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AAEM Mission Statement

The American Academy of Emergency Medicine (AAEM) is the specialty society of emergency medicine. AAEM is a democratic

organization committed to the following principles:

1. Every individual should have unencumbered access to quality emergency care provided by a specialist in emergency medicine.

2. The practice of emergency medicine is best conducted by a specialist in emergency medicine.

3. Aspecialist in emergency medicine is a physician who has achieved, through personal dedication and sacrifice, certification by
either the American Board of Emergency Medicine (ABEM) or the American Osteopathic Board of Emergency Medicine (AOBEM).

4. The personal and professional welfare of the individual specialist in emergency medicine is a primary concern to the AAEM.

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

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

7. The Academy is committed to providing affordable high quality continuing medical education in emergency medicine for its
members.

8. The Academy supports the establishment and recognition of emergency medicine internationally as an independent specialty and
is committed to its role in the advancement of emergency medicine worldwide.

Membership Information

Fellow and Full Voting Member: $425 (Must be ABEM or AOBEM certified, or have recertified for 25 years or more in
EM or Pediatric EM)

Affiliate Member: $365 (Non-voting status; must have been, but is no longer ABEM or AOBEM certified in EM)
Associate Member: $250 (Limited to graduates of an ACGME or AOA approved Emergency Medicine Program)
*Fellows-in-Training Member: $75 (Must be graduates of an ACGME or AOA approved EM Program and be enrolled in a fellowship)
Emeritus Member: $250 (Must be 65 years old and a full voting member in good standing for 3 years)

International Member: $150 (Non-voting status)

Resident Member: $50 (voting in AAEM/RSA elections only)

Transitional Member: $50 (voting in AAEM/RSA elections only)

International Resident Member: $20 (voting in AAEM/RSA elections only)

Student Member: $20 or $50 (voting in AAEM/RSA elections only)

International Student Member: $20 (voting in AAEM/RSA elections only)

*Fellows-in-Training membership includes Young Physicians Section (YPS) membership.

Pay dues online at www.aaem.org or send check or money order to:
AAEM, 555 East Wells Street, Suite 1100, Milwaukee, WI 53202 Tel: (800) 884-2236, Fax (414) 276-3349, Email: info@aaem.org.
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President’s Message

A Good Year

William T. Durkin, Jr., MD MBA FAAEM

What an exciting year this has been! A very busy and challenging one,
but a great time. | am really looking forward to 2013.

During the past year, | have traveled over 100,000 miles promoting the
Academy. While attending the IFEM meeting in Dublin, | had the honor
of meeting Dr. Arafat and giving him our International Award. Meeting
an emergency physician who stood up to the leader of his country and
won was a rare experience. Giving a keynote address and teaching at
the inaugural Pan Pacific Emergency Medicine Congress (PEMC) in
Seoul, South Korea, after working on that meeting for two years, was a
real honor. The success of the meeting was the result of a lot of work
and planning by many of us, and it really paid off.

Residency visits have become one of my favorite duties. | met some
excellent people and always learn something at each visit. It is my
hope that the residents learned more about the outside working envi-
ronment and understand why being a part of the Academy is so im-
portant to their career development. Many thanks to those of you kind
enough to have invited me, and | look forward to meeting those of you
that | didn't get to in 2012.

State chapters are continuing to grow. | had a chance to meet with
members of the new Missouri chapter and discuss with them ways

to grow their new chapter. The Virginia chapter has begun to tackle
some of the political concerns in that state. They are actually taking the
lead in Virginia on the Medicaid issue. A great start for a new chapter.
The Florida chapter of AAEM (FLAAEM) recently concluded their 2nd
Scientific Assembly. It was a great meeting and | would urge many of
you to consider attending next year. Florida in January is a lovely place!
Florida is one of the states with very high CMG penetration, which
presents some frustrations but also some opportunities. | talked to one
new grad who had already experienced first hand how tenuous a job
can be when working for a CMG. This individual was aware of the prob-
lems from the start but felt she had no other option. We can do better in
preparing our residents and young physicians for what they need to be
aware of when working for these entities, and what other options may
be out there for them.

One of my goals this past year was to establish liaisons with organi-
zations that represent the people with whom we work daily. Nurses,
physician extenders, and administrators are just a few of these. We
had mixed results but will continue working on that in the coming year.
Some of these groups have been invited to send representatives to this
year's Scientific Assembly. | look forward to hearing their impressions.

PRESIDENT’S MESSAGE

We are doing other new things as well. By now, most of you realize
that the Scientific Assembly is bigger by a half-day and an additional
evening. The Practice Management Committee is more active, as is
the Operations Management Committee. This will be of great value to
those in the community managing their own practices. We have started
a monthly legal podcast. Our former presidents, Drs. Weiss and Wood,
will be doing the first in this ongoing series. We also hope to have a
critical care podcast up and running before the Scientific Assembly.
These will be available on our website as member benefits.

After Dr. Mike Ybarra and | interviewed lobbyists this past fall, the board
of directors agreed to hire Williams and Jennings as our new lobbyists.
This is a quantum leap in our political endeavors and should help us be
out in front of political issues as they come up. They were responsible
for facilitating the meeting | recently had with Senator John Barrasso
(R-WY). John is an orthopedic surgeon and fellow Georgetown alum-
nus. We had a fruitful discussion and he has agreed to help us going
forward.

One of my biggest frustrations of the past year was to learn that, after
20 years, we are still not widely known within and without the medi-
cal community. As the organization that was founded to promote the
fair treatment of EPs, democratic groups, and ownership of our own
practices, we still have some distance to go. It is imperative that those
of you in training programs foster the notion of responsible hospital
and community citizenship, as well as the importance of having a basic
knowledge of the business side of medicine. There are opportunities
out there for all of us. The Academy will continue to support its mem-
bers and provide the tools necessary for them to attain and keep con-
trol of their practices. We need our members to promote the Academy
to peers and colleagues as the organization that is best for emergency
physicians, our specialty, and ultimately our patients. This message is
in my talks for 2013. M

Contact the President: president@aaem.org
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FROM THE EDITOR’S DESK

From the Assistant Editor’s Desk

Mark Doran, DO FAAEM
Assistant Editor, Common Sense

As I'm writing this article, the 2012 presidential
election is about to be decided at the polls. A
culmination of months of campaigning, debates,
and no lack of discussion as it pertains to health
care. As you're reading this article, the votes
have been counted and hopefully a winner de-
clared. Either way, whether your candidate won
a stay at 1600 Pennsylvania Avenue or earned
a one-way ticket back to his residence outside of the capital beltway,
the American experiment begun in 1776 marches onward, tasked with
improving health care for its populace.

There isn’t enough space in Common Sense or my column to outline
the pro’s and con'’s of each health care plan as put forth by the presi-
dential candidates or their respective political affiliations. Plus, there’s
no lack of resources available if you have yet to familiarize yourself
with what has been proposed and/or already put into law. Friends,
family, and patients have asked for my thoughts on the future of health
care and the legislative debate. | preface it with the disclaimer that | am
none of the following: a politician, lawyer, or insurance industry execu-
tive. | do preface it with the disclaimer that | am the following: an emer-
gency medicine physician, husband, father, and every once in while, a
patient. So, | have some “stake in the game” — as do you.

At this point you're probably looking for my personal commentary on
health care reform ... but I'm not here to be anyone’s adversary or ally.
Instead of soap-boxing my views, all | ask is that you ... we ... emer-
gency medicine physicians take an interest in the debate of proposals
and resultant decisions that impact our professional world. Granted, the
national debate can get a bit overwhelming. That's ok. In fact, local and
state politics hold just as much if not more value. Your statehouse and
local legislator are a direct link to your immediate practice and a com-
munity’s health care needs. Strive to do what is best for your patient
population. Collaborate with your colleagues in the ED, in the hospital,
and in your community. Anyone who has worked in an ED knows that
much of what constitutes health care at some point involves emergency
medicine services. Am | tooting our own horn? You bet — and why not?

AAEM Antitrust Compliance Plan:

As part of AAEM’s antitrust compliance plan, we invite all

readers of Common Sense to report any AAEM publication
or activity which may restrain trade or limit competition.
You may confidentially file a report at info@aaem.org or by
calling 800-884-AAEM.
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It's common sense that we have a lot to gain (or lose), in respect to
emergency medicine, as to how our respective communities make
health care more comprehensive and a better business model.
Common Sense ... an appropriate and telling name chosen by AAEM
for its professional newsletter and a phrase that we need to keep in
mind! Many say “common sense” is dead. | say that reports of its
demise have been greatly exaggerated! Don't be afraid to use it! We
all make it our professional goal to do what is right for our patient ...
incorporating medical facts and knowledge with the “‘common sense”
of what patient dynamics will allow. That same “common sense” can
be a useful tool in making sense of and maintaining the importance
of emergency medicine in the debate of health care reform. We're all
in this together. Let us not forget that physicians have an inherently
unique vantage point in health care delivery. It buys us a seat at the
table of debate — if we’re willing to voice our opinions. We need to
work together and see to it that “common sense” doesn't get thrown to
the wayside in developing a better health care plan for our country and
more importantly for the communities in which we live. M

Yours in Medicine,
Mark P Doran, DO FAAEM

COMMONSENSE
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Letters to the Editor

Letter in response to the July/August 2012
“From the Editor’s Desk” article, titled
“Law of the Land.”

Sometimes a valuable perspective can be ob-
tained by stepping outside of one’s frame of
reference, so | offer my opinion from emergency
medicine in Australia.

It is noted, through international experience, that a government in-
surer substantially reduces health expenditure with improved overall
outcomes for the population. However, due to ethos ingrained in the
American heritage this initial proposal gained no traction, so you have
been left with an inferior alternative of the forced purchase of private
insurance.

Sadly, it may not achieve the substantial efficiencies and cost reduc-
tions of a government insurer, but perhaps it will be a step in the right
direction. While the angst of the restriction of being “forced” to buy
something may grate on the locals, it is not dissimilar to taxation which
we all live with.

Bizarrely, medicine is one of the few industries where government
involvement actually saves money. Hopefully one day this will be palat-
able to the American populace and you can finally apply the brakes to
your extraordinary and quite uniquely American excessive health cost
inflation. This will save you tax in the long term.

Anand Senthi, MD

Dear Dr. Senthi:

Thank you for your letter and your Australian perspective. Your com-
ments are quite perceptive. | think everyone agrees that the medical
care system in the United States is broken. Right now we have the
vices of both capitalism and socialism with the virtues of neither.
Insurance companies seem to be running things here, and are doing all
they can to avoid insuring anyone who might actually need insurance,
while denying, reducing, and delaying payments to physicians after
their professional services have been rendered. Yet, at the same time,
we suffer under an incredible burden of interference and micromanage-
ment from federal and state governments (which have been the source
of the majority of dollars spent on medical care here for many years,
despite the objections of some to “socialized medicine”). Everything
from EMR and CPOE mandates, to lab regulations, to wasteful and
sometimes even dangerous Joint Commission policies (a de facto
federal agency), to EMTALA — which makes emergency departments
the national medical safety net without providing any funding for that
purpose. And now, even though federal law requires that EDs care for
all comers, a growing number of states are refusing to pay for that care

FROM THE EDITOR’S DESK

through their Medicaid programs if the patient turns out — after a com-
plete diagnostic work up — not to have a real emergency. All this bu-
reaucracy plus the pillaging | outlined by private insurance companies,
whose CEOs make tens of millions of dollars a year even when the
company is “nonprofit,” and yet in most states we are still left entirely at
the mercy of a civil legal system so insane as to be beyond the imagi-
nation of any physician outside the United States. And | almost forgot:
American medical students now average over $160,000 in debt on
graduation from medical school. “Extraordinary and uniquely American”
indeed!

Our system is so bad that going in either direction, back to the free
market we abandoned nearly 50 years ago, or to a true single-payer
system, would be an improvement. The only thing we could possibly do
to make things worse would be to turn tax money over to private insur-
ers and then leave them in charge of the system, which is just what
Obamacare does. You are right to say this “... will not achieve the sub-
stantial efficiencies and cost reductions of a government insurer ..." be-
cause it does not allow for the rationing of a single-payer system. There
are lots of ways to save some money in American medicine, but only
two ways to save big money: profound tort reform that goes far beyond
caps, and rationing. As everyone outside the United States seems to
know, rationing is not a dirty word. In a free market patients make their
own rationing decisions. In a single-payer system a national, provincial,
or state government does it. For any system to work without devouring
the entire economy somebody has to ration care, but private insurers
are the last people we want doing that.

Finally, you insightfully mention the “ethos ingrained in the American
heritage.” This is known here as “American exceptionalism” A concept
largely forgotten now, it does still get mentioned occasionally during
election campaigns when our politicians pay lip-service to indepen-
dence and self-reliance. American exceptionalism came from the belief,
once nearly universal in the United States, that the national government
should be constitutionally restrained with enumerated and severely
limited powers. Our Constitution does not authorize the federal gov-
ernment to run a national health system, and this puts Obamacare in
conflict with this cultural ethos that persists in some quarters. This is a
moot point, however. The founders’ vision for the federal government
has been dead for nearly 80 years, and the Supreme Court just reaf-
firmed that with its decision in NFIB v. Sebelius. Assuming for the sake
of argument that large parts of the Constitution and Bill of Rights are
obsolete, however, | would still feel safer if we amended it rather than
twisted and ignored its actual meaning. Once the Supreme Court de-
cides the Constitution is a “living document,” one that says whatever we
want it to at the moment so we can achieve some desired public policy
goal, none of our liberties are safe — and neither are we. H

— The Editor
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WASHINGTON WATCH

An Introduction from Williams and Jensen

The Academy’s board of directors recently voted to retain a new lobby-
ing firm, Williams and Jensen, to represent AAEM in Washington.

— The Editor

As your representation in Washington, we would like to serve as your
resource and home-base in the nation’s capital. Our goal is to help you
stay informed on current legislation and regulations impacting your
organization, and communicate to Congress your point of view on key
issues. To that end, we will have a regular “Washington Watch” column
in Common Sense.

Williams and Jensen is excited about the opportunity to work with
AAEM. We look forward to building relationships with AAEM members
and working with AAEM to implement a strategy in support of your fed-
eral policy goals.

Williams and Jensen is a top-ranked Washington lobbying firm that was
established over four decades ago. Our team of principals, associates,
and research staff will serve as a resource for AAEM.

In addition to our work on AAEM’s federal priorities, we anticipate work-
ing with AAEM to provide advice and consulting on a range of other
services, such as state activities and media strategy.

We look forward to working with AAEM’s leadership to both engage the
membership and strengthen your relationships with Congress.

Susan Hirschmann will lead AAEM’s Williams and Jensen team. Susan
will work with AAEM to develop and implement congressional strategy
and will provide advice on press and media outreach.

Karina Lynch will be an integral part of AAEM’s outreach to federal
agencies and the Senate. Karina has expertise on a wide range

of health care issues, including Medicare and Medicaid policy and
Oversight and Investigations.

Jenny DiJames works on a range of issues, including appropriations
and health care policy. She works with key agencies such as CMS.

Christopher Hatcher leads the tax practice at Williams and Jensen.
He will work with AAEM on issues pertaining to the SGR, other end of
year extenders, and related tax items.

George Olsen has been involved in federal healthcare policy for over
three decades. He has worked with key House and Senate members
and committees on a broad range of healthcare issues.

Matthew Hoekstra leads Williams and Jensen research and will report
on Congressional hearings for AAEM. He will also help coordinate
communication between the Firm and AAEM.

Erin Book will communicate with key members of Congress and their
staffs to gather intelligence on upcoming health care issues of con-
cern to AAEM. She will also work with House leadership on AAEM
priorities. M
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The Business of Emergency Medicine

AAEM NEWS

From Care to Compensation, Part 2 — From Claim to Billing

James R. Blakeman
Senior Vice President, Emergency Groups’ Office

In this three-part series we are looking into

the “black box” of billing to see how a patient
encounter turns into cash. In the first article we
addressed the process from the point of care
to the filing of a claim. In this installment we
examine how a claim is handled — and can be
mishandled — and processed into a payment.

This is a little like painting a picture with a broom
— broad, sweeping strokes are in order. Billing and coding are complex,
and the rules governing the process have a multitude of exceptions,
given the obvious payer and clinical variability. This is a broad outline
and some details will be roughed over.

Once the chart reconciliation, insurance verification, and coding pro-
cesses described previously have been completed and data are in the
billing system, insurance claims or patient statements are sent to the
responsible parties by your billing company. The claim or statement will
itemize the various CPT codes relating to the services provided, along
with a fee associated with each code.

Pricing
The entire billing and payment process is controlled by three all-encom-
passing rules:

1. No one pays you what you charge, they pay you what you have
negotiated.

2. Everyone wants to pay you much less than you have negotiated.

3. Everyone wants to take forever to pay you at all.

So, how much should you charge for your services? There are more
than 500 occasionally reported CPT codes that each need an assigned
price. The setting of professional fees has several determinants:

+ Market value — what others are commonly charging and being paid
in your geo-economic area.

+ Intrinsic value — what you feel is fair for the associated work.

+ Relative value — how the complexity of the service compares to
other charged services.

+ PR value — what will be acceptable to your patients and your
hospital administrator.

There are national and regional sources to assist in setting fees,
including Medicare’s “Fee Schedule and Relative Value Units” and
various commercially available fee sources. The free service www.
FAIRHealthconsumer.org is a good place to start. Much can be said
about rational fee setting, but most important is that fees must generate
sufficient revenue to cover practice costs — including physician salaries

— and be reasonable for the market.

Claim Filing and Payment Processing
Let's address insurance claims first. There are essentially five types

of claim processing problems: (1) lost claims, (2) rejected claims, (3)
denied claims, (4) delayed claims, and (5) underpaid claims.

In most billing operations, 70-90% of all insurance claims are now filed
electronically, either through electronic clearinghouses or directly to
the payer’s claim administrator. Copies of your chart documentation
almost never accompany claims in the first submission. It hinders flow,
and even the few payers who still demand a copy of the chart before
paying the claim will separate it and ignore it in the payment process.
This doesn’t decrease the importance of what you document. We'll talk
in the next article about when your documentation makes all the differ-
ence in how payers treat your claim.

Lost Claims

Claims get lost occasionally in the electronic transfer process, when
leaving the billing system or entering the payer’s processing system.
Tight controls must be in place to track the electronic submission of
batches of claims, to know when they arrived in the payer’s system, the
total number of claims accepted, and the dollar amount of each claim
batch.

It is common for electronic clearinghouse or payer systems to attempt
to process a batch of claims, get part of the way to completion, and
then fail to finish. Lost claims will obviously not get paid until someone
notices that they are lost and fixes the problem.

Rejected Claims

Rejected claims occur when certain data on the claim are incorrect,
such as a mismatch in the patient’s personal information. Payers
recognize their patients from their assigned beneficiary and group 1D
numbers. If the ID numbers don't match certain elements in the payer’s
profile, the claim will be rejected. The billing office must monitor and
correct these when they occur — and they sometimes occur en masse.

