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PRESIDENT’S COMMENTS
Ian B.K. Martin, MD, MBA
Medical College of Wisconsin
2019–2020 SAEM President

"...the real celebration is 
not in “what” we did, but 
in “how” we did it. We—
the collective of national 

associations in our 
specialty—affected change 

through collaboration, 
coordination, and 
communication."

Affecting Change Through 
Collaboration, Coordination, 
and Communication  
As with my first two columns, the inspiration 
for this edition derives from recent events in 
academic emergency medicine: First, the 
collective emergency medicine community 
communicated to the Association of American 
Medical Colleges (AAMC) that, as a specialty, 
we would no longer support the Standardized 
Video Interview (SVI) pilot project. Read the 
full statement here. Second, the collective 
emergency medicine community, in a 
coordinated letter-writing campaign, lobbied 
the Accreditation Council for Graduate 
Medical Education (ACGME) to reconsider its 
proposed move to 1) restrict specialty-specific 
Review Committees from setting limits on 
the clinical hours that can be worked by core 
faculty members in training programs, and 2) 
change the scholarly requirement for faculty 
of training programs (effectively weakening 
this longstanding standard) in the Common 
Program Requirements (CPR).

Through a collaboration of our national 
emergency medicine associations we affected 
the change we wanted. Regarding the SVI 
pilot project, we quashed future involvement of 
our specialty given ongoing concerns around 
validity, value, cost, and bias, among others.

Similarly, the coordinated efforts of SAEM 
and other emergency medicine organizations, 
resulted in the ACGME reversing its stance on 
protected time for core faculty stating, “The 
Task Force considered this feedback and 
determined that it is important to preserve 
the ability of individual review committees to 
develop requirements regarding support for 
core faculty members based on the unique 
needs of the specialty.” 

Extricating our specialty—with just 
concern—from the SVI pilot project, as well as 
successfully advocating to preserve the ability 
of the Review Committee for Emergency 
Medicine to require protected time for core 

faculty as a part of program accreditation 
are in and of themselves tremendous feats 
to be celebrated by our members. But the 
real celebration is not in “what” we did, but in 
“how” we did it. We—the collective of national 
associations in our specialty—affected change 
through collaboration, coordination, and 
communication. Those of you who know me 
personally know that I am an eternal optimist, 
and certainly, these two shared successes 
have reinforced my sense of optimism. 
How? Many opine in our specialty about the 
“splintering” of our national associations, but 
I see it differently. While the various national 
emergency medicine associations have 
differing vantage points, we are actually 
“drifting,” albeit slowly, toward one another. 
In my mind’s eye, what we were able to 
accomplish with the SVI pilot project and the 
Common Program Requirements, through 
collaboration with so many of the other 
national emergency medicine associations, 
is strong evidence of this “coming together.” 
Perhaps, as is often the case, we have 
shared causes to thank for this welcomed 
development. In my time on the SAEM 
Board, the trend “line” is that the national 
associations in emergency medicine have 
been collaborating and cooperating more 
and more every year. I look forward to seeing 
where this trend goes, and I am hopeful for 
the future of emergency medicine associations 
and our specialty. Until next time …   

ABOUT DR. MARTIN: Ian B.K. Martin, MD, MBA, is 
professor and system chair of the Department of 
Emergency Medicine and professor of medicine at the 
Medical College of Wisconsin (MCW). He served SAEM 
previously as president-elect, secretary-treasurer, and 
an at-large member of the Society’s Board of Directors. 
Dr. Martin is a founding member and past-president of 
SAEM’s Global Emergency Medicine Academy (GEMA). 
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You originally matched into general surgery but later 
switched into emergency medicine. Why the change 
of heart? Why emergency medicine (EM)? 
Initially, I wanted to pursue academic vascular surgery. 
However, I began to become disheartened with the poor 
perioperative outcomes in the vascular patients, who often 
had multiple comorbidities. Prior to the femoral-distal 
revascularization procedure, I would ask, "If this were 
my mother, would I want her to undergo this six-12 hour 
operation?" After witnessing multiple perioperative myocardial 
infarctions, deaths, cerebrovascular accidents, etc. I began to 
question my decision to dedicate myself to such operations. 
Moreover, in medical school, I absolutely loved every specialty 
and rotation. Thus, I missed the diverse medical, pediatric, 
OB/GYN, neuro, etc. diagnoses and caring for patients. 
I should have realized in medical school that emergency 
medicine would be a perfect fit, but it was not a mandatory 
rotation and I had unfortunately not even considered it. 

You’ve completed a disaster medicine fellowship and 
authored curricula on disaster training. Do you think 
all EM residents and physicians should be trained 
in disaster response to some degree? What do you 
feel is most important for the average community EM 
physician? 
Yes, every EM physician should be prepared to care for a 
disaster scenario to strike his or her hospital and/or region. 
"All disasters are local" is the mantra of disaster medicine, 
and it is paramount for physicians to participate in the hospital 
disaster preparedness planning and efforts (the EM physician 
will know best what supplies are needed, etc.). 

Who are some of the educators and mentors who 
have influenced your career? 
Dr. Roger Lewis has been my mentor since fellowship training. 
He has been a role model for me as a researcher, leader, 
physician, and colleague. I learned the meaning of mentorship 

SPOTLIGHT

TEAM PLAYER  & 
TEAM LEADER 
SAEM Pulse talks with Amy Kaji, MD, PhD

Amy Kaji, MD, PhD, has been a member of the SAEM Board of Directors since 2013 
and currently serves as secretary-treasurer. Dr. Kaji is vice chair of academic affairs 
in the Department of Emergency Medicine at Harbor-UCLA Medical Center at the 
David Geffen School of Medicine at UCLA. After graduating from Harvard University, 
Dr. Kaji attended Thomas Jefferson Medical School. Prior to “seeing the light,” Dr. 
Kaji performed two years of a categorical general surgery residency at the University 
of Chicago. She then completed her emergency medicine internship, residency, and 
research/disaster medicine fellowship at Harbor-UCLA. Under the mentorship of Dr. 
Roger Lewis, Dr. Kaji concurrently earned a doctorate in epidemiology at the UCLA 
School of Public Health during her fellowship. Since her fellowship, Dr. Kaji has been 
active in SAEM. She has previously served as membership committee chair and 
research subcommittee chair as well as on both the nominating committee and the 
steering committee of the "Science of Surge and Simulation" consensus conferences 
prior to joining the SAEM Board of Directors. Dr. Kaji enjoys combining her interests in 
statistical methodology, emergency medicine, and writing through editorial activities; 
she is a methodological/statistical editor for Annals of Emergency Medicine and JAMA 
Surgery as well as an editor for the ninth edition of Rosen's Emergency Medicine. 
Sharon Atencio, DO, chair of the SAEM Pulse Editorial Advisory Task Force, interviewed 
Dr. Kaji for this issue.
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SPOTLIGHT

from him. Dr. Robert Hockberger was the 
chair of our department for 25 years. I 
learned from him how to effectively run a 
meeting and to make every single person 
in the room feel heard. He is a "uniter" 
and team leader. And Dr. Marianne 
Gausche-Hill has been a role model to 
me as a woman leader and researcher. 
She has taught me how to motivate 
and excite a group of people to perform 
research or toward any common goal. 
She makes every single person on a team 
feel valued. 

What advice would you give to  
your younger self starting off in  
this specialty? 
An academic career is a marathon, not 
a sprint. You have to learn to say "no." 
There will be endless opportunities. 
Be kind to yourself and make time for 
yourself and others. 

As a long-time member of the 
SAEM Board of Directors, and the 
present secretary-treasurer, what 
do you hope to accomplish in your 
leadership role? 
I would really like to see the major 
organizations in emergency medicine 
work more collaboratively together.  
We must unite to achieve common  
goals to the betterment of our specialty 
and patients. 

You’ve been deeply involved with 
SAEM for many years. What were 
some of your favorite and/or most 
impactful roles?
No question, I've learned the most from 
being a board member and serving as a 
liaison to various academies, committees, 
and interest groups. I actually think that at 
every level, even as a first-year member 
on the research committee, our small 
contributions (on the front-line) make 

"We must unite to achieve common goals to the 
betterment of our specialty and patients."

continued on Page 6
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a huge impact. Helping create the 
strategic plan is how I believe I made 
the most reach on our organization, 
in a leadership position, as it affects 
budgetary and other choices. 

What would you say to a resident 
who asked you why she should 
join SAEM? 
SAEM provides opportunities for 
networking, getting involved with our 
specialty, learning how to be a leader, 
receiving mentorship, giving mentorship, 
and making a difference for emergency 
medicine. 

In addition to your many clinical 
and academic areas of expertise, 
you’re also a prolific writer and 
editor. How did you become 
involved with developing The Kaji 
Review? What do you enjoy most 
about being an editor for Annals 
of Emergency Medicine and 
Rosen’s? 
I enjoy the opportunity to teach the 
authors through the guidance that we 
can provide as editors through the 
"revise and resubmit."

Speaking of having many talents, 
you were also a competitive ice 
dancer. What significance did this 
sport have in your life? Do you 
still skate?
Competitive figure skating taught me 
dedication, time management, the 
ability to perform in public, teamwork, 
and how to win and lose. Because I was 
always falling on the ice, I had to learn 
to pick myself up, which is a metaphor 
in life! I do not skate at this time. 

"… at every level, 

even as a first-year 

member on the research 

committee, our small 

contributions (on the 

front-line) make a  

huge impact."

6



What do you enjoy doing when 
you’re not working?
Exercising at the gym and sleeping! 

What do you think are the most 
pressing issues in emergency 
medicine today?
There are questions that face us about 
what the appropriate composition of our 
workforce is — how many residency 
programs, nurse practitioners, physician 
assistants, etc. While there is a surplus 
of providers in some urban areas, there 
is a shortage in critical access sites. How 
can we better balance our workforce? 
Burnout is still a big problem in 
emergency medicine; I'd like to see our 
specialty NOT be #1 in ranking for the 
highest burnout rate! The limited funding 
stream for research in all of medicine, 
not just EM, is a problem as well. 

What do you foresee as the future 
of emergency medicine education?
There will be more and more online 
education (kind of like telehealth) 
and fewer and fewer Powerpoint 
presentations! 

At the end of your career, how 
would you like to be remembered?
I would like to be remembered as being 
a thoughtful, dedicated emergency 
physician, teacher, and team player.    

"SAEM provides 

opportunities for 

networking, getting 

involved with our 

specialty, learning 

how to be a leader, 

receiving mentorship, 

giving mentorship, and 

making a difference for 

emergency medicine."
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DIVERSITY AND INCLUSION

From 14 to 2: Black Medical Schools and 
the Black Physician
By Nabil Abazaid, MD, Anika Backster, MD, and Anwar Osborne, MD

Black physicians face professional 
isolation, opportunity scarcity, 
and prejudice today like many 
underrepresented groups in medicine 
(URiM). These challenges are squarely 
rooted in America’s history of slavery 
and racial prejudices. While great 
progress has been made in these 
areas, understanding the societal and 
governmental circumstances that initially 
created these issues can provide a 
lens through which we can look toward 
a brighter future and ensure that our 
profession does not regress. 

In the years following the Civil War, 
fourteen schools of medicine were 
established for freed slaves and their 
descendants. Of these fourteen, ten 
schools would go on to graduate 
students and only two would survive 
past the 1920s. 

What happened to the other 
twelve?

Understandably, there was scarce 
funding. A large number of early 
black medical schools were for-profit 
institutions funded solely by individual 
black physicians. These mission-driven 
institutions were founded to produce 
physicians for their communities, given 
that at the time of the emancipation 
proclamation, a freed slave could not 
simply walk into a white male doctor’s 
office to seek care. These schools 
catered to students who, due to the 
circumstances of slavery and newfound 
freedom, were often both ill-prepared 
for the rigors of a medical education 
and lacked the financial support to 
cover even the most modest of tuition 
costs. As removing students who 
failed to pay their tuitions was counter 

to their mission, the majority of these 
institutions accumulated significant 
financial debt. These issues would be 
compounded later by the actions of 
the Association of American Medical 
Colleges (AAMC) and the Council of 
Medical Education (CME).

By the early 20th century, the 
AAMC had started to take action to 
standardize medical education. Student 
requirements for admission would 
include possession of a high school 
diploma or passing scores in English, 
arithmetic, algebra, physics, and Latin 
examinations. Institutions would be 
required to, at minimum, institute a 
three-year curriculum and six-month 
academic year. The AAMC would also 
recommend larger, better-equipped 
laboratories and clinical facilities. These 
changes understandably improved the 
quality of medical education, but they 
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also disproportionately placed a financial 
burden on black institutions where poorer, 
underfunded students clustered. Those 
universities that attempted to comply 
with the new standards found themselves 
in a paradox: Upgrading their facilities 
would require more financial backing, 
but increasing their admission standards 
would limit the number of admitted 
students and subsequently decrease 
funding. Disregarding the new AAMC 
standards and graduating students 
without meeting national standards 
would make it extremely difficult for their 
graduates to find work in a society that 
already heavily discriminated against 
them.

The CME additionally applied pressure 
to black schools of medicine and black 
students in general by urging for the 
adoption of a proposal that would require 
all undergraduate students, prior to 
admission, to complete at least one year 
of college-level work in biology, chemistry, 
physics, and a foreign language. While 
this increased the quality of candidates 
for medical schools, only a few black 
colleges offered these advanced 
courses and fewer white colleges were 
desegregated. Dr. Arthur Dean Bevan, 
then the chair of the CME, also presented 
other reform ideas that threatened black 
schools in particular. During the 1907 
annual CME conference, Dr. Bevan 

alluded to the outdated teachings of 
respected white physicians who were 
teaching at several of these black medical 
schools. He also attacked for-profit 
medical schools, which included many 
black proprietary schools, and pushed 
for their non-recognition. He urged that 
any medical college providing courses 
during the evenings be rated no higher 
than a class C. This hindered early black 
medical student as the majority of them 
held daytime jobs to provide for their 
families and pay for their educations. 
Once again, black medical schools were 
placed in a conundrum of trying to uphold 

“In the years following the Civil War, fourteen schools of medicine were established 

for freed slaves and their descendants. Of these fourteen, ten schools would go on 

to graduate students and only two would survive past the 1920s.”

continued on Page 10
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their mission of producing physicians 
who would treat black people, yet not 
having the opportunity to meet the 
new requirements or uphold the new 
standards. Failure of a medical school 
to comply would cause decertification 
and jeopardize the job prospects of all 
of the graduates, as many state board 
examiners would not allow graduates 
of schools with less than an A-rating 
to sit for the boards. These financial 
and regulatory challenges ultimately 
forced more black medical schools to 
close, evidenced by the shuttering of 
three of the most vulnerable schools in 
December of 1908.

Arguably the greatest blow to black 
medical colleges occurred in 1910 
when Abraham Flexner published the 
“Flexner Report,” a detailed review of 
every medical school in the nation. 
One outcome of the report was an 
improvement in medical education 
and quality of the average physician; 
however, this occurred while also 

recommending the closure of all 
but two black medical schools and 
establishing Johns Hopkins, which 
would not desegregate for another 50 
years, as the "model school." Flexner 
described black people as an unclean 
race and as for the black physician, 
Flexner stated, “the practice of the 
negro doctor will be limited to his own 
race” but “the medical care of the negro 
race will never be wholly left to negro 
physicians,” suggesting that black 

physicians should only be in positions 
subservient to whites. Despite such 
directed negativity, Flexner did offer a 
glowing endorsement to both Meharry 
Medical College and Howard University, 
urging religious and philanthropic 
organizations to concentrate their efforts 
on these two schools. He stated, “the 
upbuilding of Howard and Meharry will 
profit the nation much more than the 
inadequate maintenance of a larger 
number of schools.” Thus, while this 

"As emergency medicine physicians, we 

have arguably one of the most diverse patient 

populations amongst any specialty. It is imperative 

that we take a leading role in ensuring equity, 

inclusion, and diversity amongst our faculty, 

residents, and other learners."

 DIVERSITY continued from Page 9

10

SA
EM

 P
U

LS
E 

 |
  N

O
V

EM
B

ER
-D

EC
EM

B
ER

 2
01

9



report is often credited with the start of 
truly standardized medical education, it 
damaged the reputation of black medical 
schools by criticizing their deficiencies 
and making recommendations for 
closures as opposed to improvements. 
The report reflected an outlook on black 
medical education that the American 
Medical Association (AMA) readily 
accepted. Ultimately Flexner’s black 
medical school plan prevailed: Only 
Howard and Meharry would survive to the 
medical education reform era.

