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Th e focu s of Em ergency Medicine Clerkship Prim er: A Manual for
Medical Students is to assist m edical studen ts th rough out th eir em er-
gen cy m edicin e clerksh ip . Alth ough  th e target  audien ce for th is

m an ual is prim arily jun ior an d sen ior m edical studen ts, we believe th at
em ergen cy m edicin e in tern s an d off-service residen ts will ben efit  from
th e m ajority of th e topics reviewed. Our goal is to produce a h igh -quality,
profession al guide th at h igh ligh ts th e un iquen ess of our specialty. Th is
guide sh ould provide th e reader with  a detail-orien ted approach  to th in k-
in g like an  em ergen cy ph ysician —essen tially a “h ow to” m an ual. Th e
Prim er can  be con sidered a supplem en t to th e m an y h igh -quality em er-
gen cy m edicin e texts curren tly available. However, d ifferen t from  th ese,
th e Prim er focuses on  aspects of our specialty th at  are often  overlooked or
un derrepresen ted in  tradition al textbooks. Before th e developm en t of th is
Prim er, a com preh en sive m an ual such  as th is was n ot available to th e
m asses of m edical studen ts across th e coun try. Good luck on  your em er-
gen cy m edicin e rotation .

David  A. Wald, DO
Director of Un dergraduate Medical Education
Associate Professor of Em ergen cy Medicin e
Departm en t of Em ergen cy Medicin e
Tem ple Un iversity Sch ool of Medicin e
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By th e t im e th is Prim er arrives for your review, Em ergen cy Med-
icin e will be celebrat in g it s 40th  an n iversary as an  organ ized
specialty realm  of practice. Form al recogn it ion  by th e rest  of tradi-

t ion al m edicin e cam e n early two decades later, bu t  for th ose wh o un der-
stood th e vision  wh en  it  first  appeared, four decades of service is th e
righ t n um ber.

As you  prepare for your clerksh ip , p lease recogn ize our ch osen  specialty
h as several gifts in  store for you . First , its facu lty an d residen ts recogn ize
th e respon sibility we h ave to train  you  to un derstan d an d operate in  our
realm . Un dergraduate m edical education  is a serious pursu it  for em er-
gen cy ph ysician s, an d your clerksh ip  director h olds a posit ion  of esteem
in  th e departm en t. We un derstan d th e poten tial im pact of early in ter-
ven tion  as well as or better th an  an y oth er practit ion er. In  education , a
sh ared tru th  or corrected perception  can  last  a lifet im e, an d th is is wh at
we p lan  to offer each  of you  wh o spen d t im e with  us.

In  addit ion , we offer a un ique con tribu tion  to your m edical education .
We are n ot tryin g to sell our specialty to you  or tryin g to “con vert” you
from  your ch osen  direction  toward ours. Wh at we h ave to offer is a un ique
en viron m en t an d an  opportun ity to practice fun dam en tal skills to wh ich
you h ave h ad lim ited exposure th us far in  m edical sch ool. Th e m ost
im portan t  of th ese is acu te care decision m akin g. Th at is a un ique m o-
m en t, usually un an ticipated, wh en  a patien t  forces you  to m ake a series
of decision s surroun ded by un certain ty bu t of great  im portan ce n on e-
th eless. Tim e is n ot your frien d, an d you  quickly fin d th ere is n oth in g
“cookbook” about h avin g a well-organ ized an d th ough tfu l p lan  of ap-
proach  in  such  a circum stan ce. You will n ot  on ly exercise n ew region s of
th e brain , you  will also get  to use your h an ds wh en  workin g with  us.
Tech n ical skills an d accom pan yin g virtuosity are crit ical elem en ts in  th e
day-in , day-out practice of em ergen cy m edicin e. Man y of th ese skills—
vascular access, airway m an agem en t, lum bar pun cture an d su turin g—
are all a part  of a reason able skill set  for a sen ior m ed ical stu den t .
Com m itm en t to learn in g th ese skills can  be h igh ly variable in  m edical
sch ool, an d opportun it ies to practice th em  m ay be lim ited. However, in
th e em ergen cy departm en t, you sh ould h ave th e opportun ity to put th em
to use every day, just  as we do.

Lastly, th in k of workin g in  an  en viron m en t wh ere m ore th an  115 m il-
lion  un differen tiated  patien ts com e to see you  or your equivalen t  over
th e course of each  year. Patien ts’ illn esses an d in juries are n ot always
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vi  Foreword

wh at th ey seem  to be, an d you  will learn  to respect  th at  statem en t like
n ever before. Th e approach  to un ravelin g a voiced com plain t  on  th e part
of a patien t  wh ile th in kin g about all of th e worst  possibilit ies of poten tial
origin  is a very differen t way of th in kin g th an  m ost of your experien ces
to date. We believe th at  you  will fin d th is experien ce will serve you  well,
both  with  us an d beyon d.

Our specialty in teracts with  every oth er specialty, often  at  th e raw in ter-
face of th e un plan n ed adm ission  on  a 24-h our, 7-day clock. We kn ow
th at m ost of you  com pletin g th is clerksh ip  will n ot  ch oose em ergen cy
m edicin e, alth ough  m ore an d m ore studen ts do each  year. We are excit-
ed  for your fu ture careers in  prim ary care, surgery, pediatrics, m edicin e
subspecialt ies, an d oth ers, bu t  we kn ow th at  we will see you  again  in  on e
guise or an oth er. Th erefore, it  is im portan t  to us th at  you  are well treat-
ed, rem em ber wh at goes on  h ere, an d leave with  som e degree of un der-
stan din g an d a m odicum  of respect  an d appreciat ion . Th erefore, you
sh ould  expect  to be treated well bu t  with  d iscip lin e an d h igh  expecta-
t ion s.

On e clear gesture in  our effort  to m ake your experien ce with  us m ost
rewardin g is th is Prim er. Read it  com pletely early in  your experien ce with
us, reread it  as you  see a wide variety of patien ts, an d use it  to h elp  order
an d in tegrate th e oth er teach in gs we will sen d your way. We are proud of
wh at we do an d th e safety n et  role we p lay in  our n ation ’s h ealth  care
system . We welcom e you  wh ile you  are with  us an d look forward to a
lon g-term  relation sh ip , day an d n igh t, n o m atter wh at specialty you  m ay
ch oose. Take care of yourselves an d th e people aroun d you .

Glen n  C. Ham ilton , MD
Professor an d Ch air
Departm en t of Em ergen cy Medicin e
Wrigh t State Un iversity Sch ool of Medicin e
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C H A P T E R  1

In t rod u ct ion  t o  t h e
Sp ecia lt y of Em er gen cy
Med icin e

Change began in the early 1960s
when a group of physicians left their
respective practices and devoted
their full-time practice to the care
of emergency department patients.

For cen turies, ph ysician s h ave been  called  on  to provide em ergen cy
care for patien ts. However, in  th e h ouse of m edicin e, th e form al
specialty of em ergen cy m edicin e is st ill relatively youn g—m easured

in  decades. Em ergen cy m edicin e developed differen tly from  perh aps m an y
of th e oth er m ore tradition al m edical an d surgical specialt ies. In  th e case
of em ergen cy m edicin e, public dem an d m ore th an  scien tific in quiry fu-
eled th e form ation  an d growth  of th e specialty. In  th e 1950s an d 1960s,
with  m ore ph ysician s seekin g specialty train in g, th e n um ber of gen eral
practition ers began  to declin e. At th at tim e, h ospitals were becom in g m ore
m odern ized an d tech n ologically advan ced. Ultim ately, th ese factors, alon g
with  th e ch an gin g dem ograph ic an d social con dition s of th e post–World
War II era, led to an  in creased public relian ce on  h ospital em ergen cy de-
partm en ts for th e provision  of un an ticipated m edical care. Un fortun ate-
ly, a un iform  system  for providin g h igh -quality em ergen cy care did n ot
exist. At th at tim e, jun ior m edical an d surgical h ouse officers staffed m an y
h ospital em ergen cy departm en ts with  lit t le or n o atten din g supervision .
Most of th ese ph ysician s did n ot h ave th e n ecessary clin ical skills to prop-
erly care for th e in creasin g com plexity of cases seekin g m edical atten tion .
It  was also becom in g eviden t th at th e ph ysician  staffin g pattern s were
in adequate to keep up with  th e ever-in creasin g patien t volum e.

Ch an ge began  in  th e early 1960s wh en  a group of ph ysician s left  th eir
respective practices an d devoted th eir fu ll-t im e practice to th e care of
em ergen cy departm en t patien ts. In  1961, four ph ysician s, led  by Jam es
Mills, MD, started  th e first  fu ll-t im e em ergen cy m edicin e practice at  Al-
exan dria Hospital in  Virgin ia. Th at sam e year, a group of 23 com m un ity
ph ysician s began  providin g aroun d-th e-clock em ergen cy departm en t cov-
erage at  Pon tiac Gen eral Hospital in  Mich igan . By th e late 1960s, h un -
dreds of “em ergen cy ph ysician s” were in  practice th rough out th e coun try.
In  1968, Joh n  Wiegen stein , MD, an d seven  oth er fu ll-t im e em ergen cy
ph ysician s fou n ded  th e Am erican  College of Em ergen cy Ph ysician s
(ACEP), our specialty’s first  profession al m edical society. Later th at  sam e
year, durin g th e first  n ation al m eetin g, ACEP was recogn ized as th e n a-
t ion al em ergen cy m edicin e organ izat ion . Th e Am erican  Academ y of
Em ergen cy Medicin e (AAEM), a n ew profession al society, was foun ded
in  1993 to prom ote fair an d equitable practice en viron m en ts for em er-
gen cy ph ysician s.

Th e first  em ergen cy m edicin e residen cy-train in g program  was establish ed
at  th e Un iversity of Cin cin n at i in  1970. Th at  sam e year, th e Un iversity



2  Introduction to the Specialty of Emergency Medicine

Our specialty represents one of the
few medical specialties that has
shown a consistent and steady
increase in the number of residency
positions offered in the national
residency matching program,
representing 6.3% of all PGY-1
positions filled in the 2008 match.

Associat ion  of Em ergen cy Medical Service (UA/EMS) was foun ded  by
m edical sch ool facu lty p ract icin g em ergen cy m edicin e, followed by th e
form ation  of th e Society of Teach ers in  Em ergen cy Medicin e (STEM) in
1975. Th ese two organ izat ion s m erged  in  1989 to  form  th e Society for
Academ ic Em ergen cy Medicin e (SAEM), ou r specialty’s cu rren t  p rem ier
academ ic organ izat ion  p rom otin g research  an d  educat ion . In  1974, th e
Em ergen cy Medicin e Residen ts Association  (EMRA) was form ed. By 1981,
th ere were 56 em ergen cy m edicin e residen cy-train in g p rogram s across
th e coun try. As of 2008, th ere are 143 accred ited  allopath ic an d  37 ac-
cred ited  osteopath ic em ergen cy m edicin e residen cy t rain in g p rogram s
in  th e Un ited  States. Form ed in  1989, th e Coun cil of Em ergen cy Medi-
cin e Residen cy Directors (CORD) is an  educat ion al an d  scien t ific orga-
n izat ion  wh ose pu rpose is to  im prove th e quality of em ergen cy m edical
care an d to establish  an d m ain tain  h igh  stan dards of excellen ce in  em er-
gen cy m edicin e t rain in g p rogram s.

On e of th e first  steps toward form al recogn it ion  of our specialty occurred
in  1973 wh en  em ergen cy m edicin e was gran ted a provision al section
coun cil seat  in  th e Am erican  Medical Association  House of Delegates;
perm an en t status was gran ted in  1975. In  1976, th e Am erican  Board of
Em ergen cy Medicin e (ABEM) was form ed. Th ereafter, ACEP an d ABEM
em barked on  th e process of establish in g prim ary board cert ification  sta-
tus for th e specialty of em ergen cy m edicin e. In  1979, th e Am erican  Board
of Medical Specialt ies (ABMS) form ally recogn ized ABEM. Ten  years later,
in  1989, ABMS gran ted ABEM prim ary board status, th us form ally recog-
n izin g em ergen cy m edicin e as th e 23rd prim ary m edical specialty.

Th e em ergen ce of osteopath ic ph ysician s in  th e field  of em ergen cy m ed-
icin e occurred in  1975 wh en  th e Am erican  College of Osteopath ic Em er-
gen cy Ph ysician s becam e an  affiliate college of th e Am erican  Osteopath ic
Association  (AOA). By 1978, th e Am erican  Osteopath ic Board of Em er-
gen cy Medicin e (AOBEM) was establish ed as an  affiliate specialty board
of th e AOA. Th e followin g year, th e first  osteopath ic em ergen cy m edi-
cin e residen cy-train in g program  was establish ed at  th e Ph iladelph ia Col-
lege of Osteopath ic Medicin e.

