housing sys-

tem in Boston.

for his arrival. He had never checked in.

MORE IDEAS
FOR HELPING
HOMELESS
PATIENTS

Want more on social determinants of
health? Check out the special Annals
of Emergency Medicine supplement
“Inventing Social Emergency Medi-
cine: A Consensus Conference to
Establish the Intellectual Underpin-
nings of Social Emergency Medicine”
online. You'll find a repository of work
that will help you improve the health
and lives of your patients by incorpo-
rating social context into your prac-
tice. Read the supplement at www.
annemergmed.com/issue/S0196-
0644(19)X0013-X.

case manager, and while he was in the hospi-
tal, preparations were made for him to move
in. He was later discharged. To his new home.

Terry’s case was exceptional in that the
stars aligned. He happened to have available
housing and an effective outpatient case man-
ager. But his case is not unique. There are pa-
¢ tients who are in the same situation as Terry. :
¢ Sadly, hospitals that see these patients are of- :
It was 2 a.m. and 2°F outside in Boston. We
were about to discharge Terry (whose name
was changed for this story) from our depart- :
ment for the second time in 24 hours. Terry was
homeless, and this was our routine all winter

ten kept in the dark.

Usually, hospitals simply discharge pa-
tients like Terry back to the streets with a list :
of shelters. We don’t fundamentally advance
them on the pathway toward housing. I hear
: you asking, should we? My answer is yes. :
him to sleep under a highway overpass or in
shop doorways downtown. Many times, he : What We Can Do
was drunk, and so we monitored him until he
was sober enough to walk out. Other times, he
concocted medical issues that needed to be :
urgently evaluated, excuses that he (and we) :
knew would keep him in our emergency depart-

After caring for Terry, I've often wondered how
many cases like his I had come across in my :
practice. How many of these individuals whom :
I had seen actually had city and state housing

opportunities simply waiting to be utilized?

Recently, analyses of the interplay between :
housing and health have prompted hospital
systems to institute programs that address :
homelessness. Through these programs, suc-
cessful institutions often find ways to identify
homeless patients and then connect them to

appropriate housing and ancillary services.

The methods vary. Some institutions rely :
: on case managers to tack on extra workflows :
of basic housing navigation to their already
overflowing list of responsibilities, while oth-
ers use inundated social workers to perform :
these tasks. Data show that social workers :
or case managers combined with intensive :
housing assistance may be effective. But un- :
fortunately, most social workers and case :
managers can’t or don’t solely focus on hous-
ing their patients. Thus, these benefits are of-

ten not sustainable. This fact, combined with

the complexities of the housing sector, has :
pushed hospitals to introduce a new field of :
¢ hospital staff: housing navigators. :

My colleague’s eyes fixed on the screen. :
There was Terry’s name. Not only did he al- :
ready have a housing voucher assigned to him,
he also had a city-owned apartment waiting

Housing navigators are workers trained :
in helping advance the housing status of the :
homeless. They have been effective in con- :
tributing to higher rates of long-term housing :
: permanency for the homeless. Traditionally,
Later during that shift, we contacted Terry’s :

housing navigators have only existed outside

:of hospitals and only work in shelters or com-
munity outreach programs that address home-
: lessness.

: That is beginning to change as a growing
i number of hospitals and emergency depart-
¢ ments are employing housing navigators who
i are helping to advance the housing status of
i our nation’s homeless.

: In Minnesota, Hennepin Healthcare Sys-
: tem created a program that leverages housing
¢ navigators. Its preliminary results? Emergency
¢ department visits fell 35 percent among their
. homeless high-utilizer population, and near-
ly 50 percent of their highest utilizers became
stably housed. Similarly, in California, Hospi-
: tal Harbor Interfaith Services partnered with
¢ South Bay Hospitals to create a housing navi-
¢ gator position that helps hospital social work-
¢ ers navigate the complex housing system for
¢ their patients. The results were so substantial
¢ that after only one year of implementation,
¢ partnering hospitals funded the program for
: anadditional three years.

:  Minnesota and California are not alone in
¢ these endeavors. In New York, Mount Sinai
Health System recently hired a housing navi-
gator to help homeless patients transition to
permanent housing, and Vanderbilt Universi-
ty Medical Center in Nashville also introduced
a housing navigator in 2016.

What about the finances? The good news
is that even payers have identified the utility
of implementing housing navigators. United-
Healthcare is employing housing navigators to
: work with emergency departments in Texas,
Washington, and throughout the Midwest. For
obvious reasons, they see the value.

Introducing emergency departments to
housing navigators means that patients such
. as Terry will no longer have to rely on a slim
: chance of clinicians glancing at housing lists
¢ to claim the resources available to them.

Instead, homeless patients unaware of
the resources available to them would be as-
sessed by housing navigators and transitioned
into housing opportunities at the city and state
level or be triaged to transitional care, such as
shelters, respite care, and adult foster care,
when longer-term solutions are not immediate-
ly available. These housing navigators act as
additional specialists who can help unburden
busy ED providers who are not well-versed or
trained in navigating their community’s hous-
ing ecosystem, let alone doing so at 2 a.m.

With the increasing administrative focus
on social determinants of health, I strongly
believe that hospital-based housing naviga-
tors can serve as powerful resources, not only
to reduce health care costs but also, more im-
portant, to house people who frequently pre-
sent to our emergency departments in search
of temporary shelter.

Emergency departments have an opportu-
nity to treat homelessness like any other medi-
cal problem by connecting homeless patients
! to the specialists they need most. The imple-
mentation of housing navigators is the first
crucial step in doing so. @

: DR. MARTIN is an emergency physician

at the Center for Social Justice and Health

: Equity at Massachusetts General Hospital

: and Harvard Medical School in Boston. MR.
: PLEVYAK is an anthropology student and
: MR. VELASQUEZ is a medical student at
¢ Harvard.
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The team that worked on the resolution from World Health Organization and Ethiopia. Dr. Tsion Firew is fourth from the left.

BRINGING EMERGENCY

CARETO THE WORLD

by TSION FIREW, MD, MPH

ere in the United States, we take
emergency medicine and emergency :
services for granted. Having an emer- :

gency? Help is just a 911 call away.

The same isn’t true around the world. But ]
now, with the help of the World Health Organi- :

zation (WHO), things are starting to change.

Imagine what would happen if you need-
ed immediate emergency medical care while :
traveling in alow- or middle-income country? :
Is there a system analogous to our 911 system?
Even if so, would trained providers in well- :

equipped ambulances be dispatched? Would

you be taken to an emergency departmentand :
evaluated by an emergency medicine-trained :

clinician?

Naturally, people have medical and sur-
gical emergencies in every part of the world. :
And yet the quality and manner of emergen- :

cy care delivery vary greatly among countries,

even among nations with similar economicre- :

sources.

How can we raise standards everywhere so :
we might ensure timely, high-quality emergen-

cy care in nations of all levels of income?

The first step is awareness. From there, im-

plementation can occur.

Fortunately, there is good news to report.

Theory is starting to become reality, thanks to

efforts by the governments in the nations of :
Ethiopia and Eswatini (a small landlocked na- :
tion in southeast Africa) and their work within :

the WHO structure.

Most physicians in America and around the :
world do not know how WHO works. I hope :
an inside look on how emergency medicineis :
making waves of change there will shed some

light on it.

Resolution 72.16

The World Health Assembly (WHA) is com-
posed of health ministers from 194 member :
states (countries). The assembly meets annu-
ally in Geneva, Switzerland, and makes rec-

ommendations, driving policy and funding

priorities for WHO. This past May, the 72nd
WHA convened under the theme “Universal :

Health Coverage: Leaving No-one Behind.”
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: care systems.

Emergency care is often overlooked inter- :
nationally, which leaves a significant gap in
care for patients who need it the most. The :
governments of Ethiopia and Eswatini saw this
year’s theme as an opportunity to change that.
They argued that emergency care is an es- :
: sential component of universal health cover-
age (UHC) and a crucial gateway toward the :
attainment of several United Nations Sustaina- :
ble Development Goal targets. Capitalizing on
the moment, delegates from Ethiopia and Es-
: watini proposed a new resolution at the 72nd
: WHA titled “Emergency Care Systems for Uni-
: versal Health Coverage: Ensuring Timely Care
: : What Does This Mean for

During the executive board deliberations :
in the five months leading up to the assem-
: bly, delegates from Ethiopia and Eswatini
proposed that emergency care be added as
a provisional agenda item. The WHO secre- :
tariat prepared a report outlining the state of
access to emergency care worldwide and the
¢ key actions needed to strengthen emergency

Simultaneously, technical experts from the :
aforementioned countries developed a draft :
resolution and distributed it to all WHO/WHA :
member states. Country representatives then
deliberated over the language of the draft,
: word by word, line by line. The Ethiopian Min- :
istry of Health chaired these sessions, which
continued until all countries agreed on the :
: text. The result became known as Resolution

The World Health Assembly deliberates and discusses the new emergency care resolution.

72.16.

In what many of us feel was a historic mo-
ment, Resolution 72.16 went to the floor of the
assembly on May 25, 2019. During the discus-
sions, member states and representatives of
professional societies spoke from the floor
in support of the resolution, frequently com-
mending the sponsoring countries for bringing
attention to this area. In the end, the resolu-
tion was officially co-sponsored by more than :
30 member states, and it was passed unani-
mously, a triumphant moment for emergency :

medicine.

International Emergency Medicine?

A WHA resolution is a compelling directive to
WHO and its member states. It functions as a
mandate to prioritize the resolution’s subject. It
is a powerful guide for advocacy for a neglected

area such as frontline emergency care.

Resolution 72.16 has the potential to be
incredibly transformative in strengthening
. health systems globally. If member states and
other partners heed the call, it provides an
opportunity for coordinated action in a high-
impact area, and to raise awareness of the :
enormous potential contribution of emergen-

cy care to a range of related agendas.

Resolution 72.16 specifically urges member
states to promote emergency care as a pillar of :

The World Health
Assembly adopts
Resolution 72.16

i emergency unit care into their health strategies
and to integrate facility-based and prehospi-
tal care systems. It also urges member states
: toestablish a toll-free universal access number
: similar to the 911 system in the United States.
It also encourages each member state to pro-
vide training programs for all levels of clini-
cians and to incorporate emergency care into
national disaster and outbreak response plans.
 You can find the full text of the adopted
i resolution at https://apps.who.int/gb/ebwha/
¢ pdf_files/WHA72/A72_Ri6-en.pdf.

: How Can You Advocate for
Emergency Medicine?

The unanimous adoption of Resolution 72.16
comes at a crucial time. Currently, all world
: leaders are being encouraged to work toward
UHC as part of the United Nations’ Sustainable
Developmental Goals. We, as emergency care
providers, have the opportunity to advocate
for emergency care as an essential component
of UHC. Ensuring timely and high-quality care
forms the core of this advocacy.

The next step is to engage the public and
gain their support. In this age in which social
media is an advocacy tool and means of vi-
tal communication, it was exciting to see the
director-general of WHO tweet about the im-
: portance of emergency care:

“Emergency care is the first point of contact
: with the health system for many people and
the delivery of definitive care for many others,”
tweeted WHO Director-General Tedros Adha-
nom Ghebreyesus, MSc, PhD. “WHO is ready
to support countries with the evidence and
tools to provide high-quality emergency care,
as part of its journey towards #healthforall.”

As individuals, we, too, should use social
media to disseminate our efforts in emergency
care and implementation of the resolution by
tagging @WHO and @drtedros, as well as lo-
cal, regional, and national leaders and min-
isters of health.

Member states can utilize resources from
* WHO to determine where gaps in care exist in
order to aid implementation. These resources
can also be used to spread awareness for inter-

UHC. It asks the member states to incorporate

dedicated, equipped prehospital and hospital

CONTINUED on page 15
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Unusual Antibiotic Side Effects

MRI vs. CT in the ED Setting
Challenges of Managing Pediatric UTls
Emerging Issues in Anticoagulation
Chest X-Ray, Ultrasonography or CT?
Myths in Emergency Medicine - Part 1
Myths in Emergency Medicine - Part 2
Headache — New ACEP Guidelines

LPs in Febrile Infants 29-60 Days OIld?
Pearls From Risk Management Monthly
Pearls From ED Leadership Monthly
Assessing Suicide Risk
Cardiovascular Pearls, 2019
Hyperglycemia and DKA Update

Sore Throat: Still Trying to Get It Right

Sexual / Racial / Ethnic Disparities in the ED

ACS & PE - New ACEP Guidelines
Psychiatric Patients: Medical Evaluation
Challenges of Atrial Fibrillation - Part 1
Challenges of Atrial Fibrillation - Part 2
Pediatric Vomiting and Diarrhea

Sepsis 2019: Hot Off the Press

Otitis Media Doesn’t Cause Fever
Pneumonia: IDSA Guidelines

Urologic Imaging Guidelines

Trauma 2019: Hot Off the Press

Visual Diagnosis Challenges - Part 1
Visual Diagnosis Challenges - Part 2
Important Recent EM Literature - Part 1*
Important Recent EM Literature - Part 2*
Optimizing ED Operations*
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ACEP4U: Supportin
Mental Health

YOUR MENTAL HEALTH IS IMPORTANT— (i
WE'RE MAKING IT EASIER FOR YOU TO
GET THE SUPPORT YOU NEED

by JORDAN GRANTHAM

e continue to hear the sobering statistics

surrounding physician mental health,

and we know your job isn’t getting any
easier. Emergency physicians work compassion-
ately with patients and their families during their
worst moments, but the emotional and physical
burdens eventually take their toll. While there’s no
easy fix, ACEP is dedicated to developing resources
and providing support that can help you weather
the storm.

During ACEP19 in Denver, we rolled out the
ACEP Wellness & Assistance Program, which of-
fers ACEP members exclusive access to three free
counseling or wellness sessions in partnership
with Mines & Associates. Sessions are available
24-7 by phone, text, or online messaging, or you
can schedule a face-to-face appointment near your
office, home, or school.

What’s the difference between a counseling ses-
sion and a wellness session? Counseling sessions
can cover everyday issues including stress, anxi-
ety, depression, family issues, drug and alcohol
abuse, relationships, death and grief, and more.
When you call in for a referral, the clinical staff will
assess your situation, discuss plans for resolving
your issues, advise you of available resources, and
refer you to a local counselor.

Wellness sessions are 30-minute phone calls
to help you reach your personal wellness goals.
National Board of Medical Examiners—certified
wellness coaches can help you set specific well-
ness goals and plan for progress checks along the
way to help you reach your objectives. Areas of fo-
cus can include weight control, nutrition, healthy
habits, stress, caffeine reduction, injury recovery,
relationships, sleep, smoking cessation, and more.

Participation in this new program is strictly con-
fidential and free with your ACEP membership. For
an additional $15 per year, ACEP members can also
access additional benefits, including legal and fi-
nancial support services and access to the Mines
& Associates’ Personal Advantage Online Resource
Library, which has thousands of helpful resources
related to finances, personal development, child
care and elder care, mental health, and more. Legal
and financial support services include unlimited
30-minute in-person or phone consultations per le-
gal or financial issue, plus a 25 percent discount on
select legal and financial services with the Mines
professional network.

Learn more about this new program at www.
acep.org/support. @

MS. GRANTHAM is ACEP communications man-
ager.
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Here to Help

Physician

The ACEP Wellness & Assistance Program is our newest program available to support physician
mental health, but many other resources are available.

State Support

ACEP's state and chapter services department provided
all chapters with a template letter to send to state medi-
cal boards urging them to utilize the Federation of State
Medical Boards' language related to what mental health
treatment needs to be disclosed on licensing applica-
tions. Chapters also received specific talking points to
support their advocacy efforts in this area, along with
a templated letter for hospital administrators regarding
questions on credentialing applications.

Wellness Section

ACEP’s Wellness Section provides an opportunity to
learn what you can do to avoid burnout, enjoy a bal-
anced life, and keep the vitality necessary to be a healthy
emergency physician. Section members are involved in
research on a variety of wellness issues and, in addition,
have an opportunity to volunteer for peer-to-peer sup-
port on career issues and litigation stress. The Wellness
Section has a compilation of mental health resources for
emergency physicians, residents, and medical students.
Learn more at www.acep.org/how-we-serve/sections/
wellness/.

Wellness Guide Book

Visit www.acep.org/wellness to download the free guide
book Being Well in Emergency Medicine: ACEP's Guide
to Investing in Yourself. Written by Rita A. Manfredi, MD,
FACEP, and Julia M. Huber, MD, FACEP, the book pre-
sents the emotional, physical, financial, spiritual, social,
and intellectual well-being spokes of life in emergency
medicine. This page is also home to more resources on
a variety of topics that contribute to physician mental
health: litigation stress, burnout, posttraumatic stress
disorder, work schedules, and more.

We Need Your Input

SHUTTERSTOCK.COM

Let’s Eat:

Your mental health can be affected by physical issues,
including hospital policies that make it difficult for you to
eat and drink during your shift. (‘Hangry” is a real emo-
tion.) Earlier this year, ACEP worked with The Joint Com-
mission to clarify its policies related to eating and drinking
in the emergency department. Need to convince your
administrators? We've provided resources to make your
case at www.acep.org/letseat.

Many of these member benefits and resources, including the “Let's Eat” clarification, originated
from member suggestions. One way we can help lighten your mental load is by working to eliminate
onerous regulations that add to your administrative burden, but we need your help to identify those
thorns in your side. We recently conducted an all-member survey asking you to identify the regula-
tions that are most frustrating, and we received 952 responses. We sent your feedback to The Joint
Commission to identify more ways we can work together to reduce your burden.

If you have additional suggestions, your input is always welcome at membership@acep.org.