Remember, your billing office is entirely dependent on your hospital
registration team to capture all the necessary data elements and enter
them correctly. Visit your registration staff from time to time, get to know
them, and make certain they know you. Their work is often undervalued
in the hospital but is critical to your success. Listen when they raise
problems about the process and be ready to solve problems in their
workflow. You want them appreciating you when they're trying to get
more accurate information into the registration system.

One best practice is to always capture an image of the front and back
of the patient’s insurance card, showing the necessary patient ID in-
formation as well as where to call regarding coverage. Many hospitals
capture these images electronically and can pass the images along to
your billing office. Working unpaid accounts is much easier when a biller
is reading information from the card rather than relying on data entered
at the hospital.

Continued on next page
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Denied Claims

Claim denials occur because of billing errors, as well as payer misbe-
havior when they edit claims for irrelevant reasons or make gross mis-
judgments about the service. These must be corrected and appealed.

Common denials are for lack of medical necessity, e.g., the diagno-

sis on the EKG or critical care code did not meet the payer’s criteria,
bundling one or more CPT codes into a single service (paying the visit
code but denying the laceration repair as “bundled” into the visit), and
“down-coding” (a higher level of service is reclassified by the payer to a
lower level).

Delayed Claims

Each state has a Department of Insurance (DOI) that regulates the
activity of the health plans doing business in the state, mostly to protect
consumers from unscrupulous sales and contracting tactics. In most
states that does not include intervening when payers refuse to pay
claims reasonably or even according to the law.

You might get some help when you file disputes with the state
Insurance Commissioner. However, unless your bad health plan is al-
ready under scrutiny you will get only limited help. Taking legal action

to have state laws enforced can get your appealed claim paid, and your
billing office must know the laws and be prepared to demand adherence
when payers behave badly. It is effective and now common for physi-
cians to sue health plans for illegal and unfair business practices.

Payment delays are sometimes for fair reasons, like determining wheth-
er a second insurance source might be responsible or to get the claim
to the right plan office. Many states have timely payment laws, with
fines and penalties for payment delays, and you can collect on these. A
common delaying tactic is paying a portion of the initial claim to see if
you'll settle for it, then making full payment only when you refuse and
your appeal is processed.

Underpaid Claims

Everyone wants to pay you less than they fairly owe, but what is fair
payment? Fairness is usually defined by the terms of the contract you
have with the payer. Essential principles to follow when considering
payer contracts will be addressed in the next and final article in this
series.

Federal programs like Medicare and Medicaid have well defined pay-
ment terms, and these can easily be monitored for variances because
the payments are predictable. Some states have laws governing fair
payment for non-contracted claims.

Your business office should employ billing software that tracks payment
errors. The volume of these for an average emergency department is
too great to be effectively managed manually. Health plans have a va-
riety of rules they employ to determine payment, and often you cannot
know them before the payment arrives. The complexity of determining
the appropriate payment rate is surprising, and requires a well-rea-
soned process for monitoring.
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Patient Billing

Commonly, patient statements are not generated until after the insur-
ance claim has been filed and a reasonable time has elapsed to allow
payers to pay. Insured patients often will not get their first bill until 45-60
days after their claim was filed with the payer.

It is useful to time the presentation of the patient’s bill to the time when
you expect the patient to receive their notice of payment from their
insurer. Nearly every hospital has a registration process in which pa-
tients sign a document acknowledging their financial responsibility and
assigning their insurance payments to the provider. Be certain that the
document presented by the hospital specifically and correctly names
your group as the assignee for claim payment.

Non-contracted payers in most states will simply pay the patient and
ignore the patient’s request to send payment directly to your business
office (“assignment of benefits”). Getting this money back from the pa-
tient is often next to impossible. Thus, sending payment to the patient is
a payer tactic to force you to contract with them, so that payments will
then come directly to you. Be certain your billing office is aware of your
state’s assignment laws.

The statement should itemize the services billed with the associated
fees, the dates involved, and all insurance payments and contractual
adjustments so that patients are clear about what they are required to
pay. Most health plans, including governmental plans, have a copay-
ment and deductible that is the patient’s responsibility.

Health plans have begun to increase these copays to push more of the
cost of care onto the patient. Legislation in some states controls this
but does not eliminate it. The Accountable Care Act has provisions that
control how much of the cost a payer can force onto a patient, particu-
larly in an emergency care situation.

There are two approaches to balance billing patients who have services
unpaid by the health plan. One assumes that after 45-60 days, anything
not paid by the insurer is the patient’s immediate responsibility and the
full amount is due. The other says that patients will be more respon-
sive to bills after reasonable attempts to get the health plan to pay are
exhausted.

While it is not your fault that the patient has a poor payer, patients are
less inclined to pay bills when they have no idea how to get their health
plan to pay its fair share. Patients are not billing experts and are most
unhappy when you don’t help them seek relief from their insurer. When
you intervene with payers, it generally results in higher overall collec-
tions and reduced collection agency costs.

Patient Phone Calls

Patient statements generate telephone calls to the business office
asking about the status of the account, the reason insurance did not
pay, or to offer corrected insurance information — among other rea-
sons. It is vital that these calls are handled quickly and professionally.
From the patient’s perspective, the ED encounter is not over until the
bill is resolved. If your business office makes that difficult, it reflects
poorly on your practice.

Continued on next page



Hospital CEOs are commonly measured on patient satisfaction scores.
Poorly handled billing inquiries that result in calls to administration will
give the CEO the impression that your group is not an active partner of
the hospital.

Unhappy patients can become litigious patients. You must be informed
by the billing office whenever a patient threatens to sue you. Many
complaints about care are really about the size of the bill. Work with the
business office to identify problem patients, both to avoid complaints to
administration and turning patients into plaintiffs.

In the next and final article we will address issues related to bank-
ing and payment processing, provider enroliment and principles of
payer contracting for emergency physician services, handling re-
funds, defending yourself in a payer audit, and dealing with collection
agencies. M

AAEM NEWS

Procedural Sedation and Advanced
Resuscitation Expertise Card

The Advanced Resuscitation Expertise Gard now
includes procedural sedation.

Access and download your card from your AAEM member account
www.aaem.org/myaaem

Certificate of Excellence in Emergency
Department Workplace Fairness

The American Academy of Emergency Medicine strongly supports
fair working practices for emergency physicians. Consequently,

it will certify excellence in the ED workplace if ED physician
employees are guaranteed the following five workplace conditions:
due process, financial transparency, financial equity, political
equity, and no post-contractual restrictions.

Applicants pending receipt of the Certificate of Workplace Fairness
include the following:

Fredericksburg Emergency Medical Alliance, Inc.
Fredericksburg, VA

Emergency physicians are encouraged to contact AAEM
(anonymously if desired) at
http://www.aaem.org/forms/certificate-of-fairness-report.php

to report a listed group that they believe is not in compliance,
along with an explanation. Members interested in receiving the
Certificate of Workplace Fairness for their group may apply online
at www.aaem.org/benefits/certificate-of-workplace-fairness.

@e/eémtﬂy 20 years as the specialty society of EM

7993-2073
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Law and Emergency Medicine

Trade Secrets and Emergency Medicine Employment

Contracts

Howard Blumstein, MD FAAEM
AAEM Board Immediate Past President

Restrictive covenants have no place in emer-
gency medicine. They restrict patient options in
choosing a physician and are thus harmful to
the public at large. These noncompete clauses
may have a role in other types of business, but
in emergency medicine they are used to coerce
physicians into conforming with rules imposed
by their employers, under threat of termination

Wi

and being forced to move away from their estab-

lished homes. AAEM, the AMA, and many other medical organizations
have condemned restrictive covenants (see the AAEM White Paper
on Restrictive Covenants http://www.aaem.org/em-resources/position-
statements/2007/restrictive-covenants). They have been struck down
by various courts as being contrary to the public interest and many
states have laws prohibiting them. Interestingly, restrictive covenants
are considered unethical by the legal profession. An attorney who
offers a contract containing a restrictive covenant to another attorney
can be disbarred.

| often review employment contracts for residents in my department. It
is my sense that employment contracts these days are less likely to
contain restrictive covenants than in the past. That would seem to be a
good thing, but in the last several years | have noticed the rise of a new
type of noncompete clause — the trade secrets clause.

Trade secret clauses go something like this:

+  The physician agrees that by working for a given employer, she has
access to trade secrets developed by that employer.

+ If the physician leaves the first employer and goes to work for a
second emergency department or group, she would inevitably bring
those trade secrets to her new employer.

+  The physician agrees that sharing these trade secrets with other
employers would cause irrevocable harm to the first employer.

+  The physician, therefore, cannot work for any competitor for some
stated period of time within some stated geographic area.

This is essentially a restrictive covenant, but because it is based on the
protection of trade secrets developed by the employer, it seems more
enforceable. For the same reason, it might circumvent some of the ethi-
cal objections to restrictive covenants for physicians.

A trade secrets clause can also be used to circumvent the legal re-
strictions on restrictive covenants. Consider the state of Colorado; by
statute, noncompete clauses are void and unenforceable there. There
are some exceptions to this, however, and one of these involves the
protection of trade secrets.
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There are definitions of what constitutes a trade secret. In general, the
owners of a trade secret must have expended considerable effort to
develop the secret, they must be taking measures to protect the secret,
the secret must be information that is not publicly available, and the
loss of the secret must be harmful to its owner. For the life of me, |
cannot imagine what information would constitute a trade secret in the
world of emergency medicine. If anybody can think of a secret that
meets this definition, please contact me. | would love to hear it.

A physician working for an unscrupulous employer under a contract
that includes a trade secret clause would encounter considerable
difficulties if the employer tried to enforce that clause. Lawyers are
expensive, lawsuits are long and drawn out, and there is no guarantee
that the courts will understand the very public nature of the business of
medicine.

Young physicians are increasingly aware of the disreputable nature of
restrictive covenants. Several have told me that they were on the look-
out for such clauses. They show me their contracts with considerable
pride in the fact that they were able to avoid restrictive covenants. But,
hidden within the body of the contract is a discussion of trade secrets
and the restrictions described above. The proverbial “wolf in sheep’s
clothing” lurks in the fine print.

For those of us who spend time with young physicians and those of us
interested in educating our peers about employment practices, it is time
for a discussion of trade secrets clauses. They should be added to the
list of underhanded legal shenanigans that already includes noncom-
pete and hold-harmless clauses.
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AHA Urges Delay in IRS Rule Prodding Nonprofit Hospitals

to Deliver More Charity Care

The story below was reprinted with permission from The Congressional
Quarterly. It describes just one way AAEM defends emergency
physicians, who already bear a back-breaking charity burden.
According to “The Impact of EMTALA on Physician Practices,”
published in 2003 by Carol Kane at the AMA's Center for Health Policy
Research, in 2001 emergency physicians donated almost $140,000/
year per physician in uncompensated care — more than ten times the
all-specialty average. That number is undoubtedly even higher now.
The last thing we need — or deserve, given what we already do for
this country — is a legally mandated eight month delay before we are
allowed to start collection efforts on unpaid bills.

— The Editor

Hospitals are urging federal officials to put off until 2014 a new rule re-
quiring them to better notify patients about what free or discounted care
they offer, according to comments filed with the IRS.

Hospitals are still waiting for federal guidance on the expansion of
Medicaid and the creation of insurance exchanges under the health
care law, the American Hospital Association (AHA) said in a lengthy
comment letter requesting the delay.

Without such guidance, facilities could be announcing financial as-
sistance policies that comply with the new rule just as new information
is becoming available about coverage expansion and exchanges that
might require them to change those policies, the AHA said in the Sept.
24 letter.

At issue is a requirement under the health care law that nonprofit hos-
pitals do more to show what they do to justify their tax-exempt status.
Sen. Charles E. Grassley, R-lowa, has long complained that hospitals
should be providing more free or low-cost care to the poor to justify that
status. While Congress has refused to impose a minimum requirement
for charity care, it put pressure on hospitals through the health care
overhaul (PL 111-148; PL 111-152) to deliver more services to the poor.

Specifically, the law calls for IRS rulemaking to require a written finan-
cial assistance policy, or FAP. The policy must state eligibility require-
ments for financial assistance but lets individual hospitals decide who
is eligible. The policy must say whether assistance means free or dis-
counted care. It must explain how the policy will be widely publicized.

In addition, the law says those eligible for financial assistance can't be
charged more than insured customers. And hospitals must make “rea-
sonable efforts” to find out if a patient is eligible for financial assistance
before taking “extraordinary collection actions.”

The comment period for proposed IRS regulations implementing the
provisions closed Sept. 24, prompting scores of comments.

Hospitals complained that the proposed version would bog them down
in inefficient practices and could be overly punitive. Meanwhile, con-
sumer advocates emphasized the importance of IRS rulemaking to
ease access to hospital treatment.

For example, the National Immigration Law Center noted that despite
sharply reducing the uninsured population, the health care law will
leave millions of people without coverage and unable to afford costly
hospital care. They would be in a position to benefit from greater clarity
about what free or discounted care is available, the center said.

“While approximately 30 million citizens and lawfully present immigrants
will gain health coverage as a result of the [Affordable Care Act’s]
historic coverage expansions, 30 million U.S. residents are expected to
remain uninsured,” the center said.

About one-quarter of those 30 million will be ineligible for coverage
because they are not legal immigrants and therefore cannot get federal
subsidies in the exchanges, federal non-emergency Medicaid, or cover-
age under the Children’s Health Insurance Program, the group said.
Others will be eligible for Medicaid but not enrolled, it added. And “the
remaining will be ineligible for subsidies but still unable to afford cover-
age, exempt from the requirement to buy insurance, or choose to pay
the penalty rather than purchase coverage.”

AHA said there would be too many administrative headaches involved
in implementing the proposed version of the requirements, which per-
tain to implementing sections 501(r)(4)-(6) of the IRS code.

For example, hospitals would have to assume every patient is eligible
for financial assistance until proven otherwise through an FAP applica-
tion and “reasonable efforts” process. “That is an unnecessarily time-
consuming and costly requirement,” AHA said.

The proposal for requiring a reasonable effort to determine if a patient
is eligible for financial assistance would create “a labyrinth of steps and
timelines that must be navigated over a period of eight months.”

The American Academy of Emergency Medicine had a similar beef. It
said that, in effect, hospitals would have to wait eight months before
taking collection action. “The proposed 120-day period for an individual
to submit an application for financial assistance, and the additional 120
days to complete an application — a total of 240 days — is unprec-
edented in any other industry. We recommend a 30-day period for indi-
viduals to complete and submit an application for financial assistance.”

Catholic facilities joined the AHA in expressing concern about how vio-
lations of the requirements would be enforced. The IRS should issue
guidance on how it plans to enforce the requirements, they said.

“Will there be an opportunity for remediation for some or all violations?”
the Catholic Health Association asked in its comment.

Continued on next page
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In that regard, the AHA said the IRS should establish “intermediate
sanctions.” Doing so would recognize that “infractions that are cured
should not result in the loss of tax exemption, and that any penalty
should be calibrated to the significance of the violation.”

Hospitals also wondered about what powers they would have to collect
co-payments, and about the method of calculating what they charge
insured patients for purposes of making sure they don’t charge more
to the uninsured. They said, for example, that Medicare payment rates
shouldn’t be included in figuring rates charged to the insured because
those rates are too low.

But the National Health Law Program (NHLP), a public interest law
firm that assists the poor, said the deadline for filing for financial as-
sistance should be longer than the proposed 240 days. The group said
it should be at least 365 days after the facility provides the patient
with the first billing statement, or 365 days after discharge, whichever
is later. “Many patients may not realize that money is owed until after
240 days, particularly if they are insured and believed that outstanding
charges will be covered by their insurer,” NHLP said. Financial assis-
tance may be available to low-income patients who are underinsured,
as well as those who are uninsured.

Register
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The organization also said the requirement that FAPs be widely publi-
cized must ensure that people with limited knowledge of English know
and understand the hospital’s policies.

Families USA praised the proposal, saying “we know from our own
local experience, as well as from our interactions with advocates
around the country, that previously it was difficult to get accurate infor-
mation about charitable hospital’s financial assistance policies.”

It also said that the rule “should emphasize that it is not sufficient to
provide only emergency care in a FAP” and that “the requirement to
provide medically necessary care is in addition to that.”

Families USA also said “we heartily applaud” provisions to widely pub-
licized the FAP “It has been very hard for consumers and consumer
helpers to get accurate information about hospital financial assistance
policies in the past, and the requirements to post the policies and ap-
plications on the Internet and throughout the hospital will be a great
help.”

Hospitals have called on the IRS to allow a “paperless” approach that
would let them simply post their policies on the Internet unless a pa-
tient lacked Internet access. M
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Upcoming Conferences: AAEM Sponsored and Recommended

AAEM is featuring the following upcoming endorsed, sponsored and
recommended conferences and activities for your consideration.

For a complete listing of upcoming endorsed conferences and
other meetings, please log onto http://www.aaem.org/education/
aaem-recommended-conferences-and-activities

February 9-13, 2013

« 19" Annual Scientific Assembly
The Cosmopolitan of Las Vegas
Las Vegas, NV
http://www.aaem.org/education/scientific-assembly

February 9, 2013

PRECONFERENCE COURSES

*  Pediatric Emergencies: Children Are Not Little Adults!
+  Advanced Ultrasound

* Introductory Ultrasound

February 9-10, 2013

PRECONFERENCE COURSES

«  Emergency Department Operations Management: Cracking the
Code!

*  Resuscitation for Emergency Physicians

February 10,2013

PRECONFERENCE COURSES

+ Introduction to Wilderness and Operational Medicine

+  Pediatric Emergency Department Simulation: Critical Skills from
Birth to the School Bus!

*  Medical Student Track

The Cosmopolitan of Las Vegas
Las Vegas, NV
http://www.aaem.org/education/scientific-assembly

April 10-11,2013

*  AAEM Pearls of Wisdom Oral Board Review Course
Las Vegas, NV
http://www.aaem.org/education/oral-board-review-course

April 20-21, 2013

*  AAEM Pearls of Wisdom Oral Board Review Course
Chicago, IL
Dallas, TX
Los Angeles, CA
Orlando, FL
Philadelphia, PA
http://www.aaem.org/education/oral-board-review-course

AAEM-Recommended Conferences

January 15-17, 2013

« ICEM 2013
Muscat, Oman
www.icemmuscat.org

March 8-10, 2013

«  The Difficult Airway Course: Emergency™
Orlando, FL
www.theairwaysite.com

April 5-7, 2013

«  The Difficult Airway Course: Emergency™
Las Vegas, NV
www.theairwaysite.com

April 24-28, 2013

« 51 Annual Weil & UC San Diego Symposium on Critical Care &
Emergency Medicine
Las Vegas, NV
http://cme.ucsd.edu/weil

April 26-28, 2013

«  The Difficult Airway Course: Emergency™
Boston, MA
www.theairwaysite.com

June 7-9, 2013

«  The Difficult Airway Course: Emergency™
New Orleans, LA
www.theairwaysite.com

September 27-29, 2013

«  The Difficult Airway Course: Emergency™
Baltimore, MD
www.theairwaysite.com

November 22-24, 2013

«  The Difficult Airway Course: Emergency™
Las Vegas, NV
www.theairwaysite.com

Do you have an upcoming educational conference or activity you would
like listed in Common Sense and on the AAEM website? Please contact
Marcia Blackman to learn more about the AAEM endorsement approval
process: mblackman@aaem.org.