Over th e last  30 years, th e growth  of em ergen cy m edicin e h as con tin ued
at an  extraordin ary pace. Th e fu ture of our specialty is especially brigh t
as we con tin ue to at tract  h igh -quality m edical studen ts in terested in  pur-
su in g a career in  em ergen cy m edicin e. Our specialty represen ts on e of
th e few m edical specialt ies th at  h as sh own  a con sisten t  an d steady in -
crease in  th e n um ber of residen cy posit ion s offered in  th e n ation al resi-
den cy m atch in g program , represen tin g 6.3% of all PGY-1 position s offered
in  th e 2008 m atch  (Nation al Residen t Match in g Program , 2008). Em er-
gen cy m edicin e is n ow th e fourth  m ost com m on  specialty th at  US grad-
uatin g m edical studen ts ch oose to en ter, beh in d in tern al m edicin e, fam ily
m edicin e, an d pediatrics (Newton  et  al., 2003). Collectively, across th e
coun try, em ergen cy m edicin e residen cy-train in g program s graduate ap-
proxim ately 1,500 em ergen cy ph ysician s each  year.

In  2008, th e SAEM’s Board of Directors approved th e form ation  of th e
Academ y of Clerksh ip  Directors in  Em ergen cy Medicin e (CDEM). CDEM
con sists of m edical studen t educators wh o are com m itted  to en h an cin g
un dergraduate m edical education  with in  our specialty.

Suggested Reading
Newton  DA, Grayson  MS. Tren ds in  career ch oices by US m edical sch ool

graduates. JAMA. 2003;290:1179–1182.

This article describes trends in career choices for US medical school graduates
from 1987–2002.
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Nation al Residen t Match in g Program . Results and Data. Table 7, All Appli-
cants Matched to PGY-1 Positions by Specialty, 1999–2007. Available at :
www.n rm p.org/data/resultsan ddata2007.pdf. Accessed March  25, 2008.

This document reports the results from the 2007 National Residency Match.

Nation al Residen t Match in g Program . Advance Data Tables: 2008 Main
Residency Match. Available at : www.n rm p.org/data/ advan cedatatables
2008.pdf. Accessed May 16, 2008.

This document reports the results from the 2008 National Residency Match.

Zin k BJ. Anyone, Anything, Anytim e: A History of Em ergency Medicine. Ph ila-
delph ia, Pa: Mosby; 2006.

This book reviews the history of emergency medicine, chronologically covering
issues such as the earliest concepts of emergency care, the development of na-
tional professional organizations, the establishment of the board examination,
the accreditation of emergency medicine residency-training programs, and the
subsequent expansion of the specialty.



C H A P T E R  2

In t r od u ct ion  t o  t h e
Em er gen cy Med icin e
Cler k sh ip

W elcom e to your em ergen cy m edicin e clerksh ip . Tradition ally, th e
m ajority of m edical sch ools offer clin ical em ergen cy m edicin e
rotation s for sen ior m edical studen ts wh o h ave com pleted th eir

core th ird-year rotat ion s. Alth ough  som e sch ools provide an  elective or
selective opportun ity, oth ers, approxim ately on e th ird , provide a m an da-
tory clin ical experien ce for m edical studen ts. As an  acu te care rotat ion , th e
em ergen cy m edicin e clerksh ip  will provide you  with  th e opportun ity to
draw from  all of your past  clin ical experien ces wh en  carin g for patien ts.

Rotat in g th rough  a busy em ergen cy departm en t  can  be a daun t in g task
for an y m edical studen t . New residen ts, facu lty, an cillary staff, or even
perh aps a n ew h osp ital can  all add  to  th e un ease associated  with  start in g
a clin ical rotat ion . Th e em ergen cy departm en t  is at  t im es ch aot ic, with
n um erous un expected  em ergen t  pat ien t  p resen tat ion s an d  d ist ract ion s.
Our specialty operates in  an  en viron m en t  th at  is d ifferen t  from  both  th e
am bulatory care an d  in pat ien t  set t in gs; ou r doors n ever close. Th e pa-
t ien t  volum e, h igh  acu ity, an d  varied  path ology all add  to  th e ch allen ge
of p ract icin g em ergen cy m edicin e. In  addit ion , th e sh ift  work sch edu lin g
of studen ts, residen ts, an d  facu lty can  len d  itself to  educat ion al ch allen g-
es. On  th e on e h an d , you  m ay h ave lim ited  con t in u ity with  your p recep-
tor; on  th e oth er h an d , your clin ical sch edu le usually affords you  th e
opportun ity to  work with  m an y d ifferen t  residen ts an d  at ten d in g ph ysi-
cian s. Every sh ift  is d ifferen t  an d  can  brin g with  it  a wealth  of educat ion al
an d  pat ien t  care–related  opportun it ies. Because of th e h ect ic an d  som e-
t im es fren zied  pace of th e em ergen cy departm en t , it  is im portan t  to  un -
derstan d  your role wh ile carin g for pat ien ts. Man y clin ical rotat ion s allow
a sen ior m edical studen t  to  fun ct ion  in  a role sim ilar to  th at  of a jun ior
h ouse officer with  som e addit ion al gu idan ce an d supervision . In  th e em er-
gen cy departm en t , you  will h ave th e opportun ity an d  respon sibility to
provide pat ien t  care in  a st ructu red  en viron m en t  un der th e d irect  super-
vision  of a sen ior em ergen cy m edicin e residen t  or at ten d in g ph ysician .

As in  oth er clin ical rotat ion s, it  is im perative to un derstan d your lim ita-
t ion s. First  an d forem ost, rem em ber th at  your at ten din g ph ysician  is u lt i-
m ately in  ch arge of an d respon sible for th e care th e patien t  receives. Th at
bein g said , it  is st ill likely th at  as a “studen t doctor,” you  m ay exam in e a
patien t  before th e sen ior em ergen cy m edicin e residen t or at ten din g ph ysi-
cian  does. Th is level of au ton om y also brin gs with  it  in h eren t respon sibil-
ity. If durin g an y of your patien t  en coun ters, you  feel th at  your patien t  is
“sick or poten tially sick” (e.g., abn orm al vital sign s, sh ortn ess of breath ,

Every shift is different and can bring
with it a wealth of educational and
patient care-related opportunities.

Every patient that you encounter
should be treated as you would want
a family member treated.
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ch est  pain , abdom in al pain  with  periton eal fin din gs, ch an ge in  m en tal
status), alert  your supervisor im m ediately. In  addit ion , certain  aspects of
th e ph ysical exam in ation  are usually perform ed in  th e presen ce of resi-
den ts or facu lty. Fin d out wh eth er your clerksh ip  director h as a policy or
guidelin e regardin g th e part icipation  of m edical studen ts in  perform in g
pelvic, rectal, breast , an d gen itourin ary exam in ation s.

Th rough out your m edical sch ool train in g, you h ave perform ed coun tless
h istories an d ph ysical exam in ation s (H&PEs). Typically, it  m ay take 45 to
60 m in utes to perform  a com preh en sive H&PE. Because th e n ature of
em ergen cy m edicin e is a com plain t driven  rath er th an  disease-based spe-
cialty, m ost patien ts can  be evaluated in  a focused fash ion . Focusin g your
evaluation  to th e presen tin g ch ief com plain t is on e of th e corn erston es
of em ergen cy m edicin e practice. Th at bein g said , th is task is n ot as easy
as it  appears because of th e in grain ed n ature of th e com preh en sive ap-
proach  to th e H&PE. Realize th at by focusin g your patien t evaluation  an d
by bein g th orough , you m ay actually in crease your efficien cy wh en  car-
in g for patien ts. Un doubtedly, your em ergen cy m edicin e clerksh ip sh ould
provide you with  coun tless opportun ities to furth er your evaluation  an d
m an agem en t skills, regardless of your in ten ded career path .

An oth er particu larly im portan t aspect of your em ergen cy m edicin e clerk-
sh ip  is th e sign  in –sign  out tran sit ion  of care. Th is is th e t im e wh en  on e
sh ift  en ds an d th e n ext begin s. Th e atten din g ph ysician  com pletin g h is
or h er sh ift  sign s ou t an y outstan din g patien t-related  issues to th e in -
com in g atten din g: pen din g test  resu lts, patien ts th at  n eed to be reevalu-
ated, disposition s th at n eed to be m ade, an d th e like. As a studen t rotatin g
th rough  th e em ergen cy departm en t, th e sh ift  ch an ge can  be a com plex
an d con fusin g t im e. Most ph ysician s are tryin g to t ie up  a n um ber of
loose en ds durin g th e last  15 or so m in utes of th eir sh ifts. Th erefore, it  is
a good idea to try to com plete all patien t-related  tasks prom ptly wh en
you are n earin g th e en d of your sh ift , especially if your sh ift  coin cides
with  th at  of th e at ten din g. Your clerksh ip  director m ay h ave a policy
regardin g your sign  in –sign  ou t respon sibilit ies. If n ot , we offer th e fol-
lowin g gen eral gu idelin es to en sure a sm ooth  tran sfer of patien t  care at
th e sign  in –sign  ou t tran sit ion :

Try to com plete all patien t-related  du ties before th e com pletion  of
your sh ift .

Always in form  th e at ten din g ph ysician  before you  leave th e em er-
gen cy departm en t at  th e con clusion  of your sh ift . Th is will h elp  to
en sure th at  all patien t-related  m atters h ave been  addressed.

If during any of your pat ient
encounters you feel that  your
patient is “ sick or potentially sick,”
alert your supervisor immediately.

Tips for a Successful Rotat ion
Use  your resources; if you have any questions, ask the nurses, the senior emergency medicine
resident, or the attending physician.

Be on time for your clinical shifts.

Ask for help early on if needed.

Always be professional in your interactions with patients and staff.

Always be a patient advocate and offer compassionate care.

Read about interesting cases.

Contact the site director or clerkship director if you anticipate any scheduling conflicts or if you
have any questions.
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At th e en d of your sh ift , do n ot sign  ou t to an  in com in g studen t un -
less specifically in structed to do so by th e sen ior em ergen cy m edicin e
residen t or at ten din g ph ysician .

Wh en  you  start  a clin ical sh ift , evaluate th e n ext n ew patien t  to be
seen .

Wh ile rotat in g th rough  th e em ergen cy departm en t, you  m ay see at t i-
tudes an d beh aviors th at  m ay be foreign  to your own  person al value
system . You sh ould  deal with  th ese as a profession al. Every patien t  th at
you  en coun ter sh ould  be treated as you  would wan t a fam ily m em ber
treated. You sh ould  also treat  all staff m em bers (e.g., ph ysician s, n urses,
patien t  care assistan ts) with  respect , an d likewise, you  sh ould  expect  th e
sam e in  return . Wh ile rotat in g th rough  th e em ergen cy departm en t, con -
sider th e t ips for a successfu l rotat ion  sh own  on  th e previous page.

Keep in  m in d th e added level of respon sibility expected of you  th rough -
out th is rotat ion . Com m un icate effectively with  both  your patien ts an d
th e staff m em bers in volved with  th eir care. Pay close at ten tion  to th e
n eeds of your patien ts because you  m ay be in  a posit ion  to greatly affect
th eir care an d th e perception  of th e care provided in  th e em ergen cy de-
partm en t. Follow your patien ts closely. Are th ey com fortable? Are th eir
n eeds bein g m et? Wh at can  you  do to furth er assist  with  th eir care? Re-
m em ber, you  are an  im portan t  part  of th e h ealth  care team .

Lastly, if you  are con tem platin g a career in  em ergen cy m edicin e, th is
rotat ion  is a great  opportun ity to see if our specialty is a good fit  for you .
Talk to th e facu lty an d residen ts an d seek out th e clerksh ip  director an d
th e residen cy director. Altern atively, if you  are in terested in  an y of th e
oth er m edical or surgical specialt ies, an  em ergen cy m edicin e rotat ion  is
a great  opportun ity to expose you  to a wide variety of patien ts an d an
opportun ity to perform  basic procedures un der d irect  supervision . Most
of all, en joy th e experien ce.

Suggested Reading
Additional information regarding emergency medicine can be found on the Web
sites of national organizations. The following references are a place to start.

Am erican  Academ y of Em ergen cy Medicin e. Available at: h ttp:/ /aaem .org/
in dex.ph p. Retrieved Jan uary 23, 2008.

Clerksh ip  Directors in  Em ergen cy Medicin e, an  Academ y of th e Society
for Academ ic Em ergen cy Medicin e. Available at: www.saem .org/CDEM.
Retrieved March  3, 2008.

Em ergen cy Medicin e Residen ts Association . Available at : www.em ra.org.
Retrieved Jan uary 23, 2008.



C H A P T E R  3

Em er gen cy Med icin e
Cler k sh ip  Goa ls  a n d
Ob ject ives

Your emergency medicine clerkship
goals and objectives will provide
you with a framework for the
clinical and nonclinical expectations
that have been set for you by the
clerkship director.

Your learn in g objectives, som etim es referred to as com peten cies,
provide you  with  an  education al tem plate n ecessary to ach ieve
th e goals of your rotat ion . Clerksh ip  goals an d objectives are often

developed on  th e basis of a com bin ation  of perceived education al n eed,
faculty or in stitu tion al resources, an d proposed n ation al curricu lar guide-
lin es. Th e clerksh ip  objectives sh ould  be available to all residen ts an d
faculty m em bers d irectly in volved in  m edical studen t education . In  its
accreditat ion  stan dards, th e Liaison  Com m ittee on  Medical Education
(LCME) furth er describes th e education al program  for th e MD degree
an d th e rat ion ale for th e developm en t of education al objectives (LCME,
2007). LCME is recogn ized by th e US Departm en t of Health  as th e ac-
credit in g au th ority for m edical education  program s th at  lead to th e MD
degree in  th e Un ited  States.

