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PRESIDENT’S MESSAGE

As 2022 rolled out, and 2023 moved in I was regularly reminded that 
you, the Emergency Physicians of New York, are simply 
amazing. You deserve a standing ovation for enduring so much in 
2022. Emergency departments (EDs) throughout the state faced in-
creased violence, staffi  ng shortages, supply chain disruptions, 
medication shortages, unprecedented boarding, threats to the 
physician led team and burn-out. Many of these issues coalesced in 
our EDs in early 2023 amid the “tripledemic”.

I recall watching the infl uenza cases rise in Australia back in the 
spring and mentally preparing for a now realized, unparalleled fl u 
season here in the US. As the months passed and we entered the fall, 
enterovirus and rhinovirus activity was wreaking havoc in children, 
followed by RSV and fl u, driving us into the tripledemic. It was of no 
help that rates of COVID remained persistently elevated throughout 
the state.

Like many, I listened to podcasts, read articles and waited with 
bated breath for experts to provide solutions to manage this chaos. 
Yet, no silver bullet was off ered and we adjusted to another new 
normal. At the same time, I feel empowered by the post-pandemic 
ED, for we can take on any challenge with our enhanced nimbleness 
and ability to accommodate the needs of our evolving patient care 
paradigm. 

Lessons learned from 2020 and 2021 stay with me. I have my 
surge plans at the ready. But it is a lot to ask of us to bob and weave 

with every punch. But we do. Emergency physicians are amazing in 
this willingness and desire to engage with whatever comes their way. 
This deserves special acknowledgement. You all show up and do what 
must be done. You prove over and again you are the safety net that 
protects our communities. 

It is for these reasons that baseless threats to our specialty infuriate 
me. If ever there was an honorable, evidence-based specialty it is 
emergency medicine. Spreading misinformation about the safety of 
emergency care is dangerous and the potential deleterious 
consequences of eroding trust in the system that protects our most 
vulnerable populations 24/7/365 is unconscionable. So let it be said 
that New York ACEP stands proudly with National ACEP in pushing 
back against the AHRQ’s fl awed data and speaking to the harm that 
this their misguided decision could generate. And New York ACEP 
stands with you over your frustration felt during this diffi  cult time. 

The resilience an EM physician must assume to navigate their 
daily environment is unprecedented and we must take care of 
ourselves and each other. Wellness and self-care are essential. I leave 
you with these resources to help tackle the diffi  cult times. Remember 
to take care of yourselves. You are heroes and we can’t do it without 
you! 

hƩ ps://www.nyacep.org/pracƟ ce-resources-2/resources/wellness
hƩ ps://www.acep.org/life-as-a-physician/wellness/
hƩ ps://www.mssny.org/learn/physician-wellness-library/

Nicole Berwald, MD FACEP
Chief Medical Offi  cer

Staten Island University Hospital

Simply the Best

Scientifi c Assembly      
July 11-13, 2023

Sagamore Resort             
on Lake George

Register online at
www.nyacep.org
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Case: A 36-year-old female G5 P2022 at seven weeks six days gesta-
tion by last menstrual period with no other contributory past medical 
history presented to the emergency department (ED) with one day 
of vaginal spotting and mild pelvic discomfort. The patient had a 
positive home pregnancy test yesterday accompanied by light vaginal 
spotting but no brisk bleeding. Review of systems was signifi cant for 
nausea without vomiting. There was no severe pain, diarrhea, consti-
pation, blood in stool, dysuria, hematuria or new vaginal discharge. 
Obstetric history was signifi cant for two normal spontaneous vaginal 
deliveries and two spontaneous abortions. 

On exam, the patient appeared comfortable and in no acute 
distress. Her vital signs were BP 115/70, HR 94, RR 19, temperature 
of 36.3 ℃, and SpO2 of 98% on room air. Her abdominal exam 
revealed mild focal suprapubic tenderness to palpation. Her pelvic 
exam demonstrated a closed cervical os and no active vaginal bleed-
ing. 

A point-of-care transabdominal pelvic ultrasound was performed 
by the emergency physician to evaluate for an intrauterine pregnancy 
(Figure 1). The point-of-care ultrasound (POCUS) did not reveal an 
intrauterine (IUP), but an eccentric interstitial ectopic pregnancy. 
No free fl uid was visualized in the pelvis at that time. Obstetrics 
was consulted and confi rmed the interstitial ectopic pregnancy. The 
patient subsequently underwent emergent laparoscopy with right 
salpingectomy of the interstitial ectopic pregnancy and right cornual 
wedge resection. Patient’s post-operative course remained uncompli-
cated and the patient was discharged home the same day. 

Transabdominal Pelvic Ultrasound of First Trimester 
Pregnancy

Indications
• Abdominal pain
• Pelvic pain
• Syncope
• Vaginal bleeding

Equipment
Low frequency curvilinear transducer preferred, but phased array 
transducer is suffi  cient. In patients with little subcutaneous tissue, 
linear transducers may allow for better resolution of early gestational 

sac contents. Refer to “Alternate Methods to Identify Early Intra-
uterine Pregnancy”in New York ACEP EPIC page 4 at https://www.
nyacep.org/images/EPIC/35-03-18.pdf for additional details.

Technique
Place the patient in a supine position. If possible, have the patient 
remain with a full bladder to improve ease of visualization and 
anatomic landmarks. Using appropriate draping, place the transducer 
in a transverse orientation with the transducer marker to the patient’s 
right side. Fan or slide the transducer superior and inferior in the 
transverse orientation to evaluate the entire uterus, noting the location 
of the endometrial stripe. Next, refocus the fi eld of view to evaluate 
the ovaries and the adnexa to assess for masses. Visualize the uterus 
in the sagittal plane, with the transducer marker towards the patient’s 
head, fanning or sliding from left to right to evaluate the entire 
uterus. If visible, follow the fallopian tubes to evaluate each ovary in 
two planes. It may be diffi  cult to visualize ovaries transabdominally, 
depending on the presence of bowel gas or the patient’s body habitus. 

IUP identi ication
IUP requires the presence of a gestational sac containing a yolk sac 
and/or fetal pole within the uterus.1 Note any eccentricity in location 
of gestational sac relative to the endometrial stripe of the uterus. 
Measure the thinnest segment of endomyometrial mantle perpendicu-
lar relative to the gestational sac.1

Discussion
Ectopic pregnancy may present with a wide array of symptoms and 
chief concerns including vaginal bleeding, pelvic pain, lightheaded-
ness or syncope. In the POCUS evaluation of fi rst trimester preg-
nancy, in addition to assessing for the presence of an IUP, providers 
should be noting whether abdominal/pelvic free fl uid is present. 
While trace pelvic free fl uid can be physiologic in early pregnancy, 
more than 2-4 millimeters of free fl uid2 in the context of pelvic pain 
or vital sign abnormalities such as tachycardia or hypotension is 
highly suspicious for ruptured ectopic pregnancy. Signifi cant free 
fl uid in the context of non-visualized IUP warrants emergent obstet-
ric consultation.3,4,5,6 When ectopic pregnancies rupture, they can 
rapidly lead to intra-abdominal hemorrhage and hemorrhagic shock, 
requiring emergent operative intervention.3 For these reasons, ectopic 
pregnancy represents a “cannot miss” diagnosis in the ED.

First Trimester Live Intrauterine Pregnancy or Impending 
Decompensation?

SOUND ROUNDS
Penelope C. Lema, MD RDMS FACEP

Vice Chair, Faculty Aff airs
Director, Emergency Ultrasound

Associate Professor, Department of Emergency Medicine  
Columbia University Vagelos College of Physicians and Surgeons

Guest Author
Gabriel Weingart, MD
Emergency Ultrasound Fellow; 
Clinical Instructor of Emergency Medicine; 
NewYork-Presbyterian Coumbia University 
Vagelos College of Physicians and Surgeons 
Department of Emergency Medicine

Guest Author
Di Coneybeare, MD MHPE
Emergency Ultrasound Fellowship Director; Assistant 
Professor of Emergency Medicine; NewYork-Presbyterian 
Columbia University Vagelos College of Physicians and 
Surgeons Department of Emergency Medicine
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SOUND ROUNDS

AbbreviaƟ ons: Ultrasound (US)

Table 1 Ectopic Pregnancy Loca  ons12,13
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The most common type of ectopic preg-
nancy are tubal ectopic pregnancies (Table 
1). A “tubal ring” sign may be visualized in 
the class tubal ectopic as an echogenic rim 
surrounding the hypoechoic gestational sac 
located in the adnexa (Figure 2). When color 
Doppler is placed on the “tubal ring,” one 
will see the “ring of fi re,” referring to the 
increased vascular fl ow of the gestational sac 
embedded in the adnexa (Figure 3).4

The location of ectopic pregnancy as well 
as gestational duration are both important 
prognostic factors in determining likelihood 
of rupture as well as morbidity and mortality 
of the potential rupture.5,7 Interstitial ectopic 
pregnancies are of particular concern be-
cause they can mimic intrauterine pregnancy 
leading to delay of diagnosis and increased 
risk of rupture and hemorrhage. Interstitial 
ectopic pregnancies occur when implantation 
occurs at the junction of fallopian tube and 
the uterus called the interstitium. Since the 
gestational sac is still partially enveloped 
by endometrium and myometrium, it can 
initially look like an IUP.8 Due to the high 
vascularity of the interstitium, rupture of an 
ectopic pregnancy in this location is associ-
ated with high morbidity and mortality.7,8

To avoid missing interstitial ectopic 
pregnancies, a scoping review by Lewiss et 
al (2014) suggests looking for an eccentric 
location of the gestational sac and measure-
ment of the endomyometrial mantle (EMM). 
Per the American College of Emergency 
Physicians (ACEP) Emergency Ultrasound 
Imaging Criteria Compendium, if a pregnan-
cy is located less than fi ve millimeters (mm) 
from the edge of the myometrium (myome-
trial mantle distance), it is highly suspicious 
for an interstitial ectopic. A location of less 
than 7mm from the edge of the myometrium 
is still considered suspicious and emergent 
obstetric evaluation should still be consid-
ered; however, there is still debate amongst 
experts about the upper limit of slightly 
suspicious distance. 

One additional diff erential is a cornu-
al pregnancy from an interstitial ectopic 
pregnancy. A cornual pregnancy is defi ned 
as an intrauterine pregnancy implanted 
in the upper portions of an anatomically 
variant uterus such as a horned, bicornate or 
septated uterus.7,10,11 Given the location of 
implantation and uterine anatomic variance, 
they may mimic the eccentric location of 

SOUND ROUNDS

Figures 1A-1D. Transabdominal POCUS of Pa  ent Case. Figures 1A and 1B demonstrate two transverse 
views of the uterus and Figures 1C and 1D show two sagiƩ al views. Figures 1A and 1C demonstrate the 
eccentric locaƟ on of the gestaƟ on sac (red circle), and Figures 1B and 1D show the greatest defi niƟ on 
of the thin endomyometrial mantle, clearly less than 5mm.

Figure 2. Endocavitary Ultrasound of a Tubal Ectopic Pregnancy. Note the adjacent ovary with short 
and long axis dimensions (doƩ ed blue lines).
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Figure 3. “Ring of Fire” sign. Note the increased vascular fl ow visualized with color Doppler of the gestaƟ onal sac.

the gestational sac within the myometrium and may appear quite similar 
to an interstitial ectopic pregnancy. Much of the literature also uses the 
two terms interchangeably, but they have notably diff erent prognoses 
and management. While cornual pregnancies have slightly higher risk of 
pregnancy complications, they are not considered ectopic and may devel-
op to full term and deliver without complication.7,10,11 It is therefore vital 
the two be diff erentiated while counseling the patient on management 
and obstetrics involvement.

In the patient case described above, bedside transabdominal POCUS 
was used to identify an eccentric peri-uterine location with an endo-
myometrial mantle distance visualized as clearly less than 5mm. Prompt 
obstetric consultation for the interstitial ectopic allowed for expedited 
management prior to rupture and allowed for an uncomplicated course 
and optimal prognosis. 
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To Start, What is a “Supply Chain”?
Thank you to Dr. John D’Angelo, Senior 
Vice President, Regional Executive Director 
& Chief, Integrated Operations at Northwell 
Health and Dr. Jeff rey Rabrich, Senior Vice 
President, ENVISION Health Services for their 
discussions and contributions to this piece.

I have heard the words “supply chain” used 
more often over the past three years  than I 
did cumulatively over the past thirty years. 
The onset of the COVID-19 pandemic and the 
subsequent surges and recovery periods have 
brought to the forefront numerous opportuni-
ties that exist in every aspect of society and in 
our most basic needs: shelter, food and health. 

A supply chain is a network of individuals, 
organizations, resources, activities and technol-
ogy that lead to the creation, sale and distribu-
tion of a product to an end user.

While we know that a shortage of people 
(workers/staff ) available to produce goods/
services is intimately linked to this, I will not 
be peeking into that Pandora’s box, as it could 
take a book rather than a  two-page article.

Access to medical care is a key part of 
maintaining health. Dr. John D’Angelo says 
that ‘providing medical care requires people, 
space  and everything else. That everything 
else is the supply chain.’