All sponsored and recommended conferences and activities must be approved
by AAEM’s ACCME Subcommittee.
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ABEM to Grant Certification in
Emergency Medical Services

The American Board of Emergency Medicine (ABEM) has been
approved to grant certification in the subspecialty of Emergency Medical
Services (EMS). Certification in EMS is open to any physician who is
certified by an American Board of Medical Specialties (ABMS) Member
Board and fulfills the ABEM Policy on Medical Licensure and the EMS
Eligibility Criteria. Both of these documents and the Core Content of
EMS Medicine are available on the ABEM website.

The application period for the first EMS certification examination
opened October 1, 2012, and will continue through June 30, 2013. The
first EMS subspecialty certification examination will be administered
October 23-25, 2013, at Pearson VUE professional testing centers.

ABEM is also preparing for the EMS Maintenance of Certification
(MOC) program. Each physician who attains certification in EMS in
2013 will begin participating in EMS MOC in 2014. One component
of MOC is Lifelong Learning and Self Assessment (LLSA). LLSA ad-
dresses issues of relevance to current practice.

The LLSA tests are multiple-choice, open-book tests based on a
number of relevant readings. ABEM encourages EMS organizations
and individual physicians to submit suggestions for readings. The form
for submitting articles and additional information are available on the
ABEM website (there are also links from the home page). ABEM has
also developed FAQs on EMS certification and EMS MOC. Additional
information can be found on the Emergency Medical Services section
of the ABEM website.

If you still have questions after checking these sources, please call
ABEM at 517-332-4800 ext. 387, or email subspecialties@abem.org.

The American Board of Emergency Medicine (ABEM) certifies emer-
gency physicians who meet its educational, professional standing, and
examination standards. Its mission is to protect the public by promoting
and sustaining the integrity, quality, and standards of training in and
practice of emergency medicine. There are currently nearly 29,000
ABEM-certified emergency physicians. ABEM is not a membership
organization, but a non-profit, independent evaluation organization.
ABEM is one of 24 medical specialty certification boards recognized by
the American Board of Medical Specialties. M
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Public Service Announcement:
Nail Gun Safety

Raymond Roberge, who once served on the board of directors of
AAEM and is currently with the National Institute for Occupational
Safety and Health, reports that NIOSH has developed an informational
brochure regarding nail gun injuries. Since emergency physicians are
those who most frequently treat these injuries, he has requested that
we publish the announcement below.

— The Editor

Nail guns are used daily by construction workers and other consum-
ers. They boost productivity — but also cause painful injuries and an
estimated 37,000 emergency department visits each year. Health care
workers evaluate and treat these injured construction workers and con-
sumers when they seek medical attention at emergency departments
(hospital-based and free standing) and clinics. In addition to providing
emergency care, emergency physicians and nurses are a source of
preventive medicine information to their patients.

The National Institute for Occupational Safety and Health (NIOSH)
and the Occupational Safety and Health Administration (OSHA) are
pleased to announce the availability of both English and Spanish-
language educational materials on nail gun safety: “Nail Gun Safety: A
Guide for Construction Contractors” and “Seguridad con las pistolas de
clavos: Guia para los contratistas del sector de la construccion.” They
are available on the NIOSH and OSHA websites at: http://www.osha.
gov/Publications/NailgunFinal_508_02_optimized.pdf and http://www.
osha.gov/Publications/NailGun3505_sp.pdf. Hard copies are available
by calling either the OSHA publications office at 1-800-321-OSHA or
www.osha.gov; or NIOSH at 1-800-CDC-INFO or http://www.cdc.gov/
niosh/pubs/default.html.

Emergency department health care personnel can assist in preventive
medicine endeavors to reduce the incidence of these painful and often-
times debilitating injuries by directing treated nail gun injured patients
to these educational websites, or downloading and printing a copy, as
a supplementary and complimentary addendum to standard discharge
instructions. M
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IFEM Members Meet in Denver

AAEM president William T. Durkin, Jr. MD MBA FAAEM (top row, sixth from left), AAEM member Terrance Mulligan, DO MPH
FAAEM (top row, fifth from left), and AAEM board member Robert Suter, DO MHA FAAEM (top row, second from right) attended the

International Federation for Emergency Medicine’s event at the ACEP Scientific Assembly in Denver, CO, in October. © The Photo
Group 2012, All rights reserved.

The American Academy of Emergency Medicine
is the specialty society for emergency physicians.
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AAEM and AAEM/RSA Receive
MarCom Awards for Website

and Publications

AAEM has been recognized by the
MarCom Awards for the creative \
design of the AAEM website and - .

the bi-monthly newsletter, Common m

Sense. In addition, AAEM/RSA

received recognition for their recruit-

ment brochure. The MarCom awards are an international creative
competition that recognizes outstanding achievement in marketing and
communication.

The awards are administered and judged by the Association of
Marketing and Communication Professionals. This international or-
ganization consists of several thousand creative professionals and
oversees awards and recognition programs, provides judges, and sets
standards for excellence.

Based upon the evaluation of the judges:

+  The AAEM website achieved Gold Winner status in the “Association
Website” category.

+ The Resident and Student Association (AAEM/RSA) received Gold
Award status for their “With You All the Way” recruitment guide in the
“Brochure/Recruitment” category.

« Additionally, Common Sense, achieved an Honorable Mention in the

“Print Newsletter Design” category.

The judges are industry professionals who look for companies and
individuals whose talents exceed a high standard of excellence whose
work serves as a benchmark for the industry. AAEM and AAEM/

RSA joined nearly 6,000 entrants from throughout the United States,
Canada, and several other countries in the MarCom Awards 2012
competition.

The Gold Award is presented to those entries judged to exceed the high
standards of the industry norm. The AAEM website and the AAEM/
RSA brochure were among approximately 18 percent of entrants that
were Gold Winners.

Honorable Mention certificates are granted to those entries that meet
the expectations of the judges. Common Sense was among approxi-
mately 10 percent of entrants that were Honorable Mention winners.
Both the website and Common Sense have recently undergone design
changes. A brand-new website design was launched in May 2012,

and Common Sense debuted a new layout in the July/August 2012
issue. M
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3rd Annual National Update on
Behavioral Emergencies

Leslie Zun, MD MBA FAAEM
AAEM Board Member

The 3rd Annual National Update on Behavioral Emergencies was held
December 5-7, 2012, in Las Vegas, at the Flamingo Resort. Experts
from the US, Canada, and France presented a broad array of topics
germane to care of the patient with a behavioral emergency. The
speakers also included representatives from the Centers for Medicare
and Medicaid Services, the National Alliance on Mental lliness, and the
Emergency Nurses Association. Topics included process improvement,
when to send the suicidal patient home, ketamine use, international
emergency psychiatry, difficult patient presentations, and dealing with
psychiatric boarders. Two pre-conference seminars were held, one

on the basics of behavioral emergencies and the other on process
improvement. The process improvement seminar was sponsored by
the Institute for Behavioral Healthcare Improvement. The behavioral
emergency basics seminar included topics on psychosis, dementia
and delirium, agitation, and substance use. The board of directors of
the American Association for Emergency Psychiatry conducted a busi-
ness meeting during the conference. The Suicide Prevention Resource
Center also conducted a meeting during the conference, to spearhead
their initiative on suicide prevention in the emergency department.

The conference was attended by over 100 people representing emer-
gency physicians, psychiatrists, nurses, social workers, psychologists,
and other health care providers. Please join us next year for the

4th Annual National Update on Behavioral Emergencies in Orlando,
December 11-13, 2013. For further information go to www.behaviorale-
mergencies.com or contact Dr. Les Zun at zunl@sinai.org. M
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The PeerCharts Online™ Platform Delivers:

Concierge Customer Care

Personalized Content to Mirror Your Practice
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Single-Click Clinical History
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secure anywhere access)
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So You Want Me to Give a Lecture?

Jennifer Kanapicki, MD FAAEM
Vice President, Young Physicians Section

Very often in our careers we are asked to lecture. It might be a CPR
class to the EMS group, a chest pain talk to medical students, or Grand
Rounds to your entire department. Regardless of the topic, lecturing
can bring anxiety and be an additional burden to your already heavy
workload. Nonetheless, you still want to deliver more than just a good
lecture. You want to rock it! You want to impart knowledge to your
learners to stimulate and motivate them.

Lecturing others is an important aspect of our careers, allowing us to

inspire our colleagues and future colleagues in emergency medicine. It
is an art to be mastered. The goal of this article is to give you the tools
to enhance your lecture skills. I'm going to keep it simple: four easy P’s.

1. Prepare

As coach John Wooden said, “failure to prepare is preparing to

fail.” Many lecturers fail because they never developed a game plan.
Develop an outline for your talk. What do you hope to accomplish?
What are your objectives? By knowing where you want to end up, you
can plan how to get there.

A good maxim for preparing a talk is to tell the learner what you are
going to tell them, tell them, and then tell them what you just told them.
| hate to be the bearer of bad news, but most learners will only remem-
ber three things about your talk. So it is essential that you start your
talk with an outline, deliver the body of your talk, and end with a sum-
mary slide of take home points. Tell them what three points you want
them to remember when they walk out of your lecture.

2. Perfect Your Slides

You have 20 seconds — most learners will only give undivided attention
to the first 20 seconds of a lecture. Secure their attention by telling a
story or asking a question. Tell your learners why your topic is impor-
tant to them and why they need to know it.

Let’s talk about slides — many lecturers try to fit too much information
into one slide. Use the “rule of 6's” for slides: no more than six words
per line; no more than six lines per slide. Following this rule ensures
that your audience isn’t overwhelmed tying to read rambling slides, but
is instead focused on you. Your slides should be a guide, so aim to use

bullet points, rather than paragraphs.

Also, don't overdo your slide design. If you use different color sets,
make sure that people can read the slides from the back of the room.
Use only 28-point font and above. DO NOT USE ALL UPPERCASE
LETTERS — see how annoying that is? Edit your slides. It is very dis-
tracting to listen to a lecture while seeing glaring typos on screen; it de-
tracts from the lecture and makes the presenter look careless. Don't be
afraid to spice it up — consider including videos and interactive tools in
your presentation or try polling your audience during the talk. Keep your
learners engaged and active.

3. Practice

We've all seen renowned speakers deliver seemingly effortless, capti-
vating talks. It makes you wonder — how do they do it? The secret is
simple: practice. The best speakers practice many, many times, until it
feels natural. You should do the same. Use that expensive smartphone
to time and video your talk; this will help you identify distracting behav-
iors you would not otherwise have been aware of. Make sure you are
not too short or too long on time. Try to avoid nervous habits such as:
“um’s,” swaying, apologizing frequently, reading your slides, leaning on
the podium — basically anything that distracts the learner from your
message.

Go the day before to familiarize yourself with the location and AV
equipment, and practice on site if you can. Make sure you look better
than your audience. As for the lecture, make sure you have multiple
copies of the lecture for back up. Cloud drives such as Dropbox allow
you to access your lecture anywhere via the Internet, but also bring
your talk on a flash drive just in case. As a final backup, bring a paper
copy of your slides for the off chance that all electronics fail and you
need to go “old school.” Act like you are in the ED, and plan for any
emergency possible.

4. Post-Lecture Assessment

Learn from the experience of giving a lecture — you don’t want to
repeat the same mistakes. Immediately after your presentation, write
down what worked in your talk and what did not. Was there a sec-
tion that lost the audience? Do you want to make any slide changes?
Things are always easier to remember when they are fresh in your
mind.

These four steps should enhance your lecturing skills and benefit your
future learners. Remember, it's an honor to be asked to lecture. So, the
next time you are asked, “Do you want to give a lecture?” — jump at
the chance! @

EM:RAP

Announcing an exciting FREE benefit for all paid
AAEM/RSA members!

Paid AAEM/RSA members now have FREE access to Emergency
Medicine: Reviews and Perspectives (EM:RAP)! This
outstanding monthly educational podcast, ordinarily $195/year,
is now yours for FREE!

To access this benefit, log in to your AAEM/RSA member’s
only account at aaemrsa.org/myrsa. Once logged on, you will
be taken to the EM:RAP site. If you already have an EM:RAP
account, you may log in with that username and password. If
not, you will need to create an account. Please contact
info@aaemrsa.org with any questions.
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AAEM
Young Physicians Section

YPS FREE Member
Benefit Coming Soon!

Emergency Medicine Flash Card Mobile App
(Available on iPhone and iPad)

+ Educational tool with high yield information

+ 20 topics, 1,000 questions

+ Correlates with ABEM's Model of Clinical
Practice of Emergency Medicine

More information coming soon!

at www.aaem.org/renewaaem (0]8
call (800) 884-2236

AAEM

Young Physicians Section

Call for Mentors

Interested in shaping the future of emergency medicine?
YPS is looking for established AAEM members to serve as
volunteers for our virtual mentor program.

For more information, visit
http://www.ypsaaem.org/mentors/ or contact us
at info@ypsaaem.org.

YPS membership not
required.
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$25!‘

Attention YPS and Graduating Resident
Members

(V & Cover Letter Review
Are you ready?

Enhance your credentials.
Increase your job opportunities.

The AAEM Young Physicians Section (YPS) is
excited to offer a new curriculum vitae review
service fo YPS members and graduating residents.

The service is complimentary to all YPS members.
If you are not a YPS member, visit us at
www.ypsaaem.org to join and learn about

the additional membership benefits.

For graduating residents, a $25 Service Fee is

required, which will be applied to your YPS dues if you join AAEM as an Associate
or Full Voting Member. This offer is only valid for the year following your
residency graduation.

For more information about YPS or the CV Review service, please visit us at
www.ypsaaem.org or contact us at info@ypsaaem.org.

2012-2013
AAEM/RSA Membership Applications

Join or renew your membership online at aaemrsa.org/joinrsa or call
our office at 800-884-2236 to renew over the phone.

Have You Moved?

If you are a graduating resident or medical student and your email

address will be changing, we recommend you use an email address
outside of your institution once you've logged into the RSA members
only section. You may update your email address on file at any time. This
will ensure your member benefits will continue without interruption.
Please include any changes to

Last Name (include maiden name if applicable)
Mailing Address (including city, state and ZIP)
Email Address

Telephone Number

To update your contact information, please login to your members only
account at aaemrsa.org/myrsa or contact us at info@aaemrsa.org or
(800) 884-2236.



AAEM/RSA President’s Message

‘“Too good to he true? It just might he.” —
Notes and Pitfalls from the Job Trail

Leana S. Wen, MD MSc
AAEM/RSA President

‘Tis the season to find a job. At least it is for me and
my senior resident colleagues across the country.

The first thing we learn is that this job search pro-
cess is unlike any other we've gone through before.
It's certainly different from the rest of our medical
training. Getting into medical school was no walk in
the park, but it was a structured process, often with
ample guidance from professors. The Match may have its own share of
problems, but the process was uniform. Now, looking for an attending
job, there are so many options and so many uncertainties. Whether it's
community or academia, there is no clear path to getting that ideal job.

I'm writing this article about pitfalls on the job trail, and though the con-
tent is new to me, it contains critical information that is as important for
you as it is for me. To make sure that | have the information correct, this
article has been reviewed by leaders in our field, Dr. William Durkin and
Dr. Andy Walker, who have many years of experience and have advised
dozens of EPs.

First things first. Does this article even need to be written — are there
really so many pitfalls in finding an EP job? Aren’t we sought-after,

and isn't that why recruiters are calling us every day? The answer is a
resounding ‘yes’ and the incessant phone calls from recruiters are actu-
ally a clue that there are plenty of landmines around. More than other
specialists, EPs are at risk of being taken advantage of. Most EPs rely
on someone else to employ them. There are several corporate groups
— also called contract management groups (CMGs) — that dominate
the marketplace. CMGs like EmCare and TeamHealth have some 300+
contracts with hospitals to staff their EDs. This means when you work
for a hospital that contracts with a CMG, you are an employee of, or an
independent contractor, with the CMG and paid by the CMG.

So what’s the problem with CMGs? | have to confess that prior to get-
ting involved with AAEM, | had no idea about this — the corporatization
of medicine is not exactly taught in the medical school curriculum. But
there are a few issues that every EP should be aware of.

First, the very goals of CMGs are contrary to the interests of EPs.
CMGs aim to increase profit by acquiring more contracts and minimiz-
ing physician pay. This often leads to physicians being torn between
corporate goals and patient advocacy. At the end of the day, you work
for a group that is not looking out for you or your patients, or sometimes
even your hospital, but for itself. AAEM has been involved in many legal
battles, defending the “little guy” — the individual EP who gets fired by
a CMG — not because he or she did something wrong, but because
profit and contract acquisition and maintenance were put before optimal
emergency medical care.

AAEM/RSA NEWS

With you
all the way.

Which leads me to the second issue to watch out for: CMGs often put
restrictive covenants and other toxic clauses in their employment con-
tracts. Again, | had no idea that contracts could vary so much, but they
do. Some contain a noncompete clause that prevents you from working
for another emergency group within a certain number of miles for a
certain number of years. Says Dr. Mark Reiter, AAEM'’s Vice-President,
“This is a problem because if you quit, are terminated, or the group
loses its contract to another group, you may be forced to not just find
another job, but also move, sell your house, and send your kids to a
new school.” Others include clauses that allow for termination without
cause, or that deprive you of due process. These are practices that
aren’t accepted in other medical specialties or in other professions,
such as law.

Third, many CMGs are involved in fee-splitting — meaning they make
money off of your hard work by essentially charging you a fee for the
privilege of having a job. Calculations based on publicly reported busi-
ness data show that their profit margin is roughly equivalent to one shift
a week. In other words, one shift a week of your time goes to making
money solely for the CMG rather than yourself.

Finally, many CMGs do not allow open books. You should know what
is being billed and collected for your professional services. This is not
only fair, but it also has legal implications because federal agencies
hold EPs responsible for their billings and collections, whether they are
aware of them or not.

Taking a step back, | don't mean to imply that all corporate groups are
inherently bad, and sometimes you may have to work for a CMG. A
third of all EPs work for one and in a lot of regions a CMG may be the
only option. You should also be aware that other employment models,
like being employed directly by a hospital, university, or individual con-
tract-holder, can be similarly abusive and exploitative. Moreover, there
are CMGs that adhere to fair and equitable business practices, like due
process and open books, and that allow for partnership.

So what should we do? Know that not all practice opportunities are cre-
ated equal. Be on the lookout for those that adhere to the principles of
fairness, which will give you the best shot at a long and happy career

in emergency medicine. AAEM issues a Certificate of Workplace
Fairness. You should ask potential employers if they have this, and then
verify that at www.aaem.org. If not, consider why this is so.

Also, ask about what “democratic” really means. A lot of groups like to
portray themselves this way (an “undemocratic” group doesn't have the
same ring to it), but confirm what this really means in terms of financial
consequences, decision-making, and a pathway to partnership. Says
Dr. Reiter, “You should ask questions about who has not become a part-
ner in the past several years and why, as some so-called democratic

Continued on next page
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groups have essentially unobtainable partnership tracks.” Dr. Durkin,
AAEM'’s President, adds, “A democratic group should expect you to

be active in hospital governance — serve on committees, for example.
Beware the group that discourages you from doing so. That will make it
easier for them to get rid of you!”