The Official Voice of Emergency Medicine
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Registration Fee-

Skills Lab - March 17-18 / October 7-8: $2295.00  Optional Airway Lab - March 16 / October 6: $499.00
Create or log into your account on http://www.ceme.org/ to register.

Target Audience: Emergency Medicine, Hospitalist & Critical Care physicians

A full day of procedural instruction / practice in the cadaver lab, a full day ultrasound and an optional half day of
airway instruction / practice. Each participant will demonstrate proficiency in each of the following procedures:

Cadaver Lab — 7.0 hours of CME

e Endotracheal intubation e Lumbar puncture

e Surgical airway management e Arthrocentesis

* Needle thoracostomy * Intra-osseous cannulation

e Chest tube thoracostomy e Wound care: | & D abscesses, suture repair

e Central venous access ¢ Peripheral nerve blocks (facial, rib, wrist, ankle, femoral)
Non-Cadaver Lab - 7.0 hours of CME Testimonials

e Ultrasound Techniques, including vascular access, peripheral nerve blocks, “Amazing course. Top to bottom, all teachers
and FAST exams for physicians — taught by EMsono were fantastic! This course will enhance my

* EZ-I0 demonstration station patient care.”

Airway Lab — Optional — 6.0 hours of CME “This Continuing Education class was the best |
e Airway station with manikin intubation using adult and pediatric models have been to so far. | really enjoyed it and feel
(including King Vision, LMA, Combitube, SALT and others as available) like I have gained knowledge and skills to feel

more competent.”
Prerequisite — 8.5 hours of CME
Participants must successfully complete 10 on-line EM Skills and Procedures
modules as prerequisites for attending the lab. You will be awarded a total of 8.5 CME credits upon completion.

CME: The Center for Emergency Medical Education (CEME) is accredited by the Accreditation Council for Continuing Medical
Education to provide continuing medical education for physicians.

The Center for Emergency Medical Education (CEME) designates this live activity for a maximum of 28.5 AMA PRA Category 1
Credits™. Physicians should claim only the credit commensurate with the extent of their participation in the activity.



Where Do the
Candidates
Stand?

A review of the
Democratic
front-runners’
health care plans

by ADAM LIEBER
AND TREVOR POUR, MD

Joe Biden

Former U.S. Vice President

Establish a “public option” that would
compete in the marketplace with private
insurance.

Increase tax credits by eliminating 400
percent income cap on eligibility and
lowering cost of coverage from 9.8 percent
to 8.5 percent.

End “surprise billing” by barring hospitals
from charging out-of-network rates when
patients do not have control over which
providers they see.

Allow Medicare to directly negotiate with
drug companies over prices, limit drug
price increase to inflation rate, and allow
consumers to import prescription drugs
from other countries.

MR. LIEBER is a medical student at the lcahn
School of Medicine at Mount Sinai in New York City.

DR. POUR is an assistant professor of emergency
medicine at Mount Sinai.

Reverse President Donald Trump’s policies
on women'’s health.

Pete Buttigieg

Mayor of South Bend, Indiana

“Medicare-for-all who want it.”

Allow private insurers to compete with
Medicare-type plan.

Expand Public Service Loan Forgiveness
Program to include employees of rural
hospitals.

Increase Medicare reimbursement rates in
underserved areas.

Expand community paramedicine programs
in rural areas to include preventative care.

Expand telehealth services by increasing
coverage of high-speed internet and help
providers purchase technology by doubling
Federal Communications Commission
Rural Health Care Program budget.

T
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Bernie Sanders

U.S. Senator from Vermont

Guarantee health care to all people through
a Medicare-for-all, single-payer program.

Proposal includes hospital and primary
care, emergency services prescription
drugs, mental health, maternity care, dental,
audiology, and vision services.

Finance via a 4 percent increase in income
tax for families earning more than $29,000,
7.5 percent tax on employers above $2
million in payroll, and increasing progressive
income and estate tax and/or wealth tax.

Peg prescription drug prices to the median
drug prices of other major countries and
allow consumers to buy prescription drugs
from other countries.

Allow Medicare to directly negotiate with
drug companies over prices.

Elizabeth Warren

U.S. Senator from Massachusetts

Supports Medicare-for-all, single-payer
program.

Lower cost of prescription drugs by
allowing the Department of Health and
Human Services to manufacture generic
drugs when individual drugs have little or no
competition, are in shortage, or when prices
are high.

Hold insurers accountable for providing
adequate mental health benefits.

Invest $100 billion in federal funding over
10 years to fight the opioid crisis.

Create new Medicare designation to
reimburse rural hospitals at a higher rate.

Increase funding for community health
centers by 15 percent per year; create a
$25 billion capital fund for rural health.
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STAY UPTO DATE ON
FEDERAL REGULATIONS

Want to keep up with regulations and poli-
cy changes in Washington, D.C., that affect
your practice and your patients? Check out
Regs & Eggs, a weekly breakfast blog by
Jeffrey Davis, ACEP director of regulatory
affairs.

Mr. Davis provides a heads-up about new
proposed or final regulations, demonstra-
tions, grant opportunities, or other an-
nouncements from federal agencies like the
Centers for Medicare and Medicaid Servic-
es and the Department of Veterans Affairs.
Recent blog topics include drug shortages,
price transparency regulations, 2020 Medi-
care Physician Fee Schedule and President
Trump's response to “Medicare-for-All.”

You can view the archives or have your
Regs & Eggs delivered fresh to your inbox at
www.acep.org/regsandeggs.

REGISTER TODAY FOR PHASE |

Are You a Current Director
or Aspiring To Be One?

Begin Your Journey with

Phase |

Omni Park West - Dallas, Texas
February 3-7, 2020

Join us for ACEP’s

REIMBURSEMENT

CONFERENCES

Discover How to Safeguard
Your Financial Success

Approved for AMA PRA Category 1 Credit™

CODING

ED Directors Academy, to hear from
veteran practitioners and management
experts offering you tried-and-true
solutions to dealing with difficult staffing
issues, creating patient satisfaction, and
preventing errors and malpractice.

Austin, TX | January 27-31, 2020

2020 HOT TOPICS

Learn why so many see this as the must
attend conference for ED directors and
those aspiring to become director.

2020 Medicare Fee Schedule Changes
Evolving MIPS and APM Regulations

A . ' CPT Clarification on Behavioral Health Stays and Fracture Care
Register at www.acep.org/edda or call 844.381.0911 ] o
Register at acep.org/rc &
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FAINT SCORE CONTINUED FROM PAGE 1

Table 1: FAINT Score'

F history of heart Failure 1 In the emergency department, she ap- :
pears tired but well. Her vital signs and

history of Arrhythmia 1 physical exam are unremarkable. She has :

no signs of head trauma, no cardiac mur-

| abnormal Initial ECG 1 murs, and no signs of heart failure. Her ini- :
tial ECG is normal. Bloodwork has been sent

N elevated N-terminal-prohormone BNP (NT-ProBNP) 2 to the lab. What is the utility of cardiac bio- :
markers in this patient? What will her ul-

elevated high-sensitivity Troponin T 1 timate ED disposition be if her workup is :

unremarkable?

as usual. She has been taking her antihyper-
tensives as prescribed. She is now back to :
her neurological baseline but feels fatigued.

The Tricky Problem of Syncope

In many ways, syncope management is a
microcosm of emergency medicine. The dif-
ferential diagnosis is broad, and the etiol-
ogy is typically benign but rarely can also
be serious or life-threatening. Safe medical
decision-making requires a mixture of diag-
nostic acumen and risk stratification. Which
patients can be safely discharged from the
emergency department? Which require a
stay in the observation unit or hospital? This
question has vexed emergency clinicians for
years.

: Over the last 20 years, researchers have

AVAILABLE TO ORDER

Designed with safety in mind

Larpuject

Syringe System

Our portfolio of ready-to-use, prefilled syringes is
designed to help protect the safety of both patients
and healthcare professionals

+ CARPUIJECT™ helps protect against tampering, with tamper-evident tape,
a secondary protective sheath, and a hard metal end tip

+ Used as intended, the CARPUJECT Syringe Holder helps eliminate the
extra steps and parts involved in the traditional vial-draw sequence

+ CARPUIJECT cartridges have a SLIM-PAK™ design to help optimize space
in the ADMs

+ Our prefilled syringe products, like CARPUJECT, help you have the
right drug in the right dose, ready to use

Learn more about the CARPUJECT Syringe System and associated
medications at PfizerInjectables.com.

For Full Prescribing Information, including BOXED WARNING if applicable, for all products within these delivery systems,
please visit www.pfizerinjectables.com/products.
@ Hospital

PP-INJ-USA-0720-02 © 2019 Pfizer Inc. All rights reserved. Printed in USA/October 2019

14 ACEPNOW DECEMBER 2019

attempted to identify risk factors for adverse
events after syncope. The usual suspects
emerged: advanced age, history of heart dis-
ease, abnormal vital signs, abnormal ECG.

More recently, researchers have attempted
to create simple, objective risk scores to help
clinicians deliver sensible care to syncope pa-
tients—care that matches their risk profile.

The San Francisco Syncope Rule gained
early acceptance but has gradually faded
away after attempts to validate the score were
unsuccessful.

Developing a New Metric

We wanted to know if we could improve clini-
cal outcomes and reduce low-yield admissions
by developing a more accurate and reliable
syncope risk score. So with funding from the
National Institutes of Health, we conducted
a five-year multicenter study to enroll a large
enough sample size. We included patients
ages 60 years and older with an ED complaint
of syncope or near syncope. We excluded pa-
tients with other causes of loss of conscious-
ness (eg, concussion, hypoglycemia, seizure)
and those with a serious diagnosis identified
in the emergency department (eg, myocardial
infarction, pulmonary embolism, gastrointes-
tinal bleed).

After six years of hard work, and with
the help of about a dozen collaborators, our
syncope risk score, the aptly named “FAINT
Score, was finally published in the Annals of
Emergency Medicine.” In the end, we had en-
rolled more than 3,100 older adults with un-
explained syncope or near syncope across 11
emergency departments in the United States.
The primary outcome was death or serious
cardiac event at 30 days.

The FAINT Score consists of five variables
(see Table 1). A FAINT Score of zero had a sen-
sitivity of over 96 percent and specificity of 22
percent for predicting death or serious cardiac
event at 30 days (see Table 1).

The negative predictive value of a FAINT
Score of zero was over 99 percent, a promis-
ing finding that should satisfy those clinicians
who believe that 1 percent is generally an ac-
ceptable miss rate for patients presenting with
cardiovascular complaints. However, this risk
score has not been externally validated and
thus is not ready for clinical use in isolation.

The FAINT Score now joins its Canadian
cousin from Ottawa, the Canadian Syncope
Risk Score. The latter has a greater number of
variables (nine), some of which are subjective
(ED diagnosis of cardiac syncope, for exam-
ple), and is designed for use in patients ages
16 and older. Not surprisingly, both scores use
the ECG and troponin as important predictive
variables.

What’s next? Both scores are pending ex-
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ternal validation to confirm that their test
characteristics are, in fact, consistent with
those in the initial derivation studies. Mean- :
while, the formal external validation of the Ca-
nadian score is expected to be published soon.

The validation of the FAINT Score is likely
a few years away. Until then, we cannot for-
mally endorse the use of it for widespread :
implementation. However, these scores are
an exciting new development in the field of
syncope risk stratification and may offer cli- :
nicians a useful tool to help determine which
patients can be safely discharged directly from :
the emergency department. Ultimately, we be- :
lieve these scores should be used in conjunc-
tion with, and not instead of, clinical gestalt,
asis true for all clinical decision instruments.
Consideration of other factors—such as the so-

WHO RESOLUTION

CONTINUED FROM PAGE 8

national and domestic resource mobilization.

Whenever you are using your voice as an
advocate for emergency care, reinforce your
efforts by reminding your officials about Res-
olution 72.16 or by citing the resolution text
in funding applications. In addition, this res-
olution also enhances your capacity to per-
suade your audience in the importance and
relevance of your particular areas of expertise
and interest on a global scale. For example:

e Asan educator, you can use WHO resourc-
es such as the Basic Emergency Care (BEC)
course to teach frontline providers in
emergency care. This five-day course cov-
ers basic approaches to life-threatening
conditions and is available open-access
on the WHO website. A standardized fa-
cilitator training process developed by the
International Federation for Emergency
Medicine consists of a Training of Train-
ers course as well as participation ina BEC
course. ACEP facilitated those efforts by
sponsoring a WHO BEC Training of Train-
ers course at ACPE19.

e Asaresearcher, you can support local re-
searchers by working with them to devel-
op implementation and process outcomes
utilizing WHO’s data collection tools.

e As part of a nongovernmental organiza-
tion, you can support countries by co-
ordinating and mobilizing resources to
implement the actions outlined in the res-
olution using tools described in the WHO
Essential Resources for Emergency Care.

e As an administrator, you can use WHO
quality improvement tools and the Emer-
gency Unit Management Course to help
train local staff in best practices in emer-
gency unit administration.

Our success in 2019 is not the capstone but
rather the cornerstone of the rise of emergency
care around the world. With your help, we will
see growth in 2020 and beyond. @

DR. FIREW is special advisor to the Minister on
Emergency Care and Strategic Partnerships for
the Federal Ministry of Health in Ethiopia and
assistant professor in the department of emer-
gency medicine at Columbia University Medical
Center in New York City.

WHO EM Resources

For more WHO resources for countries
and organizations, visit www.who.int/
emergencycare/en.
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cial circumstances, patient values, and prefer- :

ences—is always warranted.

Case Resolution

probably low but not zero. Although she lives
alone, she agrees that discharge home with

close outpatient follow-up this week is appro-

: priate. The etiology of the syncope is never de-
termined, but months later she is doing well,

. ¢ safely drinking coffee in her living room. @
Since the FAINT Score has not yet been exter- :

'nally ve}hdated, you cannot relY solely upon ! Reference
it. But its components may still be useful. :
You aptly order a high-sensitivity troponin
and elevated N-terminal-prohormone BNP :
(NT-ProBNP), both of which come back nor- :

mal. Calculating the patient’s FAINT Score to :

1. Probst MA, Gibson T, Weiss RE, et al. Risk stratification
of older adults who present to the emergency department
with syncope: the FAINT score [published online ahead of
print Oct. 23, 2019]. Ann Emerg Med.

be zero, you believe that her risk of a serious DR. PROBST is associate professor in the

cardiac event within 30 days is likely to be
less than 1 percent. You return to the bedside :
and engage in shared decision-making with
the patient. She understands that her risk is

department of emergency medicine at Mount
Sinai Hospital and Icahn School of Medicine at
Mount Sinai in New York City.

DR. SUN is Perelman Professor and Chair in

the department of emergency medicine at the
: University of Pennsylvania in Philadelphia.
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Table 2: Estimated Risk of Serious
Clinical Outcome at 30 Days'
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DR. ROSEN CONTINUED FROM PAGE 1

His landmark 1979 essay, “The Biology of :
Emergency Medicine,” largely defined the :
landscape of a field still in its infancy, lay- :
ing out the dueling responsibilities of the
well-trained emergency physician: the iden-
tification and treatment of life- and limb- :
threatening conditions on one hand, and the
cognitive discipline of confidently reassuring :
and discharging the well on the other. He ar-
gued convincingly that the unique skills of the
emergency physician could not be adequately :
performed by physicians from other special- :
ties, who typically had expertise in only one :

particular facet of emergency medicine.

Dr. Rosen mentored hundreds of emergen- :

cy physicians and had many more thousands

of admirers. Equal parts intellectual and in- :
delicate, he furnished his colleagues and :
disciples with a lifetime of memorable quo- :

tations, both amusing and poignant. His in- :
sights, quips, and bon mots are often repeated, :
passed down from one generation to the next, :

making him a kind of modern-day Osler.

some personal recollections.

eter Rosen died on the evening of Nov. :
11, 2019, slipping off quietly, his wife :
and best friend, Ann, at his side, as she :

had been throughout their 60-year marriage.

him, his death still feels untimely.

residents, and practicing physicians who car-

editorials, lectures, and national leadership—
defined the specialty of our field as we know it,
“father of emergency medicine.” His appoint-

of Sciences was an appropriate recognition of
alife devoted to our specialty.

I knew Peter—as he always insisted on be- :

ing called, never “Dr. Rosen” except with pa-
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: tients—my entire life. He was my uncle and

Peter Rosen was larger than life, extraor-
dinary in vision, language, and character. His :
: work inspired, guided, and shaped our spe-
I have asked Dr. Richard Wolfe to provide :

became a father figure to me. Later, he was
my mentor, as a student and during residen-

cy, and finally a colleague.
cialty through lectures and writing, and more
: directly as a mentor to countless students, :
—Dr. Faust, ACEP Now Medical Editor in Chief :
¢ 1y on his passion and vision for emergency :
medicine. His productivity—books, articles, :

I am lucky to have visited Peter a week be-
fore his passing. Over steaks and Diet Cokes,

: we shared stories about the early days of emer-

gency medicine. We worried over threats to our
specialty: ED crowding and the commoditiza-

¢ tion of our physician colleagues by large cor-
¢ porate groups. He cared deeply for emergency
: and many justly consider him to have been the :
Medically, his death came as no surprise. :
. Hehad long suffered from coronary artery dis-
ease and ischemic cardiomyopathy. In the last :
year of his life, he was on dialysis, had become
frail, and used a wheelchair to get around. But :
until the end, his mind remained brilliant, in-
cisive, and iconoclastic. To all of us who knew

medicine and felt that his mission was not

over. At the time of his death, he had recently
ment as the first emergency physician to the :
Institute of Medicine of the National Academy :

decided to record podcasts that would have
covered the history of emergency medicine

¢ and also tried to help guide its future.