Supply shortages or modifi cations aff ect 
Emergency Medicine (EM) more signifi cantly 
than any other specialty. The need for acute 

hospitalization often begins with care initiated 
in the Emergency Department (ED) regardless 
of the specifi c specialty that will continue that 
care. While specifi c product shortages such as 
IV contrast, chest tubes or medications may 
aff ect radiology, trauma surgery or cardiology, 
any and all of these items will aff ect the care 
provided by EM.

Some of shortages we have encountered 
over the past  three years include personal pro-
tective equipment (PPE), ventilators, IV con-
trast, IV sedatives, amoxicillin/other antibiotics 
and most recently Tamifl u & antipyretics.

What determines which products/
goods are part of your supply chain?
There are numerous considerations but fi rst and 
foremost is, does a need exist? Is the product 
needed to provide adequate/standard level of 
care to the patient?

Another factor in making a decision is cost 
comparisons, including discounts for scale 
among similar products. Although two prod-
ucts may both be used to provide adequate care 
to patients, one may off er price advantages for 
an organization, like a health care enterprise, 
with numerous hospitals and outpatient centers, 
if purchased in large scale.

Flexibility of production and distribution in 
the amount required is also a major consid-
eration: does the supplier have the ability to 
rapidly produce and ship items to match the 
organization’s needs?

An additional aspect some organizations 
may consider is best practice versus standard 
of care. While two products meet the standard, 
is one brand considered superior within the 
industry?

Last, but not least, how does the satisfaction 
of the end user compare? Could a physician/
nurse/technician easily learn to use an alternate 
item/product and feel confi dent? Would the 

end user prefer, or at least be satisfi ed with this 
product over other substitutes?

What are reasons the effects of the 
recent supply chain challenges have 
been abated in EM?
Dr. D’Angelo says ‘it’s in the DNA of our 
specialty.’ We come to work not knowing 
what that next shift will hold. We are fl exible, 
resourceful and ready to face challenges with 
a positive attitude. We provide care under any 
and all conditions.

Dr. Rabrich shares that ‘EM has always 
embraced evidence-based-medicine.’ We 
question if we are doing things simply because 
it’s the way it’s been done versus asking if the 
testing/treatment is actually providing a benefi t 
to the patient. These questions arise more 
often when we are faced with a challenge that 
confl icts with the best or standard practice. An 
example of this is the usage of IV contrast in 
the majority of abdominal CT scans: are there 
instances when it would be acceptable to not 
use contrast and would it aff ect the patient 
outcome? This practice was explored and the 
status quo challenged by EM when faced with 
a contrast shortage.

Dr. D’Angelo points to ‘the integration of 
healthcare systems as a major driving force 
to the success of the healthcare industry in 
dealing with supply chain challenges.’ This 
allows for negotiating with vendors and sup-
pliers from a position of strength and allows 
for resources to be equitably shared-moved to 
where they are most needed. This can also be 
extended into space-capacity challenges. This 
was demonstrated by Northwell’s movement 
of admitted patients from their hospitals that 
had reached capacity to others with capacity 
availability during the COVID-19 surges.

EM physician and nurse leaders advance 
to hospital leadership roles, having a “seat at 

Joseph Basile, MD MBA FACEP
Interim Chair, Department of Emergency Medicine
Staten Island University Hospital, Northwell Health

PRACTICE MANAGEMENT

Guest Author
Manish Sharma, DO MBA FACEP
Chief of Emergency Medicine, NewYork-Presbyterian Queens
Associate Professor of Emergency Medicine, Weill Cornell Medical College

John K. D’Angelo,   Jeff rey S. Rabrich, 
MD FACEP    DO FACEP FAEMS
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the table” and participating in supply chain 
decisions is not coincidental and should not be 
minimized. The ED is not only the front door 
to care but is also a focal point of engagement 
with any and all departments and support 
services within an institution. Dr. Rabrich says, 
‘The involvement of emergency medicine lead-
ers in having a voice in making these decision 
helps us, the institution and our patients.’

With every change in supplies, medications 
or equipment, due to shortages or upgrades-en-
hancement, there is a need to eff ectively 
communicate the changes with the end users 
(physicians/nurses/technicians) and to effi  cient-
ly provide in-service, education and training 
for the safe and eff ective use of those products. 
Diversifi ed communication strategies are a 

defi nitive strength of our specialty and have 
had tremendous impacts on our resiliency in 
providing care under the less-than-ideal condi-
tions. Whether mask-mask (formerly face-face) 
in huddles at every shift change, emails, pod-
casts, texts, department webpages or numerous 
other modalities, we share the information with 
the entire team and put it into practice.

What further enhancements are still 
needed for us to improve in pivoting 
with supply chain challenges?
The most important thing we can do is con-
tinue to ask for increased end user clinician 
input into supply chain decisions. A clinical 
background in providing care to patients has no 
substitute and those opinions should be part of 

decisions.
Dr. Rabrich adds, ‘The production of 

intravenous fl uid primarily in Puerto Rico and 
surgical masks in China both led to signifi cant 
impacts on heathcare delivery.’ Redundancy 
and diversifi cation of production and delivery 
channels is needed more than ever. 

Greater collaboration between healthcare 
systems within regions as well as nationally 
sharing resources was proposed in New York 
during the fi rst peak of COVID-19 and that 
practice needs to be embraced to be eff ective-
ly implemented. There is more than enough 
sickness to go around among all the health care 
systems that serve our population.

Thank you.

PRACTICE MANAGEMENT
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Nicole Berwald, MD FACEP
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Jeff rey S. Rabrich, DO FACEP FAEMS
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To Prevent Getting 
Very Sick From COVID, 
Timing Is Everything

Staying up to date with your COVID vaccine is the best way to 

protect yourself from getting very sick from COVID. But the FDA 
has authorized or approved treatments to help prevent severe 
illness in people who are more likely than others to get very sick 
from COVID despite vaccination. 

For any of the treatments to work, you must begin taking them within days of 

when your COVID symptoms start. 

Even if your symptoms are mild, treating your COVID early with medicine prescribed by a doctor 
or other authorized health care provider can make your infection less severe and help keep you 
out of the hospital. It could save your life. 

You’re more likely to get very sick from COVID if any of these apply to you:

• You’re 50 or older

• You have a compromised or weakened 
immune system

• You have one or more health issues, such 
as severe asthma; diabetes; obesity; or 
chronic heart, lung, or kidney conditions

WINDOW FOR STARTING ANTIVIRAL INFUSION

Day 1

COVID symptoms
start

Day 2 Day 3 Day 4 Day 6Day 5 Day 7 Day 8

Too late to start 
treatment

WINDOW FOR STARTING ANTIVIRAL PILLS

Day 1

COVID symptoms 
start

Day 2 Day 3 Day 4 Day 5 Day 6

Too late to start 
treatment

Learn more at cdc.gov/covidtreatment

Content last reviewed: January 12, 2023
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Councillor Nomina  ons
AcƟ ve members of New York ACEP interested in serving as a New York ACEP Councillor are encouraged to submit their nominaƟ ons 
to the 2023 NominaƟ ng CommiƩ ee for consideraƟ on as the commiƩ ee develops the slate of candidates. 

Councillors with Terms Ending in 2023
 Brahim Ardolic, MD FACEP    Marc P. Kanter, MD FACEP
 Joseph Basile, MD MBA FACEP    Penelope C. Lema, MD FACEP
 Kirby P. Black, MD FACEP    William F. Paolo, Jr., MD FACEP
 Erik BluƟ nger, MD MSc    Livia M. SanƟ ago-Rosado, MD FACEP
 Lauren J. Curato, DO FACEP   L. Carlos Zapata, MD FACEP
 Sanjey Gupta, MD FACEP

Councillors With Terms Ending in 2024
 Nicole Berwald, MD FACEP    Laura D. Melville, MD MS
 Robert M. Bramante, MD FACEP    Joshua B. Moskovitz, MD MBA MPH FACEP
 Arlene Chung, MD FACEP    Nestor B. Nestor, MD MSC FACEP

Mark Curato, DO FACEP    Jeff rey S. Rabrich, DO FACEP
Keith E. Grams, MD FACEP    Virgil W. Smaltz, MD MPA FACEP
Abbas Husain, MD FACEP    Jeff rey J. Thompson, MD FACEP
Stuart G. Kessler, MD FACEP   Peter Viccellio, MD FACEP
Daniel Lakoff , MD FACEP    Two Resident Councillors to be Appointed by the President
Kurien Mathews, DO FACEP

The Board of Directors will elect Councillors at the Thursday, July 13, 2023 Board meeƟ ng at the Sagamore Resort. Members 
interested in represenƟ ng New York ACEP at the ACEP Annual Council MeeƟ ng (October 7-8, 2023 in Philadelphia) should submit a 
nominaƟ on form and their CV to New York ACEP. New York ACEP will be represented by 30 Councillors at the 2023 ACEP Council 
meeƟ ng.

Board Nomina  ons
AcƟ ve members of New York ACEP who meet the criteria and are interested in serving on the Board of Directors are encouraged to 
submit their nominaƟ ons to the 2023 NominaƟ ng CommiƩ ee for consideraƟ ons as the CommiƩ ee develops the slate of candidates. 

Four directors will be elected by the membership through a proxy ballot distributed at least 30 days prior to the annual membership 
meeƟ ng. The annual membership meeƟ ng will be held Wednesday, July 12, 2023 at the Sagamore Resort on Lake George. 
Board Members with Terms Ending in 2023
Open Board PosiƟ on

Bernard P. Chang, MD PhD FACEP   Livia M. SanƟ ago-Rosado, MD FACEP
Abbas Husain, MD FACEP    Kaushal Shah, MD FACEP

Interested candidates should review the Criteria for New York ACEP Board NominaƟ on, Board Member DuƟ es and ResponsibiliƟ es 
and send a completed nominaƟ on form along with a copy of their CV to New York ACEP by April 3, 2023. Self nominaƟ on and nom-
inaƟ ons of colleagues are accepted. To request the policies and nominaƟ on form, contact New York ACEP at (585) 872-2417 or by 
email at nyacep@nyacep.org. 

Successful nominees will be noƟ fi ed by May 8, 2023. Board candidates are required to submit background informaƟ on on 
their professional career, a photograph and answer quesƟ ons posed to all board candidates. Candidates will have
approximately two weeks to submit material.

Call for Board and Councillor Nominations

Nomination Deadline: April 3, 2023
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Devjani Das, MD FACEP
Director, Emergency Medicine Clerkship

Director, Undergraduate Point-of-Care Ultrasound Medical Education 
Associate Professor of Emergency Medicine, Columbia University Vagelos College of Physicians and Surgeons 

A Bioethics Case Study
An 80 year-old male with recent skilled nursing facility admission after 
a devastating stroke (with resultant quadriplegia and cognitive disability, 
trach’ed and PEG’ed) is brought in by ambulance for abdominal pain 
and distention. His blood pressure is 60/30, a tender pulsatile mass is 
noted on physical exam and a large amount of abdominal free fl uid is 
apparent on the FAST exam. He does not have decision making capacity 
and has no designated heath care proxy, but his wife comes to the emer-
gency department (ED) minutes after him and is at the bedside. You brief 
her on the patient’s diagnosis of ruptured abdominal aortic aneurysm 
(AAA) and discuss the poor prognosis. She solemnly explains that back 
when her husband was perfectly healthy, he said that in case of a medical 
emergency, he would not want any heroic or painful measures to keep 
him alive, even central line placement; he would prefer to simply be kept 
comfortable and allowed to pass away. You prepare to admit the patient 
to the fl oor without plans for surgery or painful procedures.

Minutes later, the patient’s son calls the ED. He says for as long as he 
can remember, his father always talked about wanting all life-sustaining 
measures in any medical scenario, no matter the prognosis, including 
both painful and costly measures. The son expresses concern the pa-
tient’s wife has only known him for nine months and may be lying about 
his wishes to get his inheritance faster. The son is 60-years-old, has 
known his father for his whole life and tells you his father would want a 
central line, pressors and surgery to try and fi x the AAA.

In medicine, hard decisions are made and more often 
than not, it is diffi  cult to distinguish who is making 

these decisions. When does a patient have the capacity 
to make their own decisions?

Capacity generally needs to meet four criteria: 1) Understanding, 2) 
Appreciation, 3) Reasoning and 4) Expression of choice.¹ These criteria 
have been established by case law and legal reviews. The understanding
refers to the ability to acknowledge the gravity of a situation. Appre-
ciation is the patient’s ability to relate the information to themselves. 
Reasoning refers to the patient’s ability to logically deduce and compare 
situations. Expression of choice refers to the patient’s ability to express 
their decision about a situation.² Individuals that may not meet these 
criteria are those who have developmental disabilities, mental illnesses 
or someone who has lost their decision- making capacity due to illness.

If a patient does not meet these requirements, who makes the 
decision? It depends on the situation. Under New York State law, the 
decision-making responsibility lies in the hands of the health care 
proxy (HCP), who is defi ned as the individual trusted to make medical 
decisions to the best of the patient’s wishes. The HCP is someone who 
was appointed by the patient to make the decisions for the patient when 
the patient does not have capacity. The HCP and patient fi ll out a form 
that is witnessed by two adults and ideally given to the doctor, hospital 
where the patient is receiving care or is on the person of the patient and/
or HCP. In New York State, there cannot be more than one primary HCP 
appointed, but a patient can have both a primary and an alternate HCP. 
The alternate HCP receives decision-making responsibility if the primary 
HCP is unable to make decisions upon the patient’s behalf.³

What if a HCP was not designated before a crucial medical decision 
needs to be made? The Family Health Care Decisions Act (FHCDA) 
created in 2012 gives family members or close friends the ability to act 
as a health care surrogate or representative.4 The diff erence between a 
HCP and surrogate is that the surrogate only has the authority to act if 
the patient is in a hospital or nursing home or if the decision is about 
withholding or withdrawing life-sustaining treatment and transitioning to 
hospice care.