The ramifications of these early 
circumstances are still felt today 
through health disparities within black 
communities and in the deficit of black 
physicians in medicine. However, today 
those very same organizations that stalled 
the progress of diversity in medicine are 
now its advocates. The AMA has since 
acknowledged and apologized for their 
past policies against black physicians and 
the black community. They also adopted 
a new policy in June 2019 to establish 
best practices for pipeline programs 
aimed at drawing students from diverse 
backgrounds. This policy includes 
publishing a white paper chronicling 
these programs and convening medical 
education experts to discuss inclusive 
educational environments and selection 

and retention issues. The AAMC now 
partners with the AMA, National Medical 
Association (NMA), and Student National 
Medical Association (SNMA) to explore 
possible solutions to increase the number 
of minorities in medicine, especially black 
males. 

As emergency medicine physicians, 
we have arguably one of the most 
diverse patient populations amongst any 
specialty. We must take a leading role in 
ensuring equity, inclusion, and diversity 
amongst our faculty, residents, and other 
learners. The progress that we have 
made is not due solely to the decisions of 
our national organizations, but because 
individuals felt a calling to fight for the 
betterment of our profession and the 
health of our patients. We can take steps 
to develop programs that actively address 
diversity, inclusion, and equity. You 
can create a minority pipeline program 
through your nearest school of medicine, 
promote a diversity scholarship for 
visiting medical student rotators, and/or 
make diversity of your incoming classes 
a priority during recruitment. These 
steps may seem daunting, but the most 
important step is the first: acknowledging 
that there remains a diversity problem 
and that it is up to each of us to rectify 
the situation.    

ABOUT THE AUTHORS
Dr. Abazaid is a PGY1 at Emory 
University/Grady Hospital 
System. His interests within 
emergency medicine include 
diversity and inclusion with 
a primary focus of youth 
outreach/pipeline programs 

and community engagement, as well as medical 
education.

Dr. Backster is an assistant 
professor of emergency 
medicine at Emory University. 
She is interested in promoting 
diversity and inclusion in health 
care in all forms. Dr. Backster 
is a member-at-large on the 

executive board of SAEM’s Academy for Diversity 
and Inclusion in Emergency (ADIEM).

Dr. Osborne is an associate 
professor of both internal 
medicine and emergency 
medicine at Emory University. 
He is a national expert in 
observation medicine and has 
published multiple manuscripts 

on administration of these units as well as low-risk 
chest pain.

About ADIEM
The Academy for Diversity & Inclusion in Emergency Medicine (ADIEM) works towards the realization of our common goals of 
diversifying the physician workforce at all levels, eliminating disparities in healthcare and outcomes, and insuring that all emergency 
physicians are delivering culturally competent care. Joining ADIEM is free! Just log into your member profile. Click “My Account” in 
the upper right navigation bar. Click the “Update (+/-) Academies and Interest Groups” button on the left side. Select the box next to 
the academy you wish to join. Click “save.”
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Bringing Humanity back into the 
Emergency Department
By Naomi Dreisinger, MD

The case: The shift was coming to a 
close when I was called into the trauma 
bay for imminent delivery. The patient 
was a pregnant 27-year-old woman. She 
had no prenatal care and did not know 
how many weeks along she was. All she 
could share was that she had taken a 
pill "to get an abortion" and had twice 
visited Planned Parenthood. Now here 
she was having contractions. Walking 
into the trauma bay I noticed the nurses 
scurrying about getting things ready, and 
a lone physician—a scared and doubtful 
resident—standing near the woman. 

Emergency medicine (EM) providers 
are on the front line, always. Without a 
doubt, we are skilled in resuscitation. 
Need an airway? The EM physician is 

the one to call. Yet there is one skill that 
is harder to learn: humanism. Over the 
many years of medical training there 
is so much to learn, leaving little time 
to contemplate the greater human 
questions that arise in the emergency 
department (ED). 

Each patient in the ED comes 
with his or her own story; yet as the 
physicians who care for them, we 
are rarely privileged with enough time 

to learn more than the basics about 
them. With this time crunch comes the 
inevitable disconnect. Walking into the 
trauma bay that morning I realized how 
uncomfortable the young doctor was 
with the job at hand. Here was a new 
patient in a serious situation and it was 
his job to interact with her, explain what 
was happening, and make sure she 
understood. It was a daunting task and 
not one that can be taught. As medicine 

ETHICS IN ACTION

"As medicine advances at a rapid pace, it is time to 

slow down and focus on the way we, as EM physicians, 

approach and model the human side of medicine."
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advances at a rapid pace, it is time to 
slow down and focus on the way we, 
as EM docs, approach and model the 
human side of medicine. 

Emergency medicine is a complex field. 
As frontline physicians, we are taught to 
be “hands-on.” Rapid stabilization of all 
sorts of patients is a learned skill that is 
drilled into EM residents over their years 
of training. Many lives are saved because 
of this learning process, yet I realized 
that morning in the trauma bay that EM 
residents are often thrown into complex 
situations without much guidance. 
Doctors in training learn procedures 
through modeling: See one, do one, 

teach one is a frequently heard mantra. 
Behaviors must be modeled in the same 
way. A resident must witness countless 
interactions to cautiously complete one 
himself. Even the simple act of obtaining 
consent must be modeled before it 
can be expected to be done correctly. 
Unfortunately, time is a limiting factor. The 
attending EM physician has countless 
things to do and so the seemingly simple 
job of obtaining consent or explaining a 
procedure often falls to the intern. The 
complexity involved in conveying this type 
of information is frequently overlooked, 
supplanted by the immediate necessity of 
obtaining it. 

Upon graduating from medical school, 
physicians take a professional oath to act 
for the good of our patients. Members 
of the medical community share special 
knowledge and we have pledged to use 
it to better and assist with humanity. 
This special knowledge, along with our 
dependent patient population, forges the 
doctor-patient relationship. The character 
of this doctor-patient relationship is 
such that the patient, vulnerable and 
unknowing, places her trust in the 
physician to help her. The environment in 
the ED is one that is fast-paced and can 

continued on Page 14

"To an emergency medicine physician the emergency department is our home base, 

our community, and therefore it is easy to lose sight of the fact that others are not at 

ease in this space."

13



be frightening to patients, putting them 
in a very vulnerable position. Sometimes 
this can go unnoticed by the physician. 
To an EM physician, the ED is our home 
base, our community, and therefore it is 
easy to lose sight of the fact that others 
may not be at ease in this space. 

As members of a professional 
community, physicians have defined 
standards, skills, and virtues. Virtues 
are the character traits that define moral 
good. The virtuous physician learns 
to be nonjudgmental, fair, honest, and 
kind to all patients, yet she must also 
work comfortably with, and sometimes 
lead, a team. These skills or virtues 

are acquired via role-modeling or 
mentorship. In the ED, the physician’s 
job often becomes ensuring that the 
patient feels comfortable enough to 
relax and receive and understand the 
necessary medical information.  

The doctor-patient relationship is 
beneficial to the patient, but it also 

guides the doctor, helping to achieve 
a purposeful and positive interaction 
with patients. Fulfillment through this 
type of positive interaction with a 
patient is meaningful. Aristotle focused 
much of his teachings on the pursuit 
of happiness and recognized that it is 
often achieved through the fulfillment of 
excellence. For Aristotle, happiness and 

"As physicians, our goal is achieved when we steer a patient in the direction of good health. 

Sometimes this goal is accomplished through a procedure, but more often than not the 

words the physician shares with a patient and his or her family are what heal."

 ETHICS continued from Page 13
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human flourishing or satisfaction within 
life are achieved through fulfilling one’s 
purpose, or end. The Greek term used 
for this concept is “telos.” Every creature 
and object has a telos, and excellence 
is defined as reaching or achieving that 
telos. Similarly, what counts as a virtue 
for anything with a telos are those traits 
that help it achieve excellence, that is, 

its telos. This concept can be extended 
to roles as well. Thus, to be an excellent 
physician is to achieve the goal to 
which physicians aim. The endpoint of 
medicine is health, yet as physicians we 
recognize that in some situations the 
fullest functioning of the human body is 
not attainable. As physicians, our goal 
is achieved when we steer a patient in 
the direction of good health. Sometimes 
this goal is accomplished through a 
procedure, but more often than not the 
words the physician shares with a patient 
and his or her family are what heal. 

The esteemed physician and 
philosopher Edmund Pellegrino followed 
Aristotle’s lead in focusing on virtues, 
rather than on abstract principles, 
to define what makes a good (and 
ethical) physician. Pellegrino taught the 
importance of teaching the medical 
virtues to physicians to ensure that 
the telos of the art of medicine is 
maintained. To become a skilled and 
empathic physician the virtues of trust, 
compassion, prudence, courage, 
fidelity, and benevolence are some of 
the virtues Pellegrino identifies as being 
necessary to excellence in medicine. 
The question then becomes, can these 
virtues be taught, and if so, how? The 
concept that medicine is a profession 
taught through modeling is true not only 
with the physician's procedural skill set 
but also with the physician’s ability to 
listen and communicate. The senior 
physician needs to understand that every 
aspect of his or her behavior is noticed 
and potentially modeled. Yet, it is also 
important for senior physicians to go the 
extra step in allowing young physicians to 
follow and listen to the way they interact 
with their patients. Years of practice and 
experience are needed to learn the art of 
physician-patient communication.

The conclusion: The young physician 
was faced with the daunting task of 
explaining the patient’s present risks 
as well as rapidly obtaining consent 

to transfer to a more appropriate 
facility. The patient, a young woman of 
similar age to the resident physician, 
was uncooperative, and unwilling to 
participate in the conversation. My 
presence as a more experienced 
physician was essential, as I was able to 
get the patient to engage. The virtues of 
a seasoned physician were necessary 
to cautiously navigate this discussion 
to move it in the appropriate direction 
of safety and best medical care for the 
patient. When approaching a patient such 
as this, it helped to understand that the 
patient, despite her coarse behavior, was 
vulnerable and frightened. I was thus able 
to help the patient move in the direction 
of good health, and also model for the 
resident how this is accomplished.

Medicine is an art. Perhaps the most 
challenging aspect of this art is the ability 
to comfortably interact with a nervous 
and uncomfortable patient and his or 
her family, to instill trust with compassion 
and honesty, and to help him or her relax 
and realize that you are there to help 
them. Time is of the essence in the ED, 
yet the realization that words provide 
an important telos within medicine is an 
important lesson. Words make us more 
human to the patient. Sitting and calmly 
talking to a patient while the ED continues 
to flow helps the patient realize the 
humanity of the physician and that our 
goal is to help her.    

ABOUT THE AUTHOR
Dr. Dreisinger is an attending 
physician in the Pediatric 
Emergency Department at the 
Valley Hospital in Ridgewood NJ. 
Her passion is understanding 
the ethics behind the day-to-
day work of the emergency 

department physician.

"Medicine is an art. Perhaps the most challenging 

aspect of this art is the ability to comfortably interact 

with a nervous and uncomfortable patient and his or 

her family... "

"As physicians, our goal is achieved when we steer a patient in the direction of good health. 

Sometimes this goal is accomplished through a procedure, but more often than not the 

words the physician shares with a patient and his or her family are what heal."
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GERIATRIC EMERGENCY MEDICINE

Geriatric Emergency Department 
Accreditation: Delivering  
Geriatric Care Standardization
By Nicole Tidwell

Older adults account for 46 percent of 
all emergency department visits resulting 
in hospitalization. Approximately one 
out of every 10 hospital admissions are 
potentially avoidable, and the majority 
(60 percent) of those admissions are for 
patients 65 and older.

More than likely, you care for an 
older adult with multiple medical 
problems on every shift—an older 
adult who is confused and trying to live 
at home. Does lying in bed for hours 
in the emergency department (ED) 
during your work-up, without eating or 
drinking, harm them?  What resources 
do they need? These are the issues 
that emergency medicine physicians 

struggle with every day, and the reasons 
why the geriatric emergency department 
concept was developed. 

EDs that are focused on improving 
the care of older patients can become 
accredited as a geriatric ED through 
the American College of Emergency 
Physician’s (ACEP’s) Geriatric 
Emergency Department Accreditation 
(GEDA) program. The accreditation is 
the first of its kind and is part of an effort 
to improve the quality and standards of 
emergency care provided to the nation’s 
older patients. The program builds upon 
the foundational work and support of 
the Gary and Mary West Health Institute 
and The John A. Hartford Foundation 
to enhance geriatric emergency care 
across the country. 

The geriatric ED accreditation process 
follows a series of related efforts. In 
2013, ACEP, the Society for Academic 
Emergency Medicine, the American 
Geriatrics Society, and the Emergency 
Nurses Association, released the 
Geriatric Emergency Department 
Guidelines, the product of two years 
of consensus-based collaborative 
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work that specify broad domains and 
recommends measures ranging from 
adding geriatric-friendly equipment to 
geriatric-focused staff to more routine 
screening for delirium, dementia, falls, 
and more. 

ACEP began accrediting in the 
spring of 2018 and has since granted 
accreditation to 99 hospitals, with more 
than 200 U.S. EDs in the pipeline. 
Despite the growing geriatric population 
and the increasing number of EDs that 
have declared themselves “geriatric EDs,” 
(roughly 130 self-proclaimed) prior to the 
GEDA program, a standard definition 
did not exist for this designation. In 
the interest of advancing clinical care 
in emergency medicine, the perceived 
need to accelerate improvements in 
clinical care to benefit our rapidly growing 
senior population, and transparency 

for the public, the GEDA program was 
born with a pledge to deliver on care 
standardization. In most cases, having 
a geriatric ED does not mean creating 
a separate space for older adults, but 
rather optimizing processes (such as 
screening for geriatric syndromes,) 
provider and nurse education, structural 
enhancements (appropriate ED beds 
and dimmed lights) and community 
connections. 

This accreditation is setting a 
benchmark for geriatric care and for what 
it means to be a geriatric ED (GED). The 
program is voluntary and set up to work 
for any hospital — from the smallest rural 
ED to large urban centers that have their 
own GED space. 

“The need to evolve emergency care 
for older adults is not new,” said Dr. 

Kevin Biese, chair of the ACEP GEDA 
program and co-director of geriatric 
emergency medicine at the University 
of North Carolina School of Medicine, 
adding, “The GEDA accreditation process 
provides clarity to what specifically needs 
to be done to provide optimal emergency 
care for vulnerable older adults, and 
recognition for those EDs that implement 
these best practices."

The rapid growth of geriatric EDs 
during the past 10 years, and the 
aggressiveness of the consumer 
marketing of many self-designated 
geriatric EDs, suggest that it is a 
concept that clearly appeals to hospital 
administrations. They see the growing 
population of older adults who will 

continued on Page 18

"For providers, accreditation provides access to needed resources that are required 

for the accreditation designation."

17



use their acute care facilities and the 
market advantage of having specialized 
centers of excellence focused on this 
population. The number of U.S. geriatric 
EDs is likely to continue to grow. The 
presence of GEDA may encourage EDs/
hospitals that have not yet developed a 
geriatric ED to consider doing so. 

Level One
Accreditation is provided at 

three levels. Level one is the most 
comprehensive designation, with 
policies, guidelines, procedures, and 
staff providing a coherent system of 
care targeting and measuring specific 
ED outcomes for older adults that form 
an overall elevation in ED operations 
and transition of care. Level one requires 
an in-person site visit. 

Levels Two and Three
Levels two and three require the 

EDs to have at least one geriatric-
trained physician and nurse, but fewer 
reporting requirements and stipulations 
as level one. The accreditation process 

provides more than two dozen best 
practices for geriatric care, and the 
level achieved depends on how many 
best practices an ED strives to meet. 
Each level poses criteria and goals for 
emergency clinicians and administrators 
to target. Accreditation requires hospital 
emergency departments to not only 
follow specific guidelines, but to have 
both a designated physician champion 
and nurse lead. Additional requirements 
include specialized geriatric education 
covering the eight domains of geriatric 
emergency medicine, adherence to 
specific environmental criteria, and 
evidence of at least one geriatric-
specific emergency care initiative.

The Benefits of Accreditation
Hospitals seek accreditation to 

increase their brand recognition 

and market share. For providers, 
accreditation provides access to 
needed resources that are required 
for the accreditation designation. For 
example, emergency departments 
equipped with a walker for patient use 
comes standard with the program, and 
many EDs are now gaining increased 
pharmacy, social work, and care 
management resources to better care 
for older adults. Accreditation provides 
a way for hospital leadership and 
physicians to align to improve care. 
It provides for accelerated change to 
introduce new ideas and processes 
and creates the potential to reap 
financial benefits in a reimbursement 
environment in which hospitals can 
be penalized for readmissions and 
other poor outcomes. An accredited 

"An accredited ED that has created a more 

sensitive environment delivers a more positive 

patient experience."