Peter Rosen was born to Jewish parents on
Aug. 3, 1935, in Brooklyn, New York, where he

was raised. He described tearing through the

Italian neighborhoods on his bike, armed with
a bicycle chain to fight off kids in from oth-
er neighborhoods, and lying on the subway
tracks while the trains rolled over as a dare
with his friends. Perhaps fittingly, he was a
devoted fan of the Brooklyn Dodgers. He was
particularly fond of Nathan’s hot dogs in Co-
ney Island and steaks at Peter Luger’s.

Peter obtained his B.A. at the age of 20 at
the University of Chicago. He was accepted
into medical school—on his second attempt,
he always pointed out with his usual modes-
ty—at Washington University in St. Louis. After
graduating in 1960, he returned to Chicago for
an internship in surgery. He completed surgi-
cal training at Highland County Hospital in
Oakland, California, perhaps the youngest
surgeon in the country to graduate that year.

The Vietnam War was raging, and he was
drafted into the Army. But as an attending sur-
geon with the U.S. forces in Germany, he was
not enamored by Army rules or its hierarchy.
“Captain Rosen’s” sense of humor and rebel-
lious nature were frequently at odds with mili-
tary expectations. One evening in particular,
in annoyance over some banality, he picked up
a “hot mic” and announced to the entire base,
“Now hear this! The Army sucks. That is all.”
As aresult of this, he was relegated to a small
first-aid station where his “punishment” was
to play tennis and chess, thereby reinforcing a
life-long strategy of breaking rules he deemed
wrong.

After an honorable discharge, he, his wife,
and three sons moved to Thermopolis, Wyo-
ming, where he joined a surgical practice (a
fourth son was later born there). From 1968 to
1971, he was the only board-certified surgeon
in the state. The demand for his skills, com-
bined with his exceptional work ethic, result-
ed in exceedingly long hours, often causing
him to forgo adequate sleep. He would drive
back and forth over hundreds of miles from
town to town, surgery to surgery.

On the road one night, he developed sub-
sternal chest pain. At 35 years old, he was
having a myocardial infarction from coronary
artery spasm that would end his career as a
surgeon and help launch a new academic spe-
cialty.

A Career Shift

He later told me that he survived stunningly
poor care in a local emergency department.
At the time, care was provided in emergency
rooms staffed by physicians without formal
training. Emergency care was viewed by hos-
pitals as a necessary evil, assigned in academic

The Official Voice of Emergency Medicine



centers to the most junior house staff, usually :

without supervision.

ther from poor emergency treatment and his

own as a patient helped form his vision and

conviction that patients in their most vulner-

able stage of disease need the most-, not the

least-, trained doctors.

After his recovery, he was told to cease sur- :
gical practice and find a less stressful occupa- :

tion. He considered basic science, but the dean

at the University of Chicago instead found him :
arestful, nonstressful position as the director
of the division of emergency medicine. When :
he took the job, he imagined he would sim-
ply continue to practice as a surgeon and that
emergency medicine would be an administra- :
tive duty. However, the responsibilities to his : Transforming Emergency Care
patients and his department soon led to adver-
sarial relations with other specialties, includ-
ing the chair of surgery, to whom he reported.

Peter perceived that there was a different
way to think when managing emergency pa-

tients and a different set of responsibilities. As

few others had at that time, he saw the need :
for a new specialty and began to advocate for :
it. Despite years neglecting emergency pa-
tients writ large, physicians from other dis-

ciplines who frequently staffed emergency
rooms were suddenly threatened by the loss

of turfand income that the shift of emergency :
care to these new-fangled “emergency physi- :

cians” seemed to represent.

Data

Snai shots
QUICK STATS FROM THE ED

: Board of Directors (from 1976 to 1986), which :
created the certification process in place to-
Peter’s experience with the death of his fa- :
. written about one of the first EM practices, the :
“Alexandria Plan.” Community practitioners
: were just beginning to identify as emergency
physicians. The nation’s first EM residency
had recently been inaugurated in Cincinnati.
What was lacking, however, was a vision of :
emergency medicine as an academic specialty :
with a core fund of knowledge, a biology, and
an organizational structure like the traditional :
: founded the Journal of Emergency Medicine o
 to further enrich and support academic work SI.Hed t?y ACEP, Peter alway.s malr.lta1'ned that
: his testimony had been medically justified and

Despite his academic and educational that he was simply acting upon the beliefs that
: achievements, however, Peter’s first loyalty : he had voiced and practiced for years.
: was always to the patient.
Peter was also interested in some of the
legal implications of practicing emergen-
cy medicine and believed that our legal tort :
system had, in part, triggered the creation of
our specialty by compelling hospitals to staff :
emergency departments with trained provid- :
¢ ers. In 1990, he wrote about the importance :
Sensing the need for a formalized curricu- :
lum, he spearheaded the first textbook writ-
ten by and for emergency physicians, Rosen’s :
: Emergency Medicine: Concepts and Clinical :
¢ Practice. At the helm of this large undertak- :
ing, Peter in essence defined the parameters :
and the body of knowledge of our specialty.
The book is now in its ninth edition, and the
Peter was joining a movement still in its ear-

ly stages. He served as a member of the Ameri-
can Board of Emergency Medicine’s original

Who Are the Hospitals?

day. Only a few years earlier, James Mills had

specialties had.

Peter Rosen had become a visionary advo- :
cate for the specialty of emergency medicine :

at the perfect time.

From his position, he began his lifelong mission

of transforming emergency care in this country.

He started a residency in Chicago and then an-
other one in Denver, when he moved there in
1977 to become director of the department at
¢ what was then Denver General Hospital (today :

Denver Health Medical Center).

10th is well under way.

After Denver, he built the residency in San
Diego and guided the development of the aca- :
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demic departments at the Harvard-affiliated
hospitals. He also served as faculty at the Uni- :
: versity of Arizona in Tucson, completing his

academic departments.

in the new specialty.

of being a plaintiff expert witness, saying that
“physicians who work as an expert for just the

ACEPNOW.COM

have available the testimony of honest phy-
sicians,” he said. “In the long run, this will

i prove the strongest defense against nonob-

career as the senior mentor for three vibrant jective partisan testimony proffered only to

: further the financial gain of the dishonest

In 1979, he wrote an influential paper pub- : expert.” In pursuit of this, he testified for pa-

lished in the Journal of the American College : {jentsand physicians for 40 years and earned a

: of Emergency Physicians (today known as : reputation of uncompromising honesty. How-

the Annals of Emergency Medicine) outlining

“the biology” of emergency medicineand de- : . . e
. . L : cianinacase several years ago was criticized,
fining ownership of an area of basic science : . . e . .
. O : turning his long-held beliefs into a surprising-

that would define emergency medicine. He : . . ..
: ly public issue. While he was officially cen-

ever, Peter’s testimony against another physi-

Peter is now gone. And yet he will live on
in each of us—those who knew him and those
who did not—for as long as emergency physi-
cians value our responsibilities as specialists
and fight to protect them and our patients.

Peter would ask and expect us to care and
protect our vulnerable patients, to expand and
transfer our knowledge to the next generation

of specialists, and to demand excellence in all

of these endeavors. And he would do so with

defense may appear to a jury to be less objec- the same rigor, affection, and humor for which

tive than physicians who are willing to testify he was so widely admired during his long and

thatanother physician was negligent.” Hebe- : ;o qyctive life. This is how we will honor the

lieved that impartial experts evaluating cases prodigious legacy of Peter Rosen, MD, 1935—

for plaintiffs’ attorneys would invisibly stop : 2019.©
many lawsuits before they were ever filed. But :
he also felt that validating legitimate claims by
injured patients was important as well. “The

last guarantee of fairness in the system is to :

DR. WOLFE is chief of emergency medicine
at Beth Israel Deaconess Medical Center in
Boston.
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MEDICOLEGAL

DR. FUNK is a practicing emergency medicine
physician in Springfield, Missouri, and owner
of Med Mal Reviewer, LLC. He writes about
medical malpractice at www.medmalreviewer.
com.

When Delayed Diagnosis
= Malpractice Lawsuit

This case report illustrates the perils of vague, nonspecific symptoms

by ERIC FUNK, MD

atients presenting to the emergency de-
partment with multiple vague and non-
specific symptoms pose a particular
diagnostic challenge. Generally, these presen-
tations do not result in discovery of any severe
issues, but periodically, they herald the onset :
of a sinister and hidden emergency disease. :
Multiple return visits give :
the emergency physician :
an opportunity to rethink
the situation with the ben- :
efit of further information. :
The below medical mal- :
practice lawsuit highlights
a patient presenting with vague complaints
over multiple visits, leading to a bad outcome
from a diagnosis that is a well-known medi-

iy g1

colegal risk.

The Case

A 36-year-old man presented to an urgent
care with a dry cough, body aches, and gen-
eral malaise. He was seen by a physician, who :
did not order any testing and discharged him
with generic instructions to take Tylenol and :

ibuprofen.

Two days later, the patient’s symptoms per-
sisted, and he presented to a local emergency
department. The documentation from this vis-
it notes he was also complaining of back pain
and neck stiffness. An aggressive workup was
ordered, including a complete blood count, a
comprehensive metabolic panel, mononucleo-
sis testing, urinalysis, an ECG, and a chest X-ray.

The results showed thrombocytopenia of :
61,000 and a glucose of 245. Given the patient’s
neck stiffness, alumbar puncture was recom- :
mended. The cerebrospinal fluid results did
not show any abnormal findings. The patient
was ultimately discharged with a diagnosis of
viral meningitis, thrombocytopenia, and hy-
: Off to the Courts

Over the next few days, the patient con-
tinued to feel worse. His malaise progressed,
and his back pain also worsened. He presented
back to the emergency department. His platelet
count had improved to 120,000. A lactate was
in the normal range. He was prescribed Per- :

perglycemia (see Figure 1).

cocet and Soma, then discharged again.

Following his third discharge, he began to
experience weakness and numbness in his
legs. He returned to the emergency depart-
ment for a fourth time. The emergency phy-
sician reviewed his case and appropriately
recognized the patient was showing signs of :
a spinal cord syndrome. Therefore, an MRI of

his lumbar spine was ordered.

admitted to the hospital. Eventually, a thoracic

MRI was ordered as well. The results showed
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IMPRESSION: Viral meningitis and thrombocytopenia. He [s to follow up with
Cv. I =-d primary care here locally. | did dissuss with him his
hyperglycemia s well and he is followup with concerning this, which he has

arranged

DISPOSITION: Discharged homse, routine,

CONDITION: Stable.

IMPRESSION: Viral meningftis, thrombacytopenia, hyperglycemia,
FIGURE 1: The physician’s notes following the patient's first ED visit.

IMPRESSION:

{, Veritral and left lateral thoraclc spinal cord lesion, either
intramedullary or intradural exiramedullary at level of T9
and T10. Lesion is incompletely characterized but -
_ demonstrates mass affect on cqrd.
2. Equivocal leslon of dorsal extramedullary, Intradural lesion at T7 level
3. Recommend repeat MRI Cervical and Thoracic spine with and
without IV contrast to furlher assaks.
4. Consider neurosurgical consult. . :
5. Dr.Jjlwas rotified by phone at 5:20 am MST on N

FIGURE 2: The physician’s notes following the patient’s fourth ED visit.

| Case o, I

STIPFULATION FOE IMSMISSAL

onc [
Hushand and Wite,
Plaintiffs,
VE, |

I . t:on. I
I D, AND |
DOE DEFENDANTS [ THROUGH V, |

Defendants,

WITH PREJUCE

The partics stipulste and agree that the above-caplioned matter be dismussed on the

mirils with prejudice, each party 10 bear its own costs and atlomey fiees

FIGURE 3: The newly paraplegic patient sued each of his emergency physicians

as well as the hospital.

a spinal epidural abscess (SEA) at T9/T10 (see

Figure 2).

A neurosurgeon was promptly consulted,
and they took the patient to the operating room
for surgical decompression. The patient did not :
often lead to large settlements or awards.

recover use of his legs and is paraplegic.

gotiations were held as the lawsuit progressed,

and three days before the case was scheduled to :
: gotoajury trial, a settlement was reached. The
: settlement is confidential but generally would :
be expected to be at least several million dollars

(see Figure 3).

This case represents an unfortunately com-
mon malpractice theme in emergency medi-
cine. A patient is seen multiple times with
vague symptoms and eventually develops
neurological symptoms. The patient is ulti-
: mately diagnosed with SEA and suffers per- :

The results of the lumbar spine MRI did not
show any acute abnormalities. Given the pa- :
tient’s objective neurological deficits, he was :

manent disability.

those delays in care would have been extremely
hard for a physician to predict on the initial vis-
its. But based on the devastating outcomes, it :
is easy to see why juries are enormously sym-
pathetic to such plaintiffs and why these cases

What went wrong here? A critical issue in

the diagnosis of SEA is the availability of MRI.
The patient contacted a plaintiff’s attorney. A :
lawsuit was filed against each of the emergency
physicians as well as the hospital. Extensive ne-

There is wide variation in how easily an emer- :

gency medicine physician can order an MR,

ranging from clicking a few buttons to arguing
with an on-call specialist to transferring a pa- :
tient to another facility. Obtaining an MRIcan :
be alengthy endeavor in hospitals that donot :
have clear and easy protocols to allow for rapid :
imaging, further delaying their definitive care. :

Unfortunately, individual physicians may :
be left to bear the liability in these situations, :
despite the reality that such systems-level :

problems are not of their own making.

Right Diagnosis, Wrong Location
In this case, the diagnosis was considered early

cal symptoms had developed. However, even
then imaging at the wrong level of the spine

was ordered, further delaying his care. This is

a mistake that has occurred in multiple SEA

malpractice cases I have read. In these cases,
the most common mistake is ordering imaging
¢ of the lumbar spine, missing the true location
: of the lesion in the thoracic or cervical spine.
:  There are two key tips emergency physi-
¢ cians can use to avoid similar situations, both
¢ centered around the physical exam. Although
a screening neurological exam is appropriate
¢ for many ED patients, a cursory exam is not ac-
¢ ceptableif the physician is concerned enough
¢ about SEA to order an MRI.
i Theeasiest way to address this and not miss
key findings is to perform a thorough sensory
i exam. Although the exact anatomy of the my-
: otome and associated nerves may prove chal-
lenging to remember, the dermatome level is
: easily testable and can be compared to a chart
¢ you can find rapidly with a Google search.
:  Localizing a suspected lesion based on the
: dermatome will lead the clinician to the ap-
propriate anatomical segment of the spine to
. image. Many physicians feel an MRI to rule out
i SEA should always include the entire spine,
¢ though this is not evidence-based and there
¢ are downsides to this approach (see below). It
¢ is not always possible to predict the anatomi-
¢ cal region of the lesion based on exam alone.
©  When the physical exam does not clearly
localize the lesion, that may suggest a lesion
¢ close to the border between two anatomical
segments (or the patient may be providing
conflicting information). In these cases, it is
: certainly best to image the entire spine. This
: isalso important given that patients may have
¢ multiple abscesses. Multilevel disease is most
common in patients who have a hematogenous
spread of infection as the cause of their abscess.
That said, obtaining an MRI with contrast of
the patient’s entire cervical, thoracic, and lum-
bar spine will take hours and likely be met by
pushback from MRI staff. Calling staff before
placing the order and giving a brief explanation
: will save time and help stave off antagonism.
Spinal epidural abscesses can be very dif-
ficult for clinicians to diagnose and can lead
to devastating patient outcomes. In the early
: stages of the disease, nonspecific symptoms
: predominate. During the later course of the dis-
: ease, when physicians likely have a high suspi-
¢ cion for SEA, careful attention should be given
: toobtaining a thorough exam to guide imaging
¢ decisions. Use of the sensory exam dermatome
: level orimaging the entire spine will help avoid
: the heartbreaking situation of making the right
diagnosis at the wrong location. @

. SEE THE RECORDS
: FROM THIS CASE

in the patient’s fourth ED visit, once neurologi- :

These cases are why plaintiff’s attorneys ex- :
: ist. Adelayin care that leaves a patient with se- :
: vere disability that will require a lifetime of care
: isareasonable trigger for alegal remedy, even if

: Toread the entire medical record from this
: case and see additional legal documents,
: visit www.medmalreviewer.com/case-2-
: fever-visit-1/.
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Is TXA as Good as They Say?

What the data say about benefits and adverse events

by RYAN PATRICK RADECKI, MD, MS

ranexamic acid (TXA) seems to have many uses.
But where do we stand on the evidence?

The last time we visited the breaking litera-
ture regarding TXA, it was to examine the World Mater-
nal Antifibrinolytic (WOMAN) trial.! That trial generated
newspaper headlines, such as “Inexpensive Drug Pre-
vents Deaths in New Mothers, Study Finds” in The New
York Times.? On cursory glance, however, the WOMAN
trial was actually a negative trial with regard to the pri-
mary outcome.

TXA recently made the news again as the results of
the Clinical Randomization of an Antifibrinolytic in Sig-
nificant Head Injury (CRASH-3) trial were revealed.? With
headlines in The Guardian stating “Drug Could Prevent
Thousands of Head Injury Deaths,” surely this couldn’t
be yet another negative trial, could it?+

Amazingly enough, it is.

Background

Tranexamic acid is a staple of traumatology. It is on the
World Health Organization’s list of essential medicines.
It has been around since the 1960s, initially designed
as treatment for menorrhagia. It can be bought over the
counter for this purpose in Europe.

A synthetic analogue of the amino acid lysine, TXA
binds to plasminogen, preventing conversion to plasmin
and subsequent fibrin degradation. TXA became prom-
inently used in many clinical
practices following the CRASH-2
trial, which tested its efficacy in
trauma patients with either sig-

cant hemorrhage.