Make sure you speak with several EPs in the group during the interview
process. Not allowing you to speak with multiple physicians is a red
flag. You should find out how many EPs have left the group in the last
few years. If possible, speak with those who left. Find out if there are
unrealistic expectations for your job: very high patient-per-hour ratios,
an overly demanding schedule, poor nursing and ancillary staff backup,
etc. These will lead to unsafe clinical practices, legal exposure, and
unhappiness down the line.

Get help with your contract. Watch out for restrictive covenants and
clauses that limit your autonomy. Don’t sign something that wouldn’t be
acceptable in any other field. You are a highly sought-after professional,
so why compromise yourself? Get trusted mentors to review your con-
tract, and then make sure you have an attorney look at it before signing.
Strike out any restrictive covenants and other unacceptable clauses and
insist on a fair contract.

If something sounds too good to be true, watch out. In recent years,
CMGs have been offering large signing bonuses, including bonuses
that begin paying residents as early as their junior year, if they sign the
contract and commit to the job at that time. While it is appealing to be
paid as a resident for a job you don't yet have to work at, be careful of
what this entails. There’s no such thing as a free lunch, and many of
these contracts are for undesirable areas, with highly restrictive claus-
es, and with a period of indentured servitude that does not have a clear
exit option. In the words of Dr. David Lawhorn, an AAEM board member
from Tennessee, “accepting an offer like this is like signing up for a
credit card with a 25% interest rate.” It may be what you do in the end,
but know what strings are attached and go in with your eyes wide open.

Rules

of the
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Graduating resident Dr. Ali Farzad, from the University of Maryland,
agrees, ‘I have offers to go to dinners and events where they try to
schmooze you all the time. Everything comes down to a bottom line,
and one thing residents should understand is that all this money they
are spending to impress and recruit is not coming out of their pockets
... but ultimately out of attending salaries.” Consider the money spent
on recruiting you to CMGs. Think about all the dinners and receptions
you are invited to that are paid for by CMGs, often with the blessing of
other emergency medical societies. Just like drug companies wouldn’t
schmooze doctors if they didn't think it would increase their sales,
CMGs wouldn't spend money on you if they didn’t think they would get
the money back later — from your hard work.

One last takeaway: remember that AAEM can help. AAEM was founded
in part to fight the corporatization of our profession, and every day its
leaders advocate for the individual EP The Academy is not funded by
CMGs or other corporations that make money from your labor, and it
has no ulterior motive in assisting you — its goal is to look out for our
specialty and its practitioners. AAEM is also not AGAINST you going to
work for a CMG, if you have made a thoughtful and informed decision
that it is the best job for you. As another AAEM leader, Dr. Joel Schofer,
says, “My opinion is that people should be able to do whatever they
want. We just need to educate residents about the pluses and minuses
of CMGs so that they can make informed decisions.” Dr. Durkin cau-
tions, too, that those who find there is no better choice than a CMG in
their area should always have a second part-time or per diem job. “That
way, should you be taken ‘off the schedule’ with the CMG, you will have
a fall back and some income while you look for something else.”

So, for those of you in the midst of your job search — get all the infor-
mation you can — and good luck! AAEM and AAEM/RSA will be right
there with you. May we avoid the landmines and pitfalls along the way
and find the perfect job that we have worked so hard for!

[ would love to hear your comments on my columns! Please email me,
wen.leana@gmail.com and follow me on Twitter, @DrLeanaWen, and
my blog, http://whendoctorsdontlisten.blogspot.com. M

JAVAY DAY |
Bookstore

Great deals always available at
aaem.org/bookstore.



RSA Resident Editor’s Letter

Spotlight on Leaders in Emergency Medicine:

Antoine Kazzi, MD FAAEM

Ali Farzad, MD
AAEM/RSA Publications Committee Chair
Linda J. Kesselring, MS ELS, Copyeditor

Many of our readers may be familiar with Dr.
Antoine Kazzi, recognizing him as a past president
of AAEM and a dynamic leader who has spent
many years representing our specialty in a variety
of capacities. Born and raised in Lebanon, Dr. Kazzi
was trained and board certified in emergency medi-

l - l
cine in the United States. He has received numer-

ous awards and recognitions for his leadership and

scholarly pursuits. As an advocate for our specialty, he has focused on
policy creation, reimbursement and practice issues, and international
emergency medicine. Dr. Kazzi has been recognized by our Academy
with a number of national awards, including the David K. Wagner and
the International EM Leadership Awards for his contributions to the
specialty of emergency medicine.

Dr. Kazzi has shown dedication to serving his community no matter
where he resides. He remains active in the United States through
AAEM and has spent the past several years leading efforts to advance
emergency medicine in Lebanon. His efforts began in the 1990s,
culminating in the establishment of an ACGME-compliant emergency
medicine residency program at the busiest emergency department (ED)
in Beirut. He led the development of the first academic department

of emergency medicine in Lebanon — at the American University of
Beirut — which welcomed its first class of emergency medicine resi-
dents in July 2012! He proudly explains, “All the full-time attendings in
my department are AAEM members and the faculty complies fully with
the AAEM practice principles of fairness and transparency.”

In a recent interview with Dr. Kazzi, we discussed what caused him

to return to Lebanon and the initiatives he has undertaken there. He
described the challenges of establishing an ED and residency program
in Beirut and shared his plans and visions for the future of emergency
medicine in Lebanon.

AF: Tell me about your background and training.

Dr. Kazzi: | am from Damour, a Christian town about 10 miles
south of Beirut, which bridges zones that are traditionally multi-sectar-
ian. Being a strategic crossing point on the road to Beirut, Damour has
been victim to many wars. In 1976, Damour suffered a massacre as
part of a series of events during the Lebanese Civil War, in the context
of the Christian-Muslim divide. After a two-week siege with heavy bom-
bardment, Palestine Liberation Organization units commanded by the
Assad Syrian regime broke through our defense lines. They killed every
one they found. We were the only family that survived the slaughter

of a whole neighborhood. This went on for four additional days. Four-
thousand homes were burned and bulldozed. Survivors became inter-
nally displaced in Lebanon for more than 20 years.
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Antoine Kazzi, MD
FAAEM

As a teenager, | spent four years in the militia,
defending East Beirut against the Syrian Army.
By the time | turned 18, common sense got me out of the trenches to
pursue college education. | chose to complete my studies in the univer-
sity where | practice now, which was located in the area dominated by
the militias of other sects. | led a student movement that was initially
underground and then turned public in 1982, becoming the largest and
most active student movement on campus between 1982 and 1984,
Eventually, however, the campus fell back under the control of the
Assad Syrian regime and its proxies, and | was forced to leave because
of safety concerns.

In September 1984, | found myself on a plane for the first time in

my life, heading to the United States. | ended up spending 22 years

in America. | graduated from the UCLA School of Medicine in 1988

and completed emergency medicine residency training at Henry Ford
Hospital in Detroit, where | served as chief resident and faculty for a
year. | subsequently moved to California to work at UC Irvine for 13
years. Late in 2005, | moved back to Lebanon to establish and chair the
first department of emergency medicine in Lebanon, at the American
University of Beirut.

AF: You've been a leader in AAEM in a variety of capacities. How did
you first get involved with our organization?

Dr. Kazzi: Soon after | moved to the United States, | grew a liking
to emergency medicine. Since | enjoy community and had no family
around, emergency medicine rapidly became my family and community.
| felt and cared about the struggles, needs, and aspirations of my col-
leagues. Naturally | did what | could to help. | was inspired by leaders in
our specialty such as Drs. Robert McNamara, Peter Rosen, Joe Wood,
Ramon Johnson, Scott Plantz, Mark Langdorf, Edward Panacek, Steve
Hayden, Andy Jagoda, and James Keaney.

AF: How did you reach your decision to return to Lebanon after estab-
lishing a successful academic career in the United States?

Dr. Kazzi: My decision to return to Lebanon was not hard. | simply
could not let go of my deep-rooted memories and feelings. A fire was
burning throughout my days and often in my sleep, calling me to do
something about what was plaguing the community and land where |
was brought up.

The world must initiate active and effective dialogue between its civiliza-
tions. What we have been witnessing since the turn of the millennium

is very worrisome. Unless religions, national governments, and world
leaders start engaging in a sincere dialogue, we are heading toward
global wars and terrible calamities. Civil and inter-sectarian strife will
only escalate and turn more and more destructive.

Continued on next page
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Of course, | loved the life | had in the United States, and | shall always

remain proud and appreciative of all the opportunities it provided me.

It granted me a blessed career and pride in my American citizenship. It

granted me 22 years of daily opportunity to live and cherish the princi-

ples of justice, reason, love, equal opportunity, freedom of speech, and
democracy. Where else could | have earned the confidence of a nation

and of a community such as the one we have through our specialty and
in AAEM?

My move to the United States literally saved my life and blessed me
with skill and a career that | will cherish for the rest of my life. How can
| ever forget how my EM friends and colleagues at UC Irvine and Henry
Ford and in AAEM, CORD, SAEM, and ACEP touched my life? They all
embraced me as a friend or family member, and | have so many fond
memories spanning the years | spent in the United States. No other
country or community would have accepted me the way America and
the specialty of EM have. This has saved me. It gave me my life.

As a good dual citizen, it is my duty to share and spread the knowl-
edge, skills, and values | have acquired. In 2005, the Lebanese Prime
Minister Rafic Hariri was assassinated and a revolution against the
Syrian occupation started. | was determined to be part of it. That led
me back to Lebanon and to my hometown. | began helping them rebuild
the infrastructure that had been devastated repeatedly since 1976. |
rapidly established myself as a local community leader and ran for a
seat in Parliament in 2009. | will be doing this again in 2013.

More importantly, | have also been raising a lovely family. As many in
AAEM know, | met my wife, an EM specialist who trained in Romania,
at the AAEM-EuSEM Mediterranean EM conference, and we already
have two beautiful children: Aya-Katrina and Alexandre Nikolae. My
wife, Cristina, is now running and staffing the only freestanding ED in
an area that serves more than 100,000 people and spans more than 25
miles on the Mediterranean littoral just south of Beirut.

We provide uniform care to all our ED patients regardless of their ability
to pay. We evaluate and medically screen everyone coming through our
ED doors and, of course, resuscitate and try to stabilize everyone who
needs it. We strive for excellence in our services, which include urgent
care, teleradiology, a comprehensive lab, and seven specialty clinics.
This has been a true fiscal challenge and strain, since we receive no
help or support from any entity or individual.

AF: What is your current position and what is a normal workweek like
for you as an emergency physician in Beirut?

Dr. Kazzi: After serving as the founding chair for our department, |
was appointed and have served for the past 2 years as the deputy chief
of staff for our university medical center. In addition, | work three clinical
ED shifts per week. | remain active in attending and organizing national
conferences, seminars, and activities, and | serve on national commis-
sions for improving emergency medicine. In particular, | am working

on national legislation that would categorize hospitals and EDs based
on their preparedness and capacity in regard to emergency medicine,
critical care, and trauma care and would promote a proper emergency
medicine society that focuses on credentialing.
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AF: How is running an ED in Lebanon different from running an ED in
the United States?

Dr. Kazzi: In Lebanon, we face many exceptional challenges. To
start, patients, physicians, and third-party payers do not know what
emergency medicine is and do not understand how we can replace the
traditional model that relies on residents, interns, students, and moon-
lighting general practitioners. Early on, all ED care was fragmented
and under serious shortages of qualified personnel, emergency pro-
viders, and resources. Hospitals, patients, and third-party payers were
misusing the ED for inappropriate access to healthcare resources or
to restrict the access of patients with limited or no financial means or
coverage to pay for their care. Turf battles were abundant and remain
that way across other institutions. Prehospital care consists of frag-
mented systems and ill-supported personnel, with the exception of

our Lebanese Red Cross, which relies on volunteers and has serious
challenges in the retention of expertise and the provision of more than
basic life support during transportation.

AF: What was the process of starting a residency and finding resi-
dents like for you? What is the current status of emergency medicine
in Lebanon?

Dr. Kazzi: It was hard to start from scratch, but at the same time
it was very rewarding. It is difficult to convince applicants to come to
Lebanon when institutions in the United States would sponsor them
for green cards and promise appealing academic or private practice
careers. | had to ensure that our efforts to start a program would suc-
ceed. It was hard to convince our students to go into emergency medi-
cine and join the fight, but we did it ... we engaged them and got them
to recognize our presence and the value of learning how to deliver
proper ED care.

| should pause here and say that none of our emergency medicine
accomplishments in Lebanon would have been possible without

the contribution, excellence, dedication, talent, and sacrifices of my
ABEM-certified colleagues who joined me in developing our depart-
ment and residency program, staffing our ED 24/7, and developing our
mission. I'll mention them in order of when they joined the American
University of Beirut: Dr. Afif Mufarrij (Ford), Dr. Eveline Hitti (Hopkins),
Dr. Mazen el-Sayed (Maryland), Dr. Gilbert Abu-Dagher (Ford), and
very recently Dr. Kim Medlej (NY). It was simply heartening to see
them all step into leadership positions, chairing, running, and directing
our department, operations, and residency program.

AF: What are your personal thoughts about the current political cli-
mate and how the civil war in Syria has affected Lebanon?

Dr. Kazzi: The whole Middle East is going through a historical,
delicate, and volatile period. Nations and national identities are being
redefined. Inter-sectarian strife is escalating rapidly and could spread
to nations other than Syria, Irag, Bahrain, Yemen, and Lebanon. The
confrontation with the Iranian and Syrian regimes can only escalate,
in my opinion. What will the political and national landscapes be like
when all this settles? What new regimes and borders will be estab-
lished, and how will those changes affect us and the rest of the world?
We do not know, but we certainly prefer to go through this rather than

Continued on next page



remain where we were ... dominated, ruled, and occupied by Syrian
and Iranian regimes and their proxies. To stay where we were would
have been the end of diversity and the Western values | spoke about.
Yes, of course | worry we shall have more devastation in Syria, similar
events in Lebanon, and a regional war that could involve Iran, Israel,
Turkey, and the regional and international superpowers. The next three
to five years will definitely prove to be historical.

AF: In the context of this political uncertainty, how do you envision of
the future of emergency medicine in Lebanon?

Dr. Kazzi: | envision a bright future and exponential growth and
development in our field. We will develop more programs and our local
specialist certification board. Emergency departments and hospitals will
be categorized and prehospital services will be reorganized. However,
this will take another 20 years. In the short run, we will see the growth
of residency programs, the recruitment of our graduates by hospitals
across Lebanon and the region, and the development of increasingly
large numbers of lecture series, workshops, seminars, and exchange
opportunities. Emergency medicine standards of care will improve as
we spread our discipline to other EDs and engage other medical staff
and communities in understanding and accepting what we have to offer
as a specialty.
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AF: What advice do you have for young emergency physicians about
leadership and community service? Is there anything in particular that
you want our readers to know or understand?

Dr. Kazzi: | recommend that all students and residents get involved
early in their communities and in their profession. Practice issues and
physician well-being should get equal time and attention to that we
devote to research and scholarly activities. Students should be exposed
to the facts that will affect their practice early on, to help them engage
safely and more effectively in their careers. | also recommend that they
think of the global and bigger picture; to always plan ahead and have
expectations of where they want to be in five, 10, and 20 years; and

to make time to start their own family. As importantly, they should take
time to rest, read, sleep, dream, and spend time enjoying the precious
little moments of life while it lasts. | urge them to remember to seize
the day. | hope they will all find cause, passion, and time to love and be
loved. W

Editor’s note: We would love to have your feedback on this interview.
Please send comments and suggestions of other leaders you would
like to see profiled to alifarzadmd@gmail.com.
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Resident Journal Review

Anticoagulation

This Resident Journal Review focuses on the new oral anticoagulants
and their use for stroke prophylaxis in patients with atrial fibrillation,
venous thromboembolism (VTE), and acute coronary syndrome (ACS).
Vitamin K antagonists such as warfarin have historically been used

to reduce the risk of stroke in patients with atrial fibrillation. Atrial
Fibrillation is responsible for 15% of strokes in people of all ages and
30% in people over 80. Traditionally, warfarin has been the anticoagu-
lant of choice in these patients and has been shown to significantly
reduce the risk of stroke. Warfarin, however, is difficult to manage as it
requires frequent laboratory monitoring and has multiple interactions
with common foods and drugs. Furthermore, many people receiving
warfarin therapy still have inadequate anticoagulation. Therefore, there
is a significant need for new oral anticoagulants that are safe, effective,
and convenient to use. As medical providers, it is important to be famil-
iar with the pharmacology of these new oral anticoagulants, indications
for their use, and reversal therapy in the setting of major hemorrhage.

Pollack CV, Jr. New oral anticoagulants in the ED setting: A Review.
American Journal of Emergency Medicine. 2012.

This review by Pollack focuses on the three new oral anticoagulants
being discussed in our review: dabigatran, rivaroxaban, and apixaban.
Dabigatran is a direct thrombin inhibitor, which prevents the conversion
of fibrinogen to fibrin. Rivaroxaban and apixaban are selective factor
Xa inhibitors, which work on the preceding step in the coagulation
cascade to prevent the conversion of prothrombin to thrombin. To date,
the US Food and Drug administration (FDA) has approved dabigatran
and rivaroxaban for stroke prevention in patients with non-valvular atrial
fibrillation. Rivaroxaban has also been approved for deep vein thrombo-
sis (DVT) prophylaxis in patients undergoing knee or hip replacement
surgery. None of the three drugs have been approved for the treatment
of VTE or ACS.

One of the most attractive features of these novel drugs is that routine
laboratory monitoring is not necessary. All three drugs are administered
orally and are partially excreted by the kidneys; therefore, they need
dose adjustments in patients with renal insufficiency. They also have a
rapid onset and offset of action compared to warfarin, and do not re-
quire overlap with low molecular weight heparins (LMWH) or unfraction-
ated heparin (UFH).

One potential problem with these new oral anticoagulants is the inability
to monitor their activity or drug levels, especially in emergency situa-
tions such as overdose or overt bleeding. In addition, no antidote exists
for these three drugs if reversal is indicated. Therefore, it is important
to be able to quickly and reliably assess coagulation function in patients
with overt bleeding. Although not widely available, Ecarin clotting time
may be a reliable assay to assess coagulation with dabigatran. For
rivaroxaban and apixaban, anti-factor Xa assays may be useful in the
future to monitor activity.
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In the EINSTEIN trials published in the New England Journal of
Medicine (NEJM) in 2010 — 3,449 patients with proximal DVT with-
out pulmonary embolism (PE) were randomized to receive either
rivaroxaban, or enoxaparin plus an oral vitamin K antagonist (VKA).!
Symptomatic recurrent VTE occurred in 2.1% of the rivaroxaban group
and 3% of the enoxaparin/VKA group. The rates of bleeding were simi-
lar between the groups. A study published in 2012, enrolled 4,832 pa-
tients with PE and randomized them to the same treatment groups as
the DVT study.? This study showed similar efficacy in both groups with
rivaroxaban having fewer major bleeding events. In the RE-VOLUTION
trials, dabigatran was evaluated against warfarin in the treatment of
acute VTE.® All 2,539 patients were initially treated with unfractionated
heparin (UFH) or low molecular weight heparin (LMWH) and then ran-
domized to receive either warfarin or dabigatran. The primary outcome
of recurrent VTE occurred in 2.4% of patients receiving dabigatran
compared to 2.1% in the warfarin group. Combined major and clini-
cally relevant non-major bleeding rates were higher in the warfarin
group (8.8%) compared to the dabigatran group (5.6%). Apixaban was
studied in the Botticelli DVT trial, which included 520 patients with DVT
who were randomized to apixaban or LMWH/VKA combination.* Both
groups had similar rates of recurrent VTE as well as bleeding.