 GERIATRIC continued from Page 17

“The need to evolve emergency care for older 

adults is not new. The GEDA accreditation 

process provides clarity to what 

specifically needs to be done to 

provide optimal emergency care  

for vulnerable older adults,  

and recognition for those  

EDs that implement these 

best practices."
— Dr. Kevin Biese, chair of the ACEP GEDA 

program and co-director of geriatric 
emergency medicine at the University of 
North Carolina School of Medicine
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geriatric ED also helps build a bridge to 
value-based care delivery for hospitals 
and healthcare systems in our changing 
healthcare reimbursement ecosystem. 
Lastly, our nation’s seniors can rest 
assured these EDs provide high-quality 
care for older adults, including providing 
a more positive and physical environment 
and steps to assist their safe return 
home. Research published in recent 
years has highlighted how older adults, 
frequently struggle more medically and 
physically after an emergency visit even if 
they were never admitted to the hospital. 
An accredited ED that has created a 
more sensitive environment delivers a 
more positive patient experience. 

The first cadre of baby boomers 
reached aged 65 years in 2011. By 
2029, the entire demographic group will 

be aged 65 years or older, according 
to U.S. Census Bureau data.  With 
the number of older adults growing 
rapidly, administrators and providers 
alike recognize there is a critical need 
for more geriatric-focused care. The 
expertise which an ED staff can bring to 
an encounter with a geriatric patient can 
meaningfully impact not only a patient’s 
condition, but also the decision to utilize 
relatively expensive inpatient modalities, or 
less expensive outpatient treatments. The 
ED is uniquely positioned to play a role in 
improving care to the geriatric population.  
As an ever-increasing access point for 
medical care, the ED sits at a crossroads 
between inpatient and outpatient care. 
Preparing for accreditation allows the 
hospital and ED to focus on the needs 
of this complex and growing population 

and to ensure that the resources available 
to the ED meet the needs of the patients 
they serve.

A GEDA program will result in enhanced 
quality emergency care for older adults, 
public transparency regarding the 
capabilities of the ED to care for older 
adults, and because of elevating the care 
of these vulnerable patients, improved 
care for all patients.    

ABOUT THE AUTHOR
Nicole Tidwell is the Geriatric 
Emergency Department 
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for the American College of 
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19

https://www.census.gov/prod/2014pubs/p25-1141.pdf
https://www.census.gov/prod/2014pubs/p25-1141.pdf
https://www.census.gov/prod/2014pubs/p25-1141.pdf
https://www.futuremedicine.com/doi/abs/10.2217/ahe.11.78?journalCode=ahe
https://onlinelibrary.wiley.com/doi/10.1197/aemj.10.3.271
https://onlinelibrary.wiley.com/doi/10.1197/aemj.10.3.271
https://onlinelibrary.wiley.com/doi/10.1197/aemj.10.3.271
https://www.ncbi.nlm.nih.gov/pubmed/23177599
https://www.ncbi.nlm.nih.gov/pubmed/23177599
https://www.saem.org/agem
https://www.saem.org/login


Respectful Maternity Care: Lessons 
from Abroad
By Jennifer A. Newberry, MD, JD, MSc, Matthew C. Strehlow, MD, and Peter Acker, MD, MPH

Respectful maternity care, the concept 
that “every woman has the right to the 
highest attainable standard of health, 
including the right to dignified, respectful 
care during pregnancy and childbirth,”  
is a universal human right of every 
childbearing woman. Evidence shows 
that women face mistreatment and 
violence during facility-based childbirth 
worldwide. The violence is wide-
ranging, including direct physical abuse, 
harassment and verbal abuse, lack of 
informed consent, refusal of admission 
and timely care. In low- and middle-
income countries (LMICs) mistreatment 
during childbirth can be a deterrent to 
seeking care and a barrier to obtaining 
quality care, particularly when in crisis. 
In 2017 the World Health Organization 
(WHO) included respectful maternity 
care in its quality of care standards 
and in June of this year, the United 
Nations published a Special Rapporteur 
communication on obstetric violence. 

The report made it clear that a lack of 
respectful maternity care is not isolated 
to LMICs but exists across all nations. 

There is rising concern that a lack of 
respectful maternity care is contributing 
to disparities in maternal morbidity 
and mortality in the United States 
(U.S.). In the recently published Giving 
Voice to Mothers Study, a disturbingly 
large proportion of mothers in the 
U.S. experienced mistreatment during 
childbirth, with particular groups, 
including women of color and recent 
immigrants, reporting disproportionate 
levels of mistreatment. Experts believe 

that these types of experiences 
contribute to ongoing disparities in 
access to and utilization of healthcare 
resources.

Global efforts to reduce morbidity 
and mortality from common obstetric 
emergencies have focused on 
increasing facility-based births, 
strengthening comprehensive obstetric 
emergency care at a limited number 
of facilities, and documenting a 
relatively narrow set of outcomes. 
The unintended consequence of this 
quality improvement initiative has 
been the medicalization of childbirth, 

GLOBAL EMERGENCY MEDICINE

"Evidence shows that women face mistreatment and 

violence during facility-based childbirth worldwide."
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with a lack of a woman-center focus, 
resulting in women’s loss of autonomy, 
dehumanization, and even abuse. 

Emergency medicine physicians, 
globally and in the U.S., have an 
important role to play in ensuring the 
provision of respectful maternity care and 
the protection of women’s rights. There 
are several ways we can contribute to the 
growth of respectful maternity care.

Direct Care 
Emergency medicine physicians 
regularly provide obstetric care during 
the antepartum through postpartum 
periods, particularly in distant rural areas 
or in humanitarian settings. We must be 
particularly attentive to informed consent 
in caring for these women who may 
have little interaction with the healthcare 
system and who may require transfer far 
from their families for higher levels of care.

Training
Moving beyond technical skills, 
emergency obstetric care training must 
include discussions on the particular 
vulnerability felt by these patients. 
Informed consent that is woman-centered 
and completed early in anticipation of 

potential emergencies is critical, as is 
consent for the inclusion of trainees in 
examinations and care.

Systems Development and 
Research
Systems must include processes that 
ensure women’s involvement in decision-
making and improve timely and respectful 
care. Elements of respectful maternity 
care should be incorporated as key 
metrics into systems evaluation and 
quality improvement. 

Advocacy
Currently, the United States is one of 
only a handful of countries, including 
Somalia, Sudan, and Iran, to not ratify 
the Convention on the Elimination of 
All Forms of Discrimination Against 
Women. Argentina and Uruguay both 
have implemented national legislation 
that ensures women’s right to a 
birth companion of their choice who 
accompanies them through delivery and 
the postpartum period. 

As we continue to push towards 
patient-centered outcomes, respectful 
maternity care should be incorporated as 
an important outcome both locally and 

globally. Emergency medicine has an 
important role to play as we interact with 
obstetric patients in environments and 
time periods that are pivotal to providing 
respectful maternity care.    
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Simulation Training as a Tool for 
Reducing Healthcare Disparities and 
Teaching About Diversity and Inclusion 
By Nur-Ain Nadir, MD, MHPE, Anika Backster, MD, and Michael Cassara, DO

In the current socio-political climate, 
diversity, inclusion, cultural competency, 
and gender sensitivity have been 
brought into the limelight. Consider the 
following oft-repeated scenarios: 
•  You are supervising a hijab-wearing 

resident who is examining a patient 
with chest pain. A few minutes into 
her interview, she abruptly leaves from 
the room in tears and requests that 
you, as the attending, evaluate the 
patient because she has specifically 
requested the care of a “white 
doctor.” 

•  You are supervising a resident who 
evaluates a patient with abdominal 
pain and tells you that the “he is 
actually a she” and completely 
ignores the very relevant diagnosis of 
ovarian torsion.

•  Your senior resident is resuscitating a 
trauma patient. While she is preparing 
to intubate, the respiratory tech joins 
the resuscitation efforts and pointedly 
declares, “Honey, you’d better leave 
this one to the experts.”

•  Your resident is evaluating a 
patient for epigastric pain. During 
his presentation, he eludes to the 

patient’s cultural background and 
mentions that the patient seems 
to be “overly dramatic” and in his 
estimation, “there is nothing going 
on.” The patient subsequently 
works up positive for acute coronary 
syndrome (ACS).
While a few years ago these types of 

occurrences might have been relatively 
unusual, today doctors and learners-
in-training are seeing an uptick in 
incidences such as these. How should 
you teach your residents and learners 
to deal with these kinds of situations 
and respond appropriately to their 
patients? How should you, as faculty, 
handle these sorts of matters? Is there 
a right or wrong way to respond? And 
how might a particular response affect 
Press-Ganey Scores? 

The answers to these questions are 
nebulous. Cultural competency training, 
employee onboarding programs, 
organizational mission statements, 
institutional policies — all are in place 
to help avert situations such as those 
described previously; yet incidences 
such as these still occur. So what is the 
solution?

The Clinical Learning Environment 
Review Issue Brief No. 4, “Health Care 
Disparities,” published by the ACGME 
(Accreditation Council for Graduate 
Medical Education) identifies a very 
specific need for diversity and inclusion 
training during residency. The report 
found that overall, residents were poorly 
acquainted with the phenomenon of 
disparities in healthcare outcomes 
based on culture, race, socioeconomic 

SIMULATION

"There is precedent for using simulation for teaching 

non-technical skills and for potentially uncovering 

learners’ implicit biases toward culturally, racially, 

and sexually diverse populations."

22

SA
EM

 P
U

LS
E 

 |
  N

O
V

EM
B

ER
-D

EC
EM

B
ER

 2
01

9

https://www.acgme.org/Portals/0/PDFs/CLER/CLER_Health_Care_Disparities_Issue_Brief.pdf
https://www.acgme.org/Portals/0/PDFs/CLER/CLER_Health_Care_Disparities_Issue_Brief.pdf
https://www.acgme.org/Portals/0/PDFs/CLER/CLER_Health_Care_Disparities_Issue_Brief.pdf


status and gender. It further suggested 
that there is a significant opportunity 
to improve patient care by enhancing 
resident knowledge about and skills for 
eliminating healthcare disparities.

One way to do this may be through 
simulation training. In recent years, 
simulation has been used to teach a 
variety of “nontechnical” skills in medical 
education, ranging from breaking 
bad news to informed consent to 
conflict resolution. The University of 
Illinois College of Medicine at Peoria 
implemented a longitudinal skills-based 
curriculum that utilizes simulation 
training for teaching some of the 
non-technical skills discussed above. 
Course evaluations from the learners 
demonstrate the power of simulation as a 
teaching tool:

“I wound up applying the advice 
given by one of the SPs (standardized 
participants) on ‘the human touch’ 
this same afternoon and immediately 
noticed patients feeling a stronger and 
more open connection with me. For 
a character like me who doesn't have 
much experience with ‘the human touch,’ 
I found it fascinating that just moving my 
position by a few millimeters or having 
a light touch on the elbow or the knee 
made such a significant difference.”

Concerning difficult conversations, 
specifically “breaking bad news,” various 
studies showed improved learner 
comfort and ability in handling the 
difficult conversation after implementing 
simulation-based training.

Another simulation study provided 
important insight into the mental frames 
of learners when dealing with social 
determinants of health. In this study 
of standardized participants—one an 

obvious white-collar professional and the 
other a homeless alcoholic — presented 
with identical complaints. Learners’ 
communication scores and overall clinical 
intake were significantly better for the 
former compared to the latter; however, 
learners did not appear to have any 
insight into this difference, which was 
uncovered later during debriefing. 

There is precedent for using simulation 
for teaching nontechnical skills and for 
potentially uncovering learners’ implicit 
biases toward culturally, racially, and 
sexually diverse populations. Simulation 
can also be used to provide learners with 
the tools and strategies to react when 
faced personally with racism, sexism, or 
any other kind of discrimination. There 
are some efforts already underway in 
this area. For example, the CREST 
simulation training, developed in 
Australia, specifically trains for cultural 
competence. 

Ironically, a recent study demonstrated 
an underrepresentation of racial diversity 
in manikins, body parts/task trainers, 
standardized patients, and simulation 
facilitators. There is also a need to further 
identify pertinent themes and topics 
amenable to simulation training to be 
included within the emergency medicine 
residency simulation curriculum. To meet 
this need, a collaboration of the Society 
for Academic Emergency Medicine 
(SAEM), the SAEM Academy for Diversity 
and Inclusion in Emergency Medicine 
(ADIEM), and the SAEM Simulation 
Academy will examine the role of 
simulation within diversity, inclusion, and 
reduction of healthcare disparities. This 
represents a significant first step in the 
right direction. In the next few months the 
collaborative hopes to identify themes 
and topics for the development of cases 

and exercises to teach on issues of 
diversity, inclusion, and the alleviation 
of healthcare disparities. Using these 
themes, the collaborative will create 
simulation cases that also allow learners 
to uncover mental frames and implicit 
biases and will provide them with tangible 
tools to deal with discrimination when 
they are on the receiving end.    

ABOUT THE AUTHORS
Dr. Cassara is associate 
professor of emergency 
medicine at the Zucker School 
of Medicine and medical 
director of Northwell Health’s 
Patient Safety Institute. He is the 
current president of the SAEM 

Simulation Academy and founding simulation 
director of the Northwell EMSL Simulation 
Fellowship. @DOEMSim

Dr. Nadir is the residency 
program director for the Kaiser 
Permanente Central Valley 
emergency medicine residency 
program. Prior to her current 
role she was the simulation 
director and founding simulation 

fellowship director at UIC-Peoria/Jump Simulation. 
She is a member-at-large on the executive 
committee of the SAEM Simulation Academy.  
@NNadir81

Dr. Backster is an assistant 
professor in the Department of 
Emergency Medicine at Emory 
University Hospital. Among her 
interests are topics surrounding 
research and diversity and 
inclusion. She is a member of 

the SAEM Academy for Diversity and Inclusion in 
Emergency Medicine (ADIEM).

About Simulation Academy
The SAEM Simulation Academy focuses on the development and use of simulation in emergency medicine education, research, and 
patient care. Joining an SAEM academy is free! Just log in to your member profile. Click “My Account” in the upper right navigation 
bar. Click the “Update (+/-) Academies and Interest Groups” button on the left side. Select the box next to the academy you wish to 
join. Click “save.”

"In recent years, simulation has been used to teach 

a variety of “nontechnical” skills in medical education, 

ranging from breaking bad news to informed consent 

to conflict resolution."
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Twitter Threads and Tweetorials: Beyond 
Character Limits
By Eric Lee, MD

Since it was founded in 2006, Twitter 
has continued to increase the quantity 
of text granted to its users, first by 
doubling its character limit from 140 
to 280 and then by introducing (in 
2017) the Twitter thread — a series of 
linked tweets that can be read as one 
continuous post. 

Out of this expansion, the tweetorial 
was eventually born. Tweetorials are 
Twitter threads that contain some 
instructional or educational content 
(tweets + tutorials = tweetorials). 
Tweetorials have become increasingly 
common on #MedTwitter and people are 
becoming quite adept at using them. 

Twitter threads have been put to 
many good uses. First, they lend 
themselves well to narrative writing. 
This has been a helpful workaround 
for writers who wish to share stories 
that require more length than a single 

tweet to convey a message. Among the 
physician writers who effectively use 
Twitter threads are @gradydoctor, an 
internal medicine doctor out of Atlanta. 
I enjoy following her for twitter threads 
like this thoughtful reflection on being a 
mentor and educator to our learners. 

Tweetorials are also a great medium 
for teaching new concepts, especially 
in medicine. Several educators on 
Twitter have adopted this medium 
quite well, for example, @brianchiong, 
an interventional radiologist, who 
wrote a great tweetorial on venous air 
embolism. 

Tweetorials can teach a topic just as 
effectively as most textbooks and in 
addition to the real-time feedback and 
discussion that social media provides, 
they can include images, videos, live 
polls, and direct links to the literature. 

Another doctor on Twitter with a 
talent for Tweetorials is @tony_breu, a 

hospitalist who writes tweetorials on 
the underlying physiology we learned 
in medical school that many of us now 
find difficult to recall. He collects all of 
his tweetorials as a pinned post on his 
Twitter page for easy referencing. 

These are just a few examples of 
the great content on #MedTwitter 
that make use of Twitter threads and 
tweetorials. Many continue to innovate 
the use of these tools, which means 
more interesting and exciting content on 
#MedTwitter in the near future.    

ABOUT THE AUTHOR
Eric Lee, MD is an attending 
physician at Maimonides 
Medical Center in Brooklyn, 
NY. He can be reached on 
Twitter @EricLeeMD.
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SOCIAL MEDIA IN ACADEMIC EM 
SGEM: DID YOU KNOW?

SGEM "Did You Know?" is a recurring SAEM Pulse submission designed to represent concise facts that demonstrate how patient sex and gender effect 
emergency care. We welcome submissions. Please send contributions to the co-editors Lauren Walter and Alyson J. McGregor at sgem@lifespan.org.