Your em ergen cy m edicin e clerksh ip  goals an d objectives will provide you
with  a fram ework for th e clin ical an d n on clin ical expectation s th at  h ave
been  set  for you  by th e clerksh ip  director. In  gen eral, th e m ajority of
your rotat ion  objectives will be m et th rough  direct  patien t  care. Un der-
stan din g th e goals an d objectives of your em ergen cy m edicin e rotat ion
will allow you  to better un derstan d th e expectation s th at  your clerksh ip
director h as set  for you . Taken  on e step  furth er, th e ach ievem en t of your
rotation  goals an d objectives will serve as th e basis for your sum m ative
evaluation  at  th e con clusion  of your rotat ion  an d assist  th e clerksh ip
director in  determ in in g your fin al clerksh ip  grade. Reviewin g your rota-
t ion  goals an d objectives sh ould  n ot be viewed as a m ere form ality.

In  2006, th e Fourth  Year Medical Studen t Nation al Curricu lum  Guide
was publish ed in  th e Annals of Em ergency Medicine (Man th ey et  al., 2006).
Th is com preh en sive curricu lar gu ide was developed by a task force repre-
sen tin g th e six n ation al em ergen cy m edicin e organ ization s. Th e curricu-
lar gu ide ou tlin es th e objectives an d core education al topics th at  are
cen tral to our specialty. Th e rotat ion  objectives are presen ted in  a com -
peten cy-based form at m odeled after th e six core com peten cies developed
by th e Accreditat ion  Coun cil for Graduate Medical Education  (ACGME),
th e organ ization  th at  oversees an d regulates graduate m edical education
train in g program s in  th e Un ited  States:

Patien t  care

Medical kn owledge
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Regardless of your intended career
path, an emergency medicine ro-
tation can expose you to interest-
ing and diverse pathology.

Practice-based learn in g an d im provem en t

System s-based practice

Profession alism

In terperson al an d com m un ication  skills

Alth ough  som e objectives could  logically fall un der m ultip le com pe-
ten cies, for th e purpose of organ ization  an d clarity, each  is p laced in
on ly on e category. An  in troduction  to th e core com peten cies is d is-
cussed in  detail in  th e in troduction  to th e core com peten cies section
of th e Prim er. Alth ough  th e n ation al task force recom m en dation s are
n ot requirem en ts, it  is likely th at  th e objectives of your clerksh ip  will
reflect som e of th ese recom m en dation s. Rem em ber, your clerksh ip goals
an d objectives are by n ature design ed to en sure th at  all studen ts, re-
gardless of in ten ded career path , h ave a broad exposure to em ergen cy
m edicin e. Com m on  clerksh ip  goals an d objectives in clude a list  of core
clin ical skills th at  a studen t will be expected to com plete or in  wh ich  a
studen t will be able to dem on strate som e m easure of proficien cy by
th e con clusion  of th e rotat ion . Th ese can  in clude, bu t  are n ot lim ited
to, th e followin g:

Perform in g a com plain t-directed H&PE

Developin g a case-specific d ifferen tial d iagn osis

Presen tin g cases in  a clear an d con cise fash ion

Dem on stratin g an  un derstan din g of th e use an d in terpretat ion  of
com m on ly ordered diagn ostic studies

Developin g an d assist in g with  im plem en tation  of appropriate case
m an agem en t p lan s

Dem on stratin g an  adequate fun d of kn owledge

Dem on stratin g proficien cy with  basic procedural skills

Because of th e un ique n ature of em ergen cy m edicin e, addit ion al spe-
cialty-specific objectives m ay in clude evaluatin g th e un differen tiated
patien t, recogn izin g an  im m ediate life-th reaten in g illn ess, bein g aware
of worst-case diagn oses, an d un dertakin g proper patien t  d isposit ion
an d outpatien t  follow-up p lan s. Furth erm ore, specific objectives m ay
list  expectation s regardin g studen t–patien t  en coun ters, such  as evalu-
atin g patien ts with  classic ch ief com plain ts (i.e., abdom in al pain , h ead-
ach e, ch est  pain , sh ortn ess of breath , an d back pain ) or perform in g a
specific n um ber of selected procedures [e.g., arterial blood gas (ABG)
sam plin g, in sert ion  of in traven ous (IV) cath eters, lacerat ion  repair,
ph lebotom y]. It  is useful for th e studen t to periodically review th e clerk-
sh ip  objectives durin g th e course of th e rotat ion  an d reflect  on  h is or
h er areas of ach ievem en t as well as on  an y area requirin g furth er at ten -
t ion . As a m edical studen t, you  sh ould  also con sider your own  person -
al goals an d objectives. In dividual goals sh ould  be straigh tforward an d
m ay be as sim ple as im provin g electrocardiogram  (ECG) in terpretation
skills, developin g proficien cy in  ph lebotom y, learn in g h ow to clin ical-
ly clear th e cervical sp in e of a patien t  with  n eck pain , an d th e like.
Regardless of your in ten ded career path , an  em ergen cy m edicin e rota-
t ion  can  expose you  to in terest in g an d diverse path ology.

In  sum m ary, review your em ergen cy m edicin e clerksh ip  goals an d ob-
jectives at  th e begin n in g of th e rotat ion . Discuss your person al goals
with  your supervisin g ph ysician s so th at  th ey m ay assist  you  in  ach iev-
in g th em . Un derstan din g wh at is expected of you  is th e first  step  in
m akin g your clin ical experien ce th e best  th at  it  can  be.
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Suggested Reading
Liaison  Com m ittee on  Medical Education . Functions and Structure of a

Medical School: Standards for Accreditation of Medical Education Pro-
gram s Leading to an MD Degree. Wash in gton , DC: Association  of
Am erican  Medical Colleges; 2004 with  updates as of February 2007.
Available at : www.lcm e.org/ fun ction s2007jun .pdf. Accessed April 9,
2008.

This document outlines the accreditation standards for medical school training in
the United States.

Man th ey DE, Coates WC, An der DS, et  al. Task Force on  Nation al Fourth
Year Medical Studen t Em ergen cy Medicin e Curricu lum  Guide. Report
of th e Task Force on  Nation al Fourth  Year Medical Studen t Em ergen cy
Medicin e Curricu lum  Guide. Ann Em erg Med. 2006;47:E1–E7.

This document provides recommendations for design and implementation of a
national fourth-year undergraduate emergency medicine curriculum.
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Un iq u e Ed u ca t ion a l
Asp ect s  of Em er gen cy
Med icin e

Regardless of your in ten ded career path , th e path ology an d variety
of illn ess en coun tered th rough out your em ergen cy m edicin e rota-
t ion  will provide you  with  a great  opportun ity to learn . Th e im -

portan ce of em ergen cy m edicin e educat ion  at  th e un dergraduate level
is ackn owledged  by its in clusion  in  th e LCME Educat ion al Object ives
(revised , Jun e 2007), wh ich  state “educat ion al opportun it ies m ust  be
available in  m u lt id iscip lin ary con ten t  areas such  as em ergen cy m edi-
cin e.”

Em ergen cy m edicin e offers a truly un ique education al experien ce for m ed-
ical studen ts for several reason s. First , th ere is an  en dless stream  of pa-
tien ts. In  recen t years, m ore th an  115 m illion  visits were m ade an n ually
to em ergen cy departm en ts across th e coun try; h alf of th ese visits were
categorized as urgen t or em ergen t in  acuity. Th ese figures con tin ue to
rise, with  an n ual em ergen cy departm en t visits in creasin g by 26% in  th e
past decade (In stitu te of Medicin e, 2006). Secon d, th e em ergen cy depart-
m en t provides h ealth  care for patien ts presen tin g at an y tim e for an y
reason . Patien t presen tation s ran ge from  th e un expected, life-th reaten in g
em ergen cy to th e m ore routin e prim ary care problem s en coun tered by
patien ts with  lim ited access to th e h ealth  care system . Th ird, learn ers are
exposed to patien ts with  an  un differen tiated com plain t in stead of a pre-
lim in ary or con firm ed diagn osis. More th an  25% of all em ergen cy depart-
m en t patien t en coun ters presen t with  seven  com m on  ch ief com plain ts
(Nawar et al., 2007):

Abdom in al pain

Ch est pain

Fever

Back pain

Headach e

Sh ortn ess of breath

Vom itin g

Fin ally, because th e doors of th e em ergen cy departm en t n ever close, un -
sch eduled h ealth  care is provided to all regardless of age, eth n icity, eco-
n om ic status, or th e ability to speak En glish . Our specialty tru ly provides
a safety n et  to th e m illion s of un der- or un in sured people in  th is coun try.

The emergency department pro-
vides health care for patients pre-
sent ing at  any t ime for any
reason. . . . Our specialty truly
provides a safety net to the mil-
l ions of under- or uninsured
people in this country.
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Because of th e un ique populat ion , path ology, an d patien t  presen tat ion s,
you  are likely to  en coun ter clin ical scen arios with  wh ich  you  wou ld
oth erwise h ave lit t le or n o d irect  con tact  with  in  oth er h ealth  care set -
t in gs. You  sh ou ld  view all of you r pat ien t  en coun ters as educat ion al
opportun it ies. Wh ere else cou ld  you  en coun ter th e acu tely poison ed
pat ien t ; in teract  with  p reh osp ital care p roviders; m an age acu te t raum a;
en coun ter en viron m en tal em ergen cies such  as h ypoth erm ia, frostbite,
or bu rn s; t reat  an  acu te st roke or m yocard ial in farct ion ; p rovide obstet -
rical care; all in  th e sam e sh ift? Your em ergen cy m edicin e clerksh ip  will
h elp  rein force you r m ed ical in terviewin g an d  ph ysical exam in at ion
skills. Taken  on e step  fu rth er, you  will h ave an  opportun ity to  focus
an d  h on e your ability to  develop  a case-specific d ifferen t ial d iagn osis
an d  im plem en t  pat ien t  m an agem en t  p lan s. Each  of th ese an d  m an y
oth er top ics will be d iscussed  in  m ore detail in  oth er sect ion s of th e
Prim er.

Th e em ergen cy departm en t can  also provide you  with  procedural oppor-
tun it ies th at  are likely un paralleled  in  oth er clin ical rotat ion s. In  a typi-
cal rotation , you m ay h ave an  opportun ity to perform  ph lebotom y, in sert
periph eral IV cath eters or n asogastric tubes (NGTs), perform  a lum bar
pun cture or arth rocen tesis, an d repair sim ple laceration s. From  an  edu-
cation al stan dpoin t , th e ability to perform  a part icu lar procedure or ex-
ercise a clin ical skill is bu t  on e facet  of your developm en t as a youn g
ph ysician . With  repetit ion , proficien cy in  procedural skills often  devel-
ops over t im e. However, it  is often  of equal if n ot  greater im portan ce,
especially early in  your train in g, to at tain  th e un derstan din g of why an d
when, n ot  just  how. Th is un derstan din g sh ould  be a part  of your em er-
gen cy departm en t clerksh ip .

An oth er key aspect  of your educat ion  is to  fu rth er en h an ce your ability
to  un derstan d  h ow certain  d iagn ost ic stud ies are u sed  in  th e em ergen -
cy departm en t . By th e com plet ion  of th is rotat ion , you  sh ou ld  h ave
th e opportun ity to  in terp ret  dozen s of rad iograph s [ch est  an d  abdom i-
n al p lain  film s, com pu ted  tom ograph y (CT) scan s an d  u lt rasoun ds],
com m on ly ordered  laboratory stud ies (basic m etabolic p rofiles, com -
p lete blood  coun ts, h epat ic fun ct ion s, ABGs, an d  card iac en zym es), an d
12-lead  ECGs.

In  addit ion , you  will work with  a n um ber of m edical profession als wh o
can  h elp  you  furth er develop certain  in tan gible clin ical skills, such  as
m ultitaskin g, t im e m an agem en t, con flict  resolu tion , an d role m odelin g
of profession al beh avior. Th ese skills are best  learn ed on  th e job by work-
in g with  season ed clin ician s. Th is is also true for developin g your case
presen tation  skills an d learn in g h ow to best  in teract  with  your con sult-
an ts an d oth er m em bers of th e h ealth  care team .

No m atter h ow well your em ergen cy m edicin e rotation  is organ ized, m uch
of wh at you  get  ou t  of it  is goin g to be based on  wh at you  pu t in to it . Set
in dividual goals based on  your career in terests. Supplem en t your clin ical
experien ce by readin g about com m on  ch ief com plain ts or certain  ill-
n esses th at  you  en coun ter. Our goal is to h elp  you  alon g th e path  to
becom in g th e best  ph ysician  you  are capable of bein g. Th e em ergen cy
departm en t affords you  with  a wealth  of clin ical an d education al oppor-
tun ities.

Suggested Reading
In stitu te of Medicin e. The Future of Em ergency Care: Key Findings and Rec-

om m endations from  the Institute of Medicine. Wash in gton , DC: Nation al
Academ ies; 2006. Available at: www.iom .edu/CMS/3809/16107/35007/
35040.aspx. Accessed March  6, 2008.
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This fact sheet reports key findings and recommendations from the series of re-
ports on the future of emergency care in the United States.