The data on the three new anticoagulants roles in ACS was also dis-
cussed by Pollack. A phase Il trial was published where 1,861 patients
with ST and non-ST elevation myocardial infarction (NSTEMI) were ran-
domized to receive four different doses of dabigatran versus placebo
along with dual antiplatelet therapy.? They found that the dabigatran
groups had significantly higher rates of bleeding with no significant
improvement in cardiovascular death, nonfatal MI, and hemorrhagic
stroke compared to the placebo. Rivaroxaban was also studied and
became the first of the new anticoagulants to successfully complete

a phase lll trial for ACS. This trial enrolled 15,526 patients stabilized
after an ACS event.® They were randomized to receive either two dif-
ferent doses of rivaroxaban or placebo in addition to standard medical
therapy in all groups. The risk of cardiovascular death, M| and stroke
occurred at a rate of 8.9% in the rivaroxaban groups and 10.7% in the
placebo group. The lower dose of rivaroxaban also reduced the rate

of all-cause mortality when compared to placebo (2.9% vs. 4.5%). The
rivaroxaban group did have a higher rate of bleeding events compared
to placebo (2.1% vs. 0.6%) but there was no significant difference in
fatal bleeding between the groups. Apixaban also had a phase Il trial
for ACS that was terminated early due to higher rates of major bleed-
ing events in the apixaban group. Over 7,000 patients were assigned to
receive either apixaban or placebo and no significant difference in rates
of recurrent ischemic events was found.”

Continued on next page



Granger CB, Alexander JH, McMurray JJ, et al. Apixaban versus
Warfarin in Patients with Atrial Fibrillation. N Engl J Med. 2011 Sep
15; 365:981-982.

This randomized, double-blind trial compared apixaban, a direct oral
factor Xa inhibitor, with warfarin in patients with non-valvular atrial
fibrillation. The primary outcome was rate of stroke (ischemic or hem-
orrhagic) or systemic embolism in patients receiving warfarin versus
those receiving apixaban. Patients were eligible if they had atrial fibril-
lation or flutter at time of enrollment or at least two episodes of atrial
fibrillation or flutter on ECG at least two weeks apart in the twelve
months prior to enrollment. Eligible patients also required one or more
of the following risk factors for stroke: age greater than or equal to 75
years; prior stroke, transient ischemic attack, or systemic embolism;
symptomatic heart failure within the last three month or ejection fraction
less than or equal to 40%; diabetes mellitus; or hypertension requiring
medication.

Patients were randomized to receive warfarin, apixaban, or placebo.
The standard dose of apixaban administered was 5mg twice daily.
Patients received a reduced dose of 2.5mg daily if they met two or
more of the following criteria: age over 80, serum creatinine greater
than 1.5, or body weight less than or equal to 60 kg. Warfarin doses
were adjusted to achieve a goal INR of 2.0 to 3.0. The primary efficacy
outcome of interest was stroke or systemic embolism and the key
secondary outcome was death from any cause. The authors also moni-
tored for major and non-major bleeding as well as other adverse events
and liver function abnormalities.

The study recruited 18,201 patients, 9120 of whom were assigned to
the apixaban group and 9,081 to the warfarin group. Enrolled patents
had similar baseline characteristics (demographics, medical history,
etc.) and the mean CHADS2 score was 2.1. Patients assigned to the
warfarin group had a goal INR (2.0 to 3.0) for a median of 66.0% of the
time and a mean of 62.2% of the time. Stroke or systemic embolism
occurred in 212 patients in the apixaban group (1.27% per year) and
in 265 patients in the warfarin group (1.6% per year). Ischemic stroke
occurred in 149 patients in the apixaban group and in 155 patients

in the warfarin group. In patients with ischemic stroke, hemorrhagic
transformation occurred in 12 patients who received apixaban and in
20 patients who received warfarin. The rate of death from any cause
was 3.52% per year for patients in the apixaban group, compared with
3.94% per year for patients in the warfarin group. Major bleeding oc-
curred in 327 patients in the apixaban group (2.13% per year) and 462
patients in the warfarin group (3.09% per year). The rate of intracranial
hemorrhage was 0.33% per year in the apixaban group and 0.8% per
year in the warfarin group, while the rate of any bleeding was 18.1%
per year in the apixaban group and 25.8% per year in the warfarin
group.

The authors concluded that in patients with non-valvular atrial fibril-
lation and at least one additional risk factor for stroke, apixaban was
superior to warfarin for prevention of stroke or systemic embolism. The
most notable reduction found was risk of hemorrhagic stroke. They also
found that patients randomized to the apixaban group had fewer epi-
sodes of major bleeding and lower risk of death from any cause than
those patients in the warfarin group.
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One of the main limitations to this study is that the patients random-
ized to receive warfarin had INRs in the therapeutic range only 62% of
the time. While this is a fairly common occurrence in clinical practice,
sub-therapeutic INRs may alter the efficacy of warfarin in prevention of
ischemic strokes and systemic emboli, while supra-therapeutic INRs
can contribute to the relative increase in risk of hemorrhagic stroke
seen in the warfarin group compared to those who received apixaban.
This may have been remedied had the authors included a subgroup
analysis of patients with INRs in the goal range.

In addition to the superior efficacy and reduced risk of bleeding found
by this trial, apixaban offers additional benefits over warfarin such as
the lack of need for monitoring and few, if any, drug or food interactions.
However, in the setting of major bleeding, an effective reversal agent for
apixaban is yet to be determined. In addition, the cost of apixaban far
exceeds that of warfarin. These concerns must be addressed and fur-
ther studied before apixaban is able to replace warfarin as the preferred
agent for stroke prevention in patients with non-valvular atrial fibrillation.

Connolly SJ, Ezekowitz MD. Dabigatran versus Warfarin in Patients
with Atrial Fibrillation. N Engl J Med. 2009; 361: 1139-1151.

The Randomized Evaluation of Long-Term Anticoagulation Therapy
(RE-LY) is a randomized non-inferiority trial comparing fixed doses

of dabigatran to adjusted-dose warfarin in patients with atrial fibrilla-
tion and a risk of stroke. The primary outcome of the study was either
stroke or systemic embolism, and the primary safety outcome was
major hemorrhage. Inclusion criteria consisted of a documented his-
tory of atrial fibrillation on electrocardiogram (ECG) within 6 months
of screening plus at least one of the following: a previous stroke or
transient ischemic attack, congestive heart failure with an ejection
fraction of less than 40%, an age of at least 75 years, or 65-74 years
with either diabetes mellitus, hypertension, or coronary artery disease.
Patients were excluded if they had: a severe heart-valve disorder,
stroke within 14 days or a severe stroke within six months, a condition
the increased the risk of hemorrhage, a creatinine clearance < 30mL
per minute, active liver disease, or pregnancy.

This study recruited patients from 951 clinical centers in 44 countries

in order to obtain 18,133 participants. Participants were randomly as-
signed to receive one of two doses of dabigatran, or anticoagulation
therapy with warfarin. The dabigatran dosage was blinded, as partici-
pants received either 110mg or 150mg twice daily. The warfarin was ad-
ministered in an unblinded fashion and adjusted to an INR of 2.0 to 3.0.

Final follow-up visits were recorded with a median follow-up period of
2.0 years. Stroke or systemic embolism occurred in 182 patients re-
ceiving 110mg of dabigatran (1.53% per year), 134 patients receiving
150mg of dabigatran (1.11% per year), and 199 patients receiving war-
farin (1.69% per year). The relative risk for 110mg of dabigatran was
0.91 (95% CI 0.74-1.11; p<0.001) for non-inferiority. The relative risk for
150mg of dabigatran was 0.66 (95% 0.53-0.82; p<0.001) for superiority.

Continued on next page
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Major hemorrhage occurred at a rate of 3.36% per year in patients
within the warfarin group. It occurred relatively less in those receiving
dabigatran at 2.71% per year in the 110mg dosed group (relative risk
0.93; 95% Cl 0.81-1.07; p =0.003) and 3.11% per year in the group that
received 150mg of dabigatran (relative risk 0.93; 95% CI 0.81-1.07;
p=0.31). The only adverse effect found to be significantly more common
with dabigatran was dyspepsia.

This study found both dabigatran doses to be non-inferior to war-

farin with respect to prevention of stroke or systemic embolism.
Furthermore, the 150mg dose of dabigatran twice daily was supe-

rior to warfarin in stroke or systemic embolism prevention, and the
110mg dose of dabigatran was superior in regards to major bleeding.
Therefore, dabigatran should be considered as an alternative to warfa-
rin therapy for the prevention of strokes in patients with atrial fibrillation
in the setting of normal kidney and liver function and no severe heart-
valve disorder.

Patel MR, Mahaffey KW, Garg J, et al. Rivaroxaban versus warfarin in
nonvalvular atrial fibrillation. N Engl J Med 2011; 365: 883-91.

This randomized, double-blind, trial that included patients with non-val-
vular atrial fibrillation compared rivaroxaban and warfarin in the preven-
tion of stroke and systemic embolism. Inclusion criteria were patients
with non-valvular atrial fibrillation documented on ECG with elevated
risk of stroke based on presence of at least two of the following criteria:
heart failure or ejection fraction of 35% or less, hypertension, age > 75,
or diabetes mellitus.

Patients were randomized to receive rivaroxaban 20mg daily or
adjusted-dose warfarin with goal INR of 2.0 to 3.0 in addition to a
placebo tablet. Patients with reduced GFR who were assigned to the
rivaroxaban group received a reduced dose of 15mg daily. The study
generated sham INR values for patients in the rivaroxaban group. The
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primary efficacy outcome was rate of hemorrhagic or ischemic stroke
and systemic embolism. Secondary end points included death from
cardiovascular causes. The primary safety outcomes were major and
non-major bleeding events.

The trial enrolled 14,264 patients, with 7,131 randomized to the ri-
varoxaban group and 7,133 randomized to the warfarin group. Age,
coexisting illnesses and other demographics were similar between the
two groups. Mean and median CHADS2 scores were 3.5 and 3.0, re-
spectively. For patients assigned to the warfarin group, INR was within
the goal range (2.0 to 3.0) a mean of 55% of the time.

Stroke or systemic embolism occurred in 188 patients in the rivaroxa-
ban group (1.7% per year) and in 241 patients in the warfarin group
(2.2% per year) (hazard ratio in the rivaroxaban group, 0.79; 95% ClI
0.66-0.96; p<0.001 for non-inferiority). Major and/or clinically relevant
non-major bleeding occurred in 1,475 patients in the rivaroxaban group
(14.9% per year) and in 1,449 patients in the warfarin group (14.5% per
year) (hazard ratio in the rivaroxaban group, 1.03; 95% CI 0.96-1.03;
p=0.44). Rates of major bleeding were 3.6% in the rivaroxaban group
and 3.4% in the warfarin group. Rates of intracranial hemorrhage were
0.5% in the rivaroxaban group versus 0.7% in the warfarin group, while
rates of major gastrointestinal bleeding were higher in the rivaroxaban
group (3.2% versus 2.2% in the warfarin group).

The authors concluded that rivaroxaban was non-inferior to warfarin in
the prevention of stroke or systemic embolism in patients with non-val-
vular atrial fibrillation. In addition, there were no significant differences
between rivaroxaban and warfarin in rates of major and non-major
bleeding and a lower incidence of intracranial hemorrhage in the riva-
roxaban group. While fatal or critical bleeding occurred at similar rates
in the rivaroxaban and warfarin groups, bleeding from gastrointestinal
sites occurred more frequently in the rivaroxaban group.

Once again the main limitation of this study is that patients assigned to
the warfarin group had INRs within the therapeutic range at a mean of
only 55%. However, the authors cite this lower rate as a possible conse-
quence of including only North American sites. They also state that in
other studies, rivaroxaban has been proven to be equally effective in co-
horts with the best INR control as well as with the poorest control. One
does have to wonder though if stroke rates would go down with the INR
being ideal at all times, though the risk of bleeding may also increase.

Similar to other direct factor Xa inhibitors, rivaroxaban offers the benefit
of not needing blood tests or any other monitoring; however, additional
trials are needed to compare it with warfarin in patients with a greater
percentage of INRs within the therapeutic range in order to accurately
compare its efficacy.

Eerenberg ES, Kamphuisen PW, Sijpkens MK, Meijers JC, Buller HR,
Levi M. Reversal of Rivaroxaban and Dabigatran by Prothrombin
Complex Concentrate: A Randomized, Placebo-Controlled, Crossover
Study in Healthy Subjects. Circulation. 2011; 124: 1573-1579.

This was a randomized, double-blind, placebo-controlled study with

12 healthy male volunteers to evaluate the potential of prothrombin
complex concentrate (PCC) to reverse the anticoagulant effect of

Continued on next page



rivaroxaban or dabigatran. Half of the volunteers were randomized
to receive rivaroxaban 20 mg twice daily for 2.5 days, while the other
half received dabigatran 150 mg twice daily for the same 2.5 days.
Afterwards, the volunteers were randomized to receive either a single
infusion bolus of 50 1U/kg of PCC or saline infusion as placebo. The
brand name of PCC used was Cofact, which contains factor Il, VII,
IX, X, protein C, S and antithrombin. Volunteers were not blinded to
type of anticoagulant, but were blinded to PCC or saline. Laboratory
technicians were blinded to anticoagulant and type of infusion. Blood
was collected from each volunteer at baseline, on the third day of an-
ticoagulant use prior to infusion of PCC or saline, and at multiple time
intervals post infusion (15 minutes, 30 minutes, one hour, two hours,
four hours, six hours, and 24 hours). This was followed by an 11-day
washout period and the volunteers repeated the process with the other
oral anticoagulant.

Rivaroxaban increased prothrombin time (PT) that was immediately
and completely reversed by PCC (p<0.001). Rivaroxaban also inhibited
endogenous thrombin potential (ETP) that was normalized with PCC
(p<0.001). Dabigatran increased activated partial thromboplastin time
(aPTT), ecarin clotting time (ECT) and thrombin time; however, none of
these coagulation tests were reversed by PCC. Dialysis is an alterna-
tive for reversal of dabigatran, but it has limited effectiveness because
1/3 of dabigatran is bound to plasma and therefore not dialyzable.
Rivaroxaban is 95% bound to protein, and therefore cannot be dialyzed.

This is the first study conducted in humans that shows that nonacti-
vated PCC immediately reverses the effect of full-dose rivarobaxan and
is a promising option for reversal in the setting of bleeding or emergent
pre-operative measures. The study used randomization and a cross-
over design to minimize bias, however, the study was limited. The test
subjects were healthy males around 24 years old and there were only
12 subjects. It would be difficult to generalize to an older patient popu-
lation and or those with medical co-morbidities. Coagulation profiles
were analyzed as a surrogate marker for bleeding risk, and this may be
difficult to translate directly into clinical practice. In addition, the dose

of PCC was chosen from animal study data and further studies are
needed to confirm the efficacy of a lower dose of PCC to reverse rivar-
oxaban. Future studies should also test alternative formulations of PCC
for their possible reversal effects.

Summary

This Resident Journal Review includes recent studies concerning the
use of new oral anticoagulants for stroke prophylaxis in atrial fibrillation,
VTE, and ACS. Although the studies have not demonstrated efficacy in
their use for ACS, they are encouraging that dabigatran, rivaroxaban,
and apixaban can provide comparable if not superior efficacy and re-
duced risk of bleeding when compared to warfarin in the treatment of
VTE and stroke prevention. However, effective reversal agents have yet
to be identified and studied adequately for use in the setting of a major
bleed. Regardless, we will continue to see patients taking new oral
anticoagulants and must be familiar with the pharmacology of each and
how to approach reversing the anticoagulation in the safest and most
rapid manner possible.
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Medical Student Council President’s Message

Making the Most of Third Year

Mary Calderone, MS3
AAEM/RSA Medical Student Council President

Aside from intern year, the third year of medi-

cal school is traditionally considered one of the
most formative experiences in a physician’s life.
Suddenly, we’re propelled from passively sitting in

a lecture hall to thinking on our feet. Our thought
process now has the potential to impact how we
care for a patient, rather than just how we answer
an exam question. Just as we impact the lives of
patients, patients also impact us in powerful ways. We begin to make
decisions about the future of our medical careers, ruling out certain
specialties and exploring others further. As we navigate these new
challenges, we gain an increasingly keen sense of self-awareness. Our
strengths and weaknesses stare us straight in the eyes, whether we
realize them through self-reflection, hear about them from one of our
senior colleagues, or experience some combination of the two. We start
to contemplate our life goals and our requirements for happiness and
well-being. By the time we're fourth years, we're expected to have de-
cided upon an area of medicine after a whirlwind of speed-dating with
different specialties.

While many students enter medical school with some idea as to their
future specialty, studies have shown that the majority of students
change their minds. | entered my M1 year with a passion for emergency
medicine that has only continued to grow as I've gained more clinical
experience. Entering medical school with relative confidence in the area
of medicine you wish to practice has its advantages and disadvantages.
On one hand, you can direct your efforts toward a concrete goal. You
can lay the foundation for pursuing a career in a given area of medicine
early in your training. You can participate in activities and opportuni-
ties that prepare you well. You can find the right mentors. On the other
hand, you may fail to consider all of the exciting possibilities for your
career, thereby prematurely closing your mind to an area of medicine
that you might otherwise have loved. Your bias toward one specialty
may cloud your judgment of whether or not you actually fit well into its
culture. You may even disregard the importance of a clerkship because
you think it won’t ultimately be relevant to the type of medicine you

plan to practice, thereby cheating yourself of a fulfilling and valuable
experience.

Despite these potential pitfalls, I've found that entering medical school
passionate about emergency medicine has in no way detracted from
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my clerkship experiences thus far. In fact, understanding that a solid
grasp on the core areas of medicine is essential to being an effective
emergency physician has motivated me to approach all of my rotations
with the same vigor, enthusiasm, and intellectual curiosity with which |
would approach an emergency medicine clerkship.

My psychiatry clerkship, for instance, offered me valuable experience
evaluating patients presenting for substance abuse or suicidal ideation,
common reasons for ER visits. It allowed me to master the mental
status exam and pick up on important subtleties during patient inter-
views. It also gave me insight into the common issue of malingering.