Who takes priority on a surrogate list? The highest priority is the 
spouse if not legally separated from the patient or the domestic partner. 
In New York State, a domestic partner is defi ned as someone who is in 
a long-term, committed relationship, has been in the relationship for at 
least six months, can provide documentation they live together and are 
fi nancially interdependent.5 The next in line in order of priority is a son/
daughter (required to be 18 or older), a parent, a sibling, then a close 
friend.6

What is the diff erence between a HCP form and a Medical Orders for 
Life sustaining treatment (MOLST) form? A MOLST form represents 
the patient’s wishes. It is commonly used for patients with chronic or ad-
vanced illnesses who may pass away within a few years, need long term 
care or request to avoid life sustaining treatment. A MOLST is ideally 
completed with the patient, health care provider and HCP. A MOLST 
can be completed for Do Not Resuscitate (DNR) or Do Not Intubate 
(DNI) orders in the community setting.7 A MOLST should be transported 
with the patient as they transition to diff erent healthcare settings. A very 
crucial fact to remember is that the MOLST cannot be overturned by the 
HCP if the patient has lost decision-making capacity regarding DNR/
DNI wishes.8

EDUCATION
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Case Wrap-Up
You consult your hospital’s on-call Ethics Committee contact to discuss 
emergently so you can make the best care decision for the patient that 
also refl ects their true wishes. You express concern the wife has only 
known the patient for nine months and has a vastly diff erent impres-
sion of the patient’s wishes than the son, who has known him for 60 
years. The Ethics Committee does some digging and research. They 
remind you despite the short time the patient and his wife have been in a 
relationship, they qualify as domestic partners having lived together for 
just over the six-month minimum to qualify as a surrogate in New York 
State. To provide further reassurance, they inform you the patient had a 
conversation about their specifi c wishes at a neighboring hospital one 
year ago. Records indicate at that time, the patient essentially expressed 
he would never want heroic or painful life-sustaining interventions in 
a medical emergency with a poor prognosis. He is admitted to the fl oor 
and kept very comfortable.

This is indeed a diffi  cult scenario, but it is one emergency physicians 
may encounter. The fi rst thing to remember is you do not need to be 
alone in navigating confl icts like these. The Joint Commission requires 
hospitals to have a mechanism for addressing such ethical issues in 
providing patient care,9 which most often comes in the form of an 
Ethics Committee with contacts available for consultation. Secondly, 
it is important for emergency physicians to know the priority order for 
surrogate decision makers in emergency situations where the patient 
lacks decision-making capacity and has no MOLST or designated HCP. 
Remember that legally, the order from highest to lowest is spouse-off -
spring-parent-sibling-close friend.
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What is AI & ML?
Artifi cial intelligence (AI) is an overarching 
term used to describe a system that simulates 
intelligence with limited intervention.1 Ma-
chine learning (ML) is a subset of AI used to 
describe systems that gradually improve their 
function based upon incoming data.2 ML can 
further be broken down into supervised and 
unsupervised. Both types must fi rst be trained 
using data sets. Supervised ML requires human 
intervention to defi ne features of the data 
from which it can then produce an outcome.3 

Unsupervised ML does not require the data to 
contain defi ned features but instead discovers 
previously unrecognized connections.3 ML 
being applied to medicine has become more 
and more of a possibility due to the increase in 
data attained from the electronic health record 
(EHR) and the growing power of computers.2

Big Data
Big Data has been defi ned by three diff erent 
variables: volume, velocity and variety. How-
ever, over the years has grown to a point where 
sample size is approaching the overall size of 
the population.4 Research performed using Big 
Data has advantages, which include more effi  -
cient hypothesis testing, much greater sample 
size and the ability to detect smaller signals 
than traditional researching methods. Big Data 
is especially important for AI and ML. Indeed, 
it has been cited as one of the most crucial 

ingredients for success.5

Where Does Machine Learning Stand 
Outside of EM?
The utility of ML and AI is currently being 
evaluated in many specialties in medicine. Two 
specialties, Radiology and Dermatology, have 
some already measured studies and applica-
tions. Radiology and Dermatology are not the 
only two fi elds using AI and ML; specialties 
such as cardiology can use ML algorithms for 
interpretation of EKGs to decrease cognitive 
load of physicians which will reduce human 
errors.

Radiology
Recent improvement in image acquisition and 
standardization of the medical image have 
made utilization of ML and deep learning 
feasible6 and it doesn’t necessarily relate solely 
to the interpretation of the image. Deep Con-
volutional Neural Networks have been used to 
reduce noise and therefore decrease the time 
necessary to acquire a MRI of suffi  cient qual-
ity.7 This is particularly important in strokes 
given that time is brain, and the ischemic brain 
is aging at an estimated 3.6 years per hour 
prior to treatment.8 Therefore, reduced time in 
the MRI may lead to improvement in patient 
outcomes.

Another signifi cant delay in time to 
treatment for strokes is access to a radiologist. 
There are several additional areas of focus 

being studied that use ML to detect Large 
Vessel Occlusion (LVO) and determine the 
infarct core, both with an area under the curve 
(AUC) of 0.88-0.90.9 Another study achieved 
an AUC of 0.941 with a sensitivity of 96.87% 
and specifi city of 74.32% when using two ra-
diologists as the gold standard.10 Furthermore, 
the time from data transmission to production 
of results was 158 seconds on average. The 
sensitivity is comparable to neuroradiologists, 
who have a sensitivity of 89-98%, however, 
the specifi city is lower than that of neurora-
diologists who achieve 95-98% specifi city.10

Given the high sensitivity but low specifi city 
compared to neuroradiologists, the authors 
argue that ML could serve as a screening test 
to triage which patients require a closer look 
by the neuroradiologist. Therefore, instead of 
replacing neuroradiologists, the technology is 
augmenting and facilitating their work.10

The implications for Emergency Medicine 
are multifactorial. Making use of ML to screen 
for LVOs could allow mobilization of resourc-
es prior to return of the offi  cial read. In remote 
areas where a neuroradiologist is not available 
around the clock, a preliminary read by a 
ML algorithm can allow providers to initiate 
transfer and reduce times to thrombectomy and 
improve patient outcomes.

Dermatology
ML has been applied to distinguishing ma-
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lignant melanoma from nevi and performed 
similarly to Dermatologists and better than Pri-
mary Care Providers. While the power of ML is 
signifi cant, it is dependent upon the quality of 
image provided. Pictures gathered from Apple 
iPhone 6s performed best, followed by DSLR 
cameras, then Galaxy S6.11 It should be noted 
that distinguishing melanoma from benign is a 
binary decision tree and therefore the diff er-
ential should be expanded to better simulate a 
clinical environment where a broader range of 
potential pathologies exist.

A deep learning algorithm was developed to 
identify 12 diff erent skin pathologies: basal cell 
carcinoma (BCC), squamous cell carcinoma, 
seborrheic keratosis, malignant melanoma, me-
lanocytic nevus, lentigo, pyogenic granuloma, 
hemangioma, dermatofi broma and wart. The 
algorithm was trained using a predominantly 
Asian dataset but applied to images from Edin-
burgh and locations in Asia. It performed well 
in identifying all pathologies, with an average 
AUC of 0.89 and range of 0.96 to 0.83.12 How-
ever, there were diff erences in performance 
between races. The AUC values from the Edin-
burgh dataset were slightly lower, most notably 
in BCC and melanoma (AUC of 0.90 vs 0.96 
for BCC and 0.88 vs 0.96 for melanoma). This 
may be related to a couple of diff erent factors. 
There are diff erent phenotypical presentations 
of BCC in Asian and Caucasian populations.13

Therefore, an algorithm trained using predom-
inantly Asian images would be expected to 
underperform in Caucasian populations and 
vice versa. Indeed, when the pilot study did not 
include the Atlas dataset in the training phase, 
performance was worse. The Atlas dataset is 
predominantly Caucasian images and 40% 
BCC. Once the Atlas dataset was included, 
the Edinburgh AUC for BCC improved from 
0.78 in the pilot study to 0.90. This bias due to 
low exposure to diff erent races was refl ected 
in the accuracy of the Korean dermatologist as 
well, who had a sensitivity of less than 40% for 
BCC and melanocytic nevi in the Edinburgh 
dataset.12

Emergency departments (EDs) are not the 
primary site for identifi cation of malignant 
skin pathologies, however, it does highlight 
weaknesses of ML. First and foremost, an 
algorithm is only as good as the inputs. If there 
is insuffi  cient data to cover the breadth of a 
diverse population and the potential pathologi-
cal permutations, then diagnostic accuracy will 
suff er. This is one of the most signifi cant ways 

Big Data is critical for ML’s success.
Additionally, it is diffi  cult to externally 

verify the results of the studies since algorithms 
are not typically provided publicly. When algo-
rithms are made public, they can fall short of 
the initially touted results. The aforementioned 
study from Han et al12 published their algorithm 
and allowed Navarrete-Dechent et al14 to verify 
the results. However, it resulted in demonstrat-
ing several weaknesses in the program.

Navarrete-Dechent et al used the provided 
algorithm to identify 100 Caucasian skin ma-
lignancies and it underperformed compared to 
the reported results.14 This emphasizes the need 
for a diverse and large data source when devel-
oping ML algorithms. Navarrete-Dechent et al 
also slightly altered the pictures by zooming in, 
changing contrast or brightness or rotating the 
picture and found that it altered the results.14

This further emphasizes the importance of the 
quality of the data and it’s generalizability.

Potential for Machine Learning in 
Emergency Medicine
Emergency medicine is no exception as a fi eld 
that can benefi t greatly from AI and ML.19

The following describes overarching areas in 
which it can be proven benefi cial, but it is to be 
noted this is a preliminary overview and not 
exhaustive by any means. 

Triage in the Emergency Department
There are several methods of triaging patients 
in the ED, one being the Emergency Severity 
Index (ESI). The ESI was initially designed by, 
and now widely used by, American emergency 
medicine physicians. The ESI focuses on level 
of acuity and sending patients to the appropri-
ate setting in a timely fashion.15

ESI has been shown to underperform 
when compared to ML in measures including 
admissions, critical care requirements and 
mortality.16,17 One advantage of utilizing ML 
in triage is the quantity of data available from 
previous interactions with the healthcare sys-
tem. ML algorithms have been designed to take 
advantage of medication lists, medical history, 
laboratory fi ndings, imaging frequency, as well 
as demographics and triage vitals.17

Hong et al developed three algorithms to 
predict patient admission: logistic regression 
(LR), gradient boosting (XGBoost) and deep 
neural networks (DNN).18 Each algorithm was 
trained using three diff erent datasets: only 
information collected at triage; only historical 
data, which included imaging, labs and EKGs 

but excluded chief complaint and triage evalu-
ation; and a dataset that included the full range 
of data. These three diff erent datasets were then 
used to train the diff erent ML algorithms. As 
the graph below indicates, the data set using 
only triage or only history performed similarly 
while every algorithm performed signifi cantly 
better when given access to the full dataset.

While predicting patient admission may 
not directly improve patient care in the ED, 
forewarning of impending admission could 
allow for resources to be properly mobilized. 
Enhanced coordination that ensures room 
availability, facilitates handoff s and makes 
transport more accessible would decrease the 
prevalence of boarders in the ED and improve 
patient experience.

Improving Emergency Department 
Operations
The dynamic nature of the ED makes it diffi  cult 
to properly allocate resources in a manner that 
reduces cost and time and simultaneously im-
proves provider effi  ciency, resource utilization 
and resource management.20 Boonstra and 
Laven (2022) recently performed a systemic lit-
erature review focusing on how AI can improve 
ED operations.21 The authors selected 34 papers 
written in the past fi ve years pertaining to the 
subject matter and concluded that although AI 
in EM is fairly new, it has the potential to per-
form at the skill level and higher than humans 
which can support EM in various stages of 
operation. The articles included in the literature 
review were coded and found that ML algo-
rithms can address the following in EM: (1) 
improving patient outcomes by reducing mor-
bidity and mortality, reducing length of stay 
and improving patient satisfaction; (2) speeding 
patient throughput to increase fl ow and reduce 
overcrowding in EDs; (3) predicting serious ad-
verse events in patients to prevent deterioration 
of patient condition; (4) improving ED triage to 
identify and predict serious adverse outcomes; 
(5) aiding clinical decisions based on statistical 
predictions to improve healthcare delivery; 
and (6) improving resource allocation to EDs 
based on demand and patient population.21 This 
review brings to light the eff ectiveness of AI 
in reducing increasing burdens on the ED from 
both an operational and clinical standpoint. 