The Role of Female Sex Hormones in 
Migraine Disorder
By Nicole Bencie, The Warren Alpert Medical School of Brown University

Nearly 30 million Americans have been diagnosed with 
migraine disorder: twenty-four million of those patients are 
female. This discrepancy has led to the classification of 
migraine disorder as a “female disease,” despite its ability 
to impact both sexes; hormone level fluctuations may help 
explain its sex-skewed epidemiology. 

Female sex hormones have been shown to influence the 
higher prevalence of migraine in women. Before puberty, 
both sexes report similar migraine prevalence. After, women 
experience a drastic change in circulating sex hormone 
levels, accompanied by a greater rise in migraine symptoms 
than men.

Both increasing or decreasing fluctuations in estrogen 
levels could influence migraine symptoms in women. 
Decreasing estrogen levels could play a role in menstrual-
related migraine without aura. Pregnancy, for example, 
is associated with high estrogen levels, and a decreased 
risk of migraine without aura. Contrastingly, hormonal 
contraception use potentially increases migraine with aura 
risk in the hormone-free interval, when native estrogen 

levels are low. Some studies suggest that estrogens 
increase susceptibility to cortical spreading depression, a 
propagating wave of neuronal depolarization associated 
with migraines, which spreads across the cerebral cortex 
and is thought to activate inflammatory pathways that affect 
pain-sensitive structures.

Recent studies highlighting fluctuating female sex 
hormones in men demonstrate the possible relationship 
between estradiol and migraines in males. One recent report 
showed men with migraine had increased levels of estradiol 
and increased evidence of relative androgen deficiency. 
While the exact correlation between sex hormones and 
migraine in men remains unclear, larger follow-up studies 
are warranted to better understand the relationship in the 
male population.

As the correlation between sex hormones and migraines 
unfolds, the effects of estrogen on both migraine types 
should be further explored in both sexes to validate using 
hormonal therapy to prevent hormone level fluctuations and 
treat hormonally-triggered migraine disorder.      
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Investigating the Role of Point-of-Care 
Ultrasound During a Dengue Outbreak
By Timothy Gleeson, MD

The year 2019 has been particularly 
bad for dengue fever in Siem Reap, 
Cambodia. There has been a dramatic 
spike in the number of cases during 
this year’s rainy season. Hospital beds 
are full and the rains will last through 
October. Together with my colleagues in 
the Division of Emergency Ultrasound at 
UMass and our counterparts at Angkor 
Hospital for Children, I am currently 
investigating the role of point-of-care 
ultrasound in dengue. What does 
ultrasound have to do with dengue? 
That is something I only learned a few 
years ago and which some background 
information can clarify.

Dengue is a viral illness transmitted 
by the Aedes aegypti mosquito. It can 
manifest with mild flu-like symptoms, 
but can also progress to severe illness 
with bleeding, organ dysfunction, and 
shock. According to the World Health 
Organization (WHO), there are an 
estimated 390 million dengue infections 
per year and approximately 40 percent 
of the world’s population is at risk. 

Dengue is most prevalent throughout 
the tropics and disproportionally affects 
lower-income countries, placing a 
heavy burden on health systems and 
individuals alike. Ultrasound findings 
in dengue include gallbladder wall 
thickening, ascites, and pleural effusion, 

which are likely caused by capillary 
leakage. Other sonographic and 
physical findings include hepatomegaly 
and splenomegaly. These findings 
have been well-described in previous 
studies and were frequently observed 
in our prior visits to Angkor Hospital for 
Children during an ultrasound training 
program in the emergency department 
and intensive care unit. 

Early recognition of dengue and 
warning signs for more severe illness 
are essential components of successful 
management. In resource-limited 
settings, the ability to admit patients or 
keep them in the emergency department 
may be limited and reserved for the 

EMERGENCY ULTRASOUND
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most critical patients. Similarly, serologic 
testing, radiography, and therapies are 
often limited. While most prior dengue 
ultrasound studies were conducted 
with patients already admitted to the 
hospital and to determine if point-of-
care ultrasound can detect findings 
upon the patient’s first presentation to 
the hospital. Furthermore, to determine 
if those findings predict the progression 
of the disease and the need for 
hospitalization or closer monitoring. We 
are enrolling children directly from triage 
with suspected dengue and performing 
bedside ultrasound examinations 
including FAST (focused assessment with 
sonography for trauma), gallbladder, and 
lung (effusion and bilateral b-lines). These 
children are then followed-up to determine 
if their clinical condition worsens and/
or if they require admission or unplanned 
repeat hospital visits. 

We will soon complete enrollment 
and begin the analysis of our final data. 
Participating in this project has been a 
wonderful experience and I would like 
to thank the SAEM Foundation and 
Academy of Emergency Ultrasound 
for supporting a grant to continue this 
research. It has provided opportunities 
to learn more about a significant 
global health problem, study design, 
and conducting research in a different 
country. Most of all, it has been a 
privilege to visit Cambodia and to 
collaborate with a team of skilled and 
dedicated Cambodian emergency and 
critical care physicians.   

Note: Angkor Hospital for Children is a 
non-profit teaching hospital that has been 
providing free, quality care in Siem Reap 
since 1999.

ABOUT THE AUTHOR
 Dr. Gleeson is an assistant 
professor in the Department 
of Emergency Medicine at the 
University of Massachusetts 
Medical Center, where he 
also serves as director of the 
emergency ultrasound fellowship. 

"Our aim is to investigate if point-of-care ultrasound 

can detect findings upon the patient’s first 

presentation to the hospital… to determine if those 

findings predict progression of disease and need for 

hospitalization or closer monitoring."

About AEUS
The Academy of Emergency Ultrasound is an international forum bringing together clinician sonologists with the common goal of 
advancing patient care and safety through the use of bedside ultrasound. Joining AEUS is free! Just log in to your member profile. 
Click “My Account” in the upper right navigation bar. Click the “Update (+/-) Academies and Interest Groups” button on the left side. 
Select the box next to the academy you wish to join. Click “save.”

Ultrasound findings in dengue include ascites (L), gallbladder wall thickening (R), and pleural 
effusion, which are likely caused by capillary leakage.

Dr. Timothy Gleeson (R) with Yos Pagnarith (L) at Angkor Hospital for Children in Siem Reap, 
Cambodia.
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Quit Striving for Balance. Try Work-Life 
Harmony Instead
By Shahina Braganza, MBBS

“What do you do?” 

Let me ask you to think for a few 
moments: “What do you do?” 

On International Women’s Day (IWD) 
this year, I was generously asked to 
give a talk to mums and daughters at a 
local school. IWD’s theme was “Balance 
for Better,” so I mulled for a while over 
what this meant. I appreciated that 
the term “balance” referred to gender 
equity in all contexts, but I shamelessly 
manipulated my interpretation to talk 
about something I spend a lot of energy 
on: “work-life balance.”

I fail at balance every day. If balance 
is about juggling work life versus home 
life, then I’m a total nitwit at this. So, 
I’ve stopped striving for balance, and 
here’s why:

I work in a busy emergency 
department, and my days on shift are 
busy from start to finish. This is a no-
brainer. Ironically, my days off are often 
even more hectic and demanding. The 
task list on those days includes making 
sure that there are clean clothes in 

wardrobes and food in the fridge and 
pantry, paying bills, running errands, and 
then actually spending time connecting 
with my family, whether that’s over 
homework, or over dinner and bedtime. 

I am confident that this is true for all 
women, and certainly true for all women 
doctors. The biggest challenge on our 
“To Do” list, whether at home or work, 
is what’s been described as emotional 
labor or the mental load. This is the stuff 
that occupies our day and drains our 
energy, but that we can’t put down on 
the list. It’s the stuff that feels like we 
have nothing to show for it at the end 
of the day because there is nothing to 
actually see. 

It’s the planning: Who’s picking up 
the kids from school tomorrow? It’s the 
trouble-shooting: An urgent meeting has 
come up, and we need to shift around 
some commitments to get to it. It’s the 
counseling: A colleague has a situation 
and needs some advice and help. 
It’s the soothing: A family member is 
distraught over an issue. 

And on top of all that, emotional 
labor (I feel) is also about keeping an 

even keel and not losing the plot while 
you’re doing all of these things. Some 
days I can’t even finish the task that 
interrupted the task that I was meant to 
be doing because I got interrupted by 
another task. And then another one! 

It is recognized that even with 
the most amazingly supportive and 
hands-on partner at home, women in 
households (with or without children) 
take on the vast majority of this 
emotional labor. 

As such, it can often feel as if work-
life and home-life are in a constant battle 
against each other for balance. 

As I said, I fail at balance every single day. 

My work life creeps into my home life. 
After the kids are in bed, most nights I’ll 
do a couple of hours of administrative 
work. My professional identity creeps into 
my personal life. If I’m in a social setting, 
and someone asks me, “So what do you 
do?” I’d love to tell you that my response 
is, “Well, I’m an attentive mum and a 
devoted wife and a generous daughter.” 
The truth is that I tell them what I do as 
my paid job: I am a doctor. 

WOMEN IN ACADEMIC EM
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Then, just as my work life creeps into 
my home life, my home life creeps into 
my work life. I have my phone on me (on 
loud ringtone) all the time in case school 
or my aging parents call. I have left work 
before the end of a busy shift in Resus 
to pick up my child when an after-school 
event finished earlier than advertised. 

What escapes me in achieving balance, 
I have learned to master in harmony. I 
have learned to consider that my work life 
and my home life are not two opposing 
forces, but rather parts of my life that can 
be integrated. 

No matter where I go, I will be a 
doctor, a mum, a wife, a daughter — 
someone who has amazing days where 
I’m achieving every goal, and someone 
for whom each moment feels like a 
trudge and nothing seems to go my way. 
Someone who can be patient and tolerant 
to a fault, and someone who can turn into 
a snarky psychopath in the blink of an 
eye. I am a different combination of all of 
those people on different days, actually 
often on different hours of the same day. 

What I have learned along this journey 
towards harmony is to be kinder to 
myself. I am built, as most of us likely 
are, with a type-A personality that tends 

towards perfectionism. I like to be 
organized, for things to be just so, and to 
be in total control of situations. 

 The downside of being built this way 
is that on your shoulder sits a critic that 
will give you a running commentary on 
everything you’re doing wrong: Lucy 
asked you if you had time for a coffee 
and a chat, and you put her off until 
next week: You need to be a better, 
more available friend. Your kids eat a fair 
amount of junk food and have way too 
much screen time: You need to up your 
parenting skills. You’re not quite as slick 
with some procedures at work as you 
used to be: You need more practice. 

Guilt and obligation were my currency, 
and I would work hard to keep both at 
bay. It’s taken me more than 40 years, but 
I’ve realized that I can only do so much, 
and even then, I have to have enough fuel 
in my own tank to reach that potential. 

So I have learned that it’s okay to 
say no when someone asks me to do 
something at work or socially. I don’t have 
to be the best at everything. I’m going 
to make mistakes despite the best of 
intentions, but I’m going to forgive myself 
and keep trying. Above all, I’ve learned 
that good enough is the new perfect. 

So I want to ask you again: “What do 
you do?” Even if your reflection now is the 
same as your original response, I want 
you to recognize that this is actually a 
tiny facet of what defines you. Because 
each of us is so many things to so many 
people, often at the same time. If you 
are like me and struggle for balance, I 
want to encourage you to strive instead 
for harmony across all of your identities, 
as messy as it may be at times. And 
somewhere in that tapestry, to make 
sure that you are fueling and energizing 
yourself, because a lot relies on you. And 
I promise you that what all of this means 
is that you are enough.   

(This article first appeared in the 
September 2019 issue of AWAEM 
Awareness newsletter.)

ABOUT THE AUTHOR
Dr. Braganza is a senior 
staff specialist in emergency 
medicine at Gold Coast Health 
in Queensland, Australia and 
founder of the oneED staff 
wellness program, an initiative 
that embeds practices of 

wellbeing into daily activities. @ShahinaBraganza

"…my work life and my home life are not two opposing forces, but rather parts of my 

life that can be integrated."

About AWAEM
The Academy for Women in Academic Emergency Medicine works to promote the recruitment, retention, advancement and 
leadership of women in academic emergency medicine. Joining AWAEM is free! Just log in to your member profile. Click “My 
Account” in the upper right navigation bar. Click the “Update (+/-) Academies and Interest Groups” button on the left side. Select the 
box next to the academy you wish to join. Click “save.”
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By Shaila Coffey, MD, Karen Cyndari, PhD, MD, Ben Fitzgerald, MD, Gabe Lancaster, MD, Atef Kotob, MD, Morgan Mowery, ARNP 
and Rebekah Zets, PA-C

Every year for the past 15 years, the University of Iowa 
(UI) has sent its emergency medicine interns to support 
emergency medical services crews during RAGBRAI (The 
Register’s Annual Great Bicycle Ride Across Iowa), the 
world’s largest organized, non-competitive bike ride. This 
event continues to grow, and in 2019 was estimated to 
involve up to 30,000 cyclists. Participants start on the west 
side of the state and over seven days make their way to the 
east side, over open highways that often stretch through 
rural communities.

The CARE Ambulance Service team has partnered with UI 
to provide onsite EMS during this mass event, as the number 
of participants would otherwise completely overwhelm 
local EMS capabilities. Using four ambulances, one bus, and 
two motorcycles, the EMS crews follow the ride across the 
state. Interns accompany the EMS crew and work as first 
responders in the event of cyclist injury. 

Throughout the week, the EMS crews help teach the 
interns about prehospital care and the challenges that they 
face that are unique to this setting. There are many injuries 

every year, often requiring first aid in the field, transport 
to a local hospital, or air evacuation for a higher level of 
care. This is a one-of-a-kind experience for interns, many 
of whom have not had prior first responder training, nor 
a perspective of patient care outside of a well-stocked, 
well-staffed hospital with labs and imaging. Indeed, our 
class found this experience essential to their training and 
future collaboration with their colleagues in EMS. Here is a 
sampling of specific learning moments: 

“I had minimal first responder training prior to medical 
school but had participated in trauma/medical codes often 
as a medical student. It was very common to overhear both 
the EM docs and trauma surgeons gripe about ‘this’ or 
‘that’ not being done by EMS. But after spending multiple 
days trying to convince injured cyclists that they needed 
an IV or a C-collar, or simply that they should rest for a day 
because they had a concussion. I now have a much greater 
understanding of the difficulties of prehospital treatment. 
I think this will help me greatly when interacting with EMS 
colleagues in the future.”       

THE BENEFIT OF EMS EXPERIENCE 
DURING RESIDENCY

https://ragbrai.com
https://ragbrai.com


“I helped transport a patient who crashed after his tire got 
caught in a crack while pedaling at a high rate of speed (20–25 
mph). He had severe road rash, requiring 100 mcgs of fentanyl 
en route (just to enable him to speak), for an approximately 
three percent BSA burn on the left side of his body. The 
following day, I assisted in transferring another patient with 
head injury to the same hospital, where I overhead the 
accepting physician mock a different crew for giving 200 mcgs 
of fentanyl to another patient en route, also with severe road 
rash. The physician seemed to ensure we overheard. I can 
attest that the crew gave the minimum amount of pain control 
necessary. It’s a whole different perspective when you are 
riding in the back of an ambulance with a 45-minute transport 
time treating a patient crying out in pain. Bottom line, I don’t 
think many clinicians understand prehospital pain control.”  

“One day we were dispatched to a ‘biker down’ call. As 
we came upon the scene, a line of Airforce bike riders had 
formed a ‘human cone’ to direct other bike riders away from 
the injured rider. Another person, an EM physician from out 
of state, was holding C-spine. He had witnessed the accident 
and stopped to help. As we helped load the injured rider into 
the ambulance, law enforcement tagged the injured rider’s bike 
so that it would make it safely back to the town for future pick 
up. To see this type of teamwork from strangers who had never 
met made me think about the importance of teamwork in the 
ED where I practice. If these people who came from all walks 
of life and had never before worked together, could come 
together in an emergency to provide the best care possible for 
the patient, then all providers in the ED, from nursing aids to 
residents to attendings to surgeons, should be able to do the 
same. It gave me a new perspective on teamwork that I will 
never forget. The goodwill and generosity shown by RAGBRAI 
riders was truly amazing.”

“For me, one of the most valuable aspects of RAGBRAI was 
being exposed to our healthcare systems throughout the state 
of Iowa. Each day, the route covered anywhere from 40 to 120 
miles, and riders were on the road from 5 a.m. until after 6 p.m. 
Depending on the nature of a given emergency and its location 
on the route, we could be transporting patients to one of four 
different hospitals in the same day. Many of these hospitals  
are very small, critical-access facilities with only one provider 
and minimal resources. Seeing this made me appreciate what 
some providers in rural facilities are asked to do with limited 
ancillary staff.” 