Family medicine, just like emergency medicine, requires the ability to
evaluate, manage and relate to patients of all ages with a broad spec-
trum of medical and psychosocial issues. It involves advocating for pa-
tients so they have access to outside resources, a component of care
also relevant to emergency medicine. Consequently, | approached the
rotation with a desire to focus on improving my skills in these areas.

On pediatrics | learned the importance of observation and physical
exam in the evaluation of infants and children, who cannot provide the
same detailed history that an adult can. | improved my ability to identify
and differentiate a toxic-appearing patient from a relatively healthy one,
a critical skill for an emergency physician. | also learned how to effec-
tively work with patients’ families, including ways to appropriately elicit
and address their concerns in addition to the patients’ issues.

Throughout my three clerkships thus far, I've also paid particular atten-
tion to the most serious conditions in to each, so that | will keep these
diagnoses on my radar and remember to rule them out when neces-
sary. | have no doubt that | will continue to learn valuable concepts and
clinical skills on my remaining clerkships, which will serve me well as an
emergency physician.

In sum, whether you're simply considering emergency medicine as a
possible career choice or you've definitely decided on it, it's important
to take of all of your clerkships seriously. Disregarding a core area of
medical knowledge because you've decided to specialize in another is
shortsighted, especially in the case of emergency medicine. Identify the
concepts and skills that may be relevant to your practice as an emer-
gency physician, and utilize clerkships as opportunities for competency
or even mastery in these areas. M
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PROFESSIONAL SERVICES INC

Now Hiring Emergency Medicine Physicians
To provide services at

Naval Hospital Pensacola, Florida

Catalyst is a Service Disabled, Veteran Owned small business that provides
medical services at U.S. Department of Defense hospitals and clinics throughout
the nation.

Emergency Room Physician opportunities currently exist at Naval Hospital
Pensacola. Full or half time positions are available.These positions are offered with
full benefits or you can take a higher pay rate and waive benefits.

Enjoy a great work environment.

Pensacola offers gorgeous white sand beaches, unlimited outdoor recreation and a
wide range of metropolitan attractions.

Malpractice protection is provided and any state license is accepted. If you are
interestedin enhancing your career by working with the men and women who
serve our country, please contact us now!

www.catalystpsi.com
For more information contact:

Lisa Layton Megan Heath
571-299-8766 301-518-3490
Lisa.Layton(@catalystpsi.com Megan.Heath@catalystpsi.com

JANUARY/FEBRUARY 2013 COMMONSENSE 33



JOB BANK

34

L.ll"
i

.\ Ut
' AAEM Job
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TO PLACE AN AD IN THE JOB BANK:

Equitable positions consistent with the Mission Statement of the American Academy of Emergency Medicine and
absent of restrictive covenants will be published (upon approval) for a one time fee of $300 ($450 with expanded
text), to run for a term of 12 months or until canceled.

Promote Your Open Position Today!

Complete a Job Bank registration form, along with the Criteria for Advertising Section, and submit payment. If you
are an outside recruiting agent, the Job Bank Criteria for Advertising must be downloaded and completed by a
representative from the recruiting hospital/group.

Direct all inquiries to: http://www.aaem.org/benefits/job-bank or email info@aaem.org.

POSITIONS AVAILABLE

For further information on a particular listing, please use the contact information listed.

Section I: Positions Recognized as Being in Full Compliance with AAEM’s Job Bank Criteria

The positions listed are in compliance with elements AAEM deems essential to advertising in our job bank. Fairness practices include democratic and
equitable work environments, due process, no post-contractual restrictions, no lay ownership, and no restrictions on residency training.

Section Il: Positions Not Recognized as Being in Full Compliance with AAEM’s Job Bank Advertising Criteria

Positions include hospitals, non-profit, or medical school employed positions.

Section llI: Positions Not Recognized as Being in Full Compliance with AAEM’s Job Bank Advertising Criteria
Positions are military/government employed positions.

SECTION I: POSITIONS RECOGNIZED AS BEING IN FULL COMPLIANCE WITH AAEM’S JOB BANK CRITERIA

Sunny, beautiful, NW Tucson: BC/BE ER physician night shift
position. Premier, established, democratic, physician owned
group of 22 BC ER physicians with successful scribing program
to assist/expedite patient flow and care. Offering very competitive
and highly compensated full-time night shift physician package.
Package includes making own schedule, malpractice coverage,
medical/dental insurance, 401K, and may also include recruitment
incentives. The group serves two well respected hospitals (one a
TOP 100 hospital), with combined 75K+ visits annually with excel-
lent 24/7 hospitalists, radiology and subspecialty coverage. Please
contact Lisa Kay at 520-469-8014 or at the email below. (PA 882)
Email: nteptucson@msn.com

“AAEM Certificate of Workplace Fairness”

Kern Medical Center (KMC) is in search of an academically
minded emergency medicine physician who is interested in a
position as faculty in the residency program here at Kern Medical
Center. Our residency program continues to be granted full
accreditation by the RRC. Kern Emergency Physicians are a fully
democratic group whom manage the residency and department.
The position involves teaching, patient care, and some administra-
tive and scholarly activities. The department offers a competitive
compensation package commensurate with qualification and ex-
perience, UCLA academic advancement, and exceptional benefits
including professional liability and retirement plan. Candidates
must be board eligible/certified with a strong interest in academic
emergency medicine and eligible for licensure in California.
Bakersfield is located at the southern end of the San Joaquin Val-
ley and is surrounded by a horseshoe-shaped rim of mountains
that provides a temperate climate, allowing outdoor recreational
activities year-round. The area has easy access to Los Angeles,
San Francisco, Las Vegas, and the Pacific coast. Bakersfield is
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well oriented toward family life, with affordable housing in planned
communities, lots of parks, and public and private schools includ-
ing Bakersfield Jr. College and California State University. For
more information, email the address below. (PA 833)

Email: mcpheetr@kernmedctr.com

Website: http://www.kmcemed.edu/

Pinnacle Emergency Physicians of Bakersfield is seeking full or
part time (BC/BE) emergency physician to join a group staffing 3
private community hospitals/referral centers with a total volume of
~140/y (~2 pt/h). Bakersfield Memorial (~73k/y w/ Peds ED open-
ing 2014; 24/7 peds/PICU/adult hospitalists; Cardiac and Stroke
Referral Center). Mercy Truxtun (~27kly; 24/7 adult hospitalist
and Stroke Referral Center). Mercy Southwest (~40k/y; suburban,
24/T hospitalist; peds, OB, and general medicine). Significant
mid-level coverage at all facilities with provider in triage at all facili-
ties. All specialties covered with good back up. Most trauma in

the city goes to Kern Medical Center. Employee status at $165/h
days, $175/h evenings, $185/h nights. A 2% y profit sharing track
beginning after 6 mo. with yearly 401K contributions, $500/mo for
health insurance, malpractice, quarterly bonuses, and $5000/y for
CME/licensing/supplies. Quarterly profit sharing increases hourly
pay up to $60/h or higher depending on productivity and length

of service with Pinnacle. Ninety miles N. of LA, 4h to Las Vegas,
San Diego, San Francisco, and Mammoth. Non-stop flights to
Phoenix, San Francisco, Denver, Houston and Los Angeles. Low
cost of living compared to rest of California. Live here, vacation
anywhere. Abundant recreational activities locally with nearby
world class white water and windsurfing, off road biking, hiking in
the Sequoias, skiing 3-4 h, Yosemite 3h, beaches 2h. CV's may
be faxed to 661-589-2151 or e-mailed to phogku@aol.com or
kianazimian@yahoo.com. For more information call 661-332-1064
or 661-616-8930. (PA 924)

Email: phogku@aol.com

Platte Valley Medical Center, 15 miles east of Denver. Approxi-
mately 22,000 visits. Level IV trauma center. Excellent physician
coverage with 12hrs of mid-level coverage. 8 hr shifts. 24/7 CT,
MRI and U/S. Outstanding relationship with hospitalists. Small
private group with partnership opportunities. Easy commute from
Denver or Boulder area. Please forward CV to Kirk Quackenbush,
MD, to the email address below. (PA 903)

Email: quacks41@msn.com

“AAEM Certificate of Workplace Fairness”
Stable group in Charlotte County, Florida, needs new partners

to replace 3 who have retired. Staffing Fawcett Hospital for 25
years at 24K visits, 30% admissions, geriatric/medical. Englewood
Hospital 16K visits, 18% admissions. Excellent PA/NP coverage
10-10 and single physician coverage at both. A family-oriented
group that believes in a comfortable 12/12hr shifts/month and
enjoying all the boating and fishing the area has to offer. Pineview
School is among the best in the country, and this rural area is still
only 1 hour from Tampa. We are looking for physicians who are
team players to join our family, as we look after one another. We
have created a work environment that is attractive enough that we
each plan to finish our careers here. Come visit. (PA 825)

Email: rayjamesdo@aol.com
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Pediatric emergency medicine physicians, Orlando, FL; First
free-standing children’s hospital in Orlando, Florida! Join a unique
program in pediatric emergency medicine at Nemours Children’s
Hospital, Orlando, FL. Our brand-new hospital opened October
22,2012, and we are actively seeking BC/BE PEM physicians to
complete our staffing plan of 9 PEM physicians. We already have
seven confirmed PEM physicians, including one nocturnist and
one working weekends only. In addition, we have one pediatric-
trained physician and two advanced practice nurses providing
double coverage in the department. We are actively seeking
enthusiastic physicians who are interested in helping to build this
new academic program. Physician candidates must be BC/BE

in pediatric emergency medicine, and be eligible for unrestricted
Florida Medical Licensure. Respond: tglass@nemours.org;
Submit CV: Brian Richardson, Physician Recruiter: 407-650-7670,
brichard@nemours.org; www.nemours.org. EOE (PA 936)

Email: brichard@nemours.org

Website: http://www.nemours.org/

STG International—Seeking BE/BC emergency medicine
physicians for ICE Immigration Customs Enforcement Medical
Facilities. Location available: Lumpkin, GA. We offer competitive
compensation starting at $190,000, full benefits package, paid
malpractice insurance, paid vacation and federal holidays, 401K
with company match, flexible scheduling, $5,000 bonus. For more
information, contact: Renita Shaw 571-216-3724 (Office), 866-
573-8529 (fax) or email the address below. (PA 804)

Email: renita.shaw@stginternational.com

Website: www.stginternational.com

An expanding emergency medical group with 3 hospital locations
within the city of Chicago is offering excellent full- and part-time
job opportunities for emergency medicine physicians. The group
also provides hospitalist services to these hospitals. \We are a very
stable group providing excellent service to our patients for over
ten years. The group offers a competitive compensation, benefits,
paid malpractice and the opportunity to work with an established
emergency group with an outstanding developed patient-oriented
environment. For more information, contact Dr. Anwer Hussain at
anwermh@gmail.com or Diane Wolf at 630-581-6525 or email the
address below. (PA 808)

Email: dwolf@hbcmd.com

Heartland Emergency Specialists is a stable, independent group
of physicians staffing the emergency department of OSF St.
Joseph Medical Center in Bloomington, lllinois. Our census is
approximately 28,000 per year with the average physician seeing
about 2 patients per hour. Our physicians are independent con-
tractors for the first year and average $175/hour with a $20,000
signing bonus. Full voting and administrative partnership status
eligibility after the first year, including sharing in profit distribu-
tions. There is opportunity for future administrative positions. We
are seeking emergency medicine physicians, BC/BE ABEM or
AOBEM, to join our group. Bloomington/Normal is one of the fast-
est growing metropolitan areas in lllinois, with a total surrounding
population of approximately 150,000. We are within 2 hours of
Chicago, 3 hours from St. Louis, and 40 minutes from Peoria.
We have minor league baseball, basketball, and arena football
with lower than average housing prices nationally. Contact: Doug
Ward, MD, 309-830-6405 or email the address below. (PA 826)
Email: wardo10@gmail.com

Website: http://hes0911.com/index.html

PHILOSOPHY-Emergency Care Physician Services is a Chicago-
based, physician-owned, financially democratic emergency
medicine group with full & part time positions available for board
certified EM physicians. The unique business model is based on
full transparency with profit sharing and business equity for those
physicians who make a defined commitment on a full or part time
basis. Additional incentives are available to full-time physicians.
FACILITIES - Newly renovated ED facilities of MetroSouth Medi-
cal Center in Blue Island, IL, in the Chicago Metro Area offer 30
state-of-the-art medical exam rooms with integrated LCD televi-
sions plus Empower Systems ONC Certified EHR hospital-wide.
42,000 patients are evaluated annually by double to triple staff
coverage, with 44 hours of physician coverage. COMPENSATION
- $175/hour day shifts, $185/hour night shifts plus profit sharing
and business equity for physicians that make a defined commit-

ment. Malpractice insurance is included. (PA 914)
Email: enussbaum@ecps.md
Website: http://www.ecps.md

Infinity HealthCare is a successful highly-regarded physician-em-
ployee owned and managed emergency medicine group practice.
Growth and expansion have resulted from our ability to deliver
the highest quality of care on a consistent basis in established
collaborative relationships with client hospitals and their medical
staffs. We are proud to be able to exceed expectations in the 20
hospital EDs throughout northern lllinois and Wisconsin that we
currently staff and manage. Infinity is recognized for the set of
core values and beliefs that characterize the company. Infinity’s
primary distinctions are our innovative ownership structure, solid
ideological foundation and commitment to proven physician
leadership and direction in a fair-minded practice environment.
Physicians are encouraged to capitalize on opportunities, both
clinical and administrative, to achieve their career goals within,
and with respect for, the communities they serve. Please direct
inquiries and CV to Hector Aguilera, MD, FAAEM, via the email
address below. (PA 850)

Email: ihc-careerops@infinityhealthcare.com

“AAEM Certificate of Workplace Fairness”
Mount Sinai Hospital emergency department, community teaching
hospital on the southwest side of Chicago, has full and part-time
positions in EM board certified or prepared physicians. Level |
pediatric and adult trauma center and fast track with 58,000 visits
and EM residents from the University of Chicago. Competitive sal-
ary and benefits. Contact Leslie Zun, MD, Chairman, Department
of Emergency Medicine, Mount Sinai Hospital, 15th and Califor-
nia, Chicago, IL 60608. Phone 773-257-6957, fax 773-257-1770
or email the address below. (PA 884)

Email: zuni@sinai.org

“AAEM Certificate of Workplace Fairness”

Rare Opportunity--Emergency medicine in northwest Indiana.
Valley Emergency Physicians (VEP) is seeking an exceptional
board-certified or board-eligible physician to join our 18 member,
democratic, physician-partner-owned, fee-for-service group. VEP
continues to have a great relationship with St. Joseph Regional
Medical Center after more than thirty years of serving hospitals in
South Bend/Mishawaka and more recently in Plymouth IN. Imme-
diate partnership upon hire--this means equal vote, equal pay and
bonus distributions with nights, weekends and holidays divided
equally! Total first year compensation is above the 90th percentile
based on the most recent MGMA data. Our group has received
the AAEM Certificate of Excellence for Workplace Fairness. Our
new state of the art 38-bed ED opened in December 2009 and
we're growing steadily to 60,000 visits in 2012. Twenty-four hours
of mid-level provider coverage daily. Opportunities are available to
teach medical students and residents in the ED. Indiana has been
selected as “America’s most physician-friendly state.” with one of
the most favorable malpractice environments. South Bend offers
strong public and private schools, very affordable cost of living
and, all of the cultural amenities associated with Notre Dame
University. Easy access to Chicago (90 minutes to downtown),
Indianapolis (3 hours) and Lake Michigan (45 minutes). Please
contact Kurt DeJong MD, group president, at 574-276-1286 or to
the email address below. (PA 902)

Email: dejongkurt@comcast.net

Indiana-Jasper: Memorial Hospital and Health Care Center is
seeking a full time EM who is BC/BE. We will consider physicians
just completing residency. The ED sees a great mix of patients
with full specialty back up. ED averages 33,000 visits per year.
We offer a solid referral base, superb support staff and up to date
technology. Full benefits including insurance, excellent salary plus
productivity bonus, paid malpractice, sign on bonus, relocation
allowance, educational assistance, generous CME allowance and

more! Jasper offers a great family lifestyle with a low cost of living,

state-ranked public and private schools and excellent outdoor
recreation. To learn more about this opportunity submit your CV
to gjochem@mhhcc.orgor contact Glennda Jochem at (812)
996-8492. (PA 929)

Email: gjochem@mhhcc.org

Website: http://www.mhhcc.org/
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Pediatric Emergency Physician, Framingham, MA (West of
Boston) Established, democratic, physician managed group

is seeking a full time/part time board certified or board eligible
pediatric emergency medicine physician to staff the emergency
department at MetroWest Medical Center's campus at Framing-
ham Union Hospital; a community hospital in the suburban Boston
area. The ED has 12 hour pediatric emergency coverage from
noon to midnight, 24 hr. pediatric hospitalists and an affiliation
with Tufts Floating Hospital for Children in Boston, MA. We offer a
flexible schedule, comfortable work environment, and an excellent
salary and benefit package. Responsibilities include direct patient
care as well as teaching medical students on rotation. Please
send inquiries to: Paul Kotzampaltiris DO, Chief, Division Pediatric
Emergency Medicine at Framingham Union Hospital Department
of Emergency Medicine MetroWest Medical Center 115 Lincoln
Street, Framingham MA, Phone: 781-640-6710 or email the ad-
dress below. (PA 907)

Email: pedempaul@mac.com

CEP America is seeking BE/BC emergency medicine physicians;
$50K sign-on bonus available for qualified candidates. Owensboro
Medical Health System in Owensboro is a regional hospital with
22 private ED rooms and 11 private fast track rooms that sees
64,000 annual ED patient visits. It was awarded HealthGrades
Distinguished Hospital for Clinical Excellence from 2009-2011
(Only 16 hospitals in the nation receive this annual award). The
location is ranked #1 by Business Week in 2010 for “Best Place to
Raise Your Kids” and was ranked among the top 100 “America’s
Best Places to Live” by CNNMoney.com. (PA 870)

Email: luv@medamerica.com

Website: http://www.cepamerica.com/

Righttime Medical Care, the BEST in urgent care, is currently
interviewing full and part-time physicians. Successful candidates
will join our dynamic, award-winning team to meet ever-increasing
patient care needs. Founded in 1989 by pediatricians, Righttime
Medical Care now serves patients of all ages and proudly delivers
on its mission of providing high quality medical care and excep-
tional service to over 1.5 million patients in nine Maryland loca-
tions. Righttime promises to be there when our patients need us
most, 365 days a year and offers physicians exceptional schedule
flexibility and opportunities for growth. Righttime offers competitive
compensation/benefits, exceptional training, and gratifying work
in a professional, team-oriented environment, focused on patient
care and quality of life. Email your CV to the email address below.
(PA 852)

Email: mdrecruitment@myrighttime.com

Website: http://www.myrighttime.com careers

Need EM physician to join large MSG with EM division, just N.

of Detroit. Currently 6 physicians and 3 PAs cover one level 2
hospital. 8 and 12 hr. shifts, great pay, excellent benefits with
bonus. Early partnership, lovely community on Great Lake with
diverse population, restaurants, shopping, and cultural and sports
amenities; all faiths represented along with top Ml schools. Close
and easy access to Metro Detroit and Suburbs. All inquiries
confidential. Contact email address below or call Toni at 810-629-
1903. (PA 803)