Reduction of Human Errors and 
Improving Diagnostic Accuracy 
Fractures remain one of the most frequent 
diagnoses susceptible to human error, with an 
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estimation as high 80% of misdiagnoses or 
missed fractures in the ED itself.22 Fractures 
are commonly misdiagnosed in the ED due to 
physician fatigue, misinterpretation of x-rays 
and lack of radiology consultation available 
for second opinion, amongst many other 
reasons.23 Misdiagnosing fractures aff ects the 
patient by delaying treatment and being put at 
risk for long-term disability by compromising 
full recovery of function. To address the issue 
of human errors and in an eff ort to improve 
diagnostic accuracy in the ED, deep neural net-
works have been deployed to detect and local-
ize fractures in radiographs in the ED with the 
intent achieving diagnostic accuracy compara-
ble to that of senior sub-specialized orthopedic 
surgeons.24 The study yielded promising results 
by improving both the specifi city and sensitivi-
ty of fracture diagnoses by EM physicians with 
the use of the ML model from 87.4% unaided 
to 94.1% aided and 82.7% unaided to 92.5% 
aided, respectively. The ROC curves achieved 
an AUC of 0.967 and 0.957, further reinforcing 
the high level of agreement between the ML 
model and senior expertise.24 By employing the 
use of ML models as such in the ED, there is 
potential to reduce human error and improve 
diagnostic accuracy to ultimately improve 
patient outcomes and provider effi  ciency.

Imaging in the ED is common, with most 
patients requiring some form of emergency 
imaging to diagnose and treat life-threating 
conditions. Due to the fast-paced nature of the 
ED, physicians must be able to provide a quick 
and accurate diagnosis based on emergency 
imaging results, oftentimes without the consult 
of a radiologist, leading to increased stress 
in the work environment and vulnerability to 
misdiagnoses.25 Imaging is frequently used in 
the ED in the case of hip fractures, with over 
250,000 incidences occurring each year in the 
US.26 Early diagnosis and treatment are im-
portant for preserving function and quality of 
life for patients with hip fractures and delaying 
treatment can lead to poor prognosis. Current-
ly, frontal pelvic radiographs are a commonly 
used tool to diagnose hip fractures however, 
have been reported to have a misdiagnosis 
rate of up to 14%.26 ML models have been 
developed to aid physicians improve diagnostic 
accuracy in traumatic injuries which can be ap-
plied to emergency settings. Cheng et al devel-
oped a fracture diagnosis algorithm using deep 
convoluted neural networks and compared the 
model’s accuracy to that of physicians.26 When 
diagnosing hip fractures, non-specialized 

physicians achieved a sensitivity ranging from 
84% to 100% and a specifi city ranging from 
46% to 94%. In contrast, the model achieved a 
sensitivity of 98%, specifi city of 84%. The ac-
curacy was 91% and the AUC was 0.98 with a 
false negative rate of only 2%.26 The results of 
this study support the notion that ML models 
have the potential to reduce misdiagnosis rates 
by improving sensitivity and specifi city of di-
agnoses with high accuracy. This can improve 
patient outcomes by eliminating interpretation 
errors amongst providers, providing early 
diagnoses for early treatment and reducing cost 
by eliminating the need for further imaging and 
testing.

Identifying Appropriate Admissions 
with Clinical Phenotyping and Risk 
Strati ication 
Predicting short and long-term outcomes of 
acute heart failure in the ED has always been a 
challenging feat, especially considering more 
than 80% of acute heart failure (AHF) visits 
eventually result in hospital admission.27 This 
increasing hospitalization rate is contributing 
signifi cantly to hospital costs and is coupled 
with the increase in AHF related mortality 
rates. Although various risk stratifi cation mod-
els have been developed in an eff ort to safely 
reduce hospital admission rates, ML learning 
models in addition to risk stratifi cation calcula-
tors have the potential of increasing predictive 
accuracy of short-term outcomes of AHF pa-
tients in the ED to further reduce unnecessary 
hospital admissions.28 Sax et al compared four 
ML models (lasso, decision tree, random forest 
and XGBoost) to the logistic regression model 
created with 71 variables to determine if ML 
improved sensitivity, specifi city, negative and/
or positive predictive values and/or likelihood 
ratios when predicting adverse event risk asso-
ciated with AHF in the ED to reduce admission 
rates.28 When using the ML models, there was 
a modest improvement in AUC from 0.76 to 
0.81 from using logistic regression alone. Two 
of the models, random forest and XGBoost, 
outperformed the logistic regression, with 
XGBoost being the highest performing model 
with an AUC of 0.85. Especially in the higher 
risk group, XGBoost aptly increased positive 
predictive value to identify patients at high risk 
for an adverse event in the ED as opposed to 
logistic regression alone.28 This study presents 
a novel approach to stratifying risk of AHF 
patients in the ED and contributes a potentially 
useful tool in a physicians’ toolbox to use when 

determining patient-specifi c short and long-
term risk of discharge. Supplementing ML 
with risk stratifi cation tools allows physicians 
to curate their decision-making capacity to 
prevent serious adverse outcomes and make 
appropriate disposition decisions.

Conclusion
Artifi cial Intelligence and Machine Learning 
have immense potential in improving emer-
gency care, especially in remote and under-re-
sourced areas. The specifi c emerging role of 
ML is in preliminary radiology reads, prelimi-
nary evaluation of skin rashes, triage, improve-
ment in ED throughput, enabling risk stratifi ca-
tion and discharge planning from the ED. ML 
can also decrease translation time of research 
from bench to practice. We are currently in 
the infancy stage of ML and as ML depends 
on large datasets and Big Data, EM is just 
beginning to use Big Data and as datasets are 
trained, we expect to see an exponential growth 
in this area in the next decade. Artifi cial 
Intelligence and Machine Learning are new 
areas of education, training and research, 
with direct implications to clinical practice. 
If used appropriately, AI and ML has potential 
to enable practice of precision medicine. 
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I had the honor of interviewing my colleague 
 Joshua Lynch, DO FACEP who founded the 
MATTERS Network in 2018 to help address 
the opioid crisis in New York State. Dr. Lynch 
serves as an Associate Professor of Addiction 
and Emergency Medicine at the Jacobs School 
of Medicine and practices in Buff alo, New 
York. The program has continued to expand 
throughout New York and neighboring states 
in 2023.

In January, 2023, the Mainstreaming Addic-
tion Treatment (MAT) Act was signed into law 
by President Biden and eliminates the X waiv-
er. In addition, this bill removes the limitations 
on the number of patients a provider could treat 
with buprenorphine/naloxone at any time. This 
makes it easier for all emergency medicine 
physicians to initiate treatment of patients 
with opioid use disorder, especially those who 
present to the Emergency Department (ED) in 
acute withdrawal. 

Why did you start the MATTERS 
program?
Working as an emergency physician, caring 
for patients with addiction and mental health 
issues is part of our job every day. Unfortu-
nately, these diseases often don’t have a clear 
treatment path. For a patient with chest pain, 
the assessment and treatment process is usually 
straightforward. For patients with opioid use 
disorder, the treatment plan is often challeng-
ing. Working through a patient’s varying levels 
of motivation, fi nding appropriate treatments 
in the ED and linking patients to a rock-solid 
follow up appointment are usually all com-
plicated. Addiction is often a disease process 
that has been placed on the back burner. This 
is exactly why we started MATTERS. Finding 
community treatment organizations willing to 
take patients as they are was surprisingly easy! 
Leveraging these partnerships is what led to 
the MATTERS Network being available across 
New York State.

What is the MATTERS Network?
The MATTERS Network is collection of 
resources to initiate care, increase access to 
buprenorphine and offi  cially link patients to 
appropriate treatment at community-based or-
ganizations through an electronic platform. We 
currently have 185 clinics we can refer patients 
to across New York State so they can fi nd help 
closest to their home. We are also linked with 
over 1,000 pharmacies. Patients can receive 
medication vouchers that cover up to a 14-day 
supply of buprenorphine/naloxone prescrip-
tions for uninsured patients. Patients can also 
be off ered transportation to and from their fi rst 
clinic appointment through our partnership 
with Uber Health. They also have the option to 
be linked with local peer support.

What are the goals of the MATTERS 
Network?
Our initial concept was simple. The fi rst goal 
was to reduce unnecessary controlled substance 
prescribing in the ED. We would provide 
access to medication assisted treatment in the 
ED in hospital settings. At discharge, we would 
provide rapid access to follow-up with a sub-
stance use disorder treatment facility.

Where does funding for this program 
come from?
We have worked hard to obtain outside funding 
for this program. We currently receive support 
from: New York State Offi  ce of Addiction Ser-
vices and Supports, John R. Oishei Foundation, 
Erie County Department of Health, New York 
State Department of Health, Substance Abuse 
and Mental Health Services Administration, 
NIH HEAL Initiative: HEALing Communities 
study and the Bureau of Justice Assistance: US 
Department of Justice.

How does telemedicine play a role in 
opioid addiction treatment?
The MATTERS Network is partnered with two 
virtual EDs to streamline rapid access to care 

for patients experiencing opioid and sub-
stance use disorders. Through this partnership, 
patients can be evaluated, treated and then con-
nected to an outpatient treatment organization 
across New York State. Patients can request 
an appointment through our website. I would 
urge any physicians who may feel uncomfort-
able initiating medication assisted treatment 
to inform patients of this option if they feel 
they may benefi t from buprenorphine/naloxone 
therapy. Our website also off ers “Resources by 
Region” at https://mattersnetwork.org/commu-
nity-resources.

How does a hospital or irst 
responder agency join the Network?
It is very easy! Just visit our website and fi ll 
out the contact us form. In most cases we can 
onboard a new hospital in a few days. You can 
also download the free MATTERS app from 
the Apple App store or Google Play! 

What other initiatives has the 
MATTERS Network supported?
Patients can request free fentanyl test strips and 
become profi cient with their use through our 
user guide. Patients can also receive Narcan 
and participate in the New York State syringe 
exchange programs. We have also worked 
to inform the community of new dangers 
including Xylazine, an animal tranquilizer that 
increases risk for opioid overdoses and cannot 
be reversed with Naloxone.

What information should I be 
providing to patients?
We have created several resource documents 
for patients, fi rst responders and health care 
professionals. Some examples are shown 
below.

Additional prescriber information can be 
found on the ACEP BUPE website https://
www.acep.org/patient-care/bupe/ and emPOC 
app available exclusively to ACEP members.
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Demographics
Program Director: Dulaya Santikul, DO, FACOEP

Program Coordinator: Emilia Martinez

Hospital Capabilities: 

Total Number of EM Residents: 18

Residents Train Each Year: 6

Inagural Resident Class Year: 2015

Fellowships Offered: None

Bene its Offered: ROSH Review, Membership Dues Coverage, Lab Coat(s), Dental Insurance, Health Insurance, Vision 
Insurance, Professional Liability Coverage

Other Bene its: Meal stipend, housing for outside rotations, free parking

Website Link: www.garnethealth.org/medical-education/emergency-medicine-residency

Twitter Link: 

Instagram Link: middletowngem

What are you most proud of with your program? We are most proud of our graduates! They have gone on to fellowship, 
attending physician roles in rural, suburban, and urban settings, and ED and EMS administrative positions across the country, 
from Massachusetts to California. They call, text, and email constantly, excited by a recent case, and thankful for the training 
they received at Garnet.
What Makes Your Program an Excellent Place to Complete a Residency? We have enthusiastic faculty with a vari-
ety of subspecialty interests and expertise including EMS, administration, toxicology, simulation, research, and inance. 
We provide a supportive family atmosphere where we offer an individualized approach to learning and personal and 
professional development, and are able to accomplish this due to our small program size. We do this in a high-acui-
ty, high-volume emergency department, that treats a variety of pathology and a diverse patient population. Previous 
rotators and residents have cited these qualities as our greatest strengths, as well as the ability to gain early auton-
omy as a resident and work one-on-one with faculty attending physicians every shift, from the irst day as an intern.

Garnet Health Medical Center
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In general, out-of-hospital cardiac arrest – pediatric or adult – is as-
sociated with dismal outcomes. However, there are specifi c situations 
in which good aggressive resuscitative care can make a tremendous 
diff erence and one of those is arrest due to accidental hypothermia. 
Consider the case of a Polish toddler who was presumed to have wan-
dered out of the house in the middle of the night while temperatures 
were as low as -7C. He was found several hours later wearing only his 
pajama top and in cardiac arrest. He was evacuated to a referral center 
specializing in treating profound hypothermia where his core tempera-
ture was measured as low as 11.8C. He was placed on an ECMO circuit 
and rewarmed over several hours, eventually going on to make a full 
neurological recovery. The total downtime for the patient is unknown, 
but at least two hours elapsed before fi rst responder arrival and ECMO 
initiation.1

As a resident training in Minnesota a similar case occurred when a 
car carrying several children ranging from infant to school-aged crashed 
into an icy lake and became submerged. The children were brought to 
the emergency department (ED) all in cardiac arrest. ECMO was not 
available, so all children were re-warmed with thoracic lavage, and after 
a prolonged eff ort, three regained spontaneous circulation and ultimately 
made a good recovery. 

While hypothermic arrest is intuitively associated with northern 
climes, frozen lakes and mountain recreation, the truth is the combina-
tion of environmental factors that could result in critical hypothermia is 
present throughout the continental US. Therefore, emergency providers 
should be prepared – both cognitively and emotionally – to provide a 
prolonged and aggressive resuscitation attempt for children who suff er 
cardiac arrest due to accidental hypothermia. Publication bias not-with-
standing, the literature that describes our clinical experience with hypo-
thermic arrest victims supports three important conclusions: patients can 
survive prolonged periods of cardiac arrest, patients can survive deeply 
hypothermic temperatures and the majority of patients who do survive 
have minimal or no disability. 