CRASH-2 randomized more than :
20,000 patients to TXA infusion or
placebo. In that trial, a small overall
mortality difference was observed—all- :
cause mortality at four weeks post-inju-
ry was 14.5 percent in those treated with
TXA compared to 16.0 percent of those
treated with placebo. Subgroup analy-
ses of the results indicated a mortality : CRASH-3 Results
benefit was only observed in the two- :
thirds of the trial cohort treated within :
three hours of injury. Thus, the common
practice of timely administration of TXA in trauma was born— :

CME Now

A new continuing medical
education feature of ACEP Now
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ACTIVITY AND EARN
FREE AMA PRA
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early administration in suspected or confirmed hemorrhage.

Implementation has been varied. Some institutions limit
its use to patients exhibiting objective evidence of excessive :
fibrinolysis on thromboelastography (TEG) testing. Overall, :

TXA is considered safe and efficacious.

Since CRASH-2, a variety of further applications for TXA
have been investigated, ranging from melasma to epistaxis to
angioedema. However, the most prominent investigations re-
main in the realm of life-threatening hemorrhage. Two years :
ago, the WOMAN trial was published, investigating its use in
postpartum hemorrhage. This trial was conducted primarily

in sub-Saharan Africa and south Asia, representative of the

resource-scarce settings in which 99 percent of deaths from :

postpartum hemorrhage occur. In another massive undertak-

ing, more than 20,000 participants were enrolled. The primary :
outcome was a composite of death from any cause or hysterec-
tomy within six weeks. Unfortunately, neither this composite
primary outcome nor the overall risk of death were decreased
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nificant hemorrhage or risk for signifi- :

SHUTTERSTOCK/ANDAPHOTO
CT scan of subdural hematoma and intracranial hemorrhage.

by administration of TXA, with an absolute difference in both
¢ endpoints of 0.3 percent.

Adventuring through subgroup analyses, again in those
treated within three hours, the authors teased out and highlight-
verse events is low enough as to be challenging to detect.
this analysis, the absolute difference in endpoints expanded to :
0.5 percent, favoring TXA administration. This effect size finally
attained the Holy Grail of statistical significance and became the
intracerebral hemorrhage, at the least it must be given as early
as possible and within three hours, targeted at those with mild
¢ to moderate head injury, and only after the other higher-yield
The presentation of CRASH-3 is perplexingly more of the same.
Although CRASH-2 investigated TXA’s use for major trauma and
extracranial bleeding, CRASH-3 evaluated its use for intracra-
nial hemorrhage. Originally designed to detect overall mortality : affiliates. @
¢ within 28 days, the study was changed following publication of :
CRASH-2 to focus on head injury-related death, and then was :
expanded to ensure an adequate sample could be enrolled and
treated within the crucial first three hours. However, like the
WOMAN trial before it, neither the results for the original primary
outcome nor the modified primary outcome reached statistical

ed a favorable secondary outcome: death due to bleeding. In

focus of the authors’ discussion and subsequent media spin.

significance.

Again, however, the authors expend but a few words ac-
knowledging their original primary outcome. Nor do they pour
much mention upon the observed increase in non-head inju- :
ry-related deaths associated with TXA treatment. Instead, as :
: with the WOMAN trial, the authors dive into the subgroups for :
: head injury-related death, further stratifying those results by
¢ Glasgow Coma Scale (CGS). :
: Within the 12,000 patients randomized, only 4,500 had GCS
scores of 9—15 and were treated within three hours. In this sub-
group alone, the authors report beneficial effects from TXA
administration, with a reduction in head injury-related death

from 7.5 percent to 5.8 percent. This subgroup alone
forms the foundation of the authors’ discussion and the
subsequent coverage in the popular press.

And what of adverse events? In all these studies, the
authors confidently state no differences were observed
between TXA and placebo. Although technically true,
these trials were not specifically powered to detect dif-
ferences in many infrequent outcomes. For example, in
both the WOMAN and CRASH-2 trials, there were more
deaths in the group of patients treated with TXA after
the three-hour time window, indicating there are clearly
some difficult-to-detect harms associated with the use of
TXA. When only small benefits in a subgroup are touted
as the positive outcome, even a handful of excess ad-
verse events may be important signals.

CRASH-3isnot the only recent trial that assessed the
utility of TXA for intracerebral hemorrhage. A smaller
trial, Tranexamic Acid for Hyperacute Primary Intracer-
ebral Hemorrhage (TICH-2), randomized 2,325 patients
with spontaneous intracerebral hemorrhage to either
TXA or placebo.° This trial was unable to reliably detect a
difference favoring TXA. However, as with WOMAN and
CRASH-3, overall trends and secondary outcome meas-
ures generally favored the TXA cohort, albeit the true
absolute difference is likely to remain vanishingly small.

So clearly the data do not fully jibe with the findings
promoted in the lay press. Where does that leave us
when making a bedside decision on TXA use? The over-
all effect of TXA administration in a subset of patients
with head injury is most likely to be positive with re-
spect to head injury-related mortality. This is not incon-
sequential. However, there are wide confidence intervals
and uncertainty resulting from the overall survival ob-
servations, and the number of patients needed to treat to save

¢ one life may be hundreds of patients or more. Meanwhile, the

points the various authors of these studies make are true: This
treatment is relatively inexpensive, and the rate of serious ad-

The bottom line, unsatisfyingly enough, is uncertainty.
There is clearly room for individual practice variation with no
obviously right answer. When considering the use of TXA for

clinical interventions have been performed.
The opinions expressed herein are solely those of Dr. Radecki
and do not necessarily reflect those of his employer or academic
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10 Tax-Free Investments to Consider

With a little planning, you can grow your money and minimize taxes

by JAMES M. DAHLE, MD, FACEP

l use them?

with more later.

of deposit.

1. Municipal Bonds

capital gains taxes would apply.

2. Treasury Bonds

corporate bonds. Like a municipal bond or bond fund, if sold for
a gain, capital gains taxes apply.

3. Savings Bonds

and local income tax. Federal income taxes are deferred until
used for education, they are free from federal income tax, too.
4. Anything in a Roth Account

403(b), or Roth 457(b) have already been taxed, but all earnings

eral, state, and local income taxes. There are two notable excep-

Payments Rule, there will be a 10 percent penalty on earnings.

5. Anything in a 529 Account

local income taxes due on the earnings.

6. Anything in a Health Savings Account
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¢ thebonus depreciation enabled by the Tax Cuts and
Jobs Act , which went into effect in 2018, offers
significant savings. The income from equity real
Treasury bonds are aloan to the federal government. While not
free from federal income tax, they are free from state income tax. :
This is one reason their yields are generally lower than those of

market value when it is inherited).

: 9. Non-Dividend-Paying Stocks
The dollars you contribute to a Roth IRA, Roth 401(k), Roth
: taxrates, but if the stock does not pay dividends
from these accounts, no matter the investment, are free from fed-
vestment grows tax-free. Ifleft to your heirs, the
tions: First, income from leveraged real estate in a self-directed
Roth IRA may be subject to Unrelated Business Income Tax.
Second, if you withdraw money from the account prior to age :
59%2and do not have a viable exception such as disability, a first
home, or early retirement under the Substantially Equal Periodic
: is still tax-efficient.

: 10. Whole Life Insurance
529 contributions may provide a state tax credit or deduction :
at the time of contribution, but if the proceeds are used for ap-
proved educational expenses, there are also no federal, state, or :
: free. The death benefitis also always income tax—free.

In addition, you can borrow against the value of your

policy tax-free (just like you can borrow against your .
Contributions to a health savings account (HSA) also provide :
a federal and state income tax deduction. If used to pay for ap-

proved health care expenses, there are no federal, state, or local
¢ income taxes due on withdrawals from the account. Note that

Q.1 am tired of paying taxes and | hear there are tax- : New Jersey and California do not recognize HSAs, so contribu- :

free investments out there. What are they, and should : tions there are not state income tax deductions and earnings are
: not free from state income tax.
A. Many physicians are heavily taxed, so it is no surprise you
are looking for ways to invest that do not increase your tax bur-
den. However, it is critical that you pay attention not just to the :
taxes paid but to the after-tax return on the investments. Some- :
times it makes sense to pay more in taxes “now” if it leaves you
¢ hasalready been taxed when you earned it.
In this column, I'm going to discuss 10 ways to invest with-
out paying any taxes at all. Naturally, with each method there
is a way you could owe taxes if you are not careful, but for the
most part, these investments are tax-free, at least at the time
: only owe capital gains taxes on $5,000.
The initial basis is income tax—free. This
characteristic allows many retirees to dra-
Municipal bonds are a loan to a state or municipality. Municipal
bond interest is federal income tax—free (although some bonds
do produce interest subject to the Alternative Minimum Tax). A : 8. Equity Real Estate
municipal bond from your state is also often state income tax— :
free. Of course, if you sell a bond or bond mutual fund for a gain, :

7.Basis
Many people forget that you never owe income taxes
on your “basis” (ie, the purchase price, exclud-
ing commissions and other expenses) since it

Basis is the amount the IRS considers you
to have paid into an investment. For ex-
ample, if you paid $10,000 for stock and
then sell it when it is worth $15,000, you

matically lower their tax bill in retirement.

Covered by Depreciation
Depreciation can be an important tax break, and

estate is often completely offset by this deduction,
providing tax-free income. If you or your spouse
qualifies for real estate professional status, that de-

: preciation can even be used to offset your earned in-

come. While depreciation is recaptured when you sell a
house, it is recaptured at a maximum of 25 percent and
can be deferred by doing “1031 tax-free exchange” of
Savings bonds, whether the standard type EE or inflation-adjust- :
ed, are like treasury bonds in that they are always free of state :
¢ your heirs by the step up in basis at death (ie, when
the bond is redeemed, perhaps decades later. If the proceeds are

a property instead of selling it. If you do not sell prior
to death, the depreciation recapture is eliminated for

the basis of an appreciated asset is adjusted to current

Qualified stock dividends are eligible for lower
atall and you do not sell the stock, then the in-

heirs will also benefit from the step up in basis at
death and receive an income tax—free inheritance. Of

course, the risks and lack of diversification with pick-
ing individual stocks may outweigh this benefit, but a
growth stock index fund with a yield under 1 percent

Cash-value life insurance policies such as “whole life”
grow in a tax-deferred manner. Partial surrenders of the
policy allow you to access your basis first, which is tax-

house, car, and investment portfolio tax-free), [
albeit not interest-free. Even with that tax treat-

.

b,

ment, it is hard to recommend whole life insurance to someone

i who doesn’t have the permanent need to have a benefit paid

upon their death. The low returns (negative for the first five to 15

years) and high insurance costs make this a niche product that
¢ isappropriate for only a few physicians.

Do not be afraid to pay more taxes if it means you come out

: ahead after tax. For example, if a municipal bond fund yields

1.5 percent and a taxable bond fund yields 2.1 percent and
you are in the 24 percent federal tax bracket, you can
quickly see that 2.1 percent — (24 percent x 2.1) = 1.6
percent. In that case, you would be better off with
the taxable bond fund than the municipal bond
fund. Minimizing taxes is an important part of
being an investor, but do not let the tax tail
wag the investment dog. ©
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Eliquis.
(@pixaban)tablets 355,

In the emerdgency
department,
both safety and
efficacy matter

For appropriate patients
with DVT/PE, consider
ELIQUIS at discharge

DVT=deep vein thrombosis; PE=pulmonary embolism.

INDICATION

ELIQUIS is indicated for the treatment of deep vein thrombosis and pulmonary embolism.

IMPORTANT SAFETY INFORMATION

WARNING: (A) PREMATURE DISCONTINUATION OF ELIQUIS INCREASES THE RISK OF THROMBOTIC EVENTS,
(B) SPINAL/EPIDURAL HEMATOMA
(A) Premature discontinuation of any oral anticoagulant, including ELIQUIS, increases the risk of thrombotic events.
If anticoagulation with ELIQUIS is discontinued for a reason other than pathological bleeding or completion of a course of therapy,
consider coverage with another anticoagulant.
(B) Epidural or spinal hematomas may occur in patients treated with ELIQUIS who are receiving neuraxial anesthesia or undergoing
spinal puncture. These hematomas may result in long-term or permanent paralysis. Consider these risks when scheduling patients
for spinal procedures. Factors that can increase the risk of developing epidural or spinal hematomas in these patients include:

« use of indwelling epidural catheters

« concomitant use of other drugs that affect hemostasis, such as nonsteroidal anti-inflammatory drugs (NSAIDs),

platelet inhibitors, other anticoagulants

« a history of traumatic or repeated epidural or spinal punctures

« a history of spinal deformity or spinal surdery

« optimal timing between the administration of ELIQUIS and neuraxial procedures is not known
Monitor patients frequently for signs and symptoms of neurological impairment. If neurological compromise is noted,
urdent treatment is necessary.
Consider the benefits and risks before neuraxial intervention in patients anticoaqulated or to be anticoaqulated.

Please see additional Important Safety Information and Brief Summary of Full Prescribing Information, including Boxed WARNINGS, on adjacent pages.



AMPLIFY*2 Study Design

A randomized, double-blind, phase Il trial to determine whether ELIQUIS was noninferior to enoxaparin/warfarin for the incidence of
recurrent venous thromboembolism (VTE)* or VTE-related death in 5400 patients with objectively confirmed, symptomatic proximal DVT/PE.
2693 patients were randomized to ELIQUIS 10 mg orally twice daily for 7 days followed by 5 mg orally twice daily for 6 months, and 2707
patients were randomized to standard of care, which was initial enoxaparin 1 mg/kg twice daily subcutaneously for at least 5 days (until INR
>?2), followed by warfarin (target INR range: 2.0-3.0) orally for 6 months. The primary efficacy endpoint was recurrent VTE* or VTE-related

death, and the primary safety endpoint was major bleeding.

=90% of patients in the AMPLIFY trial had an unprovoked DVT/PE at baseline.!
» The 10% of patients with a provoked DVT/PE were required to have an additional ondoing risk factor in order to be randomized'

*Recurrent symptomatic VTE (nonfatal DVT or nonfatal PE).

"Risk factors included previous episode of DVT/PE, immobilization, history of cancer, active cancer, and known prothrombotic genotype.

To learn more about ELIQUIS, visit Fhcp.eliquis.com

IMPORTANT SAFETY INFORMATION (CONT’D)

CONTRAINDICATIONS

« Active pathological bleeding
« Severe hypersensitivity reaction to ELIQUIS (e.g., anaphylactic
reactions)

WARNINGS AND PRECAUTIONS

« Increased Risk of Thrombotic Events after Premature
Discontinuation: Premature discontinuation of any oral
anticoagulant, including ELIQUIS, in the absence of adequate
alternative anticoagulation increases the risk of thrombotic
events. An increased rate of stroke was observed during the
transition from ELIQUIS to warfarin in clinical trials in atrial
fibrillation patients. If ELIQUIS is discontinued for a reason other
than pathological bleeding or completion of a course of therapy,
consider coverage with another anticoagulant.

« Prosthetic Heart Valves: The safety and efficacy of ELIQUIS have

not been studied in patients with prosthetic heart valves and is
not recommended in these patients.

Acute PE in Hemodynamically Unstable Patients or Patients
who Require Thrombolysis or Pulmonary Embolectomy:
Initiation of ELIQUIS is not recommended as an alternative to
unfractionated heparin for the initial treatment of patients with
PE who present with hemodynamic instability or who may receive
thrombolysis or pulmonary embolectomy.

Patients with Antiphospholipid Syndrome (APS): Direct-acting
oral anticoagulants (DOACs) including ELIQUIS are not
recommended for patients with a history of thrombosis who are
diagnosed with APS. The efficacy and safety of ELIQUIS in patients
with APS have not been established.

Bleeding Risk: ELIQUIS increases the risk of bleeding and can
cause serious, potentially fatal, bleeding.

— Concomitant use of drugs affecting hemostasis increases the
risk of bleeding, including aspirin and other antiplatelet agents,
other anticoagulants, heparin, thrombolytic agents, SSRIs,
SNRIs, and NSAIDs.

— Advise patients of signs and symptoms of blood loss and to
report them immediately or go to an emergency room.
Discontinue ELIQUIS in patients with active pathological
hemorrhage.

— The anticoaqulant effect of apixaban can be expected to persist
for at least 24 hours after the last dose (i.e., about two half-
lives). An agent to reverse the anti-factor Xa activity of apixaban
is available. Please visit www.andexxa.com for more
information on availability of a reversal agent.

Spinal/Epidural Anesthesia or Puncture: Patients treated with
ELIQUIS undergoing spinal/epidural anesthesia or puncture may
develop an epidural or spinal hematoma which can result in
long-term or permanent paralysis.

The risk of these events may be increased by the postoperative
use of indwelling epidural catheters or the concomitant use of
medicinal products affecting hemostasis. Indwelling epidural or
intrathecal catheters should not be removed earlier than 24 hours
after the last administration of ELIQUIS. The next dose of ELIQUIS
should not be administered earlier than 5 hours after the removal
of the catheter. The risk may also be increased by traumatic or
repeated epidural or spinal puncture. If traumatic puncture
occurs, delay the administration of ELIQUIS for 48 hours.

Monitor patients frequently and if neurological compromise is
noted, urgent diagnosis and treatment is necessary. Physicians
should consider the potential benefit versus the risk of neuraxial
intervention in ELIQUIS patients.

ADVERSE REACTIONS

« The most common and most serious adverse reactions reported
with ELIQUIS were related to bleeding.

TEMPORARY INTERRUPTION FOR SURGERY AND OTHER
INTERVENTIONS

« ELIQUIS should be discontinued at least 48 hours prior to elective
surgery or invasive procedures with a moderate or high risk of
unacceptable or clinically significant bleeding. ELIQUIS should be
discontinued at least 24 hours prior to elective surgery or invasive
procedures with a low risk of bleeding or where the bleeding
would be noncritical in location and easily controlled. Bridging
anticoagulation during the 24 to 48 hours after stopping ELIQUIS
and prior to the intervention is not generally required. ELIQUIS
should be restarted after the surgical or other procedures as soon
as adequate hemostasis has been established.