Email: toniemiles@aol.com

We are a dynamic group of emergency medicine physicians in
Northern Michigan looking to add another full time physician

to our group due to an upcoming retirement. We prefer a team
oriented physician who is interested in a balance of income and
lifestyle. We offer competitive starting pay equal to partners, one
year to partner and an exceptional benefit package. We are a fair
and democratic group and utilize a professional management
company. Enjoy an exciting emergency medicine practice that is
clinically, personally and financially rewarding, located in a safe,
family oriented lakefront community. (PA 894)

Email: dan@radbusiness.com
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Terrific emergency medicine career opportunity in southeast
Michigan. This career opportunity provides the chance to work in
diverse practice environment seeing a higher level of acuity and
treating a more rural patient population. Annually seeing nearly
30,000 patients, with superb coverage and a patient-per-hour ratio
of 2:1. Shifts range from 8 to 12 hours and we offer competitive
compensation with an appealing benefits package including
health, dental, life and disability and 401K. This locale offers
splendid access to the lake, with many marinas and weekend
cottages in the area. Golf, fishing and skiing are some of the main
activities. Join a thriving group of multi-practicing physicians and
enjoy a strong collaboration with your partners. Please contact
810-385-8082 for further information or e-mail kliemand@yahoo.
com. (PA 927)

Email: dklieman@physicianhealthcare.com

Website: https://www.physiciahealthcare.com

“AAEM Certificate of Workplace Fairness”

St. Louis—Emergency Physicians of St. Louis is a young
democratic group of 85% EM BC/BE physicians seeking to fill a
full-time position. Candidate must be ABEM/AOBEM BC/BE. We
value a balanced life and an equitable practice and have created
a company that espouses these principles. Our group staffs a 43-
bed emergency department that sees about 54K adults yearly and
has moderate/high acuity with a 35% admission rate; a separate
group staffs the pediatric department. There is superb coverage
including at least 12 hours of mid-level staffing daily. Compensa-
tion is excellent, including health/dental insurance and a one-year
partnership track. We're looking for a strong candidate who will
make a great fit. (PA 842)

Email: ewferguson@gmail.com

Website: http://www.ep-stl.com

Physician opportunity with a stable, independent emergency
medicine group in beautiful Wilmington, North Carolina. Our prac-
tice sites range from a regional hospital offering level Il trauma
care to a small community hospital, all within a 25 mile radius of
Wilmington. Southeastern North Carolina embodies coastal living
atits finest. Local beaches offer warm waters, boating, and fish-
ing. Wilmington’s historic downtown features shopping, galleries,
and restaurants. Our close-knit community offers the amenities of
a city with a small town feeling. Physicians practicing with ECEP
I, PA. receive competitive pay rates and an excellent benefit
package. For more information about employment opportunities
please contact J. Dale Key, Administrator, ECEP II, PA. 4402
Shipyard Blvd. Wilmington, NC 28403. Phone: 910-202-3363. Fax:
910-791-9626 or email the address below. (PA 809)

Email: dkey@ecepnet.com

Website: www.ecepnet.com

Emergency medicine physician opportunity in Oxford, Ohio, home
to Miami University. Great location, competitive salary and excel-
lent benefits, fully democratic group and one year to partnership.
Approximately eighteen thousand visits per year. (PA 932)

Email: ljones@mhmh.org

Website: http:/www.mhmh.org

Board Certified Emergency Medicine Physician: Multiple evening
shifts available! ZoomCare is currently looking for an outstanding
board certified emergency medicine physician at our leading

Pearl District location treating Portland’s residents, designers,
students, business executives and visitors alike. We offer a strong
compensation package and multiple shifts. ZoomCare is an
innovative collection of neighborhood clinics led by providers who
care deeply about clinical excellence and patient satisfaction. You
can be a core member of a growing organization that emphasizes
quality, service, and access. Ours is a revolutionary health care
system, providing customer-focused illness, injury and preventive
care in state-of-the art clinics. You will work with a world class
clinic associate and the best technology available to provide
complete care to your patients, including laboratory and pharmacy
services. In order to better serve the Portland community, we are
expanding our services to evening hours. We are currently hiring
for multiple evening shifts. Benefits: Excellent compensation pack-
age, medical, dental, and vision coverage, short term disability,

life insurance, 401K, and paid time off for full time employees.

Full medical malpractice coverage is provided to all clinicians, as
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well as a reimbursement program for licensing fees. If you are
interested in applying please go to: https://home2.eease.adp.com/
recruit/?id=3815392 (You may need to copy the link and paste it in
your browser.) (PA 904)

Email: nmartz@zoomcare.com

Website: http://www.zoomcare.com

Geisinger-Shamokin Area Community Hospital (G-SACH), located
in Coal Township, PA, is seeking a BC/BE emergency medicine
physician to join an active, growing emergency department. Join
a team of 5 full time emergency medicine physicians, practice
state-of-the-art medicine in a facility that handles over 16,000
visits annually. Teaching opportunities exist with 3rd year EM resi-
dents rotating through the department. Discover for yourself why
Geisinger has been nationally recognized as a visionary model

of integrated healthcare. For more information, please visit Join-
Geisinger.org or contact: Lori Surak, Department of Professional
Staffing, at 800-845-7112 or email the address below. (PA 838)
Email: ljsurak@geisinger.edu

Website: http://www.Click2Apply.net/dtfcxyg

Lebanon Emergency Physicians, PC. is seeking a FT BE/BC
emergency medicine physician to be employed on a track towards
partnership with the existing 7 FT shareholders. LEPPC is a
stable private EM physician group providing high quality compas-
sionate care to the patients that utilize The Good Samaritan
Hospital, a very equipped community health system. (50,000
annual patient visits, non-trauma center) Great compensation
package, with extensive benefits. Lebanon County is a very
beautiful area that offers affordable cost of living, great school
systems, many recreational and social activities, and great access
to highway systems to visit surrounding metropolitan areas, such
as Harrisburg, Philadelphia, Baltimore, Washington, D.C. and New
York City. Interested candidates please send CV to Jason Longo,
Practice Administrator at the email address below. (PA 862)
Email: jlongo@gshleb.org

Carolina Care, a democratic, physician owned and operated prac-
tice of 50+ physicians, is looking for ABEM/AOBEM board eligible/
board certified EM physicians. Located in Columbia, SC, we staff
6 different locations across the midlands. Community hospitals, as
well as level | trauma center with residency program. No locums
or recruiters needed. 803-622-3081 (PA 813)

Email: gregconde@mac.com

Website: www.carolinacare.com

“AAEM Certificate of Workplace Fairness”

We are a small group looking for another SUPERSTAR full- or
part-time for our band of extraordinary superheroes. We are

just outside of Nashville, TN. ED volume is a busy 35K at a
community hospital. Our current doctors completed residencies
at Vanderbilt, Hopkins, Harvard, and Stanford. We have the BEST
reputation around. We are a fair, independent, democratic group.
24 month partnership track for qualified superstars. Call or send
your CV today. David Lawhorn 615-230-5463. (PA 802)

Email: dlawhorn@mac.com

San Antonio, Texas; Greater San Antonio Emergency Physicians,
PA. - established, independent, democratic group of 40+
emergency physicians, all emergency medicine board certified/
eligible residency trained and 14 pediatric fellowship trained,
providing services in a single health system and community

for over 20 years. Currently seeking BC/BE residency trained
physicians and pediatric emergency physicians. All EDs
recently renovated or new with a dedicated children’s ED.

Total group volume 170K+. Offering competitive compensation
and a partnership track to all physician employees. For more
information, please send CV to jobs@gsep-pa.com or 210-614-
1722 fax. Visit GSEP at the EMRA Job Fair. (PA 883)

Email: mdrummonds@gsep-pa.com

Website: http://www.gsep-pa.com

VA, Charlottesville, Piedmont Emergency Consultants; Fully
democratic, private and progressive group seeks full time BC/BE
EM trained physicians for expanding needs. We are a longstand-
ing group that has held a 20+ year exclusive contract with MJH
(www.marthajefferson.org). Recent move to new hospital and
opening of free standing ED has created new positions. We value
a balance in work and life, and strive to provide elite EM care in a
supportive and close group of EM docs that love to live in the best
town in Virginia. Stats: $140/hr baseline + RVU-based quarterly
bonus, very generous benefits, CME, retirement, 8 hour shifts,

16 shifts/mo, equitable and flexible scheduling from day one, two
year partnership tract, MJH: 176 beds, 23 main ED beds, 6 bed
fast track, 10 bed CDU/Peds, Free standing ED: 14 beds, great
relationship with full range of consultants. Contact us at the email
address below. (PA 910)

Email: daniel.ricciardi@mjh.org

West Sound Emergency Physicians (‘WSEP”) is a stable,
democratic, independent group of 19 EM physicians providing
service to the Harrison Medical Center hospitals in Bremerton and
Silverdale, Washington. We have a full-time partner track opening
for an excellent physician who is trained and either board certified
or eligible in emergency medicine. WSEP offers a great benefits
package including generous productivity compensation model,
paid malpractice, retirement plan, partnership and flexible sched-
uling (8-9 hr shifts). Current annual volume for the Bremerton
campus is 46,000 and 27,000 at our Silverdale campus. Submit
CVs to info@psrinc.net or contact Bill Morris, MD, at 206-713-
4121. (PA 818)

Email: iohnson@psrinc.net

Washington, Longview democratic group of 15 EM board certified
physicians seeking a BC or BP emergency physician to join our
single hospital group. We have enjoyed almost 35 years with St.
John Medical Center, a 193 bed, level lIl trauma center with an ED
census of 53,000+ pts/year. Good compensation and partnership
consideration after one year. Longview is an affordable small city
along the Columbia River. Longview is conducive to a multitude of
outdoor activities while close to Portland. Send CV to: Holly Lib-
eratore, MD, at the email address below or Cascade Emergency
Associates. PO Box 2404, Longview, WA 98632. (PA 871)

Email: liberatoreh@comcast.net

Be a part of the new team at our successful and stable
Wenatchee, WA, group of 13 expands to Samaritan Hospital in
Moses Lake, WA. Immediate openings for ABEM board certified,
energetic and well-trained emergency physician partners, includ-
ing one as director with additional stipend. Rotate some through
Central Washington Hospital in Wenatchee for overall teamwork
and increased acuity. Fair partnership structure of independent
contractors with competitive hourly rate + profit-sharing and
limited benefits. 50-bed, level 3 trauma. Community of 45,000
surrounded by second largest fresh water lake in WA. Fastest
growing community in WA state — come and be a part of the
excitement. Sunny, moderate 4-season climate with abundant
recreation. Send CV to Wenatchee Emergency Physicians, c/o
JoinUs@wvmedical.com (PA 922)

Email: nfishbourne@wvmedical.com

Infinity HealthCare is a successful highly-regarded physician-em-
ployee owned and managed emergency medicine group practice.
Growth and expansion have resulted from our ability to deliver
the highest quality of care on a consistent basis in established
collaborative relationships with client hospitals and their medical
staffs. We are proud to be able to exceed expectations in the 20
hospital EDs throughout Wisconsin and northern lllinois that we
currently staff and manage. Infinity is recognized for the set of
core values and beliefs that characterize the company. Infinity’s
primary distinctions are our innovative ownership structure, solid
ideological foundation and commitment to proven physician
leadership and direction in a fair-minded practice environment.
Physicians are encouraged to capitalize on opportunities, both
clinical and administrative, to achieve their career goals within,
and with respect for, the communities they serve. Please direct
inquiries and CV to Hector Aguilera, MD, FAAEM, via the email
address below. (PA 849)

Email: ihc-careerops@infinityhealthcare.com



JOB BANK

SECTION II: POSITIONS NOT RECOGNIZED AS BEING IN FULL COMPLIANCE WITH AAEM’S JOB BANK ADVERTISING CRITERIA

(Below are hospitals, non-profit, or medical school employed positions.)

Huntsville Hospital seeks BC/BE emergency medicine physicians;
30+ physicians, recent renovation & expansion of emergency
department, electronic medical record, 75+ bed emergency
department , 140,000 patient visits annually, dedicated pediatric
ER at Huntsville Hospital for Women & Children, level | trauma
center, regional referral center for north Alabama and southern
Tennessee, employed position. The position offers an excellent
compensation package including above MGMA average salary
with RVU-based incentives, paid vacation, CME allowance, health
and life insurance, malpractice insurance, and a 401K plan with
employer contribution. The hospital has 24/7 in-house hospitalist,
radiology, cardiology, trauma, orthopaedic and neurosurgical
coverage. Huntsville, is situated in the fastest growing major
metropolitan area in Alabama, and with the highest per capita
income in the southeast, Huntsville is the best place to live, learn
and work. We are a community on the move, rich with values and
traditions while progressing with new ideas, exciting technologies
and creative talents. With a population of 386,661 in the metro
area, we are a high-tech, family oriented, multi cultural community
with excellent schools, dining and entertainment. Huntsville
named #1 BEST CITY by Kiplinger's Personal Finance Magazine,
Huntsville named in Top 50 Best Places to Raise Children in the
U.S. by Business Week, Huntsville named among Top Ten Smart-
est Cities in the World by Forbes. For further information, please
contact Kimberly Salvail at (256) 265-7073 or email physicianre-
cruitment@hhsys.org. (PA 911)

Email: kimberly.salvail@hhsys.org

Website: http://www.huntsvillehospital.org

Grant Cooper & Associates has been retained by the University
of Arkansas for Medical Sciences (UAMS) to conduct a national
search for the Chair, Emergency Medicine. The emergency
medicine department sees 55,000 patient visits per year and is

a 400-bed, level | trauma center. There are 15 full-time faculty;
UAMS has a well-regarded residency program that was recently
reaccredited for five years. The ideal candidate will have a
national reputation in the areas of clinical care, administration,
and research. They will have demonstrated success in creating a
strategic vision that focuses on program development, physician
mentoring and management, quality, patient satisfaction, and
academic productivity. Board certified MD/DO degree is required.
(PA 816)

Email: judy@grantcooper.com

Website: http://www.grantcooper.com

Seeking CORE FACULTY for a New EM residency program

at Kaweah Delta Medical Center. CEP America is the largest
truly democratic EM partnership in the nation. We are a stable
partnership offering highly satisfying, long-term emergency career
opportunities for EM Providers for 35 years. Opportunity: Our
CEP America Kaweah Delta ED, in collaboration with the Kaweah
Delta Medical Center, is establishing a new EM residency pro-
gram scheduled to start in 2013. We are looking for core faculty
especially with fellowship training or experience in ultrasound,
research, EMS, Peds EM, toxicology, critical care, including new
grads, will be strongly considered. Kaweah Delta Medical Center
is one of the largest regional referral centers for an array of
services in California’s Central Valley. The ED is a level Il trauma
facility that sees more than 74,000 patients annually. To learn
more, contact Patti Egan at 510-350-2789 or email the address
below. (PA 837)

Email: careers@cepamerica.com

Website: http://www.cepamerica.com/careers

The Department of Emergency Medicine at the Keck School of
Medicine of USC is seeking motivated faculty with an interest

in medical education and resident leadership for an associate
residency director position. Responsibilities will include mentor-
ing residents and supervision of the didactic curriculum. The
associate residency director will report to the program director
and share in the leadership and responsibilities of the residency
program. Academic rank will be determined by credentials. Ap-
plicants should have residency training and board certification in
emergency medicine. Excellent salary and fringe benefit package.
Please send your curriculum vitae to: Sean O. Henderson, MD,
Chair, Department of Emergency Medicine, Keck School of
Medicine of USC, 1200 N. State Street, Room 1011, Los Angeles,
CA 90033 or email the address below. (PA 844)

Email: sohender@usc.edu

Website: http://keck.usc.edu/Education/Academic_Department_
and_Divisions/Department_of Emergency_Medicine.aspx

The Division of Emergency Medicine in the Department of
Surgery at Stanford University seeks a board certified clinician/
researcher to join the division as an assistant or associate profes-
sor in the Medical Center Line. The major criteria for appoint-
ment for faculty in the Medical Center Line shall be excellence

in the overall mix of clinical care, clinical teaching, scholarly
activity that advances clinical medicine, and institutional service
appropriate to the programmatic need the individual is expected
to fulfill. Faculty rank will be determined by the qualifications and
experience of the successful candidate. The successful applicant
should have board certification in emergency medicine with an
advance degree and/or experience in clinical research. We are
particularly interested in candidates who have a track record of
excellence in research and experience in securing funding. In ad-
dition to providing excellent clinical care, and teaching house staff
and medical students, this new physician researcher will lead by
example by writing grants and conducting research pursuant to
his or her expertise. As such this person will also be expected to
be an invaluable resource as a mentor for junior faculty, residents
and medical students in the area of clinical research. Applications
will be reviewed beginning September 1, 2012, and accepted until
the position is filled. Stanford University is an equal opportunity
employer and is committed to increasing the diversity of its faculty.
It welcomes nominations of and applications from women and
members of minority groups, as well as others who would bring
additional dimensions to the university’s research, teaching and
clinical missions. Submit a CV, brief letter and the names of three
references to: James Quinn, MD MS, Chair of Search Committee,
Professor of Surgery Research Director for Emergency Medicine,
Stanford University, Alway Building, M121, 300 Pasteur Drive,
Stanford, CA 94305; call 650-725-9445 or email the address
below. (PA 872)

Email: quinnj@stanford.edu

The Department of Emergency Medicine, Mayo Clinic in Jack-
sonville is seeking a FT academic emergency medicine physician.
This job provides the opportunity to join a dynamic faculty with
commitment to practice, education, and research in a 25,000 visit/
year high acuity department. Mayo Clinic’s new state-of-the-art,
regional referral hospital opened in April 2008, integrating our
inpatient and outpatient practice on a single 400-acre campus.
Mayo Clinic in Jacksonville is a 370-physician practice with a
national and international referral base. Northeast Florida’s
coastal location offers a pleasant climate and many outdoor
recreational activities. Successful candidate must be an individual
with a demonstrated interest in academic emergency medicine as
proven by performance in residency or fellowship training or fac-
ulty positions. EM residency trained, ABEM/AOBEM certification/
preparedness and eligibility for Florida medical license required.
A comprehensive and competitive salary and benefits package

is being offered. Interested individuals should submit a letter of
interest and CV. (PA 810)

Email: silvers.scott@mayo.edu

Website: www.mayoclinic.org/physician-jobs

WE'RE BUILDING FOR THE FUTURE AND WE WANT YOU TO
BE A PART OF IT. University of Kentucky—Emergency Medicine
Faculty Positions, Department of Emergency Medicine: The
department of emergency medicine at University of Kentucky
College of Medicine is recruiting full-time faculty members at

the assistant or associate professor level. The desired individual
must be BP/BC in emergency medicine. Academic tenure track
and non-tenure track positions available. The department of
emergency medicine benefits from excellent institutional support
from both a financial and facility standpoint. Resident physicians
learn the practice of emergency medicine from engaged and
supportive faculty in a state-of-the-art 40,000 square-foot facility
(adult and pediatric EDs are contiguous), which opened in July
2010 and now has an annual census of over 65,000 patients. The
University of Kentucky Chandler Medical Center is an ACS certi-
fied adult and pediatric level | trauma center located in Lexington,
in the heart of the “bluegrass” region of the state. Lexington is
one of the best small to medium sized cities in America because
of the climate, the cost of living, safety, and the atmosphere

of living in a “college town.” If you are interested in learning

more about this outstanding opportunity, please contact Roger
Humphries, MD, Chair, Department of Emergency Medicine, UK
College of Medicine, Room M-53, Williard Medical Sciences
Building, 800 Rose Street, Lexington, KY 40536. Email the ad-
dress below or call 859-323-5908. The University of Kentucky is
an equal opportunity employer and encourages applications from
minorities and women. Upon offer of employment, successful ap-
plicants must pass a pre-employment drug screen and undergo a
national background check as required by University of Kentucky
Human Resources. (PA 822)

Email: rogerhumphries@uky.edu

Website: http://www.wildcatem.com

Southern small metro-home of prestigious liberal arts school.
Forty minutes from coast, Jetport, Portland. Easy access to
mountains, lakes. Award winning Catholic hospital conducting
search for medical director of emergency medicine. ED sees
32,000 patient visits per year; Level Il trauma center. The ideal
candidate will have clinical and administrative experiences, dem-
onstrate strategies in program development, management and
team building. Board certification in emergency medicine required.
The offer includes competitive salary, all-inclusive benefit package,
and generous moving expenses. Contact Celena Knapp at 207-
866-56800r email the address below. (PA 900)

Email: CKnapp@nehs.net

Website: http://www.healthsearchnewengland.com

Henry Ford West Bloomfield Hospital is seeking a board certified,
Emergency Medicine Service Chief to lead 14 emergency staff
physicians, five midlevel providers, and over 80 support staff at
its newest Henry Ford Health System Hospital. This position is
employed by the Henry Ford Medical Group and reports to the
Chair of Emergency Medicine as well as the Chief Medical Officer
of Henry Ford West Bloomfield Hospital. The Emergency Depart-
ment at Henry Ford West Bloomfield Hospital is a state-of-the-art
facility that currently sees approximately 33,000 patients annually
in 32 private rooms and a two-bed trauma bay with anticipated
growth to 46,000 patients annually over the next three years.