Accidental Hypothermia
Accidental hypothermia occurs when heat loss exceeds endogenous heat 
production. Due to their larger surface-area to volume ratio, immature 
behavioral response to cold and other social and environmental factors, 
children have unique risks of accidental hypothermia as compared to 
adults. Treatment guidelines are based primarily upon clinical experi-
ence, extrapolation from non-human studies and fi rst principles. Pediat-
ric-specifi c recommendations are lacking. 

There are several grading scales used to risk stratify hypothermic 
patients (Table 1). Practically speaking both clinical presentation or 
temperature reading may be misleading in isolation and it is important 
to consider the whole clinical context. If there is one temperature to 
keep in mind it is 30C as primary hypothermic cardiac arrest is unlikely 
at warmer temperatures and there is increasing risk of cardiac arrest at 
temperatures below this level. 

Table 1

Rewarming in Cardiac Arrest
For the remainder of this article, we will focus on patients with severe 
or profound hypothermia in circulatory arrest being cared for in an 
emergency department. The mainstay of treatment for these patients is 
aggressive rewarming and this will be the focus of the discussion. Field 
management and transport considerations, management of hypothermia 
in the patient with a perfusing rhythm and modifi cations to standard 
PALS and ACLS protocols such as limited attempts at defi brillation 
avoidance of epinephrine are beyond the scope of this discussion. 

 Extracorporeal Rewarming
Most case reports demonstrating the possibility of excellent clinical out-
comes have utilized extracorporeal rewarming with cardio-pulmonary 
bypass (CBP) or veno-arterio extracorporeal membrane oxygenation 
circuits (VA-ECMO) to rewarm patients. This clinical experience has 
demonstrated the rapidity with which euthermia can be achieved via 
extracorporeal rewarming. In the case above, for example, the patient 
was warmed from 11.8C to 29C in 70 minutes. AHA guidelines recom-
mend extracorporeal rewarming as the gold standard when available.5

European guidelines recommend fi eld triage of patients with cardiac 
arrest presumed to due to hypothermia to an ECMO center.6 In addition 
to ECMO, hemodialysis is an option for extracorporeal rewarming for 
those patients who are not in cardiac arrest.

It is worth noting much of this literature comes from Europe and 
specifi cally health systems that have established centers prepared to 
rapidly initiate extracorporeal life support in hypothermic arrest victims. 
Extrapolating this clinical experience to the United States may be 
fraught, as such clear referral mechanisms and specialized hypothermia 
centers are lacking. Arranging transfer of a critically ill patient in cardi-
ac arrest for the purpose of extracorporeal life support and rewarming is 
not standard practice for most emergency providers. Having contacted 
potential referral centers and discussed indications and mechanisms for 
transfer ahead of time may expediate the process if and when such a 
case occurs. 
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Two groups have attempted to defi ne clinical decision rules to iden-
tify patients likely to benefi t from extracorporeal rewarming. Pasquier 
et al derived the HOPE rule based on records from 286 patients with 
hypothermic cardiac arrest who underwent extracorporeal rewarming. It 
can be accessed at http://www.hypothermiascore.org/.7 It is not clear how 
many pediatric patients were included in this cohort, but the median age 
was 35 with the lower end of the IQR at 16 years, so it may not be appli-
cable to younger patients. Saczkowski at al used a similar methodology 
with a cohort of 658 patients to derive the ICE survival score; again, the 
median age of the cohort was 36 with the lower end of the IQR at 22 
years.8

Non-Extracorporeal Rewarming
In patients in whom extracorporeal rewarming is not possible, a variety 
of techniques have been described. One single-institution study identi-
fi ed 17 diff erent combinations of rewarming techniques utilized in 106 
patients with moderate to profound hypothermia, including 22 cardiac 
arrest patients. This suggests that a degree of therapeutic equipoise exists 
when considering non-extracorporeal rewarming techniques and it would 
behoove the emergency provider to be familiar with multiple options as 
the optimal choice may vary based upon patient factors, resource avail-
ability and technical skill.9

Warm Fluid Lavage
Lavage of body cavities with warmed saline is a second-line method for 
active internal rewarming but is the one most readily available to emer-
gency clinicians if ECMO is not an option. Thoracic, peritoneal, gastric 
and bladder irrigation have all been described. Due to the invasive nature 
of thoracic and peritoneal lavage, it may be reasonable to defer rewarm-
ing via these techniques until it has been determined extracorporeal 
techniques will not be available, as ECMO does require anticoagulation. 

 Thoracic lavage can be accomplished by placement of a thoracos-
tomy catheter and instilling warm saline into the thoracic cavity. This 
has the theoretical advantage of rapidly rewarming the great vessels and 
heart. The classically described technique is to place bilateral anterior 
thoracostomy catheters in the mid-clavicular line at the second intercos-
tal space and bilateral lateral catheters in the mid-axillary line at the fi fth 
intercostal space. The lateral catheter should be directed inferio-posteri-
orly, as would be done for evacuation of a pleural eff usion. Warmed sa-
line may be instilled through the anterior catheter and suctioned through 
the lateral catheter. Eff ective rewarming utilizing only a single thoracos-
tomy catheter with intermittent instillation and drainage of lavage fl uid 
has also been reported.

Placement of thoracostomy catheters, particularly anteriorly, is 
technically challenging with ongoing CPR, it may be reasonable to 
pause compressions for catheter placement. In patients with severe and 
profound hypothermia, good neurological recovery has been observed 
with intermittent CPR. Small bore catheters may be used however, it is 
probably preferable to utilize an open surgical approach to thoracosto-
my placement as opposed to a Seldinger technique as the absence of air 
or fl uid between the lung parenchyma and parietal pleura may lead to 
inadvertent placement of the catheter within the lung parenchyma with a 
Seldinger approach. 

The logistics of actually warming and administering saline may be 

complicated. Use of a rapid fl uid warmer / infuser such as the Level 
1 or Belmont provide one convenient solution, however there may be 
limitations to infusion rate at the upper-end of the temperature spectrum. 
In addition, this requires the use of a thoracostomy catheter with a Leuer-
lock compatible end or the use of a christmas-tree to Leuer-lock adapter 
to connect the thoracostomy drain to the fl uid warmer tubing. Ensuring 
availability of equipment and having a plan in place ahead of time may 
minimize the delay to rewarming. Others have described use of a cath-
eter tipped syringe to instill warm fl uid directly in the end of the chest 
tube. Other options that have been described for warming fl uids include 
maintaining a supply of pre-warmed bags of crystalloid, microwave 
warming and use of warmed tap water. 

Peritoneal lavage may be accomplished by performing a mini-lap-
arotomy incision and placement of small catheter akin to performing a 
diagnostic peritoneal lavage. Options for instilling warmed saline are 
similar to thoracic lavage above. In general, this will require surgical 
consultation to gain access to the peritoneal cavity. 

Bladder lavage may be accomplished via placement of a three-way 
foley catheter and continuous irrigation or use of a regular foley and in-
termittent instillation and drainage of warmed fl uid. Gastric lavage may 
be accomplished by placement of an orogastric or nasogastric tube and 
intermittent instillation and drainage of warmed water. 

Intravascular Rewarming
Intravascular heat exchange catheters initially designed to facilitate 
therapeutic hypothermia in post-cardiac arrest patients may also be used 
for active internal rewarming of hypothermic patients. These catheters 
utilize a central venous catheter that contains balloons which may be 
fi lled with warmed fl uid once connected to an external warming system. 
The system uses a countercurrent head exchange system to warm or cool 
central venous blood. In one retrospective review use of such a system 
achieved rates of rewarming (1.2 C/hr) similar to that of more invasive 
techniques such as thoracic lavage.10 If available, such a system may 
replace or augment thoracic lavage with the advantage of being less 
resource-intensive and lower-risk to patients and providers. The size of 
the catheters limit their use in smaller children, but may be an option for 
adolescent patients. 

Ancillary Techniques
Use of warmed IV fl uids and warm-air ventilation have also been report-
ed, however are generally considered insuffi  cient to achieve adequate 
rewarming for the patient in cardiac arrest when used in isolation.

Conclusion
Hypothermic cardiac arrest is an infrequent emergency, but one which 
the pediatric emergency provider must be prepared to manage. It is a rare 
situation in our specialty in which aggressive resuscitative care may be 
reasonably expected to reverse a seemingly dismal condition. The most 
important things that a provider can do for these patients is try hard and 
prepare ahead of time. Providing optimal therapy – whether by referring 
the patient to an ECMO center or providing aggressive active internal 
rewarming – requires complex coordination of health system resourc-
es, performance of unfamiliar procedures and the ability to harness the 
eff orts of a large team of providers. Planning strategies to accomplish the 
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goals ahead of time can maximize a child’s chances of survival.

References
1. Mroczek, Tomasz, Marcin Gladki, and Janusz Skalski. “Successful resusci-

tation from accidental hypothermia of 11.8° C: where is the lower bound for 
human beings?.” European Journal of Cardio-Thoracic Surgery 58.5 (2020): 
1091-1092.

2. Strapazzon, Giacomo, et al. “International Commission for Mountain Emer-
gency Medicine Consensus Guidelines for on-site management and transport 
of patients in canyoning incidents.” Wilderness & Environmental Medicine
29.2 (2018): 252-265.

3. Dow, Jennifer, et al. “Wilderness medical society clinical practice guidelines 
for the out-of-hospital evaluation and treatment of accidental hypothermia: 
2019 update.” Wilderness & environmental medicine 30.4 (2019): S47-S69.

4. Musi, Martin E., et al. “Clinical staging of accidental hypothermia: the 
revised Swiss system: recommendation of the International Commission 
for mountain emergency medicine (ICAR MedCom).” Resuscitation 162 
(2021): 182-187.

5. Vanden Hoek, Terry L., et al. “Part 12: cardiac arrest in special situations: 
2010 American Heart Association guidelines for cardiopulmonary resus-
citation and emergency cardiovascular care.” Circulation 122.18_suppl_3 
(2010): S829-S861.

6. Lott, Carsten, et al. “European Resuscitation Council Guidelines 2021: car-
diac arrest in special circumstances.” Resuscitation 161 (2021): 152-219.

7. Pasquier, Mathieu, et al. “Hypothermia outcome prediction after extracorpo-
real life support for hypothermic cardiac arrest patients: the HOPE score.” 
Resuscitation 126 (2018): 58-64.

8. Saczkowski, Richard S., et al. “Prediction and risk stratifi cation of survival 
in accidental hypothermia requiring extracorporeal life support: an individu-
al patient data meta-analysis.” Resuscitation 127 (2018): 51-57.

9. Klein, Lauren R., et al. “Endovascular rewarming in the emergency depart-
ment for moderate to severe accidental hypothermia.” The American journal 
of emergency medicine 35.11 (2017): 1624-1629.

10. Klein, Lauren R., et al. “Endovascular rewarming in the emergency depart-
ment for moderate to severe accidental hypothermia.” The American journal 
of emergency medicine 35.11 (2017): 1624-1629.

PEDIATRICS



New York American College of Emergency Physicians

24

New York American College of Emergency Physicians

Bernard P. Chang, MD PhD FACEP
Vice Chair of Research

Tushar Shah and Sara Zion Associate Professor of Emergency Medicine 
Department of Emergency Medicine, Columbia University Irving Medical Center

Behavioral and psychiatric complaints make up a signifi cant proportion 
of patients cared for in the Emergency Department (ED) nationwide. 
Recent work found ED visits related to psychiatric complaints increased 
over 15% between 2007-2011.1 Many of these psychiatric complaints, 
such as suicidal ideation or severe depressive/anxiety episodes, may 
necessitate inpatient psychiatric hospitalization for further specialized 
care and treatment. Like many of our other patients, psychiatric patients 
in the ED may face a prolonged stay in the ED while awaiting inpatient 
beds. Psychiatric patients face a number of unique challenges in the ED 
setting that may make them at elevated risk for adverse outcomes during 
their acute care. Patients with psychiatric chief complaints are two times 
more likely to require inpatient admission and also experience signifi cant 
lengths of stay. One study found patients with psychiatric complaints had 
a mean length of stay in the ED of 16.5 hours and over 21.5 hours for 
those needing transfer to another institution for inpatient care.2, 3 Patients 
with severe depression or other mood disorders may also be at increased 
risk for possible self-injury or harm in the ED while awaiting further 
psychiatric care. For the practicing emergency physician tasked with 
managing multiple critically ill patients, what are some approaches that 
can help support these patients and ensure smooth transitions of care? 