“Spending time in the back of an ambulance with the EMS 
crew was, in a word, invaluable. An ED provider who has never 
experienced prehospital care will undoubtedly take for granted 
the resources/supplies/space we have at the tips of our fingers. 
Because of this, it is very easy to inappropriately criticize the 
prehospital team (whether outwardly or in the quiet of our 
thoughts) for not doing something as it would have been done 
in the trauma bay. If every ED provider would spend one day in 
the shoes of a paramedic/EMT, that gap would be bridged!” 

“Our sirens blaring, we pressed the ambulance rig through 
the mass of hundreds of cyclists backed up behind a rider that 
had crashed and lay unconscious on the ground. ‘When we pull 
up, you get the backboard and collar and I’ll get the gurney,’ 
the paramedic instructed, adding ‘let’s get her packaged and 
into our office.’ It wasn’t long before I learned why this is so 
important. As we began our assessment (obvious head trauma, 
cracked helmet, GCS 3) onlookers pushed in, eager to help but 
crowding us out of being able to do our work. Frantic family 

continued on Page 32
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members stood by, pressuring us with questions of concern, 
which only added to the noise. We loaded the patient into 
the ambulance and drove 70 mph down the country roads, 
holding on with each corner as we controlled the airway, 
inserted IVs, and obtained vitals. When we arrived at the 
hospital and wheeled the patient into the trauma bay, I was 
struck by the contrast of the uncontrolled scene of the field 
with the almost-serene state of the bay. All was quiet as we 
gave report and then, like a well-oiled machine, the team got 
to work, each member knowing their role and every resource 
at their fingertips. As chaotic as resuscitations often are in 
the ED, they are usually very controlled chaos without the 
burden of the many external factors that are present when 
assessing and treating in the field. This experience gave 
me a new appreciation for what EMS providers do in their 
environment.” 

Our experiences demonstrate the utility of the EMS 
experience early in training to understand and work in 
tandem with paramedics and EMTs who bring a large 
percentage of patients into the ED. Without first-hand 
experience as junior learners, it would be difficult for us as 
faculty and/or receiving physicians in community hospitals 
to build positive relationships with EMS. RAGBRAI, through 
the generosity of CARE Ambulance Service, helped provide 
this invaluable experience. We encourage all residencies 
to incorporate EMS as part of the standard, universal 
curriculum of residency.

EXPERIENCE from Page 31
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Submitted by Ryan D. Pappal, SAEM RAMS Research Committee

The 2019 SAEM Western Regional Meeting, held March 27, 
2019, was hosted by Boston Medical Center. This article 
highlights some of the research presented at the meeting.

Reliability of a Bayesian Algorithm to 
Predict Acute Coronary Syndrome in the 
Emergency Department 

Presented by Alec Freling, MD 
PGY-1 UConn

Can you give us a little background 
on your particular interest in the 
field?
I am interested in building a “smart” 
triage process that improves upon 
the Emergency Severity Index, which 
is how most emergency departments 
in the United States triage patients in 
the emergency department. During 

medical school, I learned about Bayesian statistics and its role 
in clinical decision-making, and I thought I could apply it as the 
foundation for building this “smart” system. My interest in this 
area developed from a frustration with how we currently triage 
patients, and I wanted to see if there was a better way to do it.

Can you briefly summarize the highlights of your research?
My research tested the reliability of an original algorithm that 
predicts the probability of acute coronary syndrome in patients 
who presented to the emergency department with chest 
pain. The algorithm uses a series of questions that the patient 
can answer in the waiting room and calculates a probability 
of acute coronary syndrome. In the end, the algorithm had a 
sensitivity, negative predictive value, and negative likelihood 
ratio of 94.6 percent, 97.9 percent, and .08, respectively. These 
results suggested that the algorithm could be used to identify 
low-risk patients using medical history and symptoms alone.

What are the next steps moving forward for this research;  
do you plan to build on this?
I am currently working on a prospective study that tests the 
efficacy of an algorithm that triages patients presenting with 
chest pain, shortness of breath, abdominal pain or headache. 
My goal is to study how well the algorithm performs in 
predicting diseases for patients presenting with these chief 
complaints.

What have been the major challenges of this research 
project? Any advice for future researchers pursuing similar 
research in this field?
The biggest challenge has been collecting data from our 
electronic health record. Many data points that I thought 
would be easy to collect were challenging. My advice for future 

researchers is to work with an expert who can tell you what 
data is extractable and help you extract that data.

Did you have a mentor when you first started your 
research career? What is the key to a successful mentoring 
relationship?
I was lucky to have a mentor early on in the research process.  
I think the key to a successful mentoring relationship is to strive 
towards achievable goals and to set specific deadlines.

In completing this project, did you collaborate with anyone 
from fields or departments different from yours?  
If so, please comment on how this collaboration impacted 
your research.
I did not collaborate with anyone from other fields or 
departments.

What have you found most satisfying about incorporating 
research into your medical career?
The most satisfying part of incorporating research into my 
medical career is that I get to focus on something that I 
find particularly interesting. My research allows me to be 
imaginative and creative, which is different than my day-to-
day clinical work. Research allows me to explore an aspect 
of emergency medicine in great detail and hopefully one day 
become an expert in the field.

Alec Freling, MD

RESEARCH HIGHLIGHTS FROM THE 2019 
SAEM NEW ENGLAND REGIONAL MEETING

3333



TIPS AND TRICKS FOR NAVIGATING AN 
EMERGENCY MEDICINE MATCH AS A 
MILITARY OR OSTEOPATHIC CANDIDATE
By Aaron R. Kuzel, DO, MBA

Obtaining a match into the emergency medicine specialty 
has become increasingly competitive. According to the 
National Resident Matching Program (NRMP), of the 2,488 
2019 PGY-1 ACGME-accredited emergency medicine 
positions, only 15 were unfilled. Sixty-five percent of the 
remaining 2,473 positions were filled by U.S. allopathic 
seniors, of which 35 percent were non-traditional students 
(with osteopathic seniors filling 26 percent of those 
positions). While this article is not an all-inclusive guide to 
matching into emergency medicine, it will attempt to provide 
some guidance to students who may be on these non-
traditional tracks. 

Osteopathic Students
By 2020, the American Osteopathic Association (AOA) 
Match, through the National Matching Service (NMS), will 
officially terminate and all residency programs in the U.S. will 

be accredited by the Accreditation Council for Graduate 
Medical Education (ACGME). AOA emergency medicine 
programs that fail to meet (or chose not to meet) ACGME 
accreditation requirements will no longer accept PGY-1 
applicants unless otherwise specified by the AOA. This 
means that all osteopathic students interested in emergency 
medicine will now apply alongside their U.S. allopathic 
counterparts in the ACGME National Resident Matching 
Program (NRMP) Match. With this development, there are 
some requirements that osteopathic students should be 
aware of when applying to ACGME programs that were not 
requirements for AOA programs.

Standard Video Interview
The AAMC Standard Video Interview or SVI is a newer 
component of the Residency Match in Emergency 
Medicine. The SVI is an online interview that is designed 



to assess candidates’ knowledge of professional behaviors 
(professionalism) and interpersonal and communication skills. 
The interview is a computer-based examination that records 
a student’s responses to six questions using the student’s 
webcam. The questions appear as a text prompt and the 
applicant is given 30 seconds to read and reflect on each 
question and then three minutes to record a response. Raters 
evaluate each interview, with a different rater assigned to each 
question. Questions are scored on a scale of one (low) to five 
(high) for a total interview standardized score of between 
six and 30. Your total score will be provided to all ACGME-
accredited emergency medicine programs to which you applied 
during the ERAS season.

The AAMC has made two practice interviews, composed of 
three questions each, available at no cost. This year, applicants 
will be able to log into the SVI system on June 7, 2019, and must 
complete the interview by July 15, 2019.

 (Note: After three years of supporting the pilot of the 
Standardized Video Interview (SVI), the Society for Academic 
Emergency Medicine (SAEM), SAEM's Clerkship Directors in 
Emergency Medicine (CDEM), the Association of Academic 
Chairs in Emergency Medicine (AACEM), and SAEM's 
Residents and Medical Students (RAMS), along with several 
other emergency medicine organizations, announced they are 
withdrawing their support of the SVI and oppose any further 
use or study of the project. Read the full statement here.)

Standard Letters of Evaluation
One of the key differences between traditional allopathic 
applicants and osteopathic applicants is that many osteopathic 
medical schools do not have an emergency medicine residency 
program and some colleges do not have emergency medicine 
boarded physicians serving as faculty. This presents challenges 
for osteopathic students attempting to apply for an emergency 
medicine residency, especially with regard to obtaining 
Standard Letters of Evaluation or SLOEs. 

SLOEs compare your performance and candidacy against 
your peers who are also applying to emergency medicine. 

SLOEs can only be written by a faculty member, usually 
the clerkship director, at an institution that hosts 

an emergency medicine residency program. 
Osteopathic medical students who attend 
osteopathic medical schools without an 
affiliated emergency medicine residency 
program, in order to obtain SLOEs, must apply 
for away rotations through the Visiting Student 
Learning Opportunities (VSLO). 

Ideally, emergency medicine applicants 
should obtain 2-3 SLOEs prior to the opening 
date of Electronic Residency Application 
Service® (ERAS®); however, many programs will 

begin to review a student’s application with only 
one SLOE. 

SLOEs categorize students who rotate at an 
emergency medicine residency program into levels of 

performance: Honors, High Pass, Pass, Low Pass, and Failure. 
They also rank candidates in comparison to their peers:  

• Top 10 percent 
• Top 1/3 (Above peers/Outstanding)
•  Middle 1/3 (At the level of peers/Excellent)
• Lower 1/3 (Below level of peers/Good)

SLOEs are confidential and therefore candidates are 
not allowed to view their SLOEs at any point. SLOEs in the 
emergency medicine specialty are sometimes considered more 

continued on Page 36
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valuable than a candidate’s board scores and are frequently 
cited by program directors as the most important criteria 
when selecting a candidate for an interview. 

Typically, a SLOE from a traditionally ACGME program 
with a strong reputation within the specialty would be 
considered more valuable than a “former AOA, now 
ACGME-accredited,” program. In contrast, “former AOA, 
now ACGME-accredited,” programs may consider SLOEs 
from other “former AOA” programs more valuable. 

A strong SLOE can potentially improve a candidate’s 
application in spite of a poor to average performance on the 
USMLE/COMLEX. Similarly, a poor SLOE can reverse the 
success achieved on board examinations.

One final word of advice: Maximize SLOE from one’s 
preferred practice environment. There are two major types 
of emergency medicine residency programs: academic and 
community. If a student prefers a community program, it is 
advisable to collect SLOEs from other community programs, 
as this demonstrates competitiveness and interest in training 
at a community emergency medicine program. Similarly, if 
an applicant is more interested in training in an academic 
environment, an applicant should attempt to perform away 
electives at academic institutions. 

Should I Take the USMLE?
This is a question that osteopathic students frequently 
ask and unfortunately it is one that remains controversial. 
Despite the American Medical Association (AMA) House 
of Delegate’s Declaration that the USMLE and COMLEX 
should be equally accepted, some believe that inequities 
exist between students who took both tests and those 
who applied with the solely COMLEX scores. The best 
advice in deciding whether or not to take the USMLE as 
an osteopathic student is to reach out to the programs you 
are most interested in to determine your competitiveness 
with or without the USMLE. One of the best places to ask 
these questions is at the SAEM Residency & Fellowship Fair 
where you can engage in candid conversations with program 
directors and residents who can provide guidance based 
on their own experiences. Avoid using student forums and 
social media which tend to be replete with inaccuracies. The 
best place to find information is from resources offered by 
national emergency medicine organizations such as SAEM, 
ACEP, and American Academy of Emergency Medicine 
(AAEM), or from residency programs themselves. 

The Military Match
In addition to changes to the osteopathic programs, the 
Military Match into emergency medicine is another non-
traditional avenue for becoming an emergency physician; 
however, Military Match for emergency medicine can be 
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a confusing process to navigate for medical students. To 
participate in the Military Match, a medical student must 
either be a student at the Uniformed Services University of 
the Health Sciences, a commissioned officer in the Health 
Professions Scholarship Program (HPSP) or enrolled in some 
other military health scholarship program. All commissioned 
military medical students must enroll in the Military Match, 
even if some students seek a civilian deferment (more on  
this later). 

The military match shares several characteristics with the 
civilian match, but with some important differences. One of the 
major distinctions between the NRMP Match and the Military 
Match is that the Military Match occurs in December — much 
earlier than the NRMP, which takes place in March. Therefore, 
the initial application for the Military Match closes in September, 
usually before the ACGME application opens. Interviews are 
typically concluded by late October or mid-November. 

Where Can I Go?
According to the Council of Emergency Medicine Residency 
Directors’ The Military Applying Guide, there are ten emergency 
medicine residency programs separated into different branches. 
These include four programs each for both the U.S. Army and 
the U.S. Air Force, but only two programs with the U.S. Navy. 
Note that three of the four Air Force residency programs 
are civilian-led programs. Because the U.S. Navy has fewer 
programs, this branch is usually the most competitive when it 
comes to matching into emergency medicine. 

How Does It Work?
Unlike the traditional Match which uses ERAS, the Military 
Match uses a program called MODS (Medical Operational Data 
System). Similar to ERAS, military student applicants submit a 
CV, Medical Student Performance Evaluation (MSPE), letters of 
recommendation, and a personal statement. Once interviews 
are concluded in late October/early November, the military 
uses a point system to rank applicants. This process and point 
scale can differ from service to service. Similar to rankings in 
the traditional Match, the entire application and interview are 
considered, but these components are evaluated and given a 
standardized point score. The scores are then used by program 
directors to create their rank list with recommendations from 
the branch of service based on the needs of that branch. 

Audition Rotations
As with the traditional Match, if a military medical student 
is interested in a program, he or she should apply for an 
audition rotation or away elective at that program. Individuals 
participating in the Military Emergency Medicine Match 
should attempt to participate in at least one military residency 
program. Unlike the traditional Match where applicants begin 
applying for away electives in April, students in the Military 
Match begin searching for audition rotations in January of their 
third year. Audition rotations are best performed between July 
and September of the application cycle. Some recommend that 
candidates consider performing rotations at their first-choice 
residency later in the cycle so they will be top of mind when 
the administration creates their rank list. 

COMLEX or USMLE?
The military recognizes both the COMLEX and USMLE 
examinations as equivalent; therefore, it is not recommended 
for osteopathic military medical students to take both exams. 

Civilian Deferment
Placement in an EM residency training program is at the 
discretion of each branch of service; however, when there is 
a determined need for additional emergency physicians, a 
branch may allocate deferments that allow military applicants 
to pursue civilian emergency medicine residency spots. While 
a civilian deferment may appeal to some military medical 
students or students interested in the Health Professions 
Scholarship Program (HPSP), these deferments are uncommon 
and rare in the Army and Navy.

What Happens if I Don’t Match?
The recommended course of action for an unmatched 
military applicant is to perform a one-year civilian or military 
internship and reapply in the next Military Match cycle. While 
the one-year internship cannot be credited to the three-year 
requirement of a military emergency medicine residency, this is 
the preferred route to becoming an emergency physician if one 
is unable to match on the first try. 

The other route, available only to the Navy and Air Force, 
is the General Medical Officer (GMO) tour. General medical 
officers serve in multiple primary care capacities as battalion 
surgeons, flight surgeons, or undersea medical officers. These 
medical officers are typically assigned to an air wing, marine 
battalion, or ship. This option also fulfills the active-duty 
service obligation required from the HPSP or Uniformed 
Services University of the Health Sciences (USUHS). While this 
opportunity can increase your point score in the Match system, 
GMOs should be aware that they cannot receive a medical 
license until they complete at least a one-year internship.

The National Guard
Unlike their active-duty counterparts, commissioned 
medical students in the National Guard and Air Guard do 
not participate in the Military Match. Rather, Guard medical 
students participate in ERAS and the NRMP for emergency 
medicine.

The Military Match is often a confusing process that has 
the potential to change between Match cycles. The Military 
Match can also differ among the different branches of service. 
Therefore, military medical students must keep in constant 
contact with one’s military branch for changes and ask 
questions when they arise throughout the application process.

ABOUT THE AUTHOR: 
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RESIDENT REFLECTIONS: SUPERVISING 
NEW INTERNS LEADS TO NEW FOUND 
APPRECIATION FOR ATTENDINGS
By Gregory Jasani, MD 

I recently became a second-year resident. The excitement over 
the slight increase in my pay was tempered by the fact that I 
was now responsible for supervising a fresh crop of brand-new 
interns. Leading up to my first shift, I sought advice from the 
third-year residents on how to manage this new role. The advice 
I heard repeatedly was: “Check and double-check their work. 
They’re brand new to this and they’ll need a lot of guidance.”  
I braced myself for my first shift as a senior resident.