DRUG INTERACTIONS

« Combined P-gp and Strong CYP3A4 Inhibitors: Inhibitors of
P-glycoprotein (P-gp) and cytochrome P450 3A4 (CYP3A4)
increase exposure to apixaban and increase the risk of bleeding.
For patients receiving ELIQUIS doses of 5 mg or 10 mg twice
daily, reduce the dose of ELIQUIS by 50% when ELIQUIS is
coadministered with drugs that are combined P-gp and strong
CYP3A4 inhibitors (e.g., ketoconazole, itraconazole, or ritonavir).
In patients already taking 2.5 mg twice daily, avoid
coadministration of ELIQUIS with combined P-gp and strong
CYP3A4 inhibitors.

Clarithromycin

Although clarithromycin is a combined P-gp and strong CYP3A4
inhibitor, pharmacokinetic data suggest that no dose adjustment
is necessary with concomitant administration with ELIQUIS.



FOR THE TREATMENT OF DVT/PE

Only ELIQUIS demonstrated BOTH superiority in major bleeding
events AND comparable efficacy vs enoxaparin/warfarin®
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PRIMARY EFFICACY ENDPOINT

ELIQUIS increases the risk of bleeding and can cause serious, potentially fatal, bleeding’

« Discontinuation rate due to bleeding events: 0.7% in ELIQUIS-treated patients vs 1.7% with enoxaparin/warfarin*

« In AMPLIFY, the most commonly observed adverse reactions in ELIQUIS-treated patients (incidence >1%) were epistaxis, contusion,
hematuria, menorrhagia, hematoma, hemoptysis, rectal hemorrhage, and gingival bleeding*

Major bleeding was defined as clinically overt bleeding accompanied by at least one of the following?®3:
1) A decrease in hemoglobin of 22 g/dL; 2) A transfusion of 2 or more units of packed red blood cells; 3) Bleeding that occurred in at least
1 of the following critical sites: intracranial, intraspinal, intraocular, pericardial, intra-articular, intramuscular with compartment syndrome,

or retroperitoneal; 4) Fatal bleeding

ARR=absolute risk reduction; Cl=confidence interval; HR=hazard ratio; INR=international normalized ratio; RR=relative risk; RRR=relative risk reduction.
*Events associated with each endpoint were counted once per subject, but subjects may have contributed events to multiple endpoints.

IMPORTANT SAFETY INFORMATION (CONT’D)

DRUG INTERACTIONS (cont’d)

« Combined P-gp and Strong CYP3A4 Inducers: Avoid concomitant
use of ELIQUIS with combined P-gp and strong CYP3A4 inducers
(e.g., rifampin, carbamazepine, phenytoin, St. John’s wort) because
such drugs will decrease exposure to apixaban.

« Anticoagulants and Antiplatelet Agents: Coadministration of
antiplatelet agents, fibrinolytics, heparin, aspirin, and chronic
NSAID use increases the risk of bleeding. APPRAISE-2, a placebo-
controlled clinical trial of apixaban in high-risk post-acute coronary
syndrome patients treated with aspirin or the combination of
aspirin and clopidogrel, was terminated early due to a higher rate
of bleeding with apixaban compared to placebo.

PREGNANCY

« The limited available data on ELIQUIS use in pregnant women
are insufficient to inform drug-associated risks of major birth
defects, miscarriage, or adverse developmental outcomes.

Please see Brief Summary of Full Prescribing Information, including Boxed WARNINGS,

on adjacent pages.

= %X% Bristol-Myers Squibb @

Treatment may increase the risk of bleeding during pregnancy and
delivery, and in the fetus and neonate.

— Labor or delivery: ELIQUIS use during labor or delivery in
women who are receiving neuraxial anesthesia may result
in epidural or spinal hematomas. Consider use of a shorter
acting anticoagulant as delivery approaches.

LACTATION
 Breastfeeding is not recommended during treatment with ELIQUIS.

References: 1. Eliquis [package insert]. Bristol-Myers Squibb Company, Princeton, NJ, and
Pfizer Inc, New York, NY. 2. Adnelli G, Buller HR, Cohen A, et al; for AMPLIFY Investigators.
Oral apixaban for the treatment of acute venous thromboembolism. N Engl J Med.
2013;369(9):799-808. Supplement available at http://www.nejm.ord/doi/suppl/10.1056/
NEJMoal302507/suppl_file/nejmoal302507_appendix.pdf. Accessed December 5, 2018.
3. Agnelli G, Buller HR, Cohen A, et al. Apixaban for extended treatment of venous
thromboembolism. N Engl J Med. 2013;368(8):699-708. Supplement available at
http://www.nejm.org/doi/suppl/10.1056/NEJMoal207541/suppl_file/nejmoa 1207541 _
appendix.pdf. Accessed December 18, 2018.
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ELIQUIS® (apixaban) tablets, for oral use B ONLY

Brief Summary of Prescribing Information. For complete prescribing information consult
official package insert.

WARNING: (A) PREMATURE DISCONTINUATION OF ELIQUIS INCREASES THE RISK OF
THROMBOTIC EVENTS

(B) SPINAL/EPIDURAL HEMATOMA
(A) PREMATURE DISCONTINUATION OF ELIQUIS INCREASES THE RISK OF THROMBOTIC
EVENTS

Premature discontinuation of any oral anticoagulant, including ELIQUIS, increases
the risk of thrombotic events. If anticoagulation with ELIQUIS is discontinued for a
reason other than pathological bleeding or completion of a course of therapy, consider
coverage with another anticoagulant [see Dosage and Administration, Warnings and
Precautions, and Clinical Studies (14.1) in full Prescribing Information].

(B) SPINAL/EPIDURAL HEMATOMA

Epidural or spinal hematomas may occur in patients treated with ELIQUIS who are

receiving neuraxial anesthesia or undergoing spinal puncture. These hematomas may

result in long-term or permanent paralysis. Consider these risks when scheduling

patients for spinal procedures. Factors that can increase the risk of developing

epidural or spinal hematomas in these patients include:

o use of indwelling epidural catheters

¢ concomitant use of other drugs that affect hemostasis, such as nonsteroidal
anti-inflammatory drugs (NSAIDs), platelet inhibitors, other anticoagulants

o a history of traumatic or repeated epidural or spinal punctures

 a history of spinal deformity or spinal surgery

o optimal timing between the administration of ELIQUIS and neuraxial procedures is
not known

[see Warnings and Precautions]

Monitor patients frequently for signs and symptoms of neurological impairment.

If neurological compromise is noted, urgent treatment is necessary [see Warnings and

Precautions].

Consider the benefits and risks before neuraxial intervention in patients

anticoagulated or to be anticoagulated [see Warnings and Precautions].

INDICATIONS AND USAGE

Reduction of Risk of Stroke and Systemic Embolism in Nonvalvular Atrial Fibrillation—
ELIQUIS® (apixaban) is indicated to reduce the risk of stroke and systemic embolism in patients
with nonvalvular atrial fibrillation.

Prophylaxis of Deep Vein Thrombosis Following Hip or Knee Replacement Surgery—
ELIQUIS is indicated for the prophylaxis of deep vein thrombosis (DVT), which may lead to
pulmonary embolism (PE), in patients who have undergone hip or knee replacement surgery.

Treatment of Deep Vein Thrombosis—ELIQUIS is indicated for the treatment of DVT.
Treatment of Pulmonary Embolism—ELIQUIS is indicated for the treatment of PE.

Reduction in the Risk of Recurrence of DVT and PE—ELIQUIS is indicated to reduce the risk of
recurrent DVT and PE following initial therapy.

DOSAGE AND ADMINISTRATION (Selected information)
Temporary Interruption for Surgery and Other Interventions

ELIQUIS should be discontinued at least 48 hours prior to elective surgery or invasive procedures
with a moderate or high risk of unacceptable or clinically significant bleeding [see Warnings
and Precautions]. ELIQUIS should be discontinued at least 24 hours prior to elective surgery or
invasive procedures with a low risk of bleeding or where the bleeding would be non-critical in
location and easily controlled. Bridging anticoagulation during the 24 to 48 hours after stopping
ELIQUIS and prior to the intervention is not generally required. ELIQUIS should be restarted
after the surgical or other procedures as soon as adequate hemostasis has been established.
(For complete Dosage and Administration section, see full Prescribing Information.)

CONTRAINDICATIONS
ELIQUIS is contraindicated in patients with the following conditions:
¢ Active pathological bleeding [see Warnings and Precautions and Adverse Reactions]

e Severe hypersensitivity reaction to ELIQUIS (e.g., anaphylactic reactions) [see Adverse
Reactions]

WARNINGS AND PRECAUTIONS
Increased Risk of Thrombotic Events after Premature Discontinuation

Premature discontinuation of any oral anticoagulant, including ELIQUIS, in the absence of
adequate alternative anticoagulation increases the risk of thrombotic events. An increased rate
of stroke was observed during the transition from ELIQUIS to warfarin in clinical trials in atrial
fibrillation patients. If ELIQUIS is discontinued for a reason other than pathological bleeding or
completion of a course of therapy, consider coverage with another anticoagulant [see Dosage and
Administration (2.4) and Clinical Studiies (14.1) in full Prescribing Information].

Bleeding

ELIQUIS increases the risk of bleeding and can cause serious, potentially fatal, bleeding [see
Dosage and Administration (2.1) in full Prescribing Information and Adverse Reactions].

Concomitant use of drugs affecting hemostasis increases the risk of bleeding. These include
aspirin and other antiplatelet agents, other anticoagulants, heparin, thrombolytic agents, selective
serotonin reuptake inhibitors, serotonin norepinephrine reuptake inhibitors, and nonsteroidal anti-
inflammatory drugs (NSAIDs) /see Drug Interactions].

Advise patients of signs and symptoms of blood loss and to report them immediately or go to an
emergency room. Discontinue ELIQUIS in patients with active pathological hemorrhage.

Reversal of Anticoagulant Effect

An agent to reverse the anti-factor Xa activity of apixaban is available. The pharmacodynamic
effect of ELIQUIS can be expected to persist for at least 24 hours after the last dose, i.e., for
about two drug half-lives. Prothrombin complex concentrate (PCC), activated prothrombin complex
concentrate or recombinant factor Vlla may be considered, but have not been evaluated in clinical
studies [see Clinical Pharmacology (12.2) in full Prescribing Information]. When PCCs are used,
monitoring for the anticoagulation effect of apixaban using a clotting test (PT, INR, or aPTT) or
anti-factor Xa (FXa) activity is not useful and is not recommended. Activated oral charcoal reduces
absorption of apixaban, thereby lowering apixaban plasma concentration [See Overdosage].

Hemodialysis does not appear to have a substantial impact on apixaban exposure [see Clinical
Pharmacology (12.3) in full Prescribing Information]. Protamine sulfate and vitamin K are
not expected to affect the anticoagulant activity of apixaban. There is no experience with
antifibrinolytic agents (tranexamic acid, aminocaproic acid) in individuals receiving apixaban. There
is no experience with systemic hemostatics (desmopressin and aprotinin) in individuals receiving
apixaban, and they are not expected to be effective as a reversal agent.

Spinal/Epidural Anesthesia or Puncture

When neuraxial anesthesia (spinal/epidural anesthesia) or spinal/epidural puncture is employed,
patients treated with antithrombotic agents for prevention of thromboembolic complications are
at risk of developing an epidural or spinal hematoma which can result in long-term or permanent
paralysis.

The risk of these events may be increased by the postoperative use of indwelling epidural
catheters or the concomitant use of medicinal products affecting hemostasis. Indwelling epidural
or intrathecal catheters should not be removed earlier than 24 hours after the last administration
of ELIQUIS. The next dose of ELIQUIS should not be administered earlier than 5 hours after the
removal of the catheter. The risk may also be increased by traumatic or repeated epidural or
spinal puncture. If traumatic puncture occurs, delay the administration of ELIQUIS for 48 hours.

Monitor patients frequently for signs and symptoms of neurological impairment (e.g., numbness
or weakness of the legs, or bowel or bladder dysfunction). If neurological compromise is noted,
urgent diagnosis and treatment is necessary. Prior to neuraxial intervention the physician should
consider the potential benefit versus the risk in anticoagulated patients or in patients to be
anticoagulated for thromboprophylaxis.

Patients with Prosthetic Heart Valves

The safety and efficacy of ELIQUIS have not been studied in patients with prosthetic heart valves.
Therefore, use of ELIQUIS is not recommended in these patients.

Acute PE in Hemodynamically Unstable Patients or Patients who Require Thrombolysis or
Pulmonary Embolectomy

Initiation of ELIQUIS (apixaban) is not recommended as an alternative to unfractionated heparin
for the initial treatment of patients with PE who present with hemodynamic instability or who may
receive thrombolysis or pulmonary embolectomy.

Patients with Antiphospholipid Syndrome

Direct-acting oral anticoagulants (DOACs) including ELIQUIS are not recommended for patients
with a history of thrombosis who are diagnosed with antiphospholipid syndrome (APS). In
particular for patients that are triple positive (positive for lupus anticoagulant, anticardiolipin, and
anti-beta 2-glycoprotein | antibodies), treatment with DOACs could be associated with increased
rates of recurrent thrombotic events compared with vitamin K antagonist therapy. The efficacy
and safety of ELIQUIS in patients with APS have not been established.

ADVERSE REACTIONS

The following serious adverse reactions are discussed in greater detail in other sections of the

prescribing information.

o Increased risk of thrombotic events after premature discontinuation [see Warnings and
Precautions]

o Bleeding [see Warnings and Precautions]

o Spinal/epidural anesthesia or puncture [see Warnings and Precautions]

Clinical Trials Experience

Because clinical trials are conducted under widely varying conditions, adverse reaction rates

observed in the clinical trials of a drug cannot be directly compared to rates in the clinical trials of

another drug and may not reflect the rates observed in practice.

Reduction of Risk of Stroke and Systemic Embolism in Patients with Nonvalvular Atrial Fibrillation

The safety of ELIQUIS was evaluated in the ARISTOTLE and AVERROES studies [See Clinical Studlies

(14) in full Prescribing Information], including 11,284 patients exposed to ELIQUIS 5 mg twice daily

and 602 patients exposed to ELIQUIS 2.5 mg twice daily. The duration of ELIQUIS exposure was

>12 months for 9375 patients and >24 months for 3369 patients in the two studies. In ARISTOTLE,

the mean duration of exposure was 89 weeks (>15,000 patient-years). In AVERROES, the mean

duration of exposure was approximately 59 weeks (>3000 patient-years).

The most common reason for treatment discontinuation in both studies was for bleeding-related

adverse reactions; in ARISTOTLE this occurred in 1.7% and 2.5% of patients treated with ELIQUIS

and warfarin, respectively, and in AVERROES, in 1.5% and 1.3% on ELIQUIS and aspirin, respectively.

Bleeding in Patients with Nonvalvular Atrial Fibrillation in ARISTOTLE and AVERROES

Tables 1 and 2 show the number of patients experiencing major bleeding during the treatment

period and the bleeding rate (percentage of subjects with at least one bleeding event per 100
patient-years) in ARISTOTLE and AVERROES.

Table 1: Bleeding Events in Patients with Nonvalvular Atrial Fibrillation in
ARISTOTLE*
ELIQUIS Warfarin Hazard Ratio P-value
N=9088 N=9052 (95% Cl)
n (per n (per
100 pt-year) 100 pt-year)
Majort 327 (2.13) 462 (3.09) 0.69 (0.60, 0.80)  <0.0001
Intracranial (ICH)* 52 (0.33) 125(0.82) 0.41(0.30, 0.57) -
Hemorrhagic 38 (0.24) 74 (0.49) 0.51(0.34, 0.75) -
stroke$
Other ICH 15(0.10) 51(0.34) 0.29 (0.16, 0.51) -
Gastrointestinal (GI)" 128 (0.83) 141 (0.93) 0.89(0.70, 1.14) -
Fatal** 10 (0.06) 37(0.24) 0.27 (0.13,0.53) -
Intracranial 4(0.03) 30(0.20) 0.13(0.05, 0.37) -
Non-intracranial 6(0.04) 7(0.05) 0.84 (0.28, 2.15) -

* Bleeding events within each subcategory were counted once per subject, but subjects may have
contributed events to multiple endpoints. Bleeding events were counted during treatment or
within 2 days of stopping study treatment (on-treatment period).

1 Defined as clinically overt bleeding accompanied by one or more of the following: a decrease in
hemoglobin of >2 g/dL, a transfusion of 2 or more units of packed red blood cells, bleeding at
a critical site: intracranial, intraspinal, intraocular, pericardial, intra-articular, intramuscular with
compartment syndrome, retroperitoneal or with fatal outcome.

* Intracranial bleed includes intracerebral, intraventricular, subdural, and subarachnoid bleeding.
Any type of hemorrhagic stroke was adjudicated and counted as an intracranial major bleed.

§ On-treatment analysis based on the safety population, compared to ITT analysis presented in
Section 14 in the full Prescribing Information.

9 Gl bleed includes upper Gl, lower GI, and rectal bleeding.

** Fatal bleeding is an adjudicated death with the primary cause of death as intracranial bleeding or
non-intracranial bleeding during the on-treatment period.

In ARISTOTLE, the results for major bleeding were generally consistent across most major
subgroups including age, weight, CHADS, score (a scale from 0 to 6 used to estimate risk of
stroke, with higher scores predicting greater risk), prior warfarin use, geographic region, and
aspirin use at randomization (Figure 1). Subjects treated with apixaban with diabetes bled more
(3.0% per year) than did subjects without diabetes (1.9% per year).