Interdisciplinary approaches with mental health specialists may lead 
to improved safety outcomes and also enhance the experience of patients 
with psychiatric complaints. In this recent work by a multi-specialty team 
composed of Emergency Physicians, Psychiatrists, Security, Hospital 
Administration and Nurses,4 a comprehensive safety program was crafted 
with the aim of reducing adverse events such as events of attempted self-
harm. The protocol was an iterative process, involving a diverse group of 
stakeholders from clinicians to security staff  and hospital legal counsel. 
The group fi rst reviewed all historical incidents of self-harm reported 
in their ED prior to the implementation of their program and identifi ed 
a series of areas for potential intervention. This included: safe bath-
rooms, number/training of patient observers, management of personal 
belongings, clothing search/removal and additional enhanced protocols 
for high-risk patients. Based on these initial qualitative approaches, the 
team implemented a comprehensive multi-level care approach for their 
psychiatric patients. The approach attempted a balance of patient safety 
while also recognizing and focusing on patient experience. For example, 
details such as making shatterproof fi xtures and removal of wastebasket 
liners to minimize ligature risks focused on the prevention of potential 
tools for self-injury while additional training for patient observers was 
done to help fi nd the balance between patient visualization in the bath-
room while being minimally intrusive. For some of the most high-risk 
patients (identifi ed by factors such as repeated episode of self-harm), 
patients underwent enhanced procedures including 1:1 observation, 
possible additional search of the patient and/or belongings and expedited 
psychiatry consultation. Following the implementation of this protocol, 

the authors reported a reduction in episodes of attempted self-arm with 
half the number of cases reported compared to the year prior (1.33 per 
1,000 at risk patients compared to 2.95 per 1,000 at risk patients the year 
before the program). 

While this project was a quality/operations program in a high-volume 
ED with a large number of psychiatric patients, given the relative rarity 
of self-harm in the ED setting, the study may not be powered (e.g. large 
enough to detect a statistical change) for us to make defi nitive conclu-
sions about the effi  cacy of their specifi c intervention. Also, many EDs 
may not have access to 24-hour inhouse psychiatric consultation or liai-
son on site, making some of the interventions proposed diffi  cult in other 
care practice settings. However, this study represents an important con-
tribution to our understanding of management strategies for the boarding 
psychiatric patient. Some of the broad takeaways from this study may 
be applicable to a wide breadth of practice settings. First, similar to the 
adage of scene safety when assessing the fi eld for EMS providers, emer-
gency providers should consider and mitigate any potential opportunities 
for self-harm or harm to others for patients with acute psychiatric illness. 
Additionally, early coordination and conversation with mental health 
specialists is important, particularly as the search for placement for 
psychiatric patients requiring inpatient psychiatric hospitalization may 
be a prolonged process. Lastly, as for all of our patients, treating and ad-
dressing our patients with acute psychiatric illness with compassion and 
respect is vital; while patient satisfaction data was not collected in this 
study, future work involving all key stakeholders, including the patients 
themselves, can help shed light on what aspects of the acute care experi-
ence can help enhance and minimize the adverse behavioral outcomes in 
the emergent setting. 

Behavioral and psychiatric emergencies continue to represent some of 
the most challenging clinical cases. A multidisciplinary approach focused 
on patient safety and harm reduction, represents a promising and inno-
vative approach that can lead to improved patient care, positive health 
outcomes and ensure the safety of this vulnerable group of patients. 
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As we closed out 2022, I was reminded every 
year around this time, physicians reach out 
for help clarifying their board certifi cation 
or recertifi cation requirements. There seems 
to be a lot of confusion around this area, so I 
think this would a good time to give everyone 
a primer on the topic and hopefully get a head 
start on your requirements. This article is going 
to address certifi cation by American Board of 
Emergency Medicine (ABEM) and their recent 
changes.1 We can devote a future article on 
ABOEM certifi cation. 

Becoming Board Certi ied
Part One: The Application. During your fi nal 
year of EM residency, you will be able to apply 
for initial certifi cation. This simply means you 
fi ll out an application on the ABEM website 
and pay $420. Typically, this application is 
available starting in April. The cost of this 
application doubles in September, so be sure to 
complete this application as soon as possible. 
Most of you will need to submit your appli-
cation by October 14, 2023. If you do not 
complete the application in this window, you 
will be considered late and will have additional 
certifi cation requirements to complete. Note 
this application and fee is the fi rst required step 
to board certifi cation and is NOT the same as 
applying to take the exam, that comes next. 
Pro-tip: some senior residents use left-over 
residency/educational funds to pay for this, so 
think about that when you plan on your spend-
ing for the year. 

Part Two: The Qualifying Exam. Once you 
complete residency, your program director 
(PD) will certify to ABEM you graduated and 
are eligible to take the EM qualifying exam 
(i.e. written exam). In order to take the exam 
you must hold a valid medical license or be 
enrolled in a fellowship program. Once ABEM 
has approved your application (see Part One 
above) and your PD verifi es your training, you 
can pay $960 and register for the exam. The 
qualifying exam is being off ered October 30 
- November 4, 2023. Again, don’t be late regis-
tering, not only will you have diffi  culty fi nding 

a time and date that works for you, but the 
exam fee doubles. The exam is 305 questions, 
taken at a Pearson Vue center over eight hours. 
Make sure you review the content, format and 
instructions on the ABEM website. You should 
expect to get your exam results within 90 days.

For the 2022 written exam the overall pass 
rate was 88%, with a pass rate of 91% for fi rst-
time takers. The passing score was 77 on this 
exam. It should be noted this pass rate ~90% 
is very similar to the pass rate over the last 
four decades. In the past, ABEM has published 
exam pass rates which indicate that delaying 
the exam one year from graduation showed a 
decrease pass rate to 85% and delaying two 
years from graduation showed a decrease to 
81%. As senior residents and new graduates 
are making plans for the fi rst year, they should 
strongly consider this data.2

Part Three: The Oral Exam. Once you pass 
the qualifying exam, you are now ready to reg-
ister for the oral exam and pay a $1,255 fee. As 
with Parts 1-2, ensure you register within the 
window to avoid signifi cant late fees. The oral 
exam is given for one week in May, September, 
and December and you will be assigned one of 
those weeks once you register. The oral exam 
will continue to be administered virtually, con-
sisting of seven cases, six single patient cases 
and one structured interview case, all lasting 
15 minutes each. You should receive your 
score within 90 days and once you pass you 
are offi  cially recognized as a Board Certifi ed 
Emergency Physician. 

Board Recerti ication
The process of maintaining your board certifi -
cation has changed signifi cantly over the last 
few years. The most important piece of advice I 
can give is to log onto the ABEM online portal 
where you will fi nd a personalized list of the 
specifi c requirements you need to complete. 
If you want a general idea without logging in 
check their requirements page.3 The biggest 
change is that there is NO more written exam 
for recertifi cation. The second major change is 
that the continuing certifi cation cycle is now 

fi ve years (not 10 years). *Note that depend-
ing on when your completed your current 
certifi cation, you may have slightly diff erent 
requirements. See your ABEM Portal for your 
individual requirements*

Here is what you need to do:

Pay the fee of $300/year to maintain your 
certifi cation. This fee covers the cost of the 
MYEMcert modules. You can also pay a lump 
sum for the fi ve years ($1,500) rather than 
paying annually. 

Complete four MYEMCert online modules 
in the fi ve years. These are open book, online 
quizzes of 50 questions. You have four hours 
to complete a module and they can be paused. 
There are currently eight modules to pick from. 
The content is 80% from the module topic 
+ 20% key EM advances. The key advances 
don’t necessarily have anything to do with the 
specifi c module topic.4 You can fi nd the key 
advances on the ABEM website, which will 
help you answer those questions. You will get 
your score immediately upon completing the 
module.

Improvement in Medical Practice (IMP) 
- Every clinically active physician must com-
plete one patient care practice improvement 
(PI) activity in fi ve years. The activity you 
choose must measure a minimum of 10 patients 
with a condition/situation, compare it to a 
standard, implement a PI plan and re-measure. 
There is a long list of examples on the ABEM 
website,5 but every department in the US is 
involved in a variety of PI activities around 
things such as throughput metrics, sepsis, 
stroke, trauma, patient satisfaction, patient 
safety, etc.. Just reach out to your ED Direc-
tor and ask about what you can work on. You 
are required to indicate what you worked on 
and name someone that can verify that work. 
About 5% of the time ABEM will reach out to 
that person to verify your PI activity. Neither 
yourself, nor your verifi er needs to show the 
specifi c work that was done.

You must attest to compliance with 

Making Sense of Your Board Certifi cation (and 
Recertifi cation) Requirements 
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ABEM’s Policy on Medical Licensure and 
ABEM’s Code of Professionalism.6

LLSA (Lifelong Learning and Self-Assess-
ment) is an open book exam based on a set of 
readings. For those in a 10-year re-certifi cation 
cycle, you needed to complete four tests in the 
fi rst fi ve years. Going forward, LLSA will no 
longer be required as part of this new recertifi -
cation program. Again, see your portal page to 
determine your LLSA requirement. 

You must typically complete all these activ-
ities by December 31 of the year your recerti-
fi cation expires. No matter what date you have 
completed all of the tasks, you will automati-
cally be re-certifi ed January 1. If you complete 
your requirements in June, you will see no 
change in status until the following January. 
You will be able to see your updated status on 
the ABEM website and you will be sent your 
physical certifi cate in the mail in January. 

A last few notes: 
Board Eligibility – If you complete EM 

residency and have a valid medical license (or 
in fellowship), ABEM considers you Board 
Eligible for fi ve years. In order to extend 
eligibility, you must complete the qualifying 
exam plus some additional requirements. If you 
do not become board certifi ed after this second 
period, you need to apply for a special program 
to become eligible again. Reach out to ABEM 
to discuss your specifi c situation. 

Fellowship Graduates – There are diff erent 
rules and requirements regarding certifi cation 
and recertifi cation for subspecialties. Check 
with the appropriate certifying board for infor-
mation about your subspecialty certifi cation. 

CME – You can obtain 60 CME credits for 
successfully passing the oral exams for free if 
you agree to allow your contact information to 

be shared with the AMA. You can also obtain 
CME credits for completed LLSA and MYEM-
Cert modules. The cost is $30 per module (for 
varying amounts of credit). 

I hope you found this helpful and gives you 
some incentive to tackle your requirements as 
early as possible in the year. Happy New Year 
and good luck. 
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Emergency Medicine Residents’ Percep-

tions of Working and Training in a Pandem-

ic Epicenter: A Qualitative Analysis

Aurrecoechea A, Kadakia N, Pandya JV, Murphy 
MJ, Smith TY; SUNY Downstate Health Sciences 
University, Department of Emergency Medicine, 
Brooklyn; West J Emerg Med; 2022 Dec 30.

INTRODUCTION: We sought to describe the 
range of emergency medicine (EM) resident 
physicians’ perceptions and experiences of 
working and training during the initial coro-
navirus 2019 (COVID-19) pandemic surge at 
two, large-volume, urban training hospitals in 
Brooklyn, New York.
METHODS: A total of 25 EM resident physi-
cians who worked at either of two large emer-
gency departments (ED) from March 15-April 
11, 2020 participated in semi-structured 
interviews conducted in July and August 2020. 
Interviews were conducted by the authors who 
were also emergency medicine resident physi-
cians working in the ED during this time. We 
asked open-ended questions to residents about 
their experiences and emotions at work and 
outside of work, including their relationship 
with co-workers, patients, and their commu-
nity. The interviews were audio-recorded and 
transcribed. We then conducted a thematic 
analysis to identify, classify, and defi ne themes 
from interview transcripts. Iterative com-
monalities and diff erences between interview 
response themes were grouped to create a 
broadly applicable narrative of the residents’ 
perceptions and experiences of working and 
training during this initial wave of a novel 
pandemic. Interviewees also responded to a 
demographics survey.
RESULTS: Study participants described 
four major aspects of their perceptions and 
experiences of working and training during the 
stated time, including emotional challenges 
such as anxiety and feeling underappreciated; 
protective thoughts, including camaraderie, and 
sense of duty; workplace challenges such as 
limited knowledge surrounding COVID-19 and 
a higher volume of acute patients; and adaptive 
strategies including increased communication 
with ED administrators.
CONCLUSION: Emergency medicine 
residents have a unique perspective and were 

key frontline hospital responders during a 
prolonged disaster and mass triage event within 
a local health system. Considering the chronic 
case and mortality fl uctuations and new vari-
ants of COVID-19, as well as the anticipation 
of future infectious disease pandemics, we 
believe it is important for key decision-makers 
in resident education, hospital administration, 
and all levels of public health management to 
inform themselves about residents’ emotional 
and workplace challenges when establish-
ing hospital and residency program disaster 
protocols.

Hip Eff usions or Iliopsoas Hematomas on 

Ultrasound in Identifying Hip Fractures in 

the Emergency Department

Cohen A, Li T, Greco J, Stankard B, Mingione P, 
Huang V, Gold A, Zarider N, Nutovits A, Nelson 
M; Department of Emergency Medicine, North 
Shore University Hospital, Manhasset; Am J 
Emerg Med; 2022 Dec 1;64:129-136.