That first shift was an exercise in constant vigilance. I spent a 
good portion of it double-checking that orders had been placed 
correctly and proofreading notes to make sure that everything 
had been entered properly. Yet the most memorable, and 
terrifying, experience for me was the first time I observed one of 
my interns doing a procedure.

The procedure was a relatively simple one by emergency 
medicine standards: an ultrasound-guided peripheral line. 
The patient, an IV drug user, was a notoriously hard stick. The 
patient’s nurse tried valiantly, but ultimately told me we’d need 

an ultrasound line. After a year of doing ultrasound IVs nearly 
every shift, I felt confident in my ability to quickly establish 
access. I gathered my supplies, but as I walked into the room, my 
intern stopped me and asked if she could do the procedure. 

My first instinct was to say no. This was not a reflection 
on her; I remembered how much I struggled with ultrasound 
IVs when I started as an intern. This patient’s demeanor also 
suggested that he would become difficult if the procedure took 
a while. I seriously considered telling my intern that it was best 
if I did the procedure. Yet almost immediately another equally 
strong thought entered my mind. The only reason I learned to 
place ultrasound lines (or any procedure for that matter) was 
that those above me had allowed me to try. It struck me that 
I owed it to those below me the same chances. So, somewhat 
reluctantly, I handed her the supplies.

I was surprised at how much anxiety I felt watching her do 
the procedure. All I could think about was all the things that 
could go wrong. I also had to constantly fight the urge to jump 
in and take over. I could feel my heart racing as the needle 



advanced, and I genuinely thought my heart would stop when 
my intern briefly lost the tip of her needle on the screen. I had 
to keep telling myself that this was her procedure, not mine. I 
forced myself to stand as still as a statue behind her, not saying 
anything, and let her own that procedure. In the end, I had nothing 
to worry about. The intern did a fantastic job; she quickly and 
adeptly established access. I was proud of her, and I also felt some 
personal satisfaction at my ability to supervise a junior resident. 

While I was proud of how I handled myself in that situation, I 
also learned a lot about how to supervise a procedure. I initially 
felt guilty over the anxiety that I felt, but I now realize that it is 
acceptable and normal to feel anxious when supervising a junior 
resident. It’s not a reflection on them nor indicative of their ability. 
The important thing is to not let your anxiety interfere with the 
junior residents’ learning. Letting them own the procedure, as long 
as it is safe to do so, is crucial for their learning and helps ensure 
them of their competency as emergency medicine providers. 
Any direction that you have to provide should be given in a calm, 
measured voice. This not only keeps you calm, but it also keeps 
you from producing anxiety in the patient. In hindsight I wish I'd 
had my intern walk through the procedure with me before she 
performed it. Taking the time to do a “run-through,” whether 
verbally or with spare supplies, can help you and your junior 
trainee identify areas of strength and weakness and can allow 
you to preemptively correct any mistakes. “Hearing” your junior 
resident correctly walk through a procedure can help reassure you 
as well.

When I informed my attending that we had achieved IV access, 
I also confided to him how much anxiety I had felt during the 
experience. He laughed and said, “Now you know how I feel 
every day.” I had never really thought about how my attendings 
feel every time they watch us do a procedure. As we begin our 
residencies, the only way to learn procedures is to do them. Many 

of those procedures are very advanced interventions on critically 
ill patients: crash femoral lines, chest tubes, intubations of difficult 
airways. And as we make our first attempts, there is an attending 
behind us, watching us, guiding us, and perhaps even fighting their 
urge to take over from us. At that moment, the attending has given 
us control of the procedure, and maybe even the entire outcome 
of the patient. I never truly appreciated how hard that is. The 
procedure I was supervising was relatively simple and low risk, yet 
I was terrified. I cannot imagine how anxiety-inducing it must be 
to watch a junior trainee attempting a life-saving procedure on a 
crashing, hypoxic patient. 

I came away from that first supervisory experience with a 
profound appreciation for my attendings. Even if I am nervous 
about performing a procedure, I can count on them to be steady 
and calm as they supervise me. They are probably nervous, just 
like I was, and constantly thinking about how they may have to 
jump in at a moment’s notice to correct any error I may make. Yet, 
they allow me to own my procedures: to try, to struggle, and to 
sometimes even fail, all in the name of my education and making 
me a better physician. Despite their reservations, they do not 
insert themselves at the first sign of difficulty; they remain calm 
and provide me with the guidance that I need. They do this every 
shift they work, and I am incredibly grateful for that. As I continue 
to supervise procedures, I hope I can emulate the poise my 
attendings regularly display.

ABOUT THE AUTHOR: 
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BRIEFS AND BULLET POINTS
SAEM News & 
Information
SAEM Withdraws Support from  
SVI Project
After three years of supporting the pilot 
of the Standardized Video Interview (SVI), 
the Society for Academic Emergency 
Medicine (SAEM), SAEM’s Clerkship 
Directors in Emergency Medicine 
(CDEM), the Association of Academic 
Chairs in Emergency Medicine (AACEM), 
and SAEM’s Residents and Medical 
Students (RAMS), along with several 
other emergency medicine organizations, 
announced they are withdrawing their 
support of the SVI and oppose any 
further use or study of the project. Read 
the full statement here. 

Nominations for 2020-2021 
Leadership Positions Close 
November 18
SAEM is accepting nominations for 
leadership positions for SAEM, RAMS, 
AACEM, SAEM academies, and the 
SAEM Foundation. Leadership positions 
should be filled by committed individuals 
who have a wide range of perspectives 
and possess the relevant skills and 
experience to effectively lead. If you, or 
someone you know, fit that description, 
we invite you to submit a nomination 
in one or more of the categories listed 
below. Deadline is November 18, 2019.

•  SAEM Board of Directors

•  RAMS Board

•  AACEM Executive Committee

•  Academy Executive Committees

•  SAEM Foundation Board of Trustees

•  SAEM Nominating Committee and 
Bylaws Committee

Accepting Nominations for 2020 
SAEM Awards and RAMS Awards
The SAEM and RAMS Awards 
Committees invite you to nominate 
your colleagues for one of several 
SAEM awards (including the NEW 
Mid-career Investigator and Public 
Health Leadership awards) and RAMS 
awards. SAEM awards and RAMS 

awards recognize outstanding individuals 
for their contributions to academic 
emergency medicine. National award 
recognition is an excellent boost to your 
CV! Nominate yourself or a colleague by 
December 9, 2019.

Clinical Image Series Feature 
Images From SAEM19 Clinical 
Images Exhibit
More than 120 photos were exhibited 
in the popular “SAEM Clinical Images” 
photo competition at SAEM19 in Las 
Vegas. They are being featured again, 
throughout the year, on Academic Life in 
Emergency Medicine’s (ALiEM’s) wide-
reaching blog. See if you can figure out 
solutions to the cases (listed, to date, 
below) before you take a peek at the 
answers! 

•  Bumps and Balls by Anwar Ferdinand, 
MD and Leila Posaw, MD, Jackson 
Memorial Hospital, Miami, FL

•  Young Woman With Headache by 
Walter L. Green, MD, the University of 
Texas, Southwestern-Parkland Hospital, 
Dallas

•  Foreign Body Ingestion by Brett 
Berliner, MD, Hackensack University 
Medical Center, Hackensack, NJ

•  Hip Pain by Louis Yu, MD, the University 
of California, San Francisco, CA

•  A Page Turner by Kimberly Fender, MD, 
the University of North Carolina, Chapel 
Hill, NC

•  Left Shoulder Pain by Sean Murray, 
MD, Michael Gibbs, MD, and Catherine 
Wares, MD, Carolinas Medical Center, 
Charlotte, NC

Need Help With Teaching, Research, 
and Other EM Practice Issues? 
SAEM’s Expert Consultants Have 
You Covered!
SAEM members possess expertise in 
teaching, research and other aspects 
of academic emergency medicine (EM) 
practice. Through SAEM Consultation 
Services, these experts from SAEM 
committees and academies, in 
consultation with AACEM, are available 
to assist individuals, departments, and 
institutions with developing, evaluating, 
and/or improving various services, 

including new residency and fellowship 
programs; developing departmental 
status for EM divisions; subspecialty 
expertise (research, ultrasound, etc.); and 
billing, patient safety, etc. 

Interested in an Academic Career in 
EM? Check Out the Updated SAEM 
Academic Career Guide
The recently-updated SAEM Academic 
Career Guide is a comprehensive 
how-to manual for students, residents, 
fellows, and early career emergency 
physicians interested in pursuing a 
career in academic emergency medicine 
(EM). It includes tips and strategies 
for working toward positions such as 
department chair, residency program 
director, clerkship director, and dean. The 
Academic Career Guide is a useful tool 
for anyone who is still growing in his or 
her academic EM career. 

Chairs and Administrators…Don’t 
Forget to Register for the 2020 
AACEM/AAAEM Annual Retreat
Early bird registration ends December 2, 
2019 for the12th Annual AACEM/AAAEM 
Annual Retreat, March 15-18, 2020, at 
the, JW Marriott Desert Springs Resort 
& Spa in Palm Desert, CA. Chairs and 
administrators may register online. For a 
pricing breakdown and hotel and flight 
information, as well as a general schedule 
of events, please visit the webpage.
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More From SOAR: 300+ Hours of 
SAEM19 Educational Content
Experience convenient online and 
mobile viewing of original educational 
content from SAEM19, on SAEM Online 
Academic Resources (SOAR). Check 
out the most recent SAEM19 uploads 
to SOAR:

•  Clinical Teaching Educational Boot 
Camp: Be the Best Teacher

•  Remediating the Struggling Learner 
Across the Educational Continuum

•  Simulation Workshop: Critical 
Strategies in Simulation Procedural 
Skills Training for High-risk/Low 
Frequency Procedures

•  Best Practices for Creating a Diverse 
and Inclusive Residency Program

•  Taking Emotional Intelligence to 
the Next Level: Building Emotional 
Intelligence Within Your Team

•  Low-cost Simulation Models: Caviar 
Tastes on a Tuna Fish Budget

•  Symbiosis: Mentors and Mentees 
Creating a Mutually Beneficial 
Relationship

•  Physician Advocacy Boot Camp: 
Beyond the Emergency Department

•  When Worlds Collide: Mentoring 
Residents Through The Maze of 
Hospital Metrics

•  The Art of Writing Effective Multiple 
Choice Questions

•  Masters’ Secrets

•  SAEM Grant Writing Workshop

•  Chief Resident Forum

•  The National Clinical Assessment Tool 
in Emergency Medicine (NCAT-EM)

•  IGNITE! Session 1

•  SAEM Leadership Forum

•  SAEM Education Summit

•  The Anatomy of a Metabolic Crisis: 
Identity and Treat

Free Webinar for CME: “The Patient 
with Recurrent Encephalopathy”
SAEM is pleased to offer a new, 30-min-
ute, on-demand webinar titled, “ER Doc 
as Master Diagnostician: The Patient 
with Recurrent Encephalopathy.” This 
activity is designated for a maximum 
of .50 AMA/PRA Category 1 Credit™. 
Physicians should claim only the credit 
commensurate with the extent of their 
participation in the activity.

SAEM20 Updates 
SAEM20 Didactic Submissions 
Break Previous All-Time High 
Record 
SAEM20 is still six months away, but 
it’s already smashing records with 
348 didactic submissions received, 
representing a 21 percent increase over 
last year’s record-setting number. Thanks 
to the efforts of many people, SAEM20 
in Denver is ramping up to be another 
annual meeting for the record books. 

Bookmark SAEM20 Website for 
Annual Meeting Updates 
The official website for SAEM20 is up 
and running. Bookmark saem.org/
saem20 and check back often for the 
most up- to-date information on SAEM’s 
annual meeting, May 12–15, 2020 at 
the Sheraton Denver Downtown Hotel, 
Denver, Colorado.

Exhibit at SAEM20 
Put your products and services in front 
of emergency medicine decision makers, 
thought leaders, and early adopters... 
Exhibit at SAEM20 in Denver! Visit our 
exhibitor webpage for information. 
To become an SAEM20 exhibitor or 
sponsor, contact John Landry at 847-
257-7224, ext. 204. 

Judd Hollander, MD and Aaron 
Martin to Deliver Keynotes at 
SAEM20 Consensus Conference on 
Telehealth in EM

Judd Hollander, 
MD, professor of 
emergency medicine 
and associate 
dean, Strategic 
Health Initiatives, 
at Sidney Kimmel 
Medical College, 
Thomas Jefferson 
University, and Aaron 
Martin, executive 
vice president and 
chief digital officer, 
Providence St. 
Joseph Health, 
are the scheduled 
keynote speakers for 

the SAEM20 Consensus Conference, 
Telehealth and Emergency Medicine: 
A Consensus Conference to Map the 

Continued on Page 42

SAEM Issues Updated Response and Request 
for Comments Regarding Recent Revisions in 
the ACGME Common Program Requirements
In November 2018, SAEM and other emergency medicine organizations, 
including the AACEM, sent letters to the Accreditation Council for Graduate 
Medical Education (ACGME) expressing concerns about proposed changes 
eliminating required protected time for residency core faculty and lowering 
scholarly activity requirements for emergency medicine faculty. As a result 
of this communication, the ACGME Review Committee for EM (RC-EM) met 
in late September and posted for public comment a focused revision in the 
Common Program Requirements to allow language to specify support for core 
faculty (section II.B.4.b).

SAEM is thrilled that emergency medicine was able to come together to 
advocate on behalf of EM faculty, and that the ACGME heard us, and is 
grateful for the RC-EM’s willingness to delineate required protected time for 
key faculty; however, the Society continues to have concerns about proposed 
scholarly activity determination, which was addressed again in an October 
10, 2019 letter to the ACGME. SAEM encourages its members to review and 
comment on these proposed revisions at the ACGME website. The proposed 
changes are in red under the heading of II.B.4.b. Core Faculty support 
(line 409 for residency program requirements and line 391 in the fellowship 
requirements). Comment deadline is November 13, 2019. 

Judd Hollander, MD

Aaron Martin
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Intersection of Emergency Medicine 
and Telehealth. The purpose of the 
consensus conference, to be held May 
12 at SAEM20 in Denver, is to stimulate 
EM researchers and educators to 
recognize, investigate, and translate 
the impact of telehealth on the field of 
emergency medicine. Registration opens 
December 1, 2019. Anyone interested in 
participating in a breakout planning group 
should complete the “Contact Us” form 
on the consensus conference webpage. 

Available to SAEM20 Attendees: 
$100 Credit for In-Room Childcare
SAEM, in partnership with Rosh Review, 
is once again pleased to offer a $100 
credit to attendees who purchase in-
room child care services from Nanno Inc., 
Front Range Nannies, Colorado Nanny, 
Tots on the Spot, or Premier Nannies & 
Rent a Mom during SAEM20 educational 
hours. SAEM strives to make education 
accessible for everyone by providing 
an inclusive environment for all of its 
members, including those with small 
children. To receive your reimbursement 
up to $100, simply bring your receipt to 
the SAEM20 onsite registration desk. 

SAEM Journals
SAEM Journals Editors-in-
Chief Announce Their Picks for 
September and October
For each journal issue, the editors-in-chief 
of Academic Emergency Medicine (AEM) 
and AEM Education & Training (AEM 
E&T) journals select one paper they feel 
is of particular relevance and importance 
to the specialty of academic emergency 
medicine. For September and October, 
AEM EIC Jeffrey Kline, MD, and AEM E&T 
EIC, Susan Promes, selected the following: 

September AEM 
A Multicenter 
Randomized Trial to 
Evaluate a Chemical-
first or Electrical-first 
Cardioversion Strategy 
for Patients With 
Uncomplicated Acute 
Atrial Fibrillation, by 
Frank X. Scheuermeyer 

MD, MHSc, et al. Read EIC Kline’s 
commentary, “Ninety Good Minutes.” 

October AEM 
 “The Effect of 
Financial Incentives 
on Patient Decisions 
to Undergo Low-value 
Head Computed 
Tomography Scans,” 
by Rahul Iyengar, 
MD, et al. Read EIC 

Kline’s commentary, “Quantifying Shared 
Decision-Making: Numbers Matter.”

October–December AEM E&T 
“A Retrospective 
Cohort Study of 
the Effect of Home 
Institution on 
Emergency Medicine 
Standardized Letters 
of Evaluation,” by 
Megan Boysen-Osborn 

MD, MHPE, et al. Read Dr. Promes’ 
commentary. 