All of our emergency departments are “paperless” with a fully
functional electronic medical record, have CT and ultrasound with
24/7 staff radiologist interpretation, and have full sub-specialty
back up available either on-site or at Henry Ford Hospital in
Detroit. Our benefits include fully paid malpractice (including tail
coverage) and specialty specific long-term disability. Our staff are
also eligible for the Ford Motor Company A-Plan, affordable family
health, vision, and dental insurance, an excellent retirement

plan as well as paid vacation, CME days and CME allowance.
The successful candidate must be Emergency Medicine board
certified with demonstrated abilities in the areas of leadership,
communication, clinical operations, service excellence, quality
improvement, mentorship, academics, and community outreach.
Please submit letter of interest and CV to Gerard Martin, MD,
Chair of Emergency Medicine, in C/O email: sjohns10@htfhs.org.
AA/EEO (PA 857)

Email: sjohns10@hths.org

Website: http://www.henryford.com

JANUARY/FEBRUARY 2013 COMMONSENSE

31



JOB BANK

SECTION II: POSITIONS NOT RECOGNIZED AS BEING IN FULL COMPLIANCE WITH AAEM’S JOB BANK ADVERTISING CRITERIA

(Below are hospitals, non-profit, or medical school employed positions.)

HealthEast Care System is a community-focused, non-profit
organization, and the largest locally owned health care organiza-
tion in St. Paul, MN, with 7,300 employees, 1,500 physicians on
staff, and 1,200 volunteers. Formed by the joining of hospitals
rich in spiritual tradition, HealthEast knows the healing benefits
of treating the body, mind and spirit. We provide compassionate
service that respects the dignity of each person and welcomes
all faith traditions, cultures, and communities. We are currently re-
cruiting emergency medicine physicians who are BE/BC ABEM/
AOBEM. Our EDs are committed to outstanding care and employ
high quality emergency physicians. There is strong system-wide
support for emergency medicine with a dedicated practice
manager. The practice offers flexible scheduling, opportunities

to participate in administration and opportunities to teach, as

we have two in-house family medicine residency programs. Our
emergency care system includes three ED’s and an ambulance
service. (PA 814)

Email: micoulson@healtheast.org

Website: www.healtheast.org

HCMC Emergency Medicine Department Seeking Physician:
Hennepin County Medical Center (HCMC) has new and exciting
opportunities in our emergency medicine department. We are
seeking full-time American Board of Emergency Medicine certi-
fied physicians in the areas of pediatrics, EMS, and undersea &
hyperbaric medicine. HCMC offers a competitive salary and ben-
efits package, faculty appointment at the University of Minnesota,
and the opportunity to work as part of a renowned healthcare
team, academic medical center, and level | adult & pediatric
trauma center. Candidates may submit their CV to Emily Hedeen
at the email address below or call 612-347-5316 to discuss the
positions further. (PA 815)

Email: emily.hedeen@hcmed.org

Website: http://www.hcmc.org

Emergency Room Physician - Full time central New Jersey;

The Trauma and Emergency Services at Capital Health provide
comprehensive care from the time of injury through rehabilita-
tion. Our center meets high national standards for patient care
and teaching. In addition to providing traditional emergency
medical care for patients suffering from illness and injury, we
offer advanced emergency care for patients suffering from
traumas and neurological conditions. Robust call panel with
excellent specialty backup. Capital Health is the region’s leader
in advanced medicine with significant investments in advanced
technologies and the best physicians. Capital Health is a growing
healthcare organization with a new, state-of-the-art hospital in
Hopewell Township, NJ, and significant expansion of services at
Capital Health Regional Medical Center in Trenton, NJ. We also
offer competitive compensation, outstanding health benefits and
a positive, team-oriented atmosphere, including: low employee
expense for medical/dental coverage, opportunities at two
hospital campuses and great access to all central Jersey offers.
Find out why our 3,000+ employees have chosen Capital Health.
Excellent opportunity for board certified or board eligible experi-
enced emergency room physicians to become a member of our
patient-centered emergency/trauma team. The ER physician will
have clinical responsibilities overseeing multiple campuses and
must be comfortable with in-hospital management of all types
of patients. Will provide medical care for general medical and
trauma patients to various populations ranging from adolescent
through late adulthood. Requirements include medical license
to practice in NJ, two or more years of ER experience preferred,
board certification by the American Board of Emergency
Medicine. Please respond via email to the address below. Equal
Opportunity Employer/drug-free workplace. (PA 889)

Email: gsutter@capitalhealth.org

Website: http://www.capitalhealth.org
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The Wake Forest Baptist Health department of emergency
medicine has several outstanding opportunities available at

our affiliated clinical sites. Alamance Regional Medical Center -
Burlington, NC; Lexington Memorial Hospital —Lexington, NC;
Moses Cone Health System —Greensboro, NC; The selected
candidates will join an esteem team of professionals dedicated to
providing superior care. The faculty governance is a unique, open
book democratic model. Our ED offers state-of-the art equipment
and technology, with access to the resources and specialists of
the largest academic medical center in the Piedmont Triad. If you
are interested in learning more about joining one of our affiliated
clinical sites and joining a renowned team of professionals at
one of the nation’s leading academic medical centers, we invite
you to address your curriculum vitae to Dr. James Hoekstra,

c/o Chantelle L. Johnson by applying online at http://www.
wakehealth.edu/HR/Faculty/Physician-and-Faculty-Careers.htm
and searching current opportunities. You may also send your CV
to chanjohn@wakehealth.edu. Wake Forest Baptist Health is an
affirmative action and equal opportunity employer with a strong
commitment to achieving diversity among its faculty and staff.
The ideal candidates will be an exceptional BC/BE emergency
medicine physician and possess the following qualifications: MD/
DO, emergency medicine residency, successful record of clinical
and service excellence, North Carolina licensure or eligible. Apply
Here: http://www.Click2Apply.net/vk8vs2f (PA 921)

Email: chanjohn@wakehealth.edu

$250/hr level Il trauma center seeks BC/BE emergency medicine
residency trained physicians for full-time employment. 14 nine
hour shifts = full-time (132hr/month). 72hr EMD coverage

and 36hr MLP coverage. wRVU production model can have
hourly rate around $250/hr for volume producers. Full benefits,
retirement, CME, $120,000 student loan repayment or $60,000
retention bonus. Sign-on bonus also available. (PA 939)

Email: sjacobs@genesishcs.org

Website: http://www.genesishcs.org

Temple Physicians, Inc. is a large multi-specialty group practice
that is apart of Temple University Health System’s network.

Our urgent care facilities opening early summer/fall 2012 seek
candidates who have completed residency training in emergency
medicine from an ACGME/AOA accredited program. BE/BC and
unrestricted PA state medical license/eligibility and two years of
clinical experience required. CV/complete contact information to:
Colleen Wyse, Physician Recruiter/Recruitment Coordinator, De-
partment of Physician/ Faculty Recruitment & Retention, Temple
University School of Medicine, 3420 N. Broad Street, MRB Suite
101, Philadelphia, PA 19140. Email the address below or fax to
215-707-9452. EOE. (PA 806)

Email: colleen.wyse@tuhs.temple.edu

Penn State Hershey Medical Center, department of emergency
medicine, is seeking an additional pediatric EM physician. An
adult and pediatric level | trauma center, we have 60,000+ visits
per year with more than 25% pediatric patients. Join 20+ experi-
enced physicians, 25+ residents/fellows and numerous physician
assistants, nurse practitioners, nurses, and support staff. Our ED
has 55 treatment/evaluation locations, 8 designated for pediatrics,
two Life Lion helicopters with a dedicated critical care team, 24/7
in-house radiologist, 3 dedicated ultrasound units, pediatric-
specific CT, portable C-arm and more. Contact Nikki directly at
573-814-5956 or email the address below to learn more about our
department and community. (PA 805)

Email: ndooley@tlrec.com

Emergency Medicine Physicians, West Reading, PA: The
Reading Hospital and Medical Center are seeking board eligible/
board certified emergency medicine physicians to help us serve
a population of 400,000-plus with comprehensive services and
technology. The emergency department: One of Pennsylvania’s
busiest EDs with 50+ physicians, treating over 120,000+ patients
annually; patient load of 1.4-2.0 per hour, pediatric and adult

fast track; 84 specialty and multi-purpose treatment rooms plus
24-bed observation unit; emergency residency program planned
for the near future; recently received two Press Ganey awards for
improved patient satisfaction. The Reading Hospital and Medical
Center: 700+ bed, tertiary care facility; 36-acre campus; 50+ re-
mote locations; 1,000+ medical staff; clinical campus of Jefferson
Medical College of Thomas Jefferson University; member AIAMC
and COTH; clinically affiliated with PCOM; top 5% nationally for
patient safety/clinical performance; highest financial rating of any
non-profit institution. To apply, contact Kenneth Nichols at
610-898-5640 or email the address below. EOE (PA 812)

Email: kenneth.nichols@trhmg.org

Website: http://www.readinghospital.org

Emergency Medicine Opportunity — 60 miles north of Philadel-
phia: St. Luke’s Hospital is seeking BC/BE emergency medicine
physicians to join a dedicated team of physicians based either

at our new St. Luke’s Anderson (opened 11/2011) or Allentown
locations. St. Luke’s Anderson features two triage bays for rapid
assessment and 14 exam rooms, four of which are dedicated

as fast track. Allentown is a rapidly growing 48,000 visit ED with
64-slice CT scanner and digital diagnostic radiology in the depart-
ment. Both departments offer excellent physician and mid-level
coverage. Allentown hosts ED residents, interns and medical
students. These employed positions offer: competitive salary,
productivity based bonus structure and a rich benefits package,
including malpractice, health & dental insurance, CME time off/
allowance. St. Luke’s Hospital is a non-profit, regional, fully
integrated network comprised of hospitals, physicians and other
related organizations providing care in eastern Pennsylvania. The
Network includes more than 150 locations, six hospitals and 20
accredited internship/residency and fellowship programs. Aspiring
doctors have the opportunity to earn a medical degree at the
newly established Medical School of Temple University/St. Luke's
Hospital & Health Network based in Bethlehem. The Lehigh
Valley boasts 10 colleges and universities, scenic recreational
opportunities, excellent economic environment, vibrant arts and
culture scene and very close proximity to New York City, Philadel-
phia, and Washington, D.C. (PA 860)

Email: drea.rosko@sluhn.org

Website: http://www.slhn.org

Emergency Medicine—Scott & White Healthcare System/Hillcrest
Baptist Medical Center, Waco, TX. Scott & White Healthcare
System, in partnership with Hillcrest Baptist Medical Center in
Waco, Texas, is currently seeking outstanding physicians BC

in emergency medicine to join its department of emergency
medicine in Waco, Texas. The modern level || emergency depart-
ment at the new Hillcrest campus includes a 42-bed ED. The

ED evaluates and treats 50-55K patients annually, supported

by strong multi-specialty within the integrated system of Scott

& White Healthcare. Scott & White offers a competitive salary
and a comprehensive benefit package. For additional informa-
tion, please call or send your CV to: Dalia Marquez, Physician
Recruiter, Scott & White Clinic, 2401 S. 31st, Temple, TX 76508.
Call 254-724-3803 or email the address below. Scott & White is
an Equal Opportunity Employer. NO RECRUITERS OR SEARCH
FIRMS (PA 832)

Email: amarquez@swmail.sw.org

The Johnston Memorial Hospital emergency department located
in historic Abingdon, Virginia, is currently interviewing for BE/BC,
ABEM/AOBEM certified emergency medicine physicians. The
growth is due to increasing volumes in the ER, averaging 40K an-
nually. This is a hospital employed position with full benefits which
include: generous sign-on bonus, relocation/educational loan
assistance, hourly pay rate, productivity bonus, paid malpractice,
and CME reimbursement. Please contact: Tina McLaughlin,
CMSR, JMH Physician Recruiter 276-258-4580. (PA 811)

Email: mclaughlint@msha.com



SECTION II: POSITIONS NOT RECOGNIZED AS BEING IN FULL COMPLIANCE WITH AAEM’S JOB BANK ADVERTISING CRITERIA

(Below are hospitals, non-profit, or medical school employed positions.)

The Department of Emergency Medicine at the University of
Virginia is actively recruiting for multiple tenure-ineligible clinical
instructors for its fellowship programs. These programs are
designed to produce national leaders in its respective areas of
emergency medicine. Positions are available in Ultrasonography
(Director: James Moak, MD RDMS); Emergency Medical Ser-
vices (Director: Debra Perina, MD); Medical Education (Director:
J. Stephen Huff, MD); Trauma Research (Director: Mark Sochor,
MD) and Cardiovascular Emergencies (Director: Chris Ghaem-
maghami, MD). The successful applicants must have completed
an ABEM/ABOEM accredited emergency medicine residency
prior to July 2013 and be board-certified or board-eligible, have

a MD or DO and must have a genuine passion in the area of
interest to which they apply. New faculty development is heavily
emphasized by the directors of each fellowship program. The
University of Virginia Medical Center is a 600 bed tertiary care
and level 1 trauma center located at the foot of the Blue Ridge
Mountains in Charlottesville, Virginia. The UVA ED treats an an-
nual volume of >60,000 patients inclusive of adult and pediatrics.
We have a well-established residency program with a stable
group of excellent faculty members who are active regionally,
nationally, and internationally in teaching, research, and advocacy.
To apply, visit https://jobs.virginia.edu and search on posting num-
ber 0610449, then complete a candidate profile online and attach
a CV and contact information for three references. Applications
will be accepted on a rolling basis until filled, but preference will
be given for applications received before November 1, 2012. For
further information about the application process, please contact
Donna Ferneyhough at the email below or call 434-24-2897. The
University of Virginia is an equal opportunity/ affirmative action
employer. Women, minorities, veterans and persons with disabili-
ties are strongly encouraged to apply. (PA 878)

Email: dIf5x@virginia.edu

Website: https:/jobs.virginia.edu

Divine Savior Healthcare has an excellent opportunity for an
emergency medicine physician! Your Opportunity: Join 6 other
employed emergency department physicians in a progressive,
state-of-the-art facility, shifts are 8am-8pm and 7pm-8am, ap-
proximately 17,000 annual ED and 5K urgent care visits, urgent
care staffed by mid-level providers, general and orthopedic
surgeons on call, enjoy the advantages of being in an employed,
hourly position PLUS 5 weeks paid time off, a complete benefits
package, 7 days CME, $5,000 CME allowance, student loan as-
sistance, relocation and much more... Your community: enjoy the
great outdoors in a community surrounded by lakes, rivers, parks,
campgrounds, ski hills and more, immerse yourself in a thriving
city with a historic and retail district alive with activity, take comfort
in bringing your family to a family-friendly community recognized
statewide for its outstanding public education system, enjoy a
quick, 30-minute commute to Madison and only 15 minutes to
Wisconsin Dells, take part in living in “the best of both worlds”...
small town appeal without the sacrifice of convenience, location
near three major interstates and two ski hills. Our medical staff is
ready to welcome you to our community! You'll enjoy a collegial
atmosphere with a busy medical staff and hospital with a full
continuum of care. Join our successful staff in providing quality
healthcare to our community! For additional information on this
opportunity, feel free to contact: Divine Savior Healthcare, Jackie
Sill, 2817 New Pinery Road PO Box 387 Portage, WI 53901, 608-
745-5624, cell phone 608-332-5992, fax 608-742-6098 or email
the address below. (PA 897)

Email: Jsill@dshealthcare.com

Website: http://www.dshealthcare.com

SECTION IlI: POSITIONS NOT RECOGNIZED AS BEING IN FULL COMPLIANCE WITH AAEM’S JOB BANK ADVERTISING CRITERIA

(Below are military/government employed positions.)

CasePro is a federal contracting employer that provides medical
services to the U.S. Navy. We currently have an opening for

an emergency medicine physician to join our staff at the Naval
Hospital in Beaufort, South Carolina. The patient population is
active duty military personnel, their families and veterans. Shifts
are typically twelve hours per day. Requirements for the position
include: must be a residency trained physician, at least one year
of experience in the last three years working in an emergency
department with at least 2,500 annual visits per F/T physician,
must be a graduate from a medical school approved by the
LCME, AOA or ECFMG certification, successful completion of

a residency program approved by ACGME or AOA, any current,
valid, unrestricted license in any of the fifty states, DC, Puerto
Rico, Guam or the U.S. Virgin Islands and BLS, ACLS, ATLS,
PALS certification is required. (PA 890)

Email: rob@caseproinc.com
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SCIENTIFIC ASSEMBLY HAS GONE

AAEM is extremely pleased to offer a mobile app for the first time ever at
Scientific Assembly! This app will provide participants with great features
for the conference including:

An event guide
Speaker listing

Evaluations and surveys

Exhibitor and sponsor listing
Handout/PPT document access

Download it today by scanning the QR code with your smartphone or tablet,
or by visiting http://eventmobi.com/aaem13/.

THE COSMOPOLITAN