OBJECTIVE: We evaluated the sensitivity, 
specifi city, predictive values, and likelihood 
ratios of hip eff usion and/or iliopsoas hema-
toma on point-of-care ultrasound (POCUS) 
performed by ultrasound fellows and fellow-
ship trained emergency providers to identify 
hip fractures in emergency department (ED) 
patients with a high suspicion of hip fracture.
METHODS: This was a prospective obser-
vational study of a convenience sample of 
patients with high suspicion of hip fracture at 
two academic EDs between 2018 and 2021. 
Patients with negative x-rays who did not re-
ceive further imaging with magnetic resonance 
imaging (MRI) or computed tomography (CT) 
were excluded. Sonographers were blinded 
to clinical data and ED imaging results. At 
the primary site, eight ultrasound fellows and  
four emergency ultrasound fellowship-trained 
emergency providers performed the ultraso-
nographic examinations. At the secondary 
site, two ultrasound fellows, four emergency 
ultrasound-fellowship trained physicians, 
and  one sports medicine fellowship-trained 
emergency provider performed the ultrasono-
graphic examinations. A positive ultrasound 
was defi ned as either the presence of a hip 
eff usion or iliopsoas hematoma on the aff ected 
extremity. The primary outcome measures 

were sensitivity, specifi city, positive predictive 
value (PPV), negative predictive value (NPV), 
positive likelihood ratio (LR+), and negative 
likelihood ratio (LR-) of POCUS fi ndings for 
identifi cation of a hip fracture compared with a 
ranked composite reference standard consisting 
of x-ray, CT, or magnetic resonance imaging 
(MRI); the highest-level test performed for 
each patient was used for comparison.
RESULTS: Among 213 patients analyzed, 
all 213 received an x-ray, 116 received a CT 
scan, and 14 received an MRI; 113/213 x-rays 
(53.1%), 35/116 CT scans (30.2%), and 7/14 
MRIs (50.0%) were positive for a hip fracture. 
A total of 123 patients were diagnosed with 
a hip fracture (57.7%). There were 13 false 
negative x-ray results. Overall, compared with 
the reference standard of x-ray, CT, or MRI, 
POCUS had a sensitivity of 97% (95% CI: 
94%, 100%), specifi city of 70% (95% CI: 61%, 
79%), PPV of 82% (95% CI: 75%, 88%), and 
NPV of 94% (95% CI: 88%, 100%) in the 
identifi cation of hip fractures; with a positive 
likelihood ratio of 3.22 (95% CI: 2.35, 4.43) 
and negative likelihood ratio of 0.05 (95% CI: 
0.02, 0.12).
CONCLUSION: In a convenience sample of 
ED patients with high clinical suspicion for hip 
fracture, the presence of a hip eff usion and/or 
iliopsoas hematoma on POCUS performed by 
expert emergency ultrasonographers showed 
high sensitivity in diagnosing patients with a 
hip fracture.

Perceptions of the Healthcare System 

Among Black Men with Previously Undiag-

nosed Diabetes and Prediabetes

Rony M, Quintero-Arias C, Osorio M, Ararso Y, 
Norman EM, Ravenell JE, Wall SP, Lee DC; De-
partment of Emergency Medicine, NYU School 
of Medicine, New York; J Racial Ethn Health 
Disparities; 2022 Dec 15.

OBJECTIVE: Given the signifi cant dispari-
ties in diabetes burden and access to care, this 
study uses qualitative interviews of Black men 
having HbA1c levels consistent with previ-
ously undiagnosed diabetes or prediabetes to 
understand their perceptions of the healthcare 
system.
RESEARCH DESIGN AND METHODS: 
We recruited Black men from Black-owned 
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barbershops in Brooklyn, NY, who were 
screened using point-of-care HbA1c tests. 
Among those with HbA1c levels within pre-
diabetes or diabetes thresholds, qualitative in-
terviews were conducted to uncover prevalent 
themes related to their overall health status, 
health behaviors, utilization of healthcare 
services, and experiences with the healthcare 
system. We used a theoretical framework from 
the William and Mohammed medical mistrust 
model to guide our qualitative analysis.
RESULTS: Fifty-two Black men without 
a prior history of diabetes and an HbA1c 
reading at or above 5.7% were interviewed. 
Many participants stated that their health 
was in good condition. Some participants 
expressed being surprised by their abnormal 
HbA1c reading because it was not previous-
ly mentioned by their healthcare providers. 
Furthermore, many of our participants shared 
recent examples of negative interactions with 
physicians when describing their experiences 
with the healthcare system. Finally, several 
participants cited a preference for incorpo-
rating non-pharmaceutical options in their 
diabetes management plans.
CONCLUSION: To help alleviate the dis-
parity in diabetes burden among Black men, 
healthcare providers should take a more active 
role in recognizing and addressing their own 
implicit biases, engage in understanding the 
specifi c healthcare needs and expectations 
of each patient, and consider emphasizing 
non-medication approaches to improve glyce-
mic control.

Factors Infl uencing the Conduction of 

Confi dential Conversations with Adoles-

cents in the Emergency Department: A 

Multi-Center, Qualitative Analysis

Chernick LS, Bugaighis M, Britton L, Cruz AT, 
Goyal MK, Minstry RD, Reed JL, Bakken S, 
Santelli J, Dayan PS; Department of Emergency 
Medicine, Columbia University Irving Medical 
Center, New York; Acad Emerg Med; 2022 Dec 
8.

BACKGROUND: Health care professionals 
(HCPs) in the emergency department (ED) 
frequently must decide whether to conduct or 
forego confi dential conversations with ado-
lescent patients about sensitive topics, such 
as those related to mental health, substance 
use, and sexual and reproductive health. The 
objective of this multi-center qualitative 
analysis was to identify factors that infl uence 

the conduct of confi dential conversations with 
adolescent patients in the ED.
METHODS: In this qualitative study, we 
conducted semi-structured interviews of ED 
HCPs from fi ve academic, pediatric EDs in 
distinct geographic regions. We purposively 
sampled HCPs across gender, professional 
title, and professional experience. We used the 
Theoretical Domains Framework (TDF) to 
develop an interview guide to assess individ-
ual and system-level factors aff ecting HCP 
behavior regarding the conduct of confi dential 
conversations with adolescents. Enrollment 
continued until we reached saturation. Inter-
views were recorded, transcribed, and coded 
by three investigators based on thematic 
analysis. We used the coded transcripts to col-
laboratively generate belief statements, which 
are fi rst-person statements that refl ect shared 
perspectives.
RESULTS: We conducted 38 interviews (18 
physicians, 11 registered nurses, fi ve nurse 
practitioners and four physician assistants). 
We generated 17 belief statements across nine 
TDF domains. Predominant infl uences on 
having confi dential conversations included 
self-effi  cacy in speaking with adolescents 
alone, wanting to address sexual health com-
plaints, maintaining patient fl ow, experiencing 
parental resistance and limited space, and 
having inadequate resources to address patient 
concerns and personal preconceptions about 
patients. Perspectives divided between want-
ing to provide focused medical care related 
only to their chief complaint versus self-iden-
tifying as a holistic medical HCP.
CONCLUSION: The factors infl uencing the 
conduct of confi dential conversations included 
multiple TDF domains, elucidating how nu-
merous intersecting factors infl uence whether 
ED HCPs address sensitive adolescent health 
needs. These data suggest methods to enhance 
and facilitate confi dential conversations when 
deemed appropriate in the care of adolescents 
in the ED.

Reducing Unnecessary ‘Admission’ Chest 

X-rays: An Initiative to Minimize Low-Val-

ue Care

Iyeke L, Moss R, Hall R, Wang J, Sandhu L, Ap-
pold B, Kalontar E, Menoudakos D, Ramnarine 
M, LaVine SP, Ahn S, Richman M; Emergency 
Department, Northwell Health Long Island 
Jewish Medical Center; Cureus; 2022 Oct 
1;14(10):e29817.

INTRODUCTION: Internal medicine 
admission services often request a baseline 
admission chest X-ray (CXR) for patients 
already admitted to the emergency department 
(ED) and who are waiting for inpatient beds, 
despite rarely providing clinical value. Ad-
verse consequences of such CXRs include un-
necessary radiation exposure, cost, time, and 
false positives, which can trigger a diagnostic 
cascade. Extraneous CXRs performed on 
already-admitted ED patients can delay inpa-
tient transfer, thereby increasing boarding and 
crowding, which in turn may aff ect mortality 
and satisfaction. In 2016, our ED and internal 
medicine hospitalist services implemented 
guidelines (refl ecting those of the American 
College of Radiology) to reduce unnecessary 
admission CXRs. All relevant providers were 
educated on the guideline. The primary aim 
of this study was to determine if there were 
changes in the percentage of patients with 
pre-admission and admission CXRs following 
guideline implementation. Our secondary aim 
was to determine which patient characteristics 
predict getting a CXR. 
METHODS: All ED and internal medicine 
hospitalist providers were educated once 
about the guideline. We performed a retro-
spective analysis of pre- vs. post-guideline 
data. Patients were included if admitted to 
the internal medicine service during those 
timeframes with an admission diagnosis un-
related to the cardiac or pulmonary systems. 
A CXR performed during ED evaluation 
prior to the admission disposition time was 
recorded as “pre-admission,” and if performed 
after disposition time it was recorded as 
“admission.” A CXR was “unwarranted” if the 
admission diagnosis did not suggest a CXR 
was necessary. The numerator was the number 
of unnecessary admission CXRs ordered 
on patients with diagnoses unrelated to the 
cardiac or pulmonary systems (minus those 
with a pre-admission CXR); the denominator 
was the number of such admissions (minus 
those with a pre-admission CXR). Variables of 
interest that might infl uence whether a CXR 
was ordered were age, gender, respiratory 
rate ≥20, cardiac- or pulmonary-related chief 
complaint, ED diagnosis category, or past 
medical history. 
RESULTS: Among admitted patients with 
diagnoses that did not suggest a CXR was 
warranted, there was no change in the percent-
age of admission CXRs (21.7% to 25.6%, p = 
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0.2678), whereas the percentage with pre-ad-
mission CXRs decreased (66.6% to 60.7%, p 
= 0.0152). This decrease was driven by fewer 
CXRs being performed on patients whose chief 
complaint did not suggest one was indicated (p 
= .0121). In multivariate analysis, risk factors 
for an unwarranted CXR were age >40 (risk 
ratio (RR) = 2.9) and past medical history 
of cardiovascular disease (e.g., myocardial 
infarction, atrial fi brillation), renal disease, or 
hyperkalemia. 
CONCLUSION: This educational initiative 
was not associated with the intended decrease 
in ordering unwarranted admission CXRs 
among ED boarding patients, though there was 
an unanticipated decrease in pre-admission 
CXRs. This decrease was driven by fewer 
CXRs being performed on patients whose chief 
complaint did not suggest one was indicated. 
Organizations interested in reducing processes 
with little clinical value might adopt a similar 
program while emphasizing the lack of benefi t 
to admitted patients through iterative educa-
tional programs on hospital admitting services.

Emergency and Post-Emergency Care of 

Older Adults With Alzheimer’s Disease/Alz-

heimer’s Disease Related Dementias

Hill JD, Schmucker AM, Siman N, Goldfeld KS, 
Cuthel AM, Chodosh J, Bouillon-Minois JB, 
Grudzen CR; Ronald O. Perelman Department 
of Emergency Medicine, New York University 
Grossman School of Medicine, New York; J Am 
Geriatr Soc; 2022 Sep;70(9):2582-2591.

BACKGROUND: The emergency department 
(ED) is a critical juncture in the care of persons 
living with dementia (PLwD), as they have a 
high rate of hospital admission, ED revisits 
and subsequent inpatient stays. We examine 
ED disposition of PLwD compared with older 
adults with non-dementia chronic disease as 
well as healthcare utilization and survival.
METHODS: Medicare claims data were used 
to identify community-dwelling older adults 
66+ years old from 34 hospitals with either 
Alzheimer’s disease/Alzheimer’s disease 
related dementias (AD/ADRD) or a non-AD/
ADRD chronic condition between January 1, 
2014, and December 31, 2018. We compared 
ED disposition at the index visit, as well as 
healthcare utilization and mortality in the 
12  months following an index ED visit, and 

adjusted for age, gender, and risk of mortality.
RESULTS: There were 29,626 patients in the 
AD/ADRD sample, and 317,046 in the com-
parison sample. The AD/ADRD sample was 
older (82.4 years old [SD: 8.2] vs. 76.0 years 
old [SD: 7.7]) and had more female patients 
(59.9% vs. 54.7%). The AD/ADRD sample 
was more likely to experience ED disposi-
tion to acute care (OR 1.039, p < 0.001, 95% 
CI 1.029-1.050), to have an ED revisit (OR 
1.077, p < 0.001, 95% CI 1.066-1.087), and an 
inpatient stay in the subsequent 12 months (OR 
1.085, p < 0.001, 95% CI 1.075-1.095). ED 
disposition to hospice was low in both samples 
(0.2%). AD/ADRD patients had a higher risk 
of mortality (OR 1.099, p < 0.001, 95% CI 
1.091-1.107) and high short-term mortality 
(31.9% within 12 months) than those without 
AD/ADRD (15.3% within 12 months).
CONCLUSIONS: PLwD who visit the ED 
have high short-term mortality. Despite this, 
disposition to acute care, ED revisits, and 
inpatient stays, rather than hospice, remain the 
predominant mode of care delivery. Transition 
directly from the ED to hospice for PLwD is 
rare.
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February 2023
Education Committee Conference Call, 2:45 pm
Professional Development Conference Call, 3:30 pm
Academy of Clinical Educators Zoom Meeting; 4:30 pm
Practice Management Conference Call, 1:00 pm
Government Aff airs Conference Call, 11:00 am
Emergency Medicine Resident Committee Conference Call, 2:00 pm
Research Committee Conference Call, 3:00 pm
EMS Committee Conference Call, 2:30 pm
Board of Directors Conference Call; 12 pm-1:30 pm

March 2023
Education Committee Conference Call, 2:45 pm
Professional Development Conference Call, 3:30 pm
Academy of Clinical Educators Zoom Meeting; 4:30 pm
Virtual Advocacy Day, 10:30 am - 4 pm
Government Aff airs Conference Call, 11:00 am
Emergency Medicine Resident Committee Conference Call, 2:00 pm
Research Committee Conference Call, 3:00 pm
Practice Management Committee Call, 1:00 pm
EMS Committee Conference Call, 2:30 pm

April 2023
2023 Research Forum Abstract Submission Deadline
Medical Student Symposium
Education Committee Conference Call, 2:45 pm
Professional Development Conference Call, 3:30 pm
Practice Management Conference Call, 1:00 pm 
Government Aff airs Conference Call, 11:00 am
Emergency Medicine Resident Committee Conference Call, 2:00 pm
Research Committee Conference Call, 3:00 pm
EMS Committee Conference Call, 2:30 pm

May 2023
Board of Directors Meeting, New York City - 1:30 pm - 5:30 pm
ED Practice Innovations Coference - 8:30 am - 3 pm
Education Committee Conference Call, 2:45 pm
Professional Development Conference Call, 3:30 pm
Practice Management Conference Call, 1:00 pm
Government Aff airs Conference Call, 11:00 am
Emergency Medicine Resident Committee Conference Call, 2:00 pm
Research Committee Conference Call, 3:00 pm
EMS Committee Conference Call, 2:30 pm
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19
20

4
5

10
10
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17
17
17
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Save the Dates
Emergency Medicine
Resident Career Day
Get ready for everything that comes
next and gain insight into life after
residency.