Liaison  Com m ittee on  Medical Education . Functions and Structure of a
Medical School: Standards for Accreditation of Medical Education Pro-
gram s Leading to an MD Degree. Wash in gton , DC: Association  of
Am erican  Medical Colleges; 2004 with  updates as of February 2007.
Available at : www.lcm e.org/ fun ction s2007jun .pdf. Accessed April 9,
2008.

This document outlines the accreditation standards for medical school training in
the United States.

Nawar EW, Niska RW, Xu J. Nation al Hospital Am bulatory Medical Care
Survey: 2005 em ergen cy departm en t sum m ary. Advance Data From Vital
Health and Statistics. 2007,386;1–32. Available at : www.cdc.gov/n ch s/
data/ad/ad386.pdf. Accessed March  25, 2008.

This article reviews nationally representative data on emergency department care
in the United States. Data are from the 2005 National Hospital Ambulatory
Medical Care Survey (NHAMCS).

Russi CS, Ham ilton  GC. A case for em ergen cy m edicin e in  th e un der-
graduate m edical sch ool curricu lum . Acad Em erg Med. 2005;12:994–
998.

This commentary reviews the benefit of undergraduate emergency medicine train-
ing, why emergency medicine is not fully integrated into the medical school cur-
riculum, and how emergency medicine can best contribute to undergraduate
medical education.
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Differen ces  Bet w een  t h e
Em er gen cy Dep a r t m en t ,
t h e Office, a n d  t h e
In p a t ien t  Set t in g

Although some patients will present
to the emergency department with
complaints that could otherwise be
cared for in an ambulatory care set-
ting, many unexpected emergen-
cies such as trauma, myocardial
infarction, stroke, pneumonia, ana-
phylaxis, and others come through
the doors at all hours of the day
and night.

Th rough out m edical sch ool, you  will en coun ter patien ts in  m an y
clin ical aren as: th e in patien t  wards, th e public h ealth  clin ic, th e
private office, th e h ospital outpatien t clin ic, an d of course th e em er-

gen cy departm en t. Alth ough  m edicin e at  its core in volves takin g care of
patien ts, th e approach  an d sequen ce of steps in volved in  carin g for pa-
tien ts will be differen t depen din g on  th e h ealth  care settin g in  wh ich  th ey
are en coun tered. Wh en  evaluatin g a patien t, th e h ealth  care provider
(n urse, m edical studen t, residen t, or atten din g) n eeds to develop an  ap-
proach  tailored to th e specific h ealth  care settin g an d available resources.

Th in k of th e am bulatory care an d h ospital ou tpatien t  clin ic sett in g. In
th is clin ical ven ue, un expected em ergen cies occur; h owever, th ey are
few an d far between . Th e acu ity level is low, with  1% of patien t  en coun -
ters requirin g referral to th e em ergen cy departm en t or for h ospital ad-
m ission  (Middleton  et  al., 2007, Ch erry et  al., 2007). Som e patien ts will
require d iagn ostic studies (laboratory tests or d iagn ostic im agin g). Fortu-
n ately in  th is set t in g, th e m ajority of th ese are rou tin e, an d m ost are
obtain ed electively. Man y patien ts requirin g diagn ostic studies will n eed
to be referred to an  off-site laboratory, d iagn ostic im agin g cen ter, or h os-
pital to un dergo test in g. Th erefore, th e resu lts of m an y of th ese diagn os-
t ic studies are n ot available to th e orderin g ph ysician  for days. Alth ough
m an y private offices an d outpatien t  clin ics h ave a system  in  p lace allow-
in g un sch eduled walk-in  visits, th e overwh elm in g m ajority of patien t
visits are sch eduled, an d patien ts are cared for on  a first-com e-first-served
basis. Wh en  patien ts are sick, or wh en  th e office is closed, patien ts are
referred to th e em ergen cy departm en t. In  addit ion , th e m ajority of pa-

Case Study
Consider the patient with an elevated blood pressure measurement who is referred to the emergency
department for evaluation from a local health clinic. The patient is asymptomatic, without complaints of
headache, chest pain, or shortness of breath. His repeat blood pressure measurement in the emergency
department is 186/98 mmHg. In such a case, a targeted H&PE and selected diagnostic work up will be
needed to exclude any acute complications of elevated blood pressure such as the involvement of key
target organs (i.e., eyes, brain, heart, lungs, and kidneys). The goal is not necessarily to establish baseline
laboratory values, to obtain diagnostic studies for future comparison or even to necessarily normalize the
blood pressure at this time.
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The emergency department has
both an ethical and legal obliga-
tion to evaluate every patient who
presents for care to determine
whether he or she has a medical
emergency, regardless of ability to
pay for health care.

t ien ts seekin g m edical care in  an  am bulatory care or ou tpatien t  clin ic
sett in g are establish ed patien ts com pared with  th e em ergen cy depart-
m en t, wh ere th e overwh elm in g n um ber of ph ysician –patien t  en coun -
ters are n ew visits.

Tradit ion ally, approxim ately h alf of all ou tpatien t  en coun ters are m ade
to prim ary care ph ysician s, with  m an y of th ese visits bein g for preven -
tive care. Th e m ost com m on  reason s for a patien t  to visit  an  ou tpatien t
clin ic in clude progress visit , gen eral m edical exam in ation , rou tin e pre-
n atal care, cough , an d sore th roat . Togeth er, th ese types of patien t  visits
accoun t for 20% of all ou tpatien t  clin ic visits (Middleton  et  al., 2007). By
con trast , th e em ergen cy departm en t provides care to th e acu tely ill or
in jured. In  th e em ergen cy departm en t, n ursin g triage gu idelin es are de-
sign ed to en sure th at  m ore seriously ill patien ts are cared for first . Th e
acuity level is also m uch  greater th an  th e am bulatory care or ou tpatien t
clin ic sett in g. Across th e coun try, approxim ately 12% of all em ergen cy
departm en t patien t  en coun ters require h ospital adm ission  (Nawar et  al.,
2007), with  16% of patien ts adm itted  to a crit ical care bed. An ecdotally,
h igh -acuity, h igh -volum e em ergen cy departm en ts will adm it 20% to 25%
of cases to th e h ospital. Com pared with  th e ou tpatien t  set t in g, a greater
n um ber of em ergen cy departm en t patien t  en coun ters require a d iagn os-
t ic workup. Th is m ay in clude laboratory tests or advan ced im agin g tech -
n iques such  as CT scan s an d m agn etic reson an ce im agin g (MRI). Th e
m ajority of d iagn ostic tests perform ed in  th e em ergen cy departm en t by
design  provide resu lts to th e orderin g ph ysician  with in  m in utes to h ours.
Alth ough  som e patien ts will presen t to th e em ergen cy departm en t with
com plain ts th at  could  oth erwise be cared for in  an  am bulatory care set-
t in g, m an y un expected em ergen cies such  as traum a, m yocardial in farc-
tion , stroke, pn eum on ia, an aph ylaxis, an d oth ers com e th rough  th e doors
at  all h ours of th e day an d n igh t. Som e of th ese cases require em ergen cy
subspecialty con sultat ion , a service th at  is often  difficu lt  to provide in  an
am bulatory care set t in g.

In  addit ion , th e em ergen cy departm en t h as both  an  eth ical an d legal
obligation  to evaluate every patien t  wh o presen ts for care to determ in e
wh eth er h e or sh e h as a m edical em ergen cy, regardless of ability to pay
for h ealth  care (Em ergen cy Medical Treatm en t an d Active Labor Act or
EMTALA). On e th ird  of th e n ation ’s em ergen cy departm en ts are con sid-
ered h igh  safety n et  sites. Th ese in st itu t ion s serve a d isproportion ately
h igh  n um ber of Medicaid  an d un in sured patien ts, a dram atically d iffer-
en t  payer m ix th an  th at  of th e rou tin e am bulatory care population .

In  th e in patien t  sett in g, patien t  en coun ters often  occur after a prelim i-
n ary or defin it ive diagn osis h as been  m ade by an oth er h ealth  care pro-
vider, m an y t im es by th e em ergen cy ph ysician . Across th e coun try,
em ergen cy departm en ts are respon sible for approxim ately 55% of all
h ospital adm ission s (Owen s et  al., 2006). Ph ysician s carin g for in patien ts
face legit im ate ch allen ges, som e diagn ostic, oth ers th erapeutic or social,
such  as sh ort- or lon g-term  placem en t issues. We all kn ow th at  m edical
em ergen cies occur in  th e in patien t  population ; luckily th ey are n ot as
com m on  as in  th e em ergen cy departm en t. Wh en  th ey do occur, th e h ealth
care team  often  h as th e ben efit  of prior rapport  with  th e patien t  an d
fam ily, alon g with  som e un derstan din g of th e patien t’s m edical con di-
t ion  before th e even t at  h an d. Th is is in  stark con trast  to un expected
em ergen cies th at presen t to th e em ergen cy departm en t requirin g prom pt
resuscitat ion  an d stabilization  with out th e ben efit  of an  adequate h isto-
ry of presen t illn ess (HPI) or kn owledge of th e patien t’s m edical h istory,
pren atal care, m edication s, an d th e like.

Th e em ergen cy departm en t also differs dram atically from  both  th e in pa-
t ien t  an d am bulatory care sett in g in  a few oth er areas. First  an d fore-
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m ost, th e em ergen cy departm en t n ever closes, an d th e volum e of pa-
t ien ts cared for is n ot  lim ited by th e n um ber of patien t  care spaces. Al-
th ough  it  is foreseeable th at  patien ts with  n on urgen t com plain ts will
n eed to wait  un til an  appropriate patien t  care area is available before
th ey will be evaluated, th e sick or un expected em ergen cies are at  t im es
cared for in  less-th an -optim al patien t  care areas, such  as a h allway. In  th e
em ergen cy departm en t, th e spectrum  of patien ts ran ges from  th e youn g
to th e very old , represen tin g disease states of th e n ewborn  to th e various
com plication s seen  in  th e elderly n ursin g h om e residen t. Th e clin ical
scen arios en coun tered are also un ique to th is sett in g an d can  ran ge from
routin e m edical an d surgical path ology to en viron m en tal em ergen cies,
toxic exposures, substan ce abuse, traum a, psych iatric em ergen cies, an d
m ore.

It  is also n ecessary to realize th at  patien t-specific goals are d ifferen t  in
th e em ergen cy departm en t from  oth er h ealth  care sett in gs. Th is can  di-
rectly tran slate in to a better un derstan din g of th e specialty-specific ap-
proach  to a particular clin ical scen ario or ch ief com plain t. Un derstan din g
h ow em ergen cy ph ysician s approach  part icu lar clin ical problem s will al-
low studen ts to better p lace th e education al an d patien t  care objectives
of th eir rotat ion  in  perspective. See th e case study sh own  in  th is ch apter
an  exam ple.

Focusin g on  th e problem  at  h an d is key to m an agin g m ost cases in  th e
em ergen cy departm en t . Wh eth er we are talkin g abou t  a com plain t -
directed H&PE, case presen tation  skills, or a case-specific d ifferen tial d i-
agn osis, th e art  of focusin g—th at is, bein g able to see th e forest  th rough
th e trees, iden tifyin g an d relayin g pertin en t posit ive or n egative case spe-
cific in form ation —is crucial to un derstan din g th e role of th e em ergen cy
ph ysician  an d providin g excellen t  patien t  care. Rem em ber, th e focus of
th e em ergen cy departm en t is d ifferen t from  oth er h ealth  care sett in gs.
Th erefore, your approach  to certain  ch ief com plain ts or patien t  presen -
tat ion s m ay n eed to be m odified  to keep in  lin e with  providin g optim al
an d efficien t  care in  th e em ergen cy departm en t.

On e fin al poin t  th at  deserves m en tion in g is th at  th e patien t  presen tin g
to th e em ergen cy departm en t m ust be con sidered at  h igh er risk for po-

Comparison of  t he Three Pat ient  Care Set t ings 
Emergency Department  Inpat ient  Set t ing Office/ Outpat ient  Set t ing 

Low–moderate–high acuity Low–moderate acuity Low acuity 

12% of patients require hospital 
admission 

N/A 1% of patients require hospital 
admission 

Undifferentiated patients with 
complaint-based presentations 

Admitted patients have a preliminary 
diagnosis 

Routine medical and follow-up care 
account for a majority of patient 
visits 

No prior rapport with patient and 
family 

After initial evaluation, will develop 
rapport with patient and family 

Usually have established rapport with 
patient and family 

Most diagnostic studies ordered are 
urgent or emergent 

Diagnostic studies ordered can be 
nonurgent, urgent, or emergent 

Most diagnostic studies ordered are 
nonurgent 

Results of diagnostic studies available 
within minutes to hours 

Results of diagnostic studies available 
within hours to days 

Results of diagnostic studies available 
within days 

No scheduled visits; patients are 
evaluated in order of acuity  

Most admissions are unscheduled Scheduled visits on a first-come-first-
served basis, occasional 
unscheduled visits 
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ten tial serious illn ess th an  a sim ilar patien t  presen tin g to an  office or
oth er ou tpatien t  clin ic sett in g. Man y patien ts presen tin g to th e em er-
gen cy departm en t h ave acu te sym ptom s. Th ese com plain ts m ay reflect
m ore serious un derlyin g path ology wh en  com pared with  th e patien t wh o
is willin g or able to wait  several days for an  ou tpatien t  appoin tm en t. In
addit ion , patien ts ch oosin g to com e to an  em ergen cy departm en t for an
evaluation  rath er th an  goin g to an  ou tpatien t  office sh ould  alert  th e car-
egiver th at  th e patien t  m ay believe h e or sh e is too sick to wait  for a
sch eduled appoin tm en t; at  t im es, th ey are righ t .