Table 2: Bleeding Events in Patients with Nonvalvular Atrial Fibrillation in AVERROES
ELIQUIS (apixaban)  Aspirin Hazard Ratio P-value
N=2798 N=2780 (95% CI)
n (%/year) n (%/year)
Major 45 (1.41) 29(0.92) 1.54(0.96, 2.45) 0.07
Fatal 5(0.16) 5(0.16) 0.99(0.23,4.29)
Intracranial 11(0.34) 11(0.35) 0.99(0.39, 2.51)

Events associated with each endpoint were counted once per subject, but subjects may have
contributed events to multiple endpoints.

Other Adverse Reactions

Hypersensitivity reactions (including drug hypersensitivity, such as skin rash, and anaphylactic
reactions, such as allergic edema) and syncope were reported in <1% of patients receiving ELIQUIS.
Prophylaxis of Deep Vein Thrombosis Following Hip or Knee Replacement Surgery

The safety of ELIQUIS has been evaluated in 1 Phase Il and 3 Phase Ill studies including
5924 patients exposed to ELIQUIS 2.5 mg twice daily undergoing major orthopedic surgery of the
lower limbs (elective hip replacement or elective knee replacement) treated for up to 38 days.

In total, 11% of the patients treated with ELIQUIS 2.5 mg twice daily experienced adverse reactions.

Bleeding results during the treatment period in the Phase Ill studies are shown in Table 3. Bleeding
was assessed in each study beginning with the first dose of double-blind study drug.

Table 3: Bleeding During the Treatment Period in Patients Undergoing Elective Hip or

Knee Replacement Surgery

ADVANCE-3 ADVANCE-2 ADVANCE-1
Bleeding Hip Replacement Knee Replacement Knee Replacement
Endpoint* Surgery Surgery Surgery
ELIQUIS  |Enoxaparin| ELIQUIS |Enoxaparin| ELIQUIS | Enoxaparin
2.5mg 40 mg 2.5mg 40 mg 2.5mg 30 mg
po bid scqd po bid sc qd po bid scq12h
353 days |35+3 days| 12+2 days |12+2days| 12+2days | 12+2 days
Firstdose | Firstdose | Firstdose | Firstdose | Firstdose | Firstdose
12t024 | 9to15 | 12t024 | 9to15 | 12to24 12t024
hours post | hours prior | hours post | hours prior | hours post | hours post
surgery | tosurgery | surgery | tosurgery | surgery surgery
All treated N=2673 | N=2659 | N=1501 | N=1508 | N=1596 N=1588
Major 22 18 9 14 11 22
(including surgical (0.82%)t | (0.68%) | (0.60%)* | (0.93%) | (0.69%) (1.39%)
site)
Fatal 0 0 0 0 0 1
(0.06%)
Hgb decrease 13 10 8 9 10 16
>2 g/dL (049%) | (0.38%) | (0.53%) | (0.60%) | (0.63%) (1.01%)
Transfusion of 16 14 5 9 9 18
>2 units RBC (0.60%) | (0.53%) | (0.33%) | (0.60%) | (0.56%) (1.13%)
Bleed at 1 1 1 2 1 4
critical siteS (0.04%) (0.04%) | (0.07%) | (0.13%) | (0.06%) (0.25%)
Major 129 134 53 72 46 68
+ CRNM? (4.83%) | (5.04%) | (3.53%) | (4.77%) | (2.88%) (4.28%)
Al 313 334 104 126 85 108
(11.71%) | (12.56%) | (6.93%) | (8.36%) | (5.33%) (6.80%)

* All bleeding criteria included surgical site bleeding.

TIncludes 13 subjects with major bleeding events that occurred before the first dose of apixaban
(administered 12 to 24 hours post-surgery).

*Includes 5 subjects with major bleeding events that occurred before the first dose of apixaban
(administered 12 to 24 hours post-surgery).

§ Intracranial, intraspinal, intraocular, pericardial, an operated joint requiring re-operation or
intervention, intramuscular with compartment syndrome, or retroperitoneal. Bleeding into an
operated joint requiring re-operation or intervention was present in all patients with this category
of bleeding. Events and event rates include one enoxaparin-treated patient in ADVANCE-1 who
also had intracranial hemorrhage.

1 CRNM = clinically relevant nonmajor.

Figure 1: Major Bleeding Hazard Ratios by Baseline Characteristics - ARISTOTLE Study

n of Events / N of Patients (% per year)

Subgroup Apixaban Warfarin Hazard Ratio (95% CI)
All Patients 327/9088 (2.1) 462 /9052 (3.1) 0.69 (0.60, 0.80) @
Prior Warfarin/VKA Status
Experienced (57%) 185/5196 (2.1) 27475180 (3.2) 0.66 (0.55, 0.80) @~
Naive (43%) 142/3892 (2.2) 188/3872(3.0) 0.73(0.59,0.91) —0—
Age
<65 (30%) 56/2723(1.2) 72/2732(1.5) 0.78 (0.55,1.11) —0—H
265 and <75 (39%) 120/3529 (2.0) 166 /3501 (2.8) 0.71(0.56, 0.89) ——
>75 (31%) 151/2836 (3.3) 22412819 (5.2) 0.64(0.52,0.79) —o
Sex i
Male (65%) 225/5868 (2.3) 294/5879 (3.0) 0.76 (0.64, 0.90) H@-
Female (35%) 102/3220(1.9) 168 /3173 (3.3) 0.58 (0.45,0.74) —0-H
Weight H
<60 kg (11%) 36/1013(2.3) 62 /965 (4.3) 0.55(0.36,0.83) ——i
>60 kg (89%) 290/8043 (2.1) 398/8059 (3.0) 0.72(0.62,0.83) @
Prior Stroke or TIA
Yes (19%) 77 /1687 (2.8) 106/1735(3.9) 0.73(0.54,0.98) —o—|
No (81%) 250/7401 (2.0) 356/7317 (2.9) 0.68 (0.58, 0.80) +@-
Diabetes Mellitus
Yes (25%) 112/2276 (3.0) 114/2250 (3.1) 0.96 (0.74,1.25) —e—
No (75%) 215/6812(1.9) 348 /6802 (3.1) 0.60(0.51,0.71) +@
CHADS; Score
<1 (34%) 76/3093 (1.4) 126 /3076 (2.3) 0.59(0.44,0.78) — @
2 (36%) 125/3246 (2.3) 163 /3246 (3.0) 0.76 (0.60, 0.96) —o—
>3 (30%) 126 /2749 (2.9) 173/2730 (4.1) 0.70(0.56, 0.88) —0—
Creatinine Clearance
<30 mU/min  (1%) 7/136(3.7) 19/132 (11.9) 0.32(0.13,0.78) —— L
30-50 mL/min  (15%) 66/1357 (3.2) 123/1380 (6.0) 0.53(0.39,0.71) —e—i
>50-80 mL/min  (42%) 157 /3807 (2.5) 199/3758 (3.2) 0.76 (0.62, 0.94) =o—
>80 mU/min  (41%) 96 /3750 (1.5) 119/3746 (1.8) 0.79 (0.61,1.04) 0
Geographic Region
US (19%) 83/1716 (2.8) 109/1693 (3.8) 0.75(0.56, 1.00) —o—]
Non-US (81%) 24417372 (2.0) 353/7359 (2.9) 0.68 (0.57, 0.80) +@-
Aspirin at Randomization H
Yes (31%) 129/2846 (2.7) 164 /2762 (3.7) 0.75(0.60, 0.95) —eo—
No (69%) 198 /6242 (1.9) 298/6290 (2.8) 0.66 (0.55, 0.79) PQ-«
0125 025 05 1 2
- — >
Apixaban Warfarin
Better Better

Note: The figure above presents effects in various subgroups, all of which are baseline characteristics and all of which were prespecified, if not the groupings. The 95% confidence limits that are shown
do not take into account how many comparisons were made, nor do they reflect the effect of a particular factor after adjustment for all other factors. Apparent homogeneity or heterogeneity among

groups should not be over-interpreted.



Adverse reactions occurring in >1% of patients undergoing hip or knee replacement surgery in
the 1 Phase Il study and the 3 Phase Ill studies are listed in Table 4.

Adverse reactions occurring in >1% of patients in the AMPLIFY-EXT study are listed in Table 8.

Table 8: Adverse Reactions Occurring in >1% of Patients Undergoing Extended

Table 4: Adverse Reactions Occurring in >1% of Patients in Either Group Undergoing Treatment for DVT and PE in the AMPLIFY-EXT Study
Hip or Knee Replacement Surgery -
ELIQUIS (apixaban) ELIQUIS Placebo
ELIQUIS (apixaban), | Enoxaparin, 2.5 mg bid 5 mg bid
n(%) n (%) N=840 N=811 N=826
2.5 mg po bid 40 mg sc qd or n (%) n (%) n (%)
30 mg sc q12h —
N=5924 N=5904 Epistaxis 13(1.5) 29 (3.6) 9(1.1)
Nausea 153 (2.6) 159 (2.7) Hematuria 12(1.4) 172.1) 9(1.1)
Anemia (including postoperative and hemorrhagic 153 (2.6) 178 (3.0) Hematoma 13(1.5) 16(2.0) 10(1.2)
anemia, and respective laboratory parameters) Contusion 18(2.1) 18(2.2) 18(2.2)
Contusion 83(1.4) 115(1.9) Gingival bleeding 12 (1.4) 9(1.1) 3(0.4)
Hemorrhage (including hematoma, and vaginal 67 (1.1) 81(1.4)
and urethral hemorrhage) Other Adverse Reactions
Pos:procegura: Remogrhage (|nc|léd;]ng h 5409 60(1.0 Less common adverse reactions in ELIQUIS-treated patients in the AMPLIFY or AMPLIFY-EXT
postprocedural hematoma, wound hemorrhage, studies occurring at a frequency of >0.1% to <1%:
vessel puncture-site hematoma and catheter-site
hemorrhage) Blood and lymphatic system disorders: hemorrhagic anemia
;r;?:;g,?;ﬁggg%ﬁ:gé&ngwg Ianlgr?ilr?: ne 5008 na2 Gastrointest_inal disorders: hematochezia, hemorrhoidal hemorrhage, gastrointestinal hemorrhage,
aminotransferase abnormal) hematemesis, melena, anal hemorrhage
Aspartate aminotransferase increased 47 (0.8) 69 (1.2 Injury, poisoning, and propedyra/ complications: wound hemorrhage, postprocedural hemorrhage,
Gamma-glutamyltransferase increased 38 (0.6) 65 (1.1) raumatic hematorma, periorbital hematoma

Less common adverse reactions in apixaban-treated patients undergoing hip or knee replacement
surgery occurring at a frequency of >0.1% to <1%:

Blood and lymphatic system disorders: thrombocytopenia (including platelet count decreases)
Vascular disorders: hypotension (including procedural hypotension)
Respiratory, thoracic, and mediastinal disorders: epistaxis

Gastrointestinal disorders: gastrointestinal hemorrhage (including hematemesis and melena),
hematochezia

Hepatobiliary disorders: liver function test abnormal, blood alkaline phosphatase increased, blood
bilirubin increased

Renal and urinary disorders: hematuria (including respective laboratory parameters)

Injury, poisoning, and procedural complications: wound secretion, incision-site hemorrhage
(including incision-site hematoma), operative hemorrhage

Less common adverse reactions in apixaban-treated patients undergoing hip or knee replacement
surgery occurring at a frequency of <0.1%:

Gingival bleeding, hemoptysis, hypersensitivity, muscle hemorrhage, ocular hemorrhage (including
conjunctival hemorrhage), rectal hemorrhage

Treatment of DVT and PE and Reduction in the Risk of Recurrence of DVT or PE

The safety of ELIQUIS has been evaluated in the AMPLIFY and AMPLIFY-EXT studies, including
2676 patients exposed to ELIQUIS 10 mg twice daily, 3359 patients exposed to ELIQUIS 5 mg
twice daily, and 840 patients exposed to ELIQUIS 2.5 mg twice daily.

Common adverse reactions (>1%) were gingival bleeding, epistaxis, contusion, hematuria,
rectal hemorrhage, hematoma, menorrhagia, and hemoptysis.

AMPLIFY Study

The mean duration of exposure to ELIQUIS was 154 days and to enoxaparin/warfarin was
152 days in the AMPLIFY study. Adverse reactions related to bleeding occurred in 417 (15.6%)
ELIQUIS-treated patients compared to 661 (24.6%) enoxaparin/warfarin-treated patients.
The discontinuation rate due to bleeding events was 0.7% in the ELIQUIS-treated patients
compared to 1.7% in enoxaparin/warfarin-treated patients in the AMPLIFY study.

In the AMPLIFY study, ELIQUIS was statistically superior to enoxaparin/warfarin in the primary
safety endpoint of major bleeding (relative risk 0.31, 95% Cl [0.17, 0.55], P-value <0.0001).

Bleeding results from the AMPLIFY study are summarized in Table 5.

Table 5: Bleeding Results in the AMPLIFY Study
ELIQUIS Enoxaparin/Warfarin Relative Risk
N=2676 N=2689 (95% CI)
n (%) n (%)
Major 15(0.6) 49(1.8) 0.31(0.17,0.55)
p<0.0001
CRNM* 103 (3.9) 215(8.0)
Major + CRNM 115(4.3) 261(9.7)
Minor 313(11.7) 505 (18.8)
Al 402 (15.0) 676 (25.1)

* CRNM = clinically relevant nonmajor bleeding.
Events associated with each endpoint were counted once per subject, but subjects may have
contributed events to multiple endpoints.

Adverse reactions occurring in >1% of patients in the AMPLIFY study are listed in Table 6.

Table 6:  Adverse Reactions Occurring in >1% of Patients Treated for DVT and PE in the

AMPLIFY Study
ELIQUIS Enoxaparin/Warfarin
N=2676 N=2689
n (%) n (%)

Epistaxis 77(2.9) 146 (5.4)
Contusion 49(1.8) 97 (3.6)
Hematuria 46 (1.7) 102 (3.8)
Menorrhagia 38(1.4) 30(1.1)
Hematoma 35(1.3) 76 (2.8)
Hemoptysis 32(1.2) 31(1.2)
Rectal hemorrhage 26 (1.0) 39(1.5)
Gingival bleeding 26 (1.0) 50(1.9)

AMPLIFY-EXT Study

The mean duration of exposure to ELIQUIS was approximately 330 days and to placebo
was 312 days in the AMPLIFY-EXT study. Adverse reactions related to bleeding occurred
in 219 (13.3%) ELIQUIS-treated patients compared to 72 (8.7%) placebo-treated patients.
The discontinuation rate due to bleeding events was approximately 1% in the ELIQUIS-treated
patients compared to 0.4% in those patients in the placebo group in the AMPLIFY-EXT study.

Bleeding results from the AMPLIFY-EXT study are summarized in Table 7.

Table 7: Bleeding Results in the AMPLIFY-EXT Study
ELIQUIS ELIQUIS Placebo
2.5 mg bid 5 mg bid
N=840 N=811 N=826
n (%) n (%) n (%)
Major 2(0.2) 1(0.1) 4(0.5
CRNM* 25(3.0) 3442 19(2.3)
Major + CRNM 27(32) 35(4.3) 22(2.7)
Minor 75(8.9) 98 (12.1) 58(7.0)
All 94 (11.2) 121 (14.9) 74(9.0)

* CRNM = clinically relevant nonmajor bleeding.
Events associated with each endpoint were counted once per subject, but subjects may have
contributed events to multiple endpoints.

Musculoskeletal and connective tissue disorders: muscle hemorrhage

Reproductive system and breast disorders: vaginal hemorrhage, metrorrhagia, menometrorrhagia,
genital hemorrhage

Vascular disorders: hemorrhage
Skin and subcutaneous tissue disorders: ecchymosis, skin hemorrhage, petechiae
Eye disorders: conjunctival hemorrhage, retinal hemorrhage, eye hemorrhage

Investigations: blood urine present, occult blood positive, occult blood, red blood cells urine
positive

General disorders and administration-site conditions: injection-site hematoma, vessel
puncture-site hematoma

DRUG INTERACTIONS

Apixaban is a substrate of both CYP3A4 and P-gp. Inhibitors of CYP3A4 and P-gp increase
exposure to apixaban and increase the risk of bleeding. Inducers of CYP3A4 and P-gp decrease
exposure to apixaban and increase the risk of stroke and other thromboembolic events.

Combined P-gp and Strong CYP3A4 Inhibitors

For patients receiving ELIQUIS 5 mg or 10 mg twice daily, the dose of ELIQUIS should be
decreased by 50% when coadministered with drugs that are combined P-gp and strong CYP3A4
inhibitors (e.g., ketoconazole, itraconazole, ritonavir) [See Dosage and Administration (2.5) and
Clinical Pharmacology (12.3) in full Prescribing Information].

For patients receiving ELIQUIS at a dose of 2.5 mg twice daily, avoid coadministration with
combined P-gp and strong CYP3A4 inhibitors [see Dosage and Administration (2.5) and Clinical
Pharmacology (12.3) in full Prescribing Information].

Clarithromycin

Although clarithromycin is a combined P-gp and strong CYP3A4 inhibitor, pharmacokinetic data
suggest that no dose adjustment is necessary with concomitant administration with ELIQUIS [see
Clinical Pharmacology (12.3) in full Prescribing Information].

Combined P-gp and Strong CYP3A4 Inducers

Avoid concomitant use of ELIQUIS with combined P-gp and strong CYP3A4 inducers (e.g.,
rifampin, carbamazepine, phenytoin, St. John’s wort) because such drugs will decrease exposure
to apixaban [See Clinical Pharmacology (12.3) in full Prescribing Information].

Anticoagulants and Antiplatelet Agents

Coadministration of antiplatelet agents, fibrinolytics, heparin, aspirin, and chronic NSAID use
increases the risk of bleeding.