SAEM Residents and 
Medical Students
Renew Your Membership and Keep 
Your Career Goals On Track 
Renew your SAEM membership now, at 
a discounted rate, to ensure you continue 
receive all the benefits you’ve come to 
expect, including:

•  SOAR (SAEM Online Academic 
Resources)

•  SAEM Pulse

•  Academic Emergency Medicine (AEM)

•  SAEM Weekly

•  FREE academy and interest group 
membership 

Frank X. Scheuermeyer MD, MHSc

Megan Boysen-Osborn MD, MHPE

20
Save These Dates!
Register Your Teams for 
These Events Starting 
December 1 
SimWARS 
Wednesday, May 13, 2020

Dodgeball 
Thursday, May 14, 2020

SonoGames® 
Friday, May 15, 2020

Registration for These 
Events Opens December 1 
Speed Mentoring 
Wednesday, May 13, 2020

AWAEM/ADIEM Luncheon 
Wednesday, May 13, 2020

Residency and Fellowship Fair 
Thursday, May 14, 2020 

SAEM20 MedWAR
Friday, May15, 2020

Submissions Open  
November 1 for... 
Abstracts 
Closes January 2, 2020

IGNITE! 
Closes January 13, 2020

Innovations 
Closes January 13, 2020 

Rahul Iyengar, MD
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Renewing is easy! Just select one of the 
options below:
•  Log in to an existing account or create 

an SAEM account
•  Download and complete a 

membership form
•  Make a payment over the phone:  

(847) 813-9823

Added to RAMS Roadmaps: Global 
Emergency Medicine Track! 
Are you Interested in Global Emergency 
Medicine? The new RAMS Roadmaps 
Global EM track answers questions you 
may have about pursuing a career in 
Global Emergency Medicine and how to 
succeed in a Global EM academic track. 
RAMS Roadmaps provides guidance to 
the second-year medical student looking 
to get into an emergency medicine 
residency, to individuals looking for 
timelines and insider advice on advanced 
training, and even to seasoned 
attendings transitioning to academia. 
If you’re looking for information about 
how to succeed in a specific emergency 
medicine academic track, visit the RAMS 
Roadmaps webpage for instructions on 
where to start.

Looking for the Perfect Fellowship? 
Check out the SAEM-approved 
fellowships in the Fellowship Directory. 
All SAEM-approved fellowships have 
been vetted by experts in administration, 
disaster medicine, education scholar-
ship, geriatrics, global health, research, 
and wilderness medicine. They will 
provide you with the knowledge 
and skills you need to excel. Under 
“Fellowship Type,” just click on those 
marked “SAEM-Approved” to see the list 
of all programs endorsed by SAEM. 

Here Are the Latest RAMS  
Ask-a-Chair Podcasts
If you could ask an emergency 
department chair whatever you’d like 
about what it takes to become and work 
as an emergency medicine (EM) chair, 
what would you ask? SAEM RAMS has 
compiled your most pressing questions 
and posed them directly to some of the 

top EM department chairs in the country. 
They discuss their answers in the SAEM 
RAMS Ask-a-Chair podcasts. The 
latest podcasts are below. Ask-a-Chair 
podcasts are also available on iTunes. 

Michael Brown, MD, 
MSc, professor and 
founding chair of 
the Department of 
Emergency Medicine 
at the Michigan State 
University College of 
Human Medicine and 

president of the Association of Academic 
Chairs of Emergency Medicine (AACEM)

Robert W. Neumar, 
MD, PhD, professor 
and chair in the 
Department of 
Emergency medicine 
at the University of 
Michigan Medical 
School

Thomas E. Terndrup, 
MD, professor 
and chair in the 
Department of 
Emergency at The 
Ohio State University 
Wexner Medical 
Center

SAEM Foundation 
SAEM Foundation Announces 
Committee Challenge Winners 
The SAEM Research Committee raised 
a total of $8,287, and the Bylaws 
Committee had 100 percent participation, 
to win the 2019 SAEM Foundation 
Committee Challenge. Together SAEM 
Committees raised a total of $18,930; 
SAEM matched the amount with an 

additional $10,000, for a grand total of 
$28,930 for EM research and education 
grants. Congratulations to the Research 
Committee and Bylaws Committee and 
thank you to everyone who contributed to 
the 2019 SAEMF Committee Challenge. 
If you’d like to know how you can give 
to the SAEM Foundation, please visit the 
SAEMF website. 

Donate While you Shop!
The holiday season is right around the 
corner… Did you know that Amazon will 
donate a percentage of your purchases to 
SAEM Foundation when you shop online? 
Just start at http://smile.amazon.com  
and select SAEM Research Foundation 
as your charity of choice! It’s an easy  
way to support your emergency medicine 
academicians. 

SAEM Interest 
Groups 
Vice Chairs…There’s an SAEM 
Interest Group Just for You!
Vice chairs advance a wide range of 
departmental missions through content 
expertise in education, research, clinical 
operations, academic affairs, and strate-
gy. The SAEM Vice Chairs Interest Group 
provides a forum for these members 
to collaborate, seek advice, share best 
practices, and network. If you are a vice 
chair and wish to join this interest group, 
just log in to your SAEM account and 
click the “Update Academies (+/-) or In-
terest Groups” button under your name. 
Check the box next to the Vice Chairs In-
terest Group and click save. Then, go to 
the SAEM Community webpage to join 
in the discussion! Questions? Contact 
membership@saem.org.

SUBMIT YOUR ANNOUNCEMENT!
The SAEM Pulse Academic Announcements section 

publishes academic appointments, promotions, 
retirements, grant awards, research announcements, 

published papers, etc. Send your content  
(50-75 words max) to newsletter@saem.org.  

The next content deadline is December 1, 2019  
for the January/February 2020 issue.

Michael Brown, MD, MSc

Robert W. Neumar, MD, PhD

Thomas E. Terndrup, MD
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ACADEMIC ANNOUNCEMENTS
SAEM Emergency Physicians Are Among  
Those Recently Elected to the National 
Academy of Medicine
Election to the Academy is considered one of the highest 
honors in the fields of health and medicine and recognizes 
individuals who have demonstrated outstanding professional 
achievement and commitment to service.

Rebecca Cunningham, MD, interim vice 
president for research and William G. 
Barsan Collegiate Professor of Emergency 
Medicine, Medical School, and professor 
of health behavior and health education, 
School of Public Health, University of 
Michigan, Ann Arbor. Elected for leading 
research on youth injury risk behaviors, 

and spearheading emergency department-based violence 
prevention programs for at-risk youth, including hospital- and 
community-based violence prevention.

Debra Houry, MD, MPH, director, National 
Center for Injury Control and Prevention, 
Centers for Disease Control and 
Prevention, Atlanta.  Elected for leading 
the nation’s largest public health institution 
focused on prevention of injuries including 
overdoses, suicide, and violence, and 
highlighting the multiple harms associated 

with the opioid epidemic.

Craig D. Newgard, MD, MPH, professor, 
department of emergency medicine, and 
director, Center for Policy and Research 
in Emergency Medicine, Oregon Health & 
Science University, Portland.  Elected for 
leadership in health systems research using 
big data, and addressing real-world issues 

in emergency medical services, trauma care, and effective 
emergency care delivery across broad populations.

Dr. Zink Named Senior Associate Dean for 
Faculty and Faculty Development, University of 
Michigan Medical School

Brian J. Zink, MD, has joined the University 
of Michigan Medical School leadership team 
as senior associate dean for faculty and 
faculty development. Dr. Zink is a professor 
and senior associate chair for education 
and faculty development in the Department 
of Emergency Medicine. A founding 
member of the Department of Emergency 

Medicine, he has extensive experience in mentoring, faculty 
and leadership development, education, medical humanities, 

history of emergency medicine, and policymaking in 
healthcare. In his new role, he will serve as senior advisor to 
the medical school leadership team on faculty issues, and is 
responsible for oversight of the appointment, promotion and 
tenure processes. He will lead the Office of Faculty Affairs and 
Faculty Development (OFAFD) in supporting and informing 
the career progression of individual faculty, while working with 
Medical School departments on all faculty career aspects, 
from recruitment through retirement. 

Drs. Ranney and Raja Selected as EMRA's 45 
Under 45 Influencers

Ali S. Raja, MD, MBA, MPH, was selected 
as the Emergency Medicine Residents' 
Association’s (EMRA's) 45 Under 45 
Influencers in Emergency Medicine for 
Leadership and Research. Dr. Raja is the 
executive vice chair of the Department of 
Emergency Medicine at Massachusetts 
General Hospital and an associate 

professor at Harvard Medical School. He is board certified 
in both emergency medicine and clinical informatics and is 
appointed to both the Departments of Emergency Medicine 
and Radiology at HMS. A practicing emergency physician 
and author of more than 200 publications, his federally 
funded research focuses on improving the appropriateness 
of resource utilization in emergency medicine. Dr. Raja is 
also an expert on the management of critically ill patients 
in the emergency department and prehospital arenas. He 
has served as a critical care air transport team commander 
for the U.S. Air Force, a civilian flight physician, a tactical 
physician for a number of local, state, and federal agencies, 
and a physician with MA-1 DMAT. Dr. Raja is a former 
member of the SAEM Board of Directors. 

Megan Ranney, MD, MPH, has been 
selected as EMRA's 45 Under 45 
Influencers in Emergency Medicine for 
Advocacy. Dr. Ranney is an associate 
professor in the Department of Emergency 
Medicine at Alpert Medical School of Brown 
University and founding director of the 
Brown Emergency Digital Health Innovation 

program. Dr. Ranney’s career focus is on developing, testing, 
and disseminating digital health interventions to reduce risk 
of violence and mental illness. She currently has nine active 
federally-funded grants and more than 100 peer-reviewed 
publications. She holds numerous national positions, 
including serving as an elected member of the board of the 
Society for Academic Emergency Medicine. Dr. Ranney is 
also Chief Research Officer of AFFIRM, the country’s only 
non-profit committed to ending the gun violence epidemic 
through a public health approach. 

Brian J. Zink, MD

Megan Ranney, MD, MPH

Rebecca M. Cunningham, MD

Debra E. Houry, MD, MPH

Craig D. Newgard, MD, MPH

Ali S. Raja, MD, MBA, MPH
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Dr. D’Onofrio is a Lead Investigator in $25.5 
million Study: ED-INitiated bupreNOrphine and 
VAlidaTIOn Network Trial

Gail D’Onofrio, MD, MS, professor of 
emergency medicine and public health at 
Yale, is a lead investigator (along with David 
Fiellin, MD), in a $25.5 Million study being 
conducted by the National Drug Abuse 
Treatment Clinical Trials Network’s New 
England Consortium Node. Emergency 
Department-INitiated bupreNOrphine and 

VAlidaTIOn Network Trial (ED-INNOVATION) involves 30 
diverse emergency departments (EDs) throughout the U.S. 
The investigators will test an implementation strategy to 
guide the development of ED-initiated treatment of opioid 
use disorder with buprenorphine programs at the sites, and 
subsequently compare the effectiveness of two formulations 
of buprenorphine, sublingual versus an extended release 
seven-day injectable formulation in engaging ED patients 
with untreated opioid use disorder in medication treatment at 
seven days. 

AGEM Members Are Recipients of Geriatric 
Research Grants, Awards 
Several members of SAEM’s Academy of Geriatric 
Emergency Medicine (AGEM) are recent recipients of funded 
grants and awards to conduct research in geriatric medicine. 

Elizabeth Goldberg, MD, ScM, associate 
professor of emergency medicine and 
health services at Brown University, was 
awarded a 2019–2024 NIA Paul B. Beeson 
Emerging Leaders Career Development 
Award in Aging (K76) titled “GAPcare II: 
The Geriatric Acute & Post-acute Care 
Coordination Program for Fall Prevention 

in the Emergency Department.” Mentored by Dr. Roland 
Merchant (Harvard University) and professor Vince Mor 
(Brown University), Dr. Goldberg will conduct field testing 
in older adults and their caregivers to determine if they can 
use the Apple Watch to assess gait, fitness, and falls over 
time. She will also lead a pilot randomized controlled trial 
of 200 patients presenting to the Rhode Island Hospital 
and The Miriam Hospital in Providence, RI Emergency 
Departments (EDs) for a fall to see if a new protocol 
incorporating pharmacists and physical therapists into 
emergency department care may help prevent subsequent 
falls compared to usual care. 

Katherine Hunold Buck, MD, an assistant 
professor in the Department of Emergency 
Medicine at The Ohio State University, 
has been awarded an NIA GEMSTAR 
grant to study new diagnostic strategies 
for pneumonia in older adults. Dr. Buck 
is examining whether small antimicrobial 

peptides found in blood and urine can help confirm 
pneumonia in geriatric patients who have symptoms like 
chest pain or shortness of breath. Her efforts are supported 
by a two-year, $100,000 per year grant, funded by the 
National Institute on Aging and the Society for Academic 
Emergency Medicine Foundation. 

Lauren Southerland, MD, an assistant 
professor in the Department of Emergency 
Medicine at The Ohio State University, has 
received an NIA K23 award. This five-year 
grant will allow Dr. Southerland to study 
the impact of emergency department 
nurses screening for delirium (Brief Delirium 
Triage Screen), fall risk (4 Stage Balance 

Test), and general risk (Identifying Seniors at Risk Score) 
on whether older patients receive geriatric appropriate 
care. The outcomes are patient quality of life and functional 
status in the three months after their ED visit. Her efforts are 
supported by a five-year, $750,000 grant from the National 
Institute on Aging. 

John Haran, MD, PhD, was recently 
awarded the Alzheimer's Association 
International Research Grant Award for his 
study titled "Elderly microbiome dysbiosis 
and its association to Alzheimer’s disease 
and cognitive decline.” Dr. Haran is an 
associate professor in the Department of 
Emergency Medicine at the University of 

Massachusetts Medical School and Clinical Director of the 
Center for Microbiome Research. 

Dr. Nadel Named Vice Chair of Education for 
Departments of EM at Brigham and Women's 
Hospital and Massachusetts General Hospital

Eric Nadel, MD, has been appointed to 
vice chair of education for the Departments 
of Emergency Medicine at Brigham and 
Women's Hospital and Massachusetts 
General Hospital, as well as in the Harvard 
Affiliated Emergency Medicine Residency 
(HAEMR). Dr. Nadel, who is also an 
associate director of partners GME and 

associate professor of emergency medicine at HMS, has 
been a vital and dynamic force among educators in our 
specialty, having trained and mentored two generations of 
EM clinicians, educators, scientists, and leaders.  He has 
led HAEMR through numerous innovations including several 
redesigns of the curriculum and the integration of simulation 
into core educational activities. He has also supported the 
development of novel wellness and diversity initiatives and 
programs that have been recognized nationally. 

Elizabeth Goldberg, MD, ScM

Katherine Hunold Buck, MD

Lauren Southerland, MD

John Haran, MD, PhD

Gail D’Onofrio, MD, MS

Eric Nadel, MD
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NOW HIRING

Accepting ads for our 
“Now Hiring” section!

Deadline for the next issue of 
SAEM Pulse is December 1.

For specs and pricing, visit the 
SAEM Pulse advertising webpage.

POST YOUR  OPEN JOBS  
IN  FRONT OF OUR  

QUALIFIED  CANDIDATES!

Department of  Emergency Medicine

University of  North Carolina at Chapel Hill, Department 
of  Emergency Medicine is currently recruiting for full-time 
faculty openings for 2020-2021.  
Full-time faculty are currently being recruited with 
expertise in Administration, Research and Ultrasound.
Successful applicants will be Board Certified/Board Prepared 
in Emergency Medicine. UNC Hospitals is a 950-bed Level 
I Trauma Center.  The Emergency Department sees upward 
of  70,000 high acuity patients per year. 
Applicants should send a letter of  interest and  
curriculum vitae to: Gail Holzmacher, Business Officer 
(gholzmac@med.unc.edu), Department of  Emergency 
Medicine,  Phone: (919)843-1400.  
The University is an equal opportunity, affirmative action employer 
and welcomes all to apply without regard to age, color, gender, gender 
expression, gender identity, genetic information, national origin, race, 
religion, sex, or sexual orientation. We also encourage protected veterans 
and individuals with disabilities to apply.
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Penn State Health is committed to affi rmative action, equal opportunity and the diversity of its workforce.  Equal Opportunity Employer – Minorities/Women/Protected Veterans/Disabled.

FOR MORE INFORMATION PLEASE CONTACT:
Heather Peffl ey, PHR FASPR at: hpeffl ey@pennstatehealth.psu.edu 

Exciting opportunities at 
our growing organization
• Core Emergency Medicine and PEM Faculty positions
• EM Medical Director 
• EMS Medical Director / EMS Fellowship Director
• Vice Chair, Clinical Operations & Strategy Development 
• Vice Chair, Research

Penn State Health, Hershey PA, is expanding our health system.  We offer multiple 
new positions for exceptional physicians eager to join our dynamic team of EM and 
PEM faculty treating patients at the only Level I Adult and Level I Pediatrics Trauma 
Center in Central Pennsylvania.

What We’re Offering:
• Salaries commensurate with qualifi cations
• Sign-on Bonus
• Relocation Assistance
• Retirement options, Penn State University Tuition Discount, and so much more!