Th us, patien t  care in  th e em ergen cy departm en t is qu ite d ifferen t from
oth er h ealth  care sett in gs. It  is im portan t  to be aware of th ese differen ces
so th at , as a m edical studen t, you  un derstan d th at  th e clin ical an d bed-
side skills n eeded to succeed in  th e em ergen cy departm en t are d ifferen t
from  skills n eeded to succeed in  oth er sett in gs. Un derstan din g an d em -
bracin g th ese differen ces will allow for a m ore education al an d en joyable
experien ce.
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Un d iffer en t ia t ed  a n d
Differen t ia t ed  P a t ien t s

Th e clin ical en viron m en t of th e em ergen cy departm en t is both  ch al-
len gin g an d excit in g. Open  24 h ours a day, 7 days a week, th e
em ergen cy departm en t can  serve as both  th e poin t  of first  con tact

an d th e bastion  of last  resort  for an  in credibly diverse group of patien ts
with  differin g an d un expected m edical n eeds. Un ique am on g m edical
specialt ies, th e m ission  an d ch arge of th e em ergen cy ph ysician  is to care
for all patien ts regardless of fin an cial resources, severity of illn ess, or even
th e n ature of th e com plain t . Wh ereas oth er specialists focus on  a part ic-
u lar body system  or category of illn ess, th e em ergen cy ph ysician  m ust be
prepared to treat  patien ts across th e spectrum  of d isease an d age. Each
patien t  represen ts a m ystery, an  un kn own  quan tity for th e clin ician . It  is
th e un waverin g fact  th at  an yon e can  com e th rough  th e doors at  an y
tim e, wh ich  presen ts us with  on e of our greatest  clin ical ch allen ges: th e
un differen tiated  patien t .

Approach to the Undifferent iated Pat ient
Wh en  you  first  en coun ter a patien t  in  th e em ergen cy departm en t, you
m ust m ake an  in stan tan eous assessm en t of both  th e severity of th e th reat
to th e patien t’s life an d lim b an d th e n eed for im m ediate in terven tion .
Th is determ in ation  is often  m ade with in  a few m om en ts of your patien t
en coun ter; th at  is, is th e patien t  sick or n ot sick? Som etim es th is decision
m ay be easy, such  as th e patien t  with  a gun  sh ot woun d to th e ch est  or a
patien t  presen tin g in  severe respiratory distress. Man y t im es, h owever,
th e dist in ction  between  “sick an d n ot sick” m ay be m uch  m ore subtle.
Con sider th e followin g cases: an  80 year-old  n ursin g h om e residen t with
a fever; a 40 year-old  patien t  with  a h istory of asth m a presen tin g sligh tly
diaph oretic, breath in g 35 t im es per m in ute; a patien t  presen tin g postic-
tal after a n ew on set  seizure. All of th ese patien ts m ay be crit ically ill an d
require im m ediate in terven tion , an d th e skilled  m edical studen t, resi-
den t, or at ten din g m ust be able to recogn ize th is. As a studen t, your
prim ary role if you  iden tify a “sick or poten tially sick” patien t  is to im -
m ediately n otify your supervisin g ph ysician —you will see th is as a recur-
rin g th em e. In  a patien t  with  abn orm al vital sign s wh o appears stable, it
m ay be appropriate to repeat  th e vital sign s yourself an d th en  n otify
your supervisor prom ptly if th ey rem ain  abn orm al.

In  determ in in g th e severity of a patien t’s illn ess an d th e n eed for im m e-
diate in terven tion , th e em ergen cy ph ysician  relies on  a com bin ation  of
clin ical experien ce an d in stin ct , in tegratin g all of th e available in form a-

Unique among medical specialties,
the mission and charge of the
emergency physician is to care for
all patients regardless of financial
resources, severity of illness, or even
the nature of the complaint.

Be a Medical Pessimist
Don’t make assumptions un-
til you have ruled out all high
morbidity and mortality con-
ditions. The classic example is
the pregnant young woman
who presents with abdominal
pain. On the top of your dif-
ferential list should always be
ectopic pregnancy.
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t ion  in to h is or h er decision m akin g process. Fin din gs th at  m ay in dicate
severe illn ess in clude abn orm al vital sign s an d an  alteration  in  m en tal
status (depressed level of con sciousn ess or agitat ion ). Th e astu te clin i-
cian  sh ould  recogn ize th ese fin din gs as in dicative of a poten tially life-
th reaten in g con dit ion  an d sh ould  act  on  th em  prom ptly. Perh aps th e
m ost im portan t  m easure of th e severity of patien t  illn ess is ph ysician
“gestalt ,” th at  is, th e gu t in st in ct  th at  som eth in g just  is n ot  righ t . Th is is
on e of th e m ost im portan t  qualit ies a ph ysician  can  develop.

On ce a crit ical illn ess is iden t ified , th e ph ysician  m ust  be p repared  to
act . In  m an y cases, th is m ean s forgoin g th e n atu ral p rogression  from
obtain in g a m edical h istory to  perform in g a ph ysical exam in at ion  to
form ulatin g an  assessm en t, an d im plem en tin g a m an agem en t plan . Th ese
cases often  requ ire th e clin ician  to  im m ediately focus th e H&PE an d
jum p righ t  to  case-specific m an agem en t . Alth ough  th e specific in ter-
ven t ion  will vary for in d ividual pat ien ts, som e gen eral t reatm en t  p rin -
cip les sh ou ld  be followed . At  t im es, you  m ay h ear your supervisor refer
to  th e “em ergen cy departm en t  safety n et .” Th is term  refers to  th e in it i-
at ion  of card iac m on itorin g, obtain in g vascu lar access, an d  p rovid in g
supp lem en tal oxygen  if n eeded .

Assessing ABCDs of Resuscitation
As specialists in  resuscitat ion , an  em ergen cy ph ysician ’s first  priority is
assessin g th e airway (A), breath in g (B), an d circu lation  (C), followed by
an  evaluation  of n eurologic d isability. Ign orin g deficien cies in  on e of
th ese areas will in evitably lead to worsen in g of th e patien t’s clin ical con -
dit ion . In dication s for em ergen cy airway m an agem en t m ay in clude h y-
poxia, h ypercarbia, altered m en tal status, failure to tolerate oral secretion s,
an d th e an ticipation  of a worsen in g clin ical con dit ion . Rem em ber, th e
ABCs are about m uch  m ore th an  just  in tubation . In  an y ill patien t , care-
fu l at ten tion  m ust be paid  to oxygen ation  status, respiratory effort  an d
pattern , an d blood pressure an d th e presen ce of an y n eurologic deficit .
In  addit ion  to evaluatin g disability, th e “D” sh ould always stan d for m ea-
surem en t of serum  glucose followed by adm in istrat ion  of dextrose if a
patien t  with  an  altered m en tal status is foun d to be h ypoglycem ic.

Addressing Abnormal Vital Signs
At th e very least , if a patien t  h as abn orm al vital sign s, vitals sh ould  be
repeated an d m on itored closely. As a gen eral ru le, certain  con dition s (i.e.,
h ypoten sion , severe h yperten sion  with  target  organ  dam age, h yperth er-
m ia, h ypoth erm ia, bradycardia, tach ycardia, tach ypn ea, an d bradypn ea)
will require in terven tion  an d stabilizin g m easures in it iated  early in  th e
course of th eir evaluation . Th ese action s m ay in clude, bu t  are n ot lim it-
ed  to, cardioversion  of un stable tach yarrh yth m ias, supplem en tal oxy-
gen , passive or active rewarm in g, or adm in istration  of in traven ous flu ids.

As a corollary, th e effect  of such  in terven tion s n eeds to be closely m on i-
tored. Rem em ber, th e un derlyin g cause of all abn orm al vital sign s sh ould
be in vestigated. Th is axiom  can  n ot be overstated . Vital sign  abn orm ali-
t ies are often  th e resu lt , n ot  n ecessarily th e cause, of a system ic in su lt .
Th e in vestigation  in to th e et iology of th e abn orm al vital sign s sh ould  be
delayed un til stabilizin g m easures are in it iated .

Treating Pain
An  absolu te ten et  of em ergen cy m edicin e practice is to treat  th e patien ts’
pain . Pain -related  com plain ts are far an d away th e m ost com m on  reason
for patien ts presen tin g to th e em ergen cy departm en t, with  abdom in al
pain  an d ch est  pain  bein g th e two m ost frequen t ch ief com plain ts. To-

Findings of
Potent ially Serious

Illness
Heart rate > 120 or
< 60 beats/minute
Respiratory rate > 20 or
< 10 breaths/minute
Systolic blood pressure
< 90 mmHg
Temperature > 38 or
< 35°C
Hypoxia
Altered mental status
Hypoglycemia or
hyperglycemia
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geth er, th ese com plain ts represen t m ore th an  13 m illion  em ergen cy de-
partm en t visits an n ually across th e coun try (Nawar, 2007). Not on ly is it
m orally im perative to provide an algesia, it  is th e righ t  th in g to do. Pro-
vidin g pain  relief with  an  appropriate dose of an  an algesic sh ould  n ot
in terfere with  ph ysical exam in ation  fin din gs of periton it is or accuracy of
selected diagn ostic im agin g studies.

Approaching the Stable Patient
On ce th e clin ician  is assured th at  th e patien t  is stable, h e or sh e sh ould
use a focused, system atic approach  to evaluation  an d m an agem en t. Par-
am oun t to th is is obtain in g an  accurate h istory. It  is im portan t  to allow
th e patien t  to provide th e h istory in  h is or h er own  words. Th e use of
open -en ded question s allows patien ts to describe th eir con dit ion  an d
presen tin g com plain ts as th ey experien ce th em . Exam ples of appropriate
open -en ded question s in clude th e followin g: “Wh at brin gs you  to th e
h ospital today?” or “How can  I h elp  you  today?” Patien ts sh ould  be al-
lowed sufficien t  t im e to describe th eir sym ptom s, wh ile th e clin ician  lis-
ten s carefu lly for clues to th e un derlyin g diagn osis. After th e patien t  h as
been  given  t im e to explain  h is or h er com plain ts, th e caregiver sh ould
ask appropriate follow-up question s to fill in  an y gaps. Alth ough  th ese
question s are often  open  en ded as well, a m ore directed in quiry m ay be
n ecessary. Th e clin ician  sh ould  seek in form ation  th at  can  h elp  clarify
th e patien t’s d iagn osis or poin t  toward an  appropriate workup. Be a m ed-
ical pessim ist  Never assum e th at  a patien t’s com plain t  represen ts a be-
n ign  issue un til all h igh  m orbidity an d m ortality con dit ion s h ave been
con sidered an d sufficien tly excluded.

Be a Medical Pessimist
Don ’t  m ake assum ption s un til you  h ave ru led ou t all h igh  m orbidity an d
m ortality con dit ion s. Th e classic exam ple is th e pregn an t youn g wom an
wh o presen ts with  abdom in al pain . On  th e top  of your d ifferen tial list
sh ould  always be ectopic pregn an cy.

Approach  each  patien t , regardless of com plain t , with  a broad differen tial
d iagn osis, with  th e m ost serious con dit ion s at  th e top  of your list , th at  is,
th e “worst  first” m en tality. For exam ple, always assum e th at  ch est  pain
could be caused by on e of m an y poten tial life-th reaten in g processes (e.g.,
acute coron ary syn drom e, pulm on ary em bolism , pericarditis, pn eum oth o-
rax, pn eum on ia, aort ic d issection , or esoph ageal rupture). Less serious
diagn oses can  be con sidered on ce th ese processes h ave been  elim in ated.
Th is, of course, does n ot m ean  th at  every patien t  with  ch est  pain  re-
quires cardiac en zym es, a CT scan , an  ECG, an d th e like, bu t  it  is pruden t
to con sider all h igh -risk diagn oses in  each  patien t  rath er th an  rejectin g
th em  outrigh t because of th e patien t’s age or an  atypical presen tation . By
takin g an  accurate h istory an d perform in g a focused ph ysical exam in a-
tion , m an y of th ese differen tials can  be effectively excluded with out an
exten sive workup. Th e h ealth care provider can  use th e in it ial H&PE to
n arrow th e differen tial d iagn osis, focusin g in  on  likely causes to gu ide
th e evaluation .