APPRAISE-2, a placebo-controlled clinical trial of apixaban in high-risk, post-acute coronary
syndrome patients treated with aspirin or the combination of aspirin and clopidogrel, was
terminated early due to a higher rate of bleeding with apixaban compared to placebo. The rate
of ISTH major bleeding was 2.8% per year with apixaban versus 0.6% per year with placebo
in patients receiving single antiplatelet therapy and was 5.9% per year with apixaban versus
2.5% per year with placebo in those receiving dual antiplatelet therapy.

In ARISTOTLE, concomitant use of aspirin increased the bleeding risk on ELIQUIS from 1.8% per
year to 3.4% per year and concomitant use of aspirin and warfarin increased the bleeding risk
from 2.7% per year to 4.6% per year. In this clinical trial, there was limited (2.3%) use of dual
antiplatelet therapy with ELIQUIS.

USE IN SPECIFIC POPULATIONS
Pregnancy

Risk Summary

The limited available data on ELIQUIS use in pregnant women are insufficient to inform drug-
associated risks of major hirth defects, miscarriage, or adverse developmental outcomes.
Treatment may increase the risk of bleeding during pregnancy and delivery. In animal
reproduction studies, no adverse developmental effects were seen when apixaban was
administered to rats (orally), rabbits (intravenously) and mice (orally) during organogenesis at
unbound apixaban exposure levels up to 4, 1 and 19 times, respectively, the human exposure
based on area under plasma-concentration time curve (AUC) at the Maximum Recommended
Human Dose (MRHD) of 5 mg twice daily.

The estimated background risk of major birth defects and miscarriage for the indicated
populations is unknown. All pregnancies have a background risk of birth defect, loss, or other
adverse outcomes. In the U.S. general population, the estimated background risk of major birth
defects and miscarriage in clinically recognized pregnancies is 2% to 4% and 15% to 20%,
respectively.

Clinical Considerations

Disease-associated maternal and/or embryo/fetal risk

Pregnancy confers an increased risk of thromboembolism that is higher for women with
underlying thromboembolic disease and certain high-risk pregnancy conditions. Published
data describe that women with a previous history of venous thrombosis are at high risk for
recurrence during pregnancy.

Fetal/Neonatal adverse reactions

Use of anticoagulants, including apixaban, may increase the risk of bleeding in the fetus and
neonate.

Labor or delivery

All patients receiving anticoagulants, including pregnant women, are at risk for bleeding.
ELIQUIS use during labor or delivery in women who are receiving neuraxial anesthesia may
result in epidural or spinal hematomas. Consider use of a shorter acting anticoagulant as
delivery approaches [see Warnings and Precautions].

Data
Animal Data

No developmental toxicities were observed when apixaban was administered during
organogenesis to rats (orally), rabbits (intravenously) and mice (orally) at unbound apixaban
exposure levels 4, 1, and 19 times, respectively, the human exposures at the MRHD. There was
no evidence of fetal bleeding, although conceptus exposure was confirmed in rats and rabbits.
Oral administration of apixaban to rat dams from gestation day 6 through lactation day 21 at
maternal unbound apixaban exposures ranging from 1.4 to 5 times the human exposures at

the MRHD was not associated with reduced maternal mortality or reduced conceptus/neonatal
viability, although increased incidences of peri-vaginal bleeding were observed in dams at all
doses. There was no evidence of neonatal bleeding.

Lactation

Risk Summary

There are no data on the presence of apixaban or its metabolites in human milk, the effects
on the breastfed child, or the effects on milk production. Apixaban and/or its metabolites were
present in the milk of rats (see Data). Because human exposure through milk is unknown,
breastfeeding is not recommended during treatment with ELIQUIS (apixaban).

Data
Animal Data

Maximal plasma concentrations were observed after 30 minutes following a single oral
administration of a 5 mg dose to lactating rats. Maximal milk concentrations were observed
6 hours after dosing. The milk to plasma AUC (0-24) ratio is 30:1 indicating that apixaban can
accumulate in milk. The concentrations of apixaban in animal milk does not necessarily predict
the concentration of drug in human milk.

Pediatric Use
Safety and effectiveness in pediatric patients have not been established.
Geriatric Use

0f the total subjects in the ARISTOTLE and AVERROES clinical studies, >69% were 65 years of
age and older, and >31% were 75 years of age and older. In the ADVANCE-1, ADVANCE-2, and
ADVANCE-3 clinical studies, 50% of subjects were 65 years of age and older, while 16% were
75 years of age and older. In the AMPLIFY and AMPLIFY-EXT clinical studies, >32% of subjects
were 65 years of age and older and >13% were 75 years of age and older. No clinically
significant differences in safety or effectiveness were observed when comparing subjects in
different age groups.

Renal Impairment

Reduction of Risk of Stroke and Systemic Embolism in Patients with Nonvalvular
Atrial Fibrillation

The recommended dose is 2.5 mg twice daily in patients with at least two of the following
characteristics [see Dosage and Administration (2.1) in full Prescribing Information]:

o age greater than or equal to 80 years

* hody weight less than or equal to 60 kg

e serum creatinine greater than or equal to 1.5 mg/dL
Patients with End-Stage Renal Disease on Dialysis

Clinical efficacy and safety studies with ELIQUIS did not enroll patients with end-stage
renal disease (ESRD) on dialysis. In patients with ESRD maintained on intermittent
hemodialysis, administration of ELIQUIS at the usually recommended dose [see Dosage and
Administration (2.1) in full Prescribing Information] will result in concentrations of apixaban
and pharmacodynamic activity similar to those observed in the ARISTOTLE study [see Clinical
Pharmacology (12.3) in full Prescribing Information]. It is not known whether these concentrations
will lead to similar stroke reduction and bleeding risk in patients with ESRD on dialysis as was
seen in ARISTOTLE.

Prophylaxis of Deep Vein Thrombosis Following Hip or Knee Replacement Surgery, and
Treatment of DVT and PE and Reduction in the Risk of Recurrence of DVT and PE

No dose adjustment is recommended for patients with renal impairment, including those with
ESRD on dialysis [see Dosage and Administration (2.1) in full Prescribing Information]. Clinical
efficacy and safety studies with ELIQUIS did not enroll patients with ESRD on dialysis or patients
with a CrCl <15 mL/min; therefore, dosing recommendations are based on pharmacokinetic and
pharmacodynamic (anti-FXa activity) data in subjects with ESRD maintained on dialysis [see
Clinical Pharmacology (12.3) in full Prescribing Information].

Hepatic Impairment

No dose adjustment is required in patients with mild hepatic impairment (Child-Pugh class
A). Because patients with moderate hepatic impairment (Child-Pugh class B) may have
intrinsic coagulation abnormalities and there is limited clinical experience with ELIQUIS in these
patients, dosing recommendations cannot be provided [see Clinical Pharmacology (12.2) in
full Prescribing Information]. ELIQUIS is not recommended in patients with severe hepatic
impairment (Child-Pugh class C) [see Clinical Pharmacology (12.2) in full Prescribing Information].

OVERDOSAGE
Overdose of ELIQUIS increases the risk of bleeding [see Warnings and Precautions].

In controlled clinical trials, orally administered apixaban in healthy subjects at doses up to
50 mg daily for 3 to 7 days (25 mg twice daily for 7 days or 50 mg once daily for 3 days) had
no clinically relevant adverse effects.

In healthy subjects, administration of activated charcoal 2 and 6 hours after ingestion of a
20-mg dose of apixaban reduced mean apixaban AUC by 50% and 27%, respectively. Thus,
administration of activated charcoal may be useful in the management of apixaban overdose or
accidental ingestion. An agent to reverse the anti-factor Xa activity of apixaban is available.

PATIENT COUNSELING INFORMATION

Advise patients to read the FDA-approved patient labeling (Medication Guide).
Advise patients of the following:

o Not to discontinue ELIQUIS without talking to their physician first.

o That it might take longer than usual for bleeding to stop, and they may bruise or bleed
more easily when treated with ELIQUIS. Advise patients about how to recognize bleeding
or symptoms of hypovolemia and of the urgent need to report any unusual bleeding to
their physician.

o To tell their physicians and dentists they are taking ELIQUIS, and/or any other product known
to affect bleeding (including nonprescription products, such as aspirin or NSAIDs), before any
surgery or medical or dental procedure is scheduled and before any new drug is taken.

o | the patient is having neuraxial anesthesia or spinal puncture, inform the patient to watch for
signs and symptoms of spinal or epidural hematomas [see Warnings and Precautions]. If any
of these symptoms occur, advise the patient to seek emergent medical attention.

o To tell their physicians if they are pregnant or plan to become pregnant or are breastfeeding
or intend to breastfeed during treatment with ELIQUIS [see Use in Specific Populations].

o How to take ELIQUIS if they cannot swallow, or require a nasogastric tube [see Dosage and
Administration (2.6) in full Prescribing Information].

o What to do if a dose is missed [see Dosage and Administration (2.2) in full Prescribing
Information].
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BENCHMARKING
ALLIANCE

JAMES J. AUGUSTINE, MD, FACEP, is a clinical professor of emergen-
cy medicine at Wright State University in Dayton, Ohio; on the Board of
Directors of ACEP; vice president of EDBA; chair of the National Clinical
Governance Board for US Acute Care Solutions; and a medical director
for fire EMS agencies in Atlanta; Naples, Florida; and Dayton, Ohio.

The Trip Down Admission Lane

The latest data reveal our |mportant role as gatekeepers

by JAMES AUGUSTINE, MD, FACEP

mergency departments have become the nucleus of the
hospitals they serve. Emergency physicians not only :
provide lifesaving treatment, they also serve as gate- :

keepers to their hospital’s inpatient services.

Every day, emergency physicians in U.S. emergency depart-
ments manage about 411,000 patients and decide that about
74,000 would benefit from inpatient services. Those 74,000
patients represent about 70 percent of the 106,000 patients

admitted to hospitals each day.
New data give us a clear view of our role.

The EDBA and NHAMCS Data

The Emergency Department Benchmarking Alliance (EDBA)
studies and reports on the operations required to manage our :
evolving patient group. The 2018 EDBA Performance Measures
annual survey includes almost 2,000 emergency departments

that served about 76 million patients.

Admissions and transfers account for roughly 20 percent of

all patient dispositions across the United States.

The “admission percentage” is the percentage of patients
seen in the emergency department and then placed in an in-
patient area of the hospital. This percentage includes the total

number of admitted patients taken to an inpatient area, includ-

ing those defined as observation patients by hospital processes.
This is important for hospital administrators to know because
ED patients who need inpatient services require a dispropor-
tionate amount of time and energy from emergency physicians

and ED staff.

The “transfer percentage” is the percent of patients seen
in the emergency department and then transferred from the
emergency department to another emergency department or
hospital. This group has uniform requirements under EMTALA
i 165
maintenance. Small-volume emergency departments have the

for management, documentation, patient consent, and records

highest transfer rates, at about 5 percent.
The “percentage of hospital admissions processed through

to the hospital.

In 2018, inpatient units were the site of disposition of emer-
gency patients in about 17 percent of visits. The emergency
department remains the dominant source of hospital admis-
sions in the United States with about 70 percent of hospital
inpatients processed through it. In addition, about 2.8 percent
of patients were transferred to another hospital, typically for :

admission, too.

In 2018, the EDBA data survey also measured critical time :

intervals of admitted patients. The median length of time from

the moment the patient arrived in the ED until the decision was
made to admit the patient for inpatient services was 188 min-
utes. The second critical time interval was from the time of an
admission decision to when the patient was moved out of the :
emergency department to the inpatient unit. Nationally, that

median time interval was 116 minutes.

There are significant variations in admission and transfer
rates by type of emergency department and by patient group :

served (see Figure 1). In adult emergency departments, the ad-

mission rates are the highest at about 26 percent, with adults
accounting for about 65 percent of all hospital admissions. In

pediatric emergency departments, the admission rate is only
10 percent, but that patient group accounts for 71 percent of all

hospital admissions in those facilities. Low-volume emergency

departments (ie, those that see fewer than 20,000 patients per
year) have the lowest admission rate of any volume cohort at
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the emergency department” is calculated by measuring the :
total number of patients admitted from the emergency depart-
ment and dividing it by the total number of general admissions :

Figure 1: Admission Rate by Type of Emergency Department
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Figure 2: Percentage of Hospital Admissions Through the Emergency Department
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Figure 3: Admission Percentage Rates of Emergency Department Patients Over 14 Years
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11 percent.

tistical estimate of emergency department patients, treatment,

The latest data tables published reflect patient visits from 2016.
The NHAMCS report finds about 11 percent of ED visits re-

Meanwhile, the EDBA report is based on ED data of actual pa-
tient outcomes and does not use sampling methods.

gency physicians and hospital leaders.*

ED Admissions Data Trends
A core competence of emergency medicine practice is deter-

2011 2012 2013 2014 2015 2016 2017 2018

is that a complex mix of factors determines the safety of outpa-
: Another data set, provided by the National Hospital Am-
: bulatory Medical Care Survey (NHAMCS) from the Centers for :
Disease Control and Prevention (CDC), provides a different sta-
tem by making those determinations in about three hours from
and disposition based on federal demographic dataand a sta- :
tistical sampling of visits to American emergency departments.
sicians to determine which patients will benefit from inpatient
care after the patient receives diagnostic workup and initial
sulted in admission and about 2.7 percent resulted in patient
transfer. The NHAMCS report typically finds a lower-acuity :
population than is reported in the EDBA data surveys, like-
ly due to its sampling methodology—its surveys may contain :
more low-volume and low-acuity emergency departments. :
¢ years have remained relatively consistent (see Figure 3), vary-
ing in a narrow range between 16 percent and 18 percent. De-
Admission and transfer rates impact the overall flow of the :
emergency department. Effective inpatient movement is asso- :
ciated with efficient ED flow and should be a priority for emer- :
emergency department as the intake center for patients who
will require inpatient services. This role has increased over time
and is unlikely to change as more diagnostic and treatment ser-
vices are offered through emergency departments. @

mining which patients would benefit from inpatient care and

¢ which can be safely managed as outpatients. Various guides : References
purport to define which patients qualify for inpatient services :
and further attempt to divvy those patients among those who
: will benefit from full admission versus observation. The reality :

tient care for a patient undergoing evaluation in the emergency
department.
Emergency physicians deliver great value to the health sys-

the time a patient arrives in the emergency department. Trend
data indicate the medical community entrusts emergency phy-

treatment in the emergency department. Indeed, the use of
emergency departments as a processing center for hospital ad-
missions has increased over the last 14 years, from 58 percent
to about 70 percent (see Figure 2).

Systemically, admission needs for patients over the past 14

spite improvements in outpatient services, there have been no

: reductions in overall average admission rates.

Emergency physicians should appreciate the role of the

1. Augustine JJ. Long emergency department boarding times drive walkaways,
revenue losses. ACEP Now. 2016;33(7):16.

2. Augustine JJ. Emergency department inefficiency drives poor quality. ACEP
Now. 2018;35(11):30-31.
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EQUATION

DR. DAS is director of undergraduate point-
of-care ultrasound medical education and
assistant professor of emergency medicine
at Columbia University Vagelos College of
Physicians and Surgeons in New York City.

Networks of Support

The importance of women-focused groups in academic medicine

by DEVJANI DAS, MD, RDMS, FACEP

or the first time in history, women ac-
counted for the majority of medical :
school matriculants in 2017.1 Gender- :
equity problem solved, right? Not quite.
Although this reflects progress for women
in medicine, many studies have demonstrat-
ed that gender inequity becomes increasing-
ly apparent as women progress through their :
careers. Increasing the number of women in :
medicine will not adequately address or magi-
cally fix this. :
Both within the United States and be-
yond, women are much less likely than men :
to become full professors, even after tak-
ing into account :
age, experience, :
specialty, and in- :
dependent meas- :
ures of research :
and clinical pro-
ductivity.2
Women
color are particu-
larly affected, accounting for 7.5 percent of all
full-time faculty in the United States and, even
more alarmingly, only 0.9 percent of profes-
sors in the United Kingdom.3
In emergency medicine, a 2017 study by :
Madsen et al revealed a salary gap of $19,462
in academic emergency medicine, with wom-
en earning less than men regardless of rank,
clinical hours, or training. :
Course correction is needed. A multi-
pronged approach is necessary and will in-
clude some temporary stopgap solutions
as well as lasting systemic reforms. In 2016,
Choo et al published best-practice recommen-
dations to support the recruitment, retention,
and promotion of women within academic :
emergency medicine through specific and fea-
sible recommendations.> Mentorship and net-
working opportunities are the core strategies,
in essence mirroring successful paths that :
men have used. A more organized approach
can be found in gender-specific groups cre-
ated specifically to propel success for women
in academia. Until recently, though, there was
little evidence to validate the utility of such :
groups in advancing the career objectives of
female physicians.
A small recent qualitative study utilized :
semistructured interviews of female physi- :
cians at various career stages who have been
a part of a national women-focused group.*
Most participants found many reasons that :

T R e T

of :

membership had helped further their careers. :
Several dominant themes, both objective and :
subjective, emerged.

¢ ship or formalized program was universally

implemented, those undergoing such men- :
torship noted improvement in perceived skills
and self-esteem.” In particular, Lin et al found
that junior female faculty often felt mentorship :

: increased their sense of confidence. Sponsor- :

ship, an entity distinct from mentorship, was
also highlighted as a benefit, as it led to senior :
members nominating junior members for lead- '
ership, awards, and research opportunities.®

Facilitating Peer Support and
Collaborations

Opportunities for research collaboration were
deemed a major benefit of being part of a wom-
en-focused group. Not only was participating
in such a group conducive to formulating per-
tinent avenues of research to pursue, it was also
a method by which women felt that they were
able to acquire new skills and gain confidence
in their writing.®

¢ Facilitating Nonacademic

Opportunities and Collaboration

Separate from purely academic pursuits, Lin et
al found that participation in a women-focused
group also allows for networking opportunities
that eventually can lead to enhanced employ-

ment options.® In addition, several women com-

mented on how they were inspired to pursue
careers outside of purely academic medicine,
including founding organizations and busi-
nesses to promote the advancement of women.