Wednesday, August 2
8:00 am - 12:30 pm

New York Academy of Medicine
FREE to Residents

2023 Research
Conference

Wednesday, November 1
8:00 am - 12:00 pm

Location: TBD
FREE to Residents
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Albert Einstein / Jacobi + Montefi ore

Demographics
Hospital/Institution: Albert Einstein / Jacobi + Monte iore
Program Director: Michael Jones, MD
Program Coordinator: Belinda Tavarez
Program Coordinator E-mail Address: btavarez@monte iore.org 
Hospital Capabilities: STEMI, Stroke, Trauma
Total Number of EM Residents: 84
Residents Train Each Year: 21
Inagural Resident Class Year: 1975
Fellowships Offered: Emergency Ultrasound, Clinical Research (plus Masters Degree), Pediatrics, Simulation Education
Bene its Offered: ROSH Review, Lab Coat(s), In-House On-Call Meals, Discounted Housing, Dental Insurance, Health Insurance, 
Vision Insurance, Life Insurance, Travel Insurance, Disability Insurance, Professional Liability Coverage
Other Bene its: CME fund, CIR member, one conference per year
Website Link: jacobiem.org
Twitter Link: @Jacobi_EM
Instagram Link: jacobimonteem
Most Unique Program Feature: The Bronx! Perhaps the most underprivileged, underserved community in the country. It 
provides a unique environment to practice and learn in an austere setting with a diverse community. The trauma and critical 
care cases are unparalleled throughout the country -- and our residents ability to manage and care for our patients is an 
incredible privilege. 
Favorite Program Aspect: The people! Not just the residents and faculty but the amazingly diverse and resilient community of 
The Bronx and everyone dedicated to their care and well being!
Program is Known For: Training some of the most competent clinicians in the country!
What are You Most Proud of? Our graduates! So many of them come to The Bronx to learn to be excellent emergency 
physicians and to work in a community desperately in need. And after four years of rigorous training, they all continue to 
practice emergency medicine in similar safety-net systems, whether here in The Bronx or elsewhere in the US or world.
What Makes Your Program an Excellent Place to Complete a Residency? Residency is not easy -- it will likely be one of the 
most dif icult and grueling experiences of your life no matter where you train. At Jacobi and Monte iore, you will work hard to 
become the best emergency physician in the country and will work with like-minded individuals who care deeply about access 
to emergency care, health equity, diversity in the work environment, and our patients. And the proof is in our alumni -- over 
600 of the nation’s best trained emergency physician clinicians, educators, and leaders!
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Disclaimer - I am not a lawyer. I am just a 
paranoid, emergency medicine physician. The 
following is a personal interpretation of some 
recent clarifi cations regarding the protection 
of quality assurance process. Please be sure 
to contact your local legal representation to 
ensure your process is meeting the needs of 
your team.

Over the years, I have developed a better 
understanding and appreciation for the quality 
assurance (QA) process. After going through 
my own stages of grief/acceptance, I was able 
to observe the way the QA process can help 
provide better care of our patients. Even so, 
I vividly remember my fi rst experience with 
QA. As my fi rst case came under review, it was 
incredibly anxiety provoking and my initial 
response was just a pure, defensive posture. 
It wasn’t until later I recognized some of the 
opportunities surrounding the patient care, 
illuminating ways I could improve moving 
forward.

Over the years I have witnessed a number 
of services that actively avoid the QA pro-
cess or dilute the procedure to such a degree 
yielding minimal impact. Might I suggest 
our reluctance to review our performance of 
patience care is likely a factor in the profound 
delay from accepted literature into general 
practice. I imagine we can recall an example of 
an updated practice, pattern or algorithm that 
seems to take months (if not years) to perme-
ate throughout your group. Sometimes it’s not 
until you see the opportunity with your care 
– standing in that painful spotlight – that you 
fi nally make the change. It’s your own personal 
example that fi nally drives the point home, 
resulting in your updated practice.

Up until last spring, I always thought the 
QA process was protected and allowed the 
educational component without the fear of 
future medical malpractice risk. Unfortunately, 
I was incorrect as there is a signifi cant caveat 
to consider.

We all know public health law requires the 
hospital to establish a quality assurance process 
(Public Health Law § 2805-j). This public 
health law does provide certain protection from 
disclosure of the process’ records, statements 
and fi ndings. Additionally, education law also 
shields potential future disclosure of these 
meetings and fi ndings (Education Law § 
6527(3)). It also shields the attendees’ com-

ments during the QA process. 

Now the update – the part I had 
incorrect
Unfortunately, there is an identical exception in 
both laws that has been clarifi ed over the last 
year. A physician/provider/nurse who is party 
to a future action may not be protected during 
committee review. Their statements and their 
written documentation during the peer review 
are potentially open for future disclosure. In 
this case, if a future defendant made statements 
during the meeting, these statements are now 
discoverable in that future medical malprac-
tice lawsuit. Ultimately, the hospital would be 
required to disclose statements made by the 
future defendant, even though they were made 
within the process of quality assurance. There 
still is general protection of the committee at-
tendees’ statements and they cannot be required 
to testify at a later point. 

And now for the whopper...
If the QA committee minutes do not clearly 
identify the source of the statements within 
the minutes, those statements are potentially 
discoverable. This is especially true if the 
future defendant was part of the committee’s 
attendance, as it could be argued later the plain-
tiff  might have been the author of the state-
ment. With this clarifi cation, the notes/minutes 
of the meeting need to be incredibly specifi c. 
It appears we need formal documentation of 
each comment and the author of that comment. 
Obviously a much larger administrative burden 
to record this detail, though necessary to ensure 
all comments are attributable to a “non-defen-
dant” attendee.

Making the change – a real life 
example
Over a decade ago, we implemented a 72-hour 
return review. A primary driver of this review 
was the observation of continued antiquated 
practices as well as the slow adoption of best 
practice recommendations. For example, 
I’d wager we all recall sitting in a didactic 
lecture listening to the recommendation to 
always include a discharge re-examination for 
any patient presenting with abdominal pain. 
We all likely nodded in agreement with that 
recommendation, though many of us didn’t 
necessarily adopt that procedure. It wasn’t 
until seeing your own case under review you 
noted the forgotten repeat abdominal exam 

documentation. Once that happens once or 
twice, you make a change. At the start of the 
72-hour review, it was commonplace to see the 
repeat exam missing. After working the process 
over the years, the follow-up documentation is 
nearly always present. 

Many departments track their 72-hour re-
turn rate, though that doesn’t uncover potential 
issues. We were able to implement a layered 
process in the review of every 72-hour return. 
The fi rst layer involves a spreadsheet review 
comparing the diagnosis on the fi rst and second 
visit. For the overwhelming majority of cases, 
the return visit is understandable and doesn’t 
require any further evaluation. At times there 
is enough of a question between the visits that 
requires a second layer review. We circulate the 
fi rst and second case to a group of volunteers 
that review it for any issues. Our basic instruc-
tion to the reviewer – would you feel com-
fortable defending the documentation on the 
fi rst case. If there is a concern noted, then the 
case is forwarded for committee review. The 
committee meets monthly, reviewing the chart 
and providing feedback if needed. 

With the protection limits noted above we 
will be altering our process. Moving forward, 
we will be excusing the provider involved in 
the care of the patient during the committee 
review. Comments made by the committee 
will be recorded appropriately, with attribution 
of each “author”. Written communication of 
opportunities can then be communicated to 
the provider (as this is still protected informa-
tion). Of note, if the provider responds to the 
committee’s comments, then that is potentially 
discoverable at a later point. (Yes, this is mak-
ing my head spin as well).

Perhaps some future day this will change. 
I’m envious of the Federal Aviation Adminis-
tration’s process that not only encourages the 
reporting of an error or potential error, it also 
provides some protection to the reporter. Un-
fortunately, that isn’t the case in medicine and 
likely results in the reluctance to report. 

Regardless, this is the current state. If you 
already have a process in place that addresses 
these items, well done. If not, perhaps consider 
meeting as a leadership team to assure all are 
aware of the above details. It may also be help-
ful to meet with your legal team to ensure your 
interpretations match. That way you ensure a 
process that helps provide better patient care, 
but also takes care of your team in the future. 

Keith E. Grams, MD FACEP
Chair, Emergency Medicine, Rochester Regional Health

Quality Assurance Committee “Protection”
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The decision to become a physician is 
life-changing. While many medical students 
understand the responsibility that comes with 
caring for the health of others, the implication 
for their own health often remains uncon-
sidered. Women today represent more than 
half of medical school matriculants and the 
overwhelming majority of these women are 
of childbearing age. Many of these women 
have chosen to delay having children in order 
to pursue their dream of becoming a doc-
tor. However, data shows physicians are at 
increased risk for miscarriage compared to the 
general population. The miscarriage rate for 
physicians has been estimated to be as high as 
51%, compared to a rate of 26% in the general 
population.1-2 It is unclear whether women en-
tering medical school have been fully informed 
of these risks.

In addition, emergency medicine is a phys-
ically demanding specialty. Data shows night 
shifts are associated with increased early spon-
taneous pregnancy loss.3 Physically demanding 
work is signifi cantly associated with preterm 
birth, babies who are small for gestational age 
and hypertension or preeclampsia.4 Prolonged 
standing, shift and night work and high cumu-
lative work fatigue are also associated with 
preterm birth.4 Perhaps not surprisingly, the 
percentage of female emergency medicine res-
idents has remained steadily below half, most 
recently cited at 37%.5

It is worth noting much of the data related 
to pregnancy and miscarriage in physicians 
was published over 20 years ago. Today, there 
is still little regulation surrounding shift work 
and pregnancy. Although large certifying and 
accrediting bodies such as the American Board 
of Emergency Physicians and the Accreditation 
Council of Graduate Medical Education have 
made strides toward inclusive policies sur-

rounding parental leave, there have been few 
acknowledgements of the physical demands of 
pregnancy and risks of an adverse outcome. 

Several barriers to the adoption of pregnan-
cy-friendly shift scheduling exist. In the fi rst 
trimester, women may be reluctant to disclose 
an early pregnancy. In the third trimester, wom-
en may be concerned about perceptions related 
to their commitment to the workplace or fear 
opting into easier schedules at the expense of 
shortening their eventual maternity leave. For 
resident physicians still in training, pregnant 
women may worry about the impact of any 
special or ad hoc accommodations on their 
fellow residents. Adoption of relevant policies 
and transparent scheduling can mitigate many 
of these barriers and encourage women to come 
forward earlier in their pregnancies, thus re-
ducing the risk of miscarriage or other adverse 
health related outcomes. 

In an ACEP NOW article from 2019, 
Drs. Larisa Coldebella and Alicia Pilarski 
laid out some best practice recommendations 
for clinical scheduling during pregnancy.6

Physicians should be given the opportunity for 
the following options with the understanding 
that none should take the place of the pregnant 
physician’s preference:

• First-trimester pregnant physicians (12 
weeks or fewer) and third-trimester 
pregnant physicians (28 weeks or more) 
have the option to opt out of night shifts.

• In the event of staffi  ng shortages, 
pregnant physicians in the third 
trimester have the option to remain 
exempt from mandatory addition 
of clinical hours (i.e., mandatory 
overtime).

• Scheduling for pregnant physicians 
in the third trimester should prioritize 
easily cancellable/coverable shifts to 

minimize departmental disruption in 
the event of medical necessity or early 
delivery.

The time is now for us to adopt clinical 
scheduling that supports healthy pregnancies 
and healthy coworkers. We dedicate our lives 
to caring for our patients; now we need to care 
for each other.
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