Keeping an Open Mind
It  is im portan t  n ot  to lim it  th e d ifferen tial d iagn oses based solely on  th e
patien t’s ch ief com plain t  an d presen tin g sym ptom s. Alth ough  th is in -
form ation  is vital, lim itin g your d ifferen tial d iagn osis can  be dan gerous.
Con sider th e elderly diabetic patien t wh o presen ts with  n ausea an d vom -
it in g. Focusin g on ly on  gastroin test in al causes m ay delay th e d iagn osis
of oth er poten tially serious con dit ion s such  as d iabetic ketoacidosis or
m yocardial isch em ia. It  is im perative to listen  to th e patien t , bu t  it  is just

In determining the severity of a
patient’s illness and the need for
immediate intervention, the emer-
gency physician relies on a combi-
nation of clinical experience and
instinct, integrating all of the avail-
able information into his or her
decisionmaking process.
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as im portan t  at  t im es to step  back an d th in k ou tside of th e box. By keep-
in g an  open  m in d an d n ot gett in g locked in , you  will avoid  th e poten tial
p itfall of h on in g in  on  a part icu lar d iagn osis before all of th e in form a-
tion  is available, also kn own  as “prem ature closure.” Just  as it  is dan ger-
ous to assum e a patien t  h as a ben ign  con dit ion , it  is equally wron g to
jum p to a d iagn osis too qu ickly. Do n ot be afraid  to ch an ge your d iag-
n ostic con sideration s as addit ion al in form ation  or test  resu lts becom e
available. Wh en  test  resu lts, or respon ses to th erapy, do n ot fit  with  th e
presum ed diagn osis, reevaluate th e patien t .

Following the Best Path
You can ’t  always walk a straigh t  lin e; som etim es patien t  care follows a
roun dabout path . Wh en  evaluatin g th e un differen tiated patien t , it  is n ot
always possible to progress gradually from  H&PE to diagn ostics to treat-
m en t. Often  it  is n ecessary to perform  two or m ore of th ese tasks sim ul-
tan eously. In  th e crit ically ill patien t , th e em ergen cy ph ysician  will often
be decidin g wh ich  diagn ostic tests are n eeded wh ile sim ultan eously con -
versin g with , exam in in g, an d treatin g th e patien t . In  addit ion , th e re-
spon se to an  in terven tion  m ay h elp  gu ide addit ion al test in g strategies. A
patien t  presen tin g with  an  exacerbation  of asth m a th at  im proves with
bron ch odilator th erapy m igh t n ot require a ch est  radiograph  or ABG,
wh ereas a n on respon der m igh t.

Different iated Pat ients
Certain  subsets of patien ts presen t a special ch allen ge in  th e em ergen cy
departm en t an d deserve brief m en tion . Alth ough  a detailed  discussion
of th ese issues is beyon d th e scope of th is m an ual, be aware of th e in h er-
en t com plexity in  carin g for th ese patien ts. Som e groups of d ifferen tiat-
ed  patien ts in clude th e elderly, ch ildren , psych iatric patien ts, an d th e
ch ron ically ill. Th e differen tiated  patien t  can  also presen t a d iagn ostic
ch allen ge for th e em ergen cy ph ysician . An  approach  to th ese en coun -
ters sh ould  be perform ed in  a logical an d system atic fash ion  to avoid  th e
pitfalls of a delay or m isdiagn osis.

Elderly Patients
Elderly patien ts can  presen t som e of th e m ost difficult diagn ostic ch al-
len ges for th e em ergen cy ph ysician . Th is group is at h igh  risk for a n um ber
of reason s. Life-th reaten in g cardiac, pulm on ary, vascular, an d n eurologic
con dition s are far m ore com m on  in  th is population , an d th e elderly are
m ore likely th an  th e gen eral population  to h ave sign ifican t un derlyin g
h ealth  problem s. Geriatric patien ts are often  takin g m ultiple m edication s,
wh ich  m ay con tribute to th eir presen tation  or m ay in teract with  prescribed
th erapies. Th ey also h ave decreased ph ysiologic reserves, wh ich  affects th eir
respon se to critical illn ess or in jury. Problem s with  m em ory in  som e pa-
tien ts can  also lim it your ability to obtain  a clear h istory, furth er com pli-
catin g th e clin ical en coun ter. In  addit ion , th e presen tation  of certain
m edical con dition s (e.g., m yocardial in farction ) m ay be atypical, with  vague,
n on specific sym ptom s actually bein g th e h arbin ger of serious un derlyin g
illn ess. In  th e elderly, a bacterial in fection  is n ot always associated with  a
fever or leukocytosis. Th is fin din g m ay in adverten tly lessen  th e suspicion
of an  in fectious etiology. Weakn ess an d con fusion  are com m on  presen t-
in g com plain ts th at can  represen t a wh ole spectrum  of disease, in cludin g
in fectious, cardiac, en docrin e, an d n eurologic con dition s. Fin ally, wh en
workin g with  th e elderly, en d-of-life issues m ay n eed to addressed with
both  th e patien t an d th e fam ily, wh ich  can  be a daun tin g task.

When working with the elderly, end-
of-life issues may need to addressed
with both the pat ient and the
family, which can be a daunting
task.
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Wh en  evaluatin g a geriatric patien t , it  is pruden t to be both  vigilan t  an d
con servative at  th e sam e t im e. Con sider a broad differen tial d iagn osis,
keepin g in  m in d th at typical diseases m ay presen t atypically. Use as m an y
sources as possible to obtain  a m edical h istory, in cludin g fam ily m em -
bers, past  m edical records, th e prim ary care ph ysician , or n ursin g h om e
records, wh en  applicable. Wh en  th e h istory or sym ptom s are vague, or
th e patien t  is un able to provide detailed  in form ation , clin ician s sh ould
h ave a low th resh old  for obtain in g diagn ostic studies. Th e geriatric em er-
gen cy departm en t patien t  also presen ts a clin ical ch allen ge as th is subset
(65 years of age or older) of patien ts are sicker th an  th e gen eral popula-
t ion  an d represen t th e greatest  percen tage (41%) of h ospital adm ission s
of all age groups (Nawar, 2007). Fin ally, if an  elderly patien t  is goin g to be
disch arged, it  is im portan t  to en sure th at  h e or sh e will h ave adequate
social support  an d access to follow-up m edical care.

Pediatric Patients
As with  th e elderly, obtain in g a h istory from  a youn g ch ild  can  be diffi-
cu lt . In  preverbal ch ildren , th e in form ation  m ust be obtain ed en tirely
from  th e paren ts or oth er caretakers. Even  with  older ch ildren , an xiety
an d m isun derstan din g can  preven t th e em ergen cy ph ysician  from  get-
t in g an  accurate h istory. Rem em ber, in fan ts are at  risk for serious bacteri-
a l  in fec t io n ,  a l t h o u gh  t h e  in t ro d u c t io n  o f h a em o p h i lu s a n d
pn eum ococcal vaccin es h as sign ifican tly decreased th is th reat . In  addi-
t ion , be aware of th e h igh  prevalen ce of m altreatm en t an d n eglect  in  th is
population  an d con sider abuse in  all pediatric patien t  en coun ters.

Wh en ever possible, ch ild ren  sh ou ld  be exam in ed  with  th eir paren ts
presen t to m in im ize an xiety, un less th e h ealth  care provider suspects
abuse. Th e exception  is adolescen ts, wh o m ay feel m ore com fortable d is-
cussin g person al issues with out th eir paren ts presen t. Th ese en coun ters,
h owever, sh ould  be ch aperon ed by an  addit ion al h ealth  care provider,
preferably of th e sam e gen der as th e patien t .

Em ergen cy ph ysician s n eed to rem em ber th at  ch ildren  are n ot just  lit t le
adults. Th e spectrum  of d isease across th e pediatric population  is vastly
differen t  from  th at  of th e adult  population . Season al variat ion s of illn ess
are m ore com m on , an d clin ical presen tation s of d isease in  in fan ts an d
toddlers m ay be differen t  as com pared to adolescen ts an d adults. Th e
h ealth care provider sh ould  be fam iliar with  th e differen t size an d type of
equipm en t required for pediatric resuscitat ion  an d m edication  doses as
th ese also differ from  adult  patien ts.

Patients With a History of Psychiatric Illness
Patien ts with  a h istory of psych iatric illn ess is an oth er ch allen gin g sub-
set  of patien ts en coun tered in  th e em ergen cy departm en t. It  is im por-
t an t  t o  exclu d e o rgan ic p a t h o lo gy b efo re a t t r ib u t in g a  p a t ien t ’s
presen tation  to a fun ction al illn ess. Be a patien t  advocate, especially in
th ese cases. In  addit ion , m an y of th ese patien ts take m edication s th at
h ave a h igh  likelih ood of side effects an d toxicity. Oth ers are n on com pli-
an t, wh ich  can  result in  an  exacerbation  of th eir un derlyin g m en tal h ealth
con dit ion . Deciph erin g between  fun ct ion al an d  organ ic et iologies of
patien t  presen tation s is ch allen gin g an d n ot always straigh tforward.

Patients With Chronic Health Conditions
It  is becom in g m ore an d m ore com m on place to en coun ter em ergen cy
departm en t patien ts wh o h ave ch ron ic h ealth  con dition s such  as isch em ic
h eart  d isease, h yperten sion , d iabetes, con gestive h eart  failu re, asth m a,

Emergency physicians need to
remember that children are not just
little adults.
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ch ron ic obstructive pu lm on ary disease, depression , an d en d stage ren al
disease. Th ese patien ts suffer from  th e sam e m aladies as th e gen eral pop-
u lation  bu t m ay at  t im es be at  h igh er risk for com plication s because of
th eir ch ron ic h ealth  con dit ion  or prescribed m edical th erapy. Approach
even  th e stable appearin g patien t  with  a com plex m edical h istory with  a
degree of skepticism .

Wh en  carin g for a patien t  with  a com plex m edical h istory, be carefu l n ot
to glan ce over details th at  m igh t prove to be im portan t . Con sider th e
followin g:

As in  all cases, in it iate stabilizin g care im m ediately if n ecessary.

In  a stable patien t , procede in  a logical system atic fash ion  perform in g
a focused yet  th orough  H&PE.

Spen d t im e reviewin g th e past  m edical or surgical h istory to better
fam iliarize yourself with  th e exten t of th e patien ts ch ron ic h ealth  con -
dit ion .

Review pert in en t m edical records an d con tact  th e patien t’s prim ary
care ph ysician  wh en  in dicated.

Con sider wh eth er th e presen tin g com plain t  is related  to or com pli-
cated by th e un derlyin g ch ron ic h ealth  con dit ion .

If th e patien t  is presen tin g with  an  exacerbation  of a ch ron ic illn ess
(e.g., asth m a,  con gestive h eart  failu re), t ry to p lace th e severity of th e
curren t presen tation  in  con text with  prior exacerbation s.

Con sider usin g risk reduction  strategies such  as m edication  recon cili-
at ion  to preven t prescribin g errors or adverse m edication  effects th at
can  occur with  patien ts on  m ultip le m edication s.
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Perform in g a focused, com plain t-directed H&PE is th e corn erston e of
d iagn osis an d  t reatm en t  in  th e em ergen cy departm en t . In  th e
m ajority of cases, a focused differen tial diagn osis an d even tual dis-

position  can  be derived from  th e in itial H&PE. Alth ough  a sin gle piece of
h istorical in form ation  or fin din g on  ph ysical exam in ation  m ay n ot rule in
or rule out a particular diagn osis, taken  in  aggregate, th e H&PE is a power-
ful diagn ostic tool th at drives furth er evaluation . Th e H&PE provides m uch
of th e in form ation  n ecessary to develop a patien t-specific problem  list,
wh ich  allows you to form ulate your differen tial diagn osis. Subsequen tly,
as you m aster th e art of focusin g your H&PE, you will im prove your diag-
n ostic skills an d care for patien ts with  in creased com fort an d efficien cy.

Each  specialty h as a sligh tly d ifferen t approach  to perform in g an  H&PE.
In  th e em ergen cy departm en t, our approach  to th e H&PE is part ly t im e
sen sit ive because of patien t  volum e an d acu ity.  In  th e em ergen cy de-
partm en t, th e depth  of th e H&PE will be based on  th e patien t’s com -
plain t , som etim es brief an d focused, oth er t im es m ore com preh en sive.
Rem em ber, th e t im e required to perform  a com preh en sive H&PE for a
n ew patien t  visit  in  an  office practice is vastly d ifferen t th an  th e t im e
n ecessary to evaluate m an y patien ts th at  you  will en coun ter in  th e em er-
gen cy departm en t. In  em ergen cy m edicin e, you  m ust balan ce th e t im e
n eeded to perform  a focused but in clusive H&PE with  th e t im e-sen sit ive
n ature of d iagn osis, t reatm en t, an d disposit ion . A recom m en ded ru le of
th e th um b for studen ts is to com plete your in it ial evaluation  with in  10
to 15 m in utes. However, regardless of th e patien t  com plain t , your evalu-
ation  sh ould  be th orough .