: Enhancing Negotiating Skills

Research has shown women have undue dif-

ficulty when negotiating. Even when attempt-

: ing to negotiate, women are viewed more

Mentorship and Sponsorship
In a recent systematic review, mentoring was
seen as a central component in almost all for- :
mal programs that were created to support the
careers of women in academic medicine.3 Al-
though no generalizable method for mentor- ;
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negatively by their peers and supervisors than

their male counterparts. Members of women-
focused groups are acutely aware of such issues
and, whether formally through workshops or
informally through mentorship networks, are
able to address this important topic.

Navigating Bias and Harassment
The rates of gender-based harassment are stag- :
gering and contribute to the long list of gender-
based inequities. As a National Academies of
Sciences, Engineering, and Medicine report de-
scribed, harassment includes a mix of verbal
and nonverbal behaviors that “convey hostil- :
ity, objectification, exclusion or second-class :

: Change” focused on empowering the audience to become change makers in health care. It featured five women emergency physicians speakers (from left):
¢ Resa Lewiss, MD, FACEP; Joneigh Khaldun, MD, FACEP; Megan Ranney, MD, MPH, FACEP; Hiral Tipirneni, MD; and Dara Kass, MD, FACEP.

i status about members of one gender.” Mem-

bers of women-focused groups are able to band
together and put forth best-practice standards
that call for institutional reforms that may be
key to the recruitment, retention, and advance-
ment of female physicians.

CONTINUED on page 28

of service, education, leadership, and diversity.

Emergency Ultrasound
Leadership Opportunities

The Department of Emergency Medicine at Baylor College of Medicine is seeking outstanding
applicants for ultrasound faculty leadership positions as we expand our team. Available positions
include Associate Ultrasound Director, Ultrasound Fellowship Director and Director of
Undergraduate Ultrasound Medical Education. Applicants should be highly motivated to advance
clinical ultrasound and possess an innovative and structured educational and administrative vision.
The ideal applicant would work both independently and collaboratively in the development and
implementation of ultrasound focused initiatives. Applicants should share our departmental values

The Department of Emergency Medicine at Baylor College of Medicine, a top medical school, is
located in the world’s largest medical center, in Houston, Texas. The Baylor Emergency Medicine
Residency was established in 2010, and we recently received department status in January 2017.
Ultrasound specific educational programs exist for our residency (14 residents per year in a 3-year
format), ultrasound fellowship, physician assistant fellowship and UME programs. We offer a highly
competitive academic salary and benefits commiserate to academic level and experience.

Our academic program is based out of Ben Taub General Hospital and Baylor St. Luke's Medical
Center. Ben Taub General Hospital is the largest Level 1 trauma center in southeast Texas with
certified stroke and STEMI programs that sees nearly 100,000 emergency visits per year. Baylor St.
Luke's Medical Center is home to the Texas Heart Institute and, with freestanding Baylor St. Luke’s
Emergency Centers, offers multiple additional practice sites for Baylor faculty. BCM has a collab-
orative affiliation with eight world-class hospitals and clinics in the Texas Medical Center. These
affiliations, along with the medical school’s preeminence in education and research, help to create
one of the strongest emergency medicine experiences in the country. Those interested in a position
or further information may contact Dr. Jennifer Carnell via email carnell@bcm.edu or by phone at
713-873-7045. Please send a CV and cover letter with your past experience and interests.
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Navigating Work-Life Demands

For many, the initial impetus for creating or
joining a women-focused group was to bring
attention to the precarious balance that many :
women face when attempting to balance pro-
fessional duties with family/personal life de-
mands. The old adage of work-life balance
has been largely supplanted by the concept :
of work-life integration. Nevertheless, many
well-known issues remain. For example, are-
port from the Association of American Medi-
cal Colleges found that 40 percent of women

physicians scale back their medical practice,
whether going part-time or leaving medi-
cine entirely, within six years of complet-
ing residency.” Among the reasons women : Reduced Professional Isolation
leave full-time medical careers so soon after :
completing training are family-specific con-
cerns.”® Women-focused groups allow female
physicians to find camaraderie while working :

together in calling for institutional reforms to

accommodate different life phases. Without
the explicit and implicit support offered by :
such organizations, many women may feel

isolated and find reasons to leave the medi-

cal field entirely.

of individuals who have dealt and continue to

deal with similar issues.
Here, the digital age offers potential av-

enues for improvement by making it possi-
: ble for women to easily communicate on a
Though largely attributed to work-life-family :
conflict, it is likely that women feel isolated for
many reasons and suffer from a lack of support :
at their home institutions. Becoming part of a :
women-focused group is a way for women to
decrease professional isolation and increase
their sense of belonging within a community
: works of women, such as FemInEM, that have

larger scale than what was previously pos-
sible. Women from a variety of different ra-
cial and ethnic backgrounds, upbringings,
experiences, and perspectives are now able
to communicate instantaneously and form
communities that were once inconceivable.
Grassroots efforts have formed powerful net-

Learn about our featured Florida EM physician
opportunities at well-recognized

Community

Hospitals

m Fort Walton Beach Medical Center

Fort Walton Beach, FL

m Ocala Health System
Ocala, FL

m Osceola Regional Medical Center

Kissimmee, FL

m Millenia ER
Orlando, FL

m Oviedo Medical Center

Oviedo, FL

Compensation package includes a limited-time, enhanced sign-on bonus. Terms

[}
o]

Teaching Free-standing Emergency
Hospitals Departments
may apply.

Visit EVPS.com/ACEPNoWFL or call 727.295.2990 for more information about

career-changing opportunities in the Sunshine State.
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used their online footprint to spread impor-
¢ female physicians provide to medicine. Re- :
: search is now shedding light on the tangible :

#WomenInMedicine, and #GirlMedTwitter, : penefits of joining women-focused organiza-

have been able to spread their messages and : jons The potential improvements span across :

bring together a global community of women : multiple domains, including creating oppor- :

who face similar issues, though they may be : tunities for mentorship, promotion, scholarly :
productivity, and advocacy for gender-specific
¢ issues. But this is only the beginning. With the :

Women today are entering the sciences, par- ¢ advent of so many different avenues to create :

ticularly the medical field, in record numbers. : 2 network of women with similarly focused :

However, it is clear that we are losing great : $0als, weare just now sensing how muchcan :
numbers of these women (and women-hours :

of productivity) as they advance through their :

tant messages to a global arena. Social me-
dia campaigns, such as #TimesUpHealthcare,

separated by time and distance.

Conclusion

careers. We must find ways to curb this prob-
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lem so we retain the diversity and value that

be accomplished.

“The Equity Equation” is curated by Dara
¢ Kass, MD, and Uché Blackstock, MD. @

The busiest ED in North Carolina,
and one of the top 15 busiest

in the nation, treats 95k adult

and 35k pediatric cases annually
in its 92 beds. We are currently
seeking residency trained BC/

BE emergency physicians to

work in the 75 bed adult ED. This
ED serves a high acuity patient
population with 28% annual
admission rate. There are over 90
hours of adult physician coverage
daily and over 110 hours mid-
level coverage daily. It is a Level
[l Trauma Center with robust
hospitalist service, interventional
cardiology 24/7, cardiac surgery,
neurosurgery, etc. The facility is
Chest Pain and Stroke accredited.
The EMS system is hospital owned
and managed with an award
winning paramedic program. Of
note, the Pediatric ED is separate
and has 17 dedicated beds with
an additional 24 hours of physician
coverage and 20 hours of mid-
level coverage. We welcomed
our inaugural class of Emergency
Medicine Residents in July 2017.
Opportunities exist for both

clinical and academic emergency

physicians.
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EXPECTING TO BE EXCITED
AND CHALLENGED?

Come join our team today!

TOP TIER COMPENSATION

The cash compensation package is valued at over $250/hour, including evening,
night, and holiday differentials, as well as a quarterly incentive bonus. We offer a
generous sign-on bonus plus moving stipend. The comprehensive benefits package
includes Malpractice Insurance Paid; CME Time and Allowance; 403(b) match and
457(b); and health, dental, and other desirable benefits.

THE AREA

Cape Fear Valley Health is located in the thriving and diverse community of
Fayetteville, NC which consists of more than 319,000 residents. Fayetteville has
received the prestigious All-America City Award three times from the National
Civic League.

Known for its many golf courses (Pinehurst is located only 30 minutes away), our
central location provides easy access to beautiful beaches to our east and to the
majestic Blue Ridge Mountains to our west. Our mild climate, low cost of living,
and patriotic spirit makes our location ideal for rising healthcare professionals
and families.

...
m——
CAPE FEAR VALLEY HEALTH

Please contact Ashley Dowless, Corporate Director, Physician Recruitment
at 910-615-1888

or ad owl|@capefearvalley.com for additional information.
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| THE DEPARTMENT OF
Baylor EMERGENCY MEDICINE
College of
Medicine

Service. Education. Leadership

Vice Chair, Operations and Quality

The Henry JN Taub Department of Emergency Medicine at Baylor College of Medicine is looking for
outstanding physician applicants for the position of Vice Chair, Operations and Quality. This position
directs the delivery of quality care, compliance with regulatory requirements and adherence to evidence
based clinical standards of practice. This position provides clinical guidance and oversight of all the
departments’ clinical enterprises and collaborates closely with operational partners across the clinical
entities. In addition, this position will assist in the development and implementation of new clinical
programs and educational activities and reports directly to the Department Chair. Experience in the
simultaneous management of multiple clinical entities is preferred but not prerequisite.

The Henry JN Taub Department of Emergency Medicine was established in 2017. Baylor College of
Medicine is a top medical school located in the world’s largest medical center in Houston, Texas. The
Baylor Emergency Medicine Residency was established in 2010, and our residency program has grown to
14 residents per year in a 3-year format. We offer a highly competitive academic salary and benefits
commiserate to academic level and experience.

Our academic program is based out of Ben Taub Hospital and Baylor St. Luke's Medical Center. Ben Taub
Hospital is a Level 1 trauma center with certified stroke and STEMI programs that sees nearly 90,000
emergency visits per year. Baylor St. Luke's Medical Center is home to the Texas Heart Institute and with
freestanding Baylor St. Luke’s Emergency Centers offers multiple additional practice sites for Baylor
faculty. BCM has a collaborative affiliation with eight world-class hospitals and clinics in the Texas Medical
Center. These affiliations, along with the medical school’s preeminence in education and research, help
to create one of the strongest clinical experiences in the country.

Those interested in a position or further information may contact Ms. LaShaune Delean via email at
LaShaune.DeJean@bcm.edu or by phone at 713-873-2626. Please send a CV and cover letter with your
past experience and interests.

LOS ANGELES

CALIFORNIA

DOWNTOWN LOS ANGELES:
Quality STEMI Stroke Center, good Metrics, paramedic receiving
(no peds inpatients). Physician coverage 38-40hrs/day with NP & PA 12 hrs/day.
1.9 pts/hr, core group physicians average 20 years tenure. Require Board certified or
Board eligible (residency trained) with experience.
Day & night shifts (max 5 nights/mo.). Salary competitive.

SAN FERNANDO VALLEY:
Paramedic receiving 130-bed hospital, 10-bed ER, 1500/pts mo. with NP & PA
coverage and overlapping doctor shifts.
Volume Incentive

HOLLYWOOD URGENT CARE:
No paramedic runs

TUSTIN - ORANGE COUNTY:
Paramedic Receiving, 110-bed hospital,
9 bed ER, Anticipate 600-900 visits/mo.
Base + Incentive (patient volume + RVU) 12 hr. Shifts

LOS ANGELES:
Low volume 700/mo. urgent care non-Paramedic receiving, less stress, 20 yr.
contract w/stable history. Patients 1/hr.. $260,000 - $312,000/yr + 5% Bonus.

NORWALK:
Low volume 600/mo. Paramedic receiving. Patients 0.8/hr.
10-year history stable. $110/hr. 24hr shifts available

Now recruiting for Nocturnist Hospitalist for downtown area.

FAX CV to 213-482-0577
or call 213-482-0588, or email
neubauerjanice@gmail.com
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UCSF Benioff Children’s Hospital
San Francisco

PEDIATRIC EMERGENCY MEDICINE FACULTY
University of California San Francisco

o ZUCKERBERG
uy’ SAN FRANCISCO GENERAL

Hospital and Trauma Center

The University of California, San Francisco (UCSF) Department of
Emergency Medicine is recruiting for Pediatric Emergency Medicine
faculty. We offer two types of opportunities: 1) Mid Level Clinical
Educators with fellowship training in Pediatric Emergency Medicine and 2)
Clinician Investigators with a track record of successful research activities, as
demonstrated by peer-review publications and funding. Academic rank and
series will be commensurate with qualifications.

We seek outstanding pediatric emergency physicians with board
certification or eligibility in Pediatric Emergency Medicine or primary
certification in both Emergency Medicine and Pediatrics. For the research
positions, the successful candidate will demonstrate outstanding and original
research, a track record of funding, and a collaborative spirit. We also will
consider mid level pediatric emergency medicine faculty with outstanding
and original contributions in education and training, and/or noteworthy
innovation in clinical practice.

The Department of Emergency Medicine provides comprehensive emergency
services to a large local and referral population with approximately
140,000 visits a year at UCSF Benioff Children’s Hospital at Mission
Bay, UCSF Medical Center at Parnassus, and Zuckerberg San Francisco
General Hospital and Trauma Center (ZSFG). The new UCSF Benioff
Children’s Hospital and 19-bed Emergency Department opened in 2015.
ZSFG, San Francisco’s only level 1 adult and pediatric trauma center,
paramedic base station and training center, opened a new hospital in 2016,
with a 59-bed emergency department, including a dedicated pediatric ED. The
Department of Emergency Medicine serves as the primary teaching site for a
fully accredited 4-year Emergency Medicine residency program which
currently has 56 residents and directs several fellowships. Our department
recently joined UCSF Benioff Children’s Hospital Oakland in a joint
fellowship program in Pediatric Emergency Medicine. Research is a major
priority, with over 60 ongoing studies and nearly 150 peer-review publications
in the past year. There are opportunities for leadership and growth within the
Department and School of Medicine.

UCSF is one of the nation’s top five medical schools, and demonstrates
excellence in basic science and clinical research, global health sciences,
policy, advocacy, and medical education scholarship. The San Francisco Bay
Area is well-known for its great food, mild climate, beautiful scenery, vibrant
cultural environment and its outdoor recreational activities.

Please apply online at https://aprecruit.ucsf.edu/JPF02682

UCSF seeks candidates whose experience, teaching, research, or community
service has prepared them to contribute to our commitment to diversity and
excellence. UCSF is an Equal Opportunity/Affirmative Action Employer.
All qualified applicants will receive consideration for employment without
regard to race, color, religion, sex, sexual orientation, gender identity,
national origin, disability, age or protected veteran status. For additional
information, please visit our website at http://emergency.ucsf.edu/
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{ Job Opportum’ties}

Division Chief, Pediatric Emergency Medicine
EMS Fellowship Director/EMS Medical Director
Assistant Medical Director
PEM/EM Core Faculty

Vice Chair Research Emergency Medicine
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What We're Offering: What the Area Offers:
o We'll foster your passion for patient care and cultivate a collaborative We welcome you to a community that
environment rich with diversity emulates the values Milton Hershey
* Salaries commensurate with qualifications instilled in a town that holds his name.
e Sign-on bonus Located in a safe family-friendly setting,
e Relocation assistance Hershey, PA, our local neighborhoods
e Retirement options boast a reasonable cost of living
e Penn State University Tuition Discount whether you prefer a more suburban
e On-campus fitness center, daycare, credit union, and so much more! setting or thriving city rich in theater,
arts, and culture. Known as the home
What We're Seeking: of the Hershey chocolate bar, Hershey's
* Experienced leaders with a passion to inspire a team community is rich in history and
* Ability to work collaboratively within diverse academic and clinical environments  offers an abundant range of outdoor
 Demonstrate a spark for innovation and research opportunities for Department activities, arts, and diverse experiences.
e Completion of an accredited Emergency Medicine Residency Program We're conveniently located within a
e BE/BC by ABEM or ABOEM short distance to major cities such
e Observation experience is a plus as Philadelphia, Pittsburgh, NYC,
Baltimore, and Washington DC.

oL

Susan B. Promes, Professor and Chair, Department of Emergency Medicine c/o Heather Peffley,
Physician Recruiter, Penn State Health Milton S. Hershey Medical Center

500 University Drive, MC A595, P O Box 855, Hershey PA 17033

Email: hpeffley@pennstatehealth.psu.edu

or apply online at: hmc.pennstatehealth.org/careers/physicians

Penn State Health is committed to affirmative action, equal opportunity and the diversity of its workforce. Equal Opportunity Employer — MinoritiesA\Women/Protected Veterans/Disabled.
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Our culture rocks.

Here's how we roll.

At US Acute Care Solutions we share
the kind of camaraderie you can only
experience when you love what you
do and who you work with. We share
the adrenaline rush cases, and the
stories from residency. The saves
and the heart breaks. Friendships
and family. We even share our
sushi rolls. At USACS we're all in.

Discover USACS where every
full-time physician is given
ownership. Culture matters.
Find out why at USACS.com.

US Acute Care

Own your future now. Visit USACS.com
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WP W S ' orcall Darrin Grella at 800-828-0898. dgrella@usacs.com SOlutlonS