What We’re Seeking:
• Core Emergency Medicine trained physicians with additional training in any of 

the following: Toxicology, Ultrasound, Geriatric Medicine, Pediatric Emergency 
Medicine, Research

• Completion of an accredited Emergency Medicine Residency Program and 
Fellowship for PEM positions

• BE/BC by ABEM or ABOEM
• Observation experience is a plus

What the Area Offers: 
We welcome you to a community 
that emulates the values Milton 
Hershey instilled in a town that holds 
his name. Located in a safe family-
friendly setting, Hershey, PA, our local 
neighborhoods boast a reasonable cost 
of living whether you prefer a more 
suburban setting or thriving city rich 
in theater, arts, and culture. Known as 
the home of the Hershey chocolate 
bar, Hershey’s community is rich in 
history and offers an abundant range 
of outdoor activities, arts, and diverse 
experiences. We’re conveniently located 
within a short distance to major cities 
such as Philadelphia, Pittsburgh, NYC, 
Baltimore, and Washington DC.
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Featured Leadership and Faculty Positions

Residency Program Director
Cartersville Medical Center.  Greater Atlanta, GA
New EM Residency Program slated to begin July 2020. Contact Barbara Lay at 727.507.3608

Clinical Faculty
Osceola Regional Medical Center. Kissimmee, FL
EM Residency Program affiliated with the University of Central Florida College of Medicine. 
Contact Shawn Stampfli at 404.663.4770

Pediatric Emergency Medicine Faculty                                           
Oak Hill Hospital. Tampa Bay, FL
PEM Faculty must be BC in EM and BC/BP in PEM.  New EM Residency Program affiliated 
with the University of South Florida Morsani College of Medicine. Contact Ody Pierre-Louis at 
727.507.3621

Research Director, Simulation Director and Core Faculty
Brandon Regional Hospital. Tampa Bay, FL
New EM Residency Program affiliated with the University of South Florida Morsani College of 
Medicine. Contact Esther Aguilar at 727.519.4851

Clinical Faculty 
Kendall Regional Medical Center. Miami, FL
EM Residency Program affiliated with the Herbert Wertheim College of Medicine 
at Florida International University. Contact Lisa M. Chamerski at 727.507.2508

Clinical Faculty
St. Lucie Medical Center. Port St. Lucie, FL
PBCGME affiliated Osteopathic EM Residency Program. Contact Amy Anstett at 954.295.1524

Research Director, Ultrasound Director and Core Faculty 
Ocala Regional Medical Center. Ocala, FL
EM Residency Program affiliated with UCF Health Morsani College of Medicine and HCA GME 
Consortium. Contact Craig McGovern at 727.437.0846
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ACADEMIC EMERGENCY 
PHYSICIAN SCIENTIST

The Department of Emergency Medicine at Denver Health in collaboration 
with the University of Colorado School of Medicine is recruiting an academic 
emergency physician scientist. The ideal candidate is an experienced academic 
emergency physician who has completed a research-oriented fellowship or 
equivalent, masters or doctoral-level research degree (e.g. epidemiology, health 
services research, public health), and has a track record of scholarship and 
obtaining extramural research funding.  Candidates will also have a primary 
research focus that aligns with the existing scientific strengths of the Department, 
Denver Health, and the University of Colorado School of Medicine, including 
but not limited to acute care (e.g. resuscitation, sepsis, trauma), EMS, and public 
health (e.g. infectious diseases prevention, injury prevention, substance abuse).

In addition to providing excellent patient care, teaching residents from the Denver 
Health Residency in Emergency Medicine and medical students, this faculty 
member will focus on discovery, scholarship, and mentorship, while integrating 
into a robust departmental research program with an active portfolio exceeding 
$1 million annually and with >$15 million secured over the past decade. In 
addition to substantial investigator-initiated research, our department also 
contributes actively to the Prevention and Early Treatment of Acute Lung Injury 
(PETAL) Network (funded by NHLBI), Strategies to Innovate EmeRgENcy Care 
Clinical Trials (SIREN) Network (funded by NINDS, NHLBI, and NCATS), and 
Linking Investigations in Trauma and Emergency Services (LITES) Network 
(funded by the DoD). We also participate in the Cardiac Arrest Registry to 
Enhance Survival (CARES) initiative

Denver Health is the major academic affiliate of the University of Colorado School 
of Medicine (based at the University of Colorado Anschutz Medical Campus), and 
the home institution for the Denver Health Residency in Emergency Medicine. 
All faculty report to the Director for the Department of Emergency Medicine at 
Denver Health, contributing to the mission of patient care, educational, research, 
and professional development, and have meaningful responsibilities and faculty 
appointments at the rank of Assistant Professor, Associate Professor, or Professor 
in the School of Medicine’s academic Department of Emergency Medicine. Our 
research team is closely aligned and integrated with the emergency medicine 
research unit based at Anschutz Medical Campus with active involvement 
in research-in-progress and mentorship meetings (e.g. Emergency Medicine 
Scientist Training and Intensive Mentorship, EM-STIM) and other research 
and development programs administered through the Colorado Clinical and 
Translational Sciences Institute (CCTSI) (e.g. CO-Mentor; LITeS).

As an institution, Denver Health is a nationally recognized model for integration 
of a safety-net acute-care hospital, a network of community health centers, a 
city and county public health department (Denver Public Health), the advanced 
life support EMS agency for Denver County (Denver Paramedics), and regional 
poison (Rocky Mountain Poison and Drug Center) and Level 1 trauma (Ernest E 
Moore MD Shock Trauma Center) centers. The emergency department (ED) at 
Denver Health includes a 44-bed adult ED with an additional 9-bed observation 
unit, a 22-bed adult urgent care, and a 19-bed pediatric ED and urgent care. 
With a combined annual census of more than 127,000 patients, the ED at Denver 
Health is the second busiest in Colorado. The Ernest E Moore MD Shock Trauma 
Center at Denver Health is the primary trauma referral center for the Rocky 
Mountain Region. Additionally, the acuity managed by the adult ED is high, 
with a 25% admission rate. Staffing in the adult and pediatric EDs is provided by 
board-certified emergency physicians, PGY 1 - 4 residents, emergency medicine 
subspecialty fellows, and advanced practice providers. Strong and extremely 
collaborative relationships exist among physicians, advanced practice providers, 
nursing, and consultative services.

This position is available immediately, and will ideally be filled for the 2020 
academic year.  Applications will be considered in a rolling fashion until the 
position is filled. Board certification in emergency medicine is required. Faculty 
rank will be determined by qualifications and experience.

Interested applicants should submit a cover letter and their CV to: 
Aaron Ortiz, Manager, Provider Recruitment (aaron.ortiz@dhha.org) and
Jason Haukoos, MD, MSc, Director, Emergency Medicine  
Research and Chair, Department Recruitment  
Committee (jason.haukoos@dhha.org).
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Emergency Medicine &  
Toxicology Faculty

Rutgers Robert Wood Johnson 
Medical School

The Department of Emergency Medicine at 
Rutgers Robert Wood Johnson Medical School, 
one of the nation’s leading comprehensive 
medical schools, is currently recruiting 
Emergency Physicians and Medical Toxicologists 
to join our growing academic faculty. 

Robert Wood Johnson Medical School and 
its principal teaching affiliate, Robert Wood 
Johnson University Hospital, comprise New 
Jersey’s premier academic medical center. A 580-
bed, Level 1 Trauma Center and New Jersey’s 
only Level 2 Pediatric Trauma Center, Robert 
Wood Johnson University Hospital has an 
annual ED census of greater than 90,000 visits.

The department has a well-established, three-
year residency program and an Emergency 
Ultrasound fellowship. The department is seeking 
physicians who can contribute to our clinical, 
education and research missions.

Qualified candidates must be ABEM/
ABOEM certified/eligible. Salary and benefits 
are competitive and commensurate with 
experience. Sub specialty training is desired but 
not necessary. 

For consideration, please send a letter of intent 
and a curriculum vitae to:

Robert Eisenstein, MD, Chair, Department  
of Emergency Medicine  

Rutgers Robert Wood Johnson Medical School 
1 Robert Wood Johnson Place, MEB 104, New 

Brunswick, NJ 08901 
Email: Robert.Eisenstein@rutgers.edu  

Phone: 732-235·8717 · Fax: 732 235-7379

Rutgers, The State 
University of New Jersey, 
is an Affirmative Action/ 
Equal Opportunity 
Employer, M/F/D/V.
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Employers, are your 
recruiting efforts effective?
Specific targeted career websites, like  
EM Job Link, deliver the most highly qualified 
talent and have the best return on investment. 
Our candidates are made up of the specific 
professionals you want to reach. If you want 
the best and brightest candidates, you 
need to go where they job search – EM Job 
Link. Along with posting your jobs in front of 
qualified candidates at EM Job Link, you can 
search our resume bank for talent as well. 
Post today or speak to an expert who can 
help create a customized recruiting solution to 
get you great candidates.

The Department of Emergency Medicine at Massachusetts 
General Hospital is seeking candidates for academic faculty 
positions. Candidates must have a commitment to excellence 
in clinical care and teaching; academic appointment will be at 
Harvard Medical School at the instructor, assistant professor or 
associate professor level.

MGH is the home of the 4-year MGH/BWH Harvard Affiliated 
Emergency Medicine Residency Program. The ED at MGH is a 
high volume, high acuity level 1 trauma and burn center caring 
for approximately 112,000 adult and pediatric patients annually.

The successful candidate will join a faculty of 50 academic 
emergency physicians in a department with active research 
and teaching programs as well as fellowship programs in 
administration, research, medical simulation, ultrasonography, 
medical education, geriatrics, wilderness medicine, and disaster 
medicine.

Inquiries should be accompanied by a curriculum vitae and may 
submitted by email (Brown.david@mgh.harvard.edu) to:

David F. M. Brown, MD FACEP
MGH Trustees Professor & Chair
Department of Emergency Medicine
Founders 110
Massachusetts General Hospital
Boston, Massachusetts 02114

Massachusetts General Hospital is an equal opportunity/
affirmative action employer.

The Department of Emergency Medicine at Stanford University School of Medicine in Palo Alto, California seeks an experienced, enthusiastic, and 
inspirational medical educator for the role of Residency Program Director. The position includes a full-time appointment at Stanford University in the 
Clinician Educator Line at the rank of Clinical Assistant, Associate, or Professor.  Rank is by the qualifications and experience of the successful candidate. 
Clinical responsibilities include patient care in the emergency department of Stanford University Hospital, a world-renowned, academic medical center.

The Stanford University Emergency Medicine Residency is a PGY 1-4 program that accepts 15 residents per year. Our faculty consists of over 80 board-
certified emergency physicians with broad scholarly interests and extramural funding. We sponsor 11 fellowship programs, required and advanced student 
clerkships, and several courses open to all students at Stanford University. The program director will oversee the development of innovative curricula, 
residency recruitment, program accreditation, and our scholarly tracks program called, ‘ACCEL’ (Advanced Clinical & Career Enrichment Lines). 

The successful applicant must have an MD with requisite training, a minimum of three years of experience in residency administration, and a demonstrated 
track record of scholarship. A graduate degree in health professions education, administration, research or another relevant field, as well as experience 
with four-year format residencies is desired but not required. Preference will be given to applicants whose vision for residency training aligns with our 
mission to provide Precision Emergency Medicine, defined as harnessing advances in biomedical discovery, technology, and data to tailor interventions that 
promote individual and/or population health.

In addition to providing excellent patient care and teaching to house staff and medical students, the program director will participate in our weekly medical 
education conference series and regularly lecture at relevant national academic meetings. He or she will be expected to be a resource and mentor for 
junior faculty, fellows, residents, and medical students.

Stanford is an equal employment opportunity and affirmative action employer. All qualified applicants will receive consideration for employment without 
regard to race, color, religion, sex, sexual orientation, gender identity, national origin, disability, protected veteran status, or any other characteristic 
protected by law. Stanford welcomes applications from all who would bring additional dimensions to the University’s research, teaching and clinical 
missions. 

Please send a letter of interest and CV to: Michael A. Gisondi, MD, Vice Chair of Education
c/o Caitlin O’Brien - 900 Welch Road, Suite 350, Palo Alto, CA 94304 - (650) 723-6576 - (650) 723-0121 (Fax) - cobrien1@stanford.edu

Residency Program Director
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Vice Chair of Research

Rutgers Robert Wood Johnson 
Medical School

Department of Emergency Medicine
Rutgers is New Jersey’s premiere public research university. 
With a $1 billion commitment to invest in, support and drive 
groundbreaking, advanced research, the recent Rutgers and RWJ 
Barnabas Health integrated academic health system aims to 
further the university’s reputation as a leader in academic health 
care and biomedical research.

Rutgers currently is ranked among the nation’s top 20 public 
universities for research and development expenditures. Rutgers 
Robert Wood Johnson Medical School is first in the state for 
research and has steadily attracted increased NIH funding and 
grants in excess of $1 million, as well as substantially expanded 
its clinical trials with the launch of a new, world-class adult 
clinical research center.

The Department of Emergency Medicine is seeking a Vice 
Chair of Research at the Associate Professor or Professor level, 
preferably tenure track. The Department’s goal is to grow its 
research and scholarly output while building a nationally 
recognized research program. The Vice Chair will provide 
leadership and oversight of the research mission for the 
Department. Successful candidates will have a demonstrated 
track record of independently funded research, publication 
in high-impact, peer-reviewed journals, strong mentorship 
skills and clear evidence of promoting the academic careers 
of junior faculty. The Vice Chair must demonstrate expertise 
in leading research in EM and possess the interpersonal skills 
to engage, inspire and work across disciplines within a large, 
diverse organization.

Robert Wood Johnson Medical School and its principal teaching 
affiliate, Robert Wood Johnson University Hospital, comprise 
New Jersey’s premier academic medical center. A 580-bed, Level 
1 Trauma Center and New Jersey’s Level 2 Pediatric Trauma 
Center, Robert Wood Johnson University Hospital has an 
annual ED census in excess of 90,000 visits. The department has 
a well-established, three-year Emergency Medicine residency 
program and an Emergency Ultrasound fellowship.

Qualified candidates must be ABEM/ABOEM certified/
eligible. Salary and benefits are competitive and 
commensurate with experience.

Please send a letter of intent and a curriculum vitae to:

Robert Eisenstein, MD, Chair, Department of 
Emergency Medicine 

Rutgers Robert Wood Johnson Medical School
1 Robert Wood Johnson Place, MEB 104, New 

Brunswick, NJ 08901
Email: Robert.Eisenstein@rutgers.edu 

Phone: 732-235·8717 · Fax: 732 235-7379

Rutgers, The State 
University of New Jersey, 
is an Affirmative Action/ 
Equal Opportunity 
Employer, M/F/D/V.
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WASHINGTON DC – The Department of Emergency Medicine at the George 
Washington University is offering Fellowship positions beginning July 2020: 
 
Disaster & Operational Medicine International Emergency Medicine 

Medical Leadership & Operations Medical Toxicology 

Emergency Ultrasound Clinical Research 

Telemedicine/Digital Health Health Policy 

Extreme Environmental Medicine Sports Medicine 

Medical Education and Simulation  

 
Fellows receive an academic appointment at The George Washington University 
School of Medicine & Health Sciences and work clinically at a site staffed by the 
Department. The Department offers Fellows an integrated, interdisciplinary 
curriculum, focusing on research methodologies and grant writing. Tuition support 
for an MPH or equivalent degree may be provided, as per the fellowship’s 
curriculum. 
  
Complete descriptions of all programs, application instructions, and Fellowship 
Director contacts can be found at: 
  
https://smhs.gwu.edu/emed/education-training/fellowships  
 

 

 
The Harvard Affiliated Emergency Medicine Residency, a 
four-year academic program based at Brigham and 
Women’s Hospital and Massachusetts General Hospital, is 
seeking candidates for program director. Candidates must 
have a commitment to excellence in clinical care and a deep 
commitment to education; prior leadership experience in a 
residency training program is preferred. Academic 
appointment will be at Harvard Medical School at the 
instructor, assistant professor or associate professor level.    
 
The successful candidate, who will be jointly appointed at 
BWH and MGH, will lead a training program of 60 EM 
residents and supervise a staff of five APDs and several 
administrative staff.   
 
Inquiries should be accompanied by a curriculum vitae and 
may submitted by email (Brown.david@mgh.harvard.edu) 
and should be addressed to David F. M. Brown, MD, MGH 
Trustees Professor and Chair of Emergency Medicine, 
Massachusetts General Hospital and Michael VanRooyen, 
MD, Professor and Chair of Emergency Medicine, Brigham 
and Women’s Hospital 
 
Massachusetts General Hospital and Brigham and 
Women’s Hospital are equal opportunity/affirmative action 
employers.  
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SEE YOU AT

Denver, Colorado
May 12-15, 2020

Sheraton Denver Downtown Hotel
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