Th e prim ary goal of th e com plain t-directed H&PE is to d iagn ose or ex-
clude poten tially life- or lim b-th reaten in g disease or in jury. More sim ply
stated , th e goal is to determ in e wh o is “sick” an d wh o is “n ot sick,” a
fam iliar th em e th at  you  will h ear m ore th an  on ce in  th is Prim er. Th e
oth er goal is to exclude an y poten tial causes of serious m orbidity an d, if
possible, to arrive at  th e correct  d iagn osis. Th e dyn am ic differen tial d iag-
n osis developed from  your H&PE is wh at drives m an y of th e case-specific
question s th at  you  will ask th e patien t  durin g th e en coun ter. Th e m ore
in form ation  you  gath er durin g th e H&PE, th e m ore your d ifferen tial d i-
agn osis n arrows an d th e m ore detailed  an d specific your evaluation  be-
com es. Alth ough  th e H&PE are often  perform ed sim ultan eously, in  th is
section  we will d iscuss th em  separately.

Early on, the emergency depart-
ment safety net (cardiac monitor-
ing, IV access, and supplemental
oxygen) should be incorporated
into the management of all poten-
tially sick patients.
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Primary Survey
For th e m ajo rity o f p at ien t s you  will en cou n ter, it  will be obviou s
th at  t h eir airway is u n obst ru ct ed , t h at  t h ey are b reath in g with ou t
d ist ress, an d  th at  t h ere is n o  sign  o f syst em ic h yp op erfu sion . Howev-
er, som e o f t h e p at ien t s t h at  you  en cou n ter m ay h ave acu te life- o r
lim b-th reat en in g p resen tat ion s th at  can n o t  affo rd  even  th e m in im al
10 to  15 m in u tes req u ired  fo r a focu sed  H&PE. In  th ese cases (e.g.,
t rau m a, h yp o ten sion , sh o rtn ess o f b reath , ch est  p ain , alt ered  m en tal
st atu s), you r ap p roach  to  th e H&PE will d eviat e from  th e t rad it ion al
ap p roach  o f in t erviewin g th e p at ien t  fo llowed  by a syst em at ic bu t
focu sed  p h ysical exam in at ion .

Wh en  a patien t  presen ts with  a serious h ealth  con dit ion , th e in it ial goal
of th e prim ary survey is to iden tify an y im m ediate life-th reaten in g con -
dit ion  an d in terven e as warran ted. Th is is accom plish ed by approach in g
th e patien t  in  a system atic fash ion . A classic exam ple of th is strategy is
taugh t in  th e advan ced traum a life support  course. Wh en  evaluatin g a
victim  of traum a (or a seriously ill m edical patien t), focus first  on  evalu-
atin g airway paten cy an d assessin g for sign s of airway obstruction . Th e
n ext step  is to evaluate th e patien t  to en sure adequate oxygen ation  an d
ven tilat ion . Th is m ay require exposure of th e n eck an d ch est; in spec-
t ion , palpation , auscu ltat ion  of th e ch est; pu lse oxim etry; an d perh aps
even  obtain in g an  ABG in  selected cases. See th e case study sh own  on
th is page for an  exam ple.

As a m edical studen t , it  is always im portan t  to  realize th at  you  will be
workin g un der th e gu idan ce of a sen ior em ergen cy m edicin e residen t
or an  at ten d in g ph ysician . If at  an y t im e you  en coun ter a crit ically ill
pat ien t , you  sh ou ld  im m ediately n ot ify your supervisor—an oth er re-
cu rrin g th em e. Rem em ber, in  th e em ergen cy departm en t , th e varied
path ology an d  h igh  acu ity often  causes th e h ealth  care p rovider to  de-
viate from  th e stan dard  approach  of obtain in g a m edical h istory fol-
lowed  by a ph ysical exam in at ion . Early on , th e em ergen cy departm en t
safety n et  (card iac m on itorin g, IV access, an d  supp lem en tal oxygen )
sh ou ld  be in corporated  in to  th e m an agem en t  of all poten t ially sick
pat ien ts.

The Medical History
Th e depth  an d detail of your m edical in terview will vary depen din g on
th e patien t’s ch ief com plain t . Som e patien ts will presen t to th e em ergen -
cy departm en t with  a very straigh tforward com plain t or in jury: sore th roat,
twisted  an kle, cu tan eous abscess, laceration , an d th e like. Oth er com -

Case Study
Consider a patient who presents after penetrating trauma to the right anterior chest. An emergency
physician would identify that the patient has a patent airway, that he can phonate normally, but that he
appears to be in significant respiratory distress. On further evaluation after full exposure, a 1-cm stab
wound to the right anterior chest wall, fourth intercostal space, midclavicular line is noted. On palpation
of the right chest, subcutaneous air is discovered, and, on auscultation, breath sounds are diminished.
His blood pressure is 70/40 mm Hg; his skin is cool and clammy. Rapidly putting the case together, the
patient has subcutaneous air, decreased breath sounds on the side of the injury, and hypotension.
Because a rapid primary survey was performed in a systematic fashion, a life-threatening condition
(suspected tension pneumothorax) was immediately identified. Emergently, this patient would undergo
needle decompression of the pneumothorax followed by the placement of a chest tube.

Think of the medical history as a
conversation with a purpose. It
starts by identifying the chief com-
plaint; that is, why did the patient
come to the hospital?
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plain ts such  as weakn ess, d izzin ess, or abdom in al pain  in  th e elderly will
require a m uch  m ore exten sive m edical in terview. Because of th e com -
plain t-orien ted n ature of our patien t  presen tation s, it  is im portan t  for
you  to learn  h ow an d wh en  to focus your m edical in terviewin g skills.
Rem em ber, a focused h istory does n ot m ean  cursory.

Th in k of th e m edical h istory as a con versation  with  a purpose. It  starts
by iden tifyin g th e ch ief com plain t; th at  is, wh y did  th e patien t  com e to
th e h ospital? For m ost am bulatory em ergen cy departm en t patien t  en -
coun ters, th is in form ation  can  often  be obtain ed from  th e n ursin g triage
form . In  th e em ergen cy departm en t, a triage n urse in terviews am bulato-
ry patien ts before th ey see a ph ysician . Th e purpose of th is brief, lim ited
evaluation  is to determ in e th e order in  wh ich  patien ts n eed to be evalu-
ated. Th e triage form  will provide you  with  som e basic in form ation , bu t
it  sh ould  n ot be a substitu te for obtain in g or verifyin g in form ation  di-
rectly from  th e patien t . In form ation  com m on ly docum en ted on  a n urs-
in g triage form  in cludes th e patien t’s ch ief com plain t, past m edical h istory,
m edication s, allergies, an d vital sign s. Wh en  in terviewin g a patien t , a
sim ple open in g statem en t can  often  provide you  with  a wealth  of in for-
m ation . For exam ple; “Hello Mr. Sm ith , I am  studen t doctor________.
How can  I h elp  you  today?” or “Wh at seem s to be wron g today?” Open -
en ded question s will allow th e patien t to respon d in  h is or h er own  words.
It  is im portan t  n ot  to in terrupt patien ts wh en  th ey are respon din g to
your open in g statem en t. Dem on stratin g exem plary listen in g skills will
h elp  you  develop rapport  with  your patien t . Th e upfron t in form ation
th at  you  obtain  from  th e patien t  will serve to d irect  you  as you  in vesti-
gate th e HPI.

For m an y ch ief com plain ts, certain  basic in form at ion  sh ou ld  be ob-
tain ed : th e on set  of th e p roblem , th e locat ion  of th e com plain t , th e
durat ion  of th e p roblem , an d  th e quality of th e pain . At  t im es it  m ay be
n ecessary to supplem en t th is question  with  specific m odifiers (e.g., sh arp,
du ll, p ressu re).

Oth er key featu res th at  m ay be n ecessary to  obtain  in clude th e p res-
en ce of aggravat in g or alleviat in g factors, respon se to  p rior th erapy or
t reatm en t , associated  sym ptom s, an d  risk factors for certain  m edical
con dit ion s such  as coron ary artery d isease or ven ous th rom boem bo-
lism . A m n em on ic to  rem em ber wh en  t ryin g to  obtain  card in al ch arac-
terist ics of a pat ien t’s ch ief com plain t  is “OPQRST” (on set , p rovocat ive/
palliat ive, quality, region , rad iat ion , severity, t im in g, tem poral relat ion -
sh ips, an d  th erapeu t ics). Obtain in g an  accu rate h istory is th e first  of
m an y crucial steps th at  will allow you  to  offer th e best  care to  your
pat ien ts. Rem em ber, m an y t im es, a p relim in ary d iagn osis will be m ade
on  th e basis of th e h istory alon e. Th is will depen d  of cou rse on  your
ability to  elicit , syn th esize, an d  in terp ret  th e relevan t  in form at ion .

Oth er im portan t  aspects of th e m edical h istory are a com plain t-directed
review of system s (ROS); past  m edical, surgical, an d obstetrical h istory;
social an d fam ily h istory; m edication s; an d allergies. Early on , som e m ed-
ical studen ts h ave difficu lty focusin g th eir ROS question in g. At th e bed-
side, it  is com m on  to in tertwin e question s th at  pertain  to both  th e HPI
an d th e ROS. However, it  is usually n ot n ecessary to perform  a com pre-
h en sive ROS evaluation  on  patien ts in  th e em ergen cy departm en t. On e
recom m en ded approach  th at  can  be used after com pletion  of your fo-
cused H&PE is to ask th e patien t  if th ere is an yth in g else th at  th ey would
like to talk about th at  was n ot  already covered. For m ost  patien ts, a th or-
ough  evaluation  can  be obtain ed by focusin g on  th e presen tin g prob-
lem . However, n ever ign ore a pert in en t fin din g th at  is d iscovered even
in ciden tally wh en  in terviewin g or exam in in g a patien t .

Basic Informat ion
to Gather

Onset: Ident ify when the
problem started, the sur-
rounding circumstances, and
the severity of the complaint
when it began.

Location: If it is a painful com-
plaint such as chest pain or
abdominal pain, ask the pa-
tient to point where it hurts
and elicit whether the pain
has moved to a different lo-
cation since it started.

Duration: Determine how
long the patient has been hav-
ing t he complaint  and
whether it has been constant
or intermittent. If the com-
plaint is intermittent, it may
be of importance to establish
how long each episode lasts.

Quality: How does the patient
describe his or her complaint
or pain?
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In  certain  clin ical scen arios, it  will be ben eficial to obtain  addit ion al h is-
tory (if possible) from  witn esses, fam ily, or preh ospital person n el. For
exam ple, wh en  evaluatin g a 45-year-old  m ale restrain ed driver in volved
in  a m otor veh icle acciden t, fire departm en t person n el can  provide valu-
able in form ation . Was th e patien t  trapped in  th e car? Was th e win d-
sh ield  cracked or th e steerin g wh eel deform ed? Was th ere in trusion  of
th e driver’s side door in to th e veh icle? Wh at was th e con dit ion  of th e
patien t  at  th e scen e? Was th e patien t  able to self-extricate?

In  th e em ergen cy departm en t, a n um ber of patien t-related  barriers can
affect  your ability to obtain  an  accurate or th orough  h istory. Th ese in -
clude en coun ters with  youn g ch ildren , th e actively psych otic, th e debil-
itated  or dem en ted, patien ts presen tin g with  an  altered m en tal status,
an d patien ts with  lim ited En glish  proficien cy. Rem em ber th at  as a resu lt
of federal m an dates, a h ospital m ust  offer an d provide lan guage assis-
tan ce services to patien ts with  lim ited En glish  proficien cy, in cludin g bi-
lin gual staff or in terpreter services, at  n o cost  to th e patien t , in  a t im ely
m an n er durin g all h ours of operation . In  gen eral, to lim it  m iscom m un i-
cation  or bias, fam ily an d frien ds sh ould  n ot be used to provide in terpre-
tat ion  services, except at  th e request  of th e patien t .

Keep in  m in d th at  wh en  describin g th eir presen tin g com plain t , som e
patien ts will use certain  term s th at  h ave a d ifferen t  m ean in g to th em
th an  to you . Th is m ay be en coun tered in  th e patien t  wh o com plain s of a
m igrain e h eadach e. Man y patien ts presen tin g with  th e com plain t  of a
h eadach e h ave n ot h ad a form al evaluation  bu t will use th e term  m i-
grain e h eadach e. Th is is likely because of th e com m on  m isuse of th e
term  m igraine by th e lay public. An oth er exam ple is th e use of th e term
dizzin ess. Th is com m on ly used descrip tive, wh en  looked at  m ore closely,
m ay reflect  an y of th e followin g m ean in gs: ligh th eadedn ess, un steadi-
n ess, or vert igo. Oth er patien ts m ay h ave cu ltural d ifferen ces or lan guage
difficu lt ies th at  can  affect  th eir ability to describe certain  com plain ts or
con dition s. Rem em ber, wh en  patien ts describe th eir sym ptom s, th ey m ay
use differen t  lan guage th an  you  would use to describe th e sam e sym p-
tom s. Th is can  m ake it  m ore difficu lt  to determ in e wh at is wron g with
th e patien t  an d m ay lead to frustrat ion . If you  are h avin g difficu lty un -
derstan din g a patien t  describin g h is or h er sym ptom  com plex, try to
h ave h im  or h er explain  it  in  d ifferen t term s or repeat  it  back to en sure
th at  you  both  un derstan d each  oth er. Man y t im es, it  can  be h elpfu l to
sum m arize an d clarify th e h istory with  th e patien t . Please keep in  m in d
th e cu ltural d ifferen ces th at  you  m ay en coun ter in  th e em ergen cy de-
partm en t an d be sen sit ive to th ese issues if th ey arise.

Physical Examinat ion
Th e ph ysical exam in ation  usually starts with  an  appreciation  of th e gen er-
al appearan ce of th e patien t, followed by an  im m ediate review of th e vital
sign s (blood pressure, h eart rate, respiratory rate, an d tem perature). With
th e adven t of n on in vasive bedside testin g, m an y ph ysician s con sider pulse
oxim etry testin g th e fifth  vital sign . Beware of th e statem en ts “vital sign s
are stable” or “vital sign s are with in  n orm al lim its.” Rem em ber, th e n or-
m al ran ge of vital sign s varies with  th e age of th e patien t. It  is m uch  m ore
im portan t to appreciate th e vital sign s in  con text to th e presen tin g com -
plain t an d bedside exam in ation . A patien t with  a h istory of poorly con -
trolled h yperten sion  with  a blood pressure of 102/58 m m  Hg tech n ically
h as a n orm al pressure; h owever, in  th is case, th e patien t is relatively h y-
poten sive. In  som e cases, baselin e vital sign s obtain ed from  old m edical
records m ay be of assistan ce. Often , vital sign  tren ds are m uch  m ore im -
portan t th an  isolated readin gs. Also, keep in  m in d th at elevated blood
pressure m easurem en ts are as com m on  in  th e em ergen cy departm en t pop-

An appreciat ion of the general
appearance of the patient is crucial.
Simply stated, how does the patient
look when you walk into the room?
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ulation  as th ey are in  th e gen eral population . Man y of th ese patien ts do
n ot require acute in terven tion  to lower th eir blood pressure.

An  appreciat ion  of th e gen eral appearan ce of th e pat ien t  is crucial. Sim -
p ly stated , h ow does th e pat ien t  look wh en  you  walk in to  th e room ?
Th e con cep t  of “sick or n ot  sick” can  often  be m ade at  th e bedside
durin g th e first  5 to  10 secon ds of th e en coun ter. Th e m ore pat ien ts
you  en coun ter, th e bet ter you  will becom e at  m akin g th is determ in a-
t ion . Up  to  th is poin t , th e assessm en t  of th e vital sign s an d  an  appreci-
at ion  of th e gen eral evaluat ion  sh ou ld  h ave taken  ju st  a m in u te or two.
A season ed  clin ician  will determ in e wh eth er to  con t in ue with  a sys-
tem at ic evaluat ion  or to  deviate from  th is t rad it ion al approach  an d
perform  a focused  ph ysical exam in at ion  an d  in it iate d iagn ost ic or th er-
apeu t ic m easu res as warran ted .

Rem em ber, th e tem plate for perform in g a com preh en sive h ead to toe
ph ysical exam in ation  h as its p lace; h owever, in  m an y circum stan ces, a
patien t  presen tin g to th e em ergen cy departm en t does n ot require a com -
preh en sive exam in ation . In  th e stable patien t  presen tin g with  a m in or
or n on urgen t com plain t , your ph ysical exam in ation  can  proceed in  a
system atic, yet  focused, fash ion . Th e exam  sh ould  follow th e typical or-
der of in spection , palpation , percussion , an d auscultat ion , if applicable.
An  adequate kn owledge of surface an d bon y an atom y will be h elpfu l,
especially in  patien ts presen tin g with  m usculoskeletal com plain ts. In  som e
patien ts with  n on specific com plain ts or wh en  you  n eed to perform  a
m ore com preh en sive evaluation , th in k of th e ph ysical exam in ation  as a
screen in g tool. If pert in en t or posit ive fin din gs are detected, a m ore de-
tailed  an d focused exam  can  th en  be perform ed supplan ted by addit ion -
al bedside or oth er d iagn ostic tests.

In  certain  clin ical scen arios such  as abdom in al pain , sh ortn ess of breath ,
or altered m en tal status, avoid  th e p itfall of relyin g solely on  your in it ial
exam in ation . Presen tation s such  as th ese require serial exam in ation s to
en sure a respon se to th erapy or to iden tify a ch an ge in  con dit ion  durin g
th e t im e th e patien t  is bein g observed. A ch an ge in  con dit ion  for better
or worse m ay affect  your u lt im ate d isposit ion  of th e patien t . An oth er
pitfall to avoid  wh en  perform in g your ph ysical exam in ation  is in ade-
quate exposure of th e affected area. At t im es because of em ergen cy de-
partm en t overcrowdin g, a patien t  m ay be in  a treatm en t area th at  is n ot
con ducive to a proper exam in ation   An  exam ple m ay be th e patien t  with
righ t lower quadran t abdom in al pain  wh o is in  a h allway bed. If warran t-
ed, m ove th e patien t  to a separate exam in ation  area to perform  a proper
evaluation .

Despite th e im portan ce an d u tility of th e H&PE, it  is also usefu l to ac-
kn owledge its lim itat ion s. It  is un com m on  th at  a sin gle h istorical feature
or ph ysical exam in ation  fin din g will reveal th e diagn osis in  m an y pa-
t ien ts. Th is is especially im portan t  to rem em ber in  catastroph ic d iseases,
wh ich  m ay n ot presen t classically. For exam ple, th e lack of vagin al bleed-
in g does n ot ru le ou t an  ectopic pregn an cy. Th at bein g said , m edical
in terviewin g an d ph ysical exam in ation  skills are crucial to providin g
excellen t  patien t  care. Th e con stellat ion  of sign s, sym ptom s, an d exam -
in ation  fin din gs will h elp  direct  your d iagn ostic workup.

Suggested Reading
Bickley LS, Szilagyi PG. Bates Guide to Physical Exam ination and History

Taking. Ph iladelph ia, Pa: Lippin cott , William s, & Wilkin s; 2007.

This introductory text highlights the medical interview process and physical ex-
amination techniques.

In certain clinical scenarios, such as
abdominal pain, shortness of
breath, or altered mental status,
avoid the pitfall of relying solely on
your initial examination.
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Goldberg C. A Practical Guide to Clinical Medicine. Available at : h t tp :/ /
m edicin e.ucsd.edu/clin icalm ed/ in troduction .h tm . Accessed Jan uary
23, 2008.

This is a clinical education Web site for medical students.

JAMA. Rational Clinical Exam . Available at : h t tp :/ / jam a.am a-assn .org/cgi/
collection / ration al_clin ical_exam . Accessed Jan uary 23, 2008.

This series reviews an evidence-based approach to the diagnostic evaluation and
diagnosis of a number of medical conditions.

Seidel HM, Ball JW, Dain s JE, Ben edict  GW. Mosby’s Guide to Physical Ex-
am ination . St . Louis, MO. Mosby; 2003.

This is an introductory text highlighting the medical interview process and phys-
ical examination techniques.
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Da t a -Ga t h er in g Sk i l ls

Th e at-t im es h ectic world  of th e em ergen cy departm en t is an  im -
perfect  set t in g in  wh ich  to rapidly diagn ose an d treat  everyday
in juries an d poten tially life-th reaten in g con dit ion s. A large part  of

th e em ergen cy ph ysician ’s job is gath erin g in form ation  from  a wide vari-
ety of sources to con struct  an  accurate p icture of th e patien t’s clin ical
con dit ion .

A detailed  h istory is often  th e key to d iagn osis. However, obtain in g an
adequate h istory in  th e em ergen cy departm en t can  be ch allen gin g. Re-
m em ber, at  t im es m edical in form ation  will h ave to be obtain ed from
m ultip le sources. Keepin g th is in  m in d, you  sh ould  always try to gath er
as m uch  m edical in form ation  as possible d irectly from  th e patien t .

We are well aware th at  it  can  be difficu lt  to elicit  a clear an d con cise
h istory of presen t illn ess from  som e patien ts. Th is can  be related  to an
un derlyin g or acu te m edical con dit ion , a lan guage barrier, or th e pa-
t ien t’s level of form al education . However, it  is im portan t  to resist  th e
tem ptation  to lim it  your data gath erin g because of an  in ability to obtain
detailed  in form ation  from  your patien t . Spen din g addit ion al t im e with
th e patien t  to clarify certain  details or to use oth er resources can  be in -
valuable. Rem em ber, th in k creatively an d do n ot get  frustrated . Th e case
study presen ted h ere gives an  exam ple of wh en  “th in kin g outside th e
box” can  h elp  you  get  poten tially life-savin g m edical in form ation  th at
m ay h ave oth erwise been  difficu lt  or im possible to obtain .

Th e box on  th e n ext page con tain s a ch ecklist  of suggestion s to con sider
wh en  you  are h avin g difficu lty gett in g a clear an d con cise m edical h isto-
ry. Even  wh en  th e patien t  is capable of providin g a detailed  an d accurate
h istory, it  m ay be of h elp  to verify certain  aspects of th e h istory with

Case Study—Thinking Creat ively
A patient presents to the hospital with abdominal pain and vomiting for 3 days. He has a complicated
medical history, including diabetes, hypertension, thyroid disease, and congestive heart failure. He does
not recall the names of most of his medications and has never received medical care at your facility.
Although this patient can not recall the names of his medications, he likely knows the name and location
of the pharmacy where he gets his prescriptions filled. Thinking out of the box, calling the pharmacy, and
speaking with a pharmacist may provide valuable medical information that otherwise would have been
difficult to obtain.

A detailed history is often the key
to diagnosis.
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frien ds or fam ily to m ake sure n o key detail goes un addressed. To en sure
patien t  con fiden tiality, it  is im portan t  th at  you  get  th e patien t’s perm is-
sion  before discussin g an y aspect of h is or h er m edical h istory with  frien ds
or fam ily. Oth er com m on ly used altern ative sources of h istorical in for-
m ation  in clude th e followin g:

Nurses: Always read th e triage n urse’s n otes, an d do n ot forget  to look
at th e n ursin g record. You can  also ask n urses for th eir in it ial im pres-
sion . Nurses can  tell you  wh eth er th e patien t  was accom pan ied by
fam ily or frien ds wh o m ay be in  th e wait in g room .

Em ergen cy m edical service (EMS) person n el: It  is always a good
idea to talk with  th e EMS person n el. Th ey can  often  provide key de-
tails about th e con dit ion  of th e patien t  at  th e scen e or treatm en t ren -
dered by bystan ders or oth er first  respon ders. In  addit ion , th ey m ay
provide im portan t  details about social con dit ion s th at  are valuable
wh en  attem ptin g to m ake disposit ion  decision s.

Old m edical records: Obtain in g th e old  m edical records for a patien t
can  provide valuable in form ation  about th e patien t’s m edical con di-
tion , especially if a patien t is un able to provide a con cise h istory. Medi-
cal records m ay con firm  wh at a patien t  h as already told  you , add de-
tails th at  th e patien t  does n ot recall, or clarify th e resu lts of previous
diagn ostic procedures.

Som etim es th e h istory is just  n ot  available. Th e n ature of em ergen cy
m edicin e is th at we m ust develop m an agem en t plan s an d in terven e based,
at  t im es, on  lit t le or n o in form ation . Eith er we are un able to obtain  a
good h istory an d will h ave to base our p lan  on  oth er available in form a-
tion , ph ysical exam , an d diagn ostic tests or th e patien t  is in  extrem is an d
th e tim e-sen sitive n ature of th e presen tation  precludes th e ph ysician  from
obtain in g a detailed  h istory (e.g., gun sh ot woun d to th e ch est). Rem em -
ber, th e goal of data gath erin g in  th e em ergen cy departm en t is to obtain
th e n ecessary in form ation  required to provide h igh -quality patien t  care.
At t im es lim ited in form ation  can  suffice, an d oth er t im es m ore detailed
in form ation  is n eeded to provide h igh -quality care.

Suggest ions for Taking a Clear and
Concise M edical History

Slow down and focus on one question at a time.
Try not to interrupt patients while they are responding.
Start your patient interview with open-ended questions. Use follow-up closed-ended questions for
clarification.
Use simple language; avoid the use of medical jargon.
If the patient has a difficult time focusing, redirect with clarifying questions.
If a language barrier is present, obtain a professional interpreter. Avoid using family or friends for
translation, if at all possible.
If you are getting frustrated, take a brief break. Get enough information to start the evaluation and
return a short time later to refine the history.
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Develop in g a  Ca se-
Sp ecific Differen t ia l
Dia gn osis

By th is t im e in  you r m ed ical sch oo l t rain in g, you  sh ou ld  be fa
m iliar with  th e t rad it ion al con cep t  o f a d ifferen t ial d iagn osis
in  wh ich  a list  o f p ossib le d iagn oses is gen erat ed  an d  ru led  in

o r ou t  u n t il a  fin al d iagn osis is id en t ified . Like o th er field s o f m ed i-
cin e, d evelop in g a d ifferen t ial d iagn osis list  is essen t ial t o  t h e care o f
em ergen cy p at ien t s, bu t  t h e p rocess o f d evelop in g a d ifferen t ial d i-
agn osis in  em ergen cy m ed icin e is d ist in ct ive.

In  th e tradit ion al m odel, th e patien t’s sign s an d sym ptom s are catego-
rized in to a problem  list  (e.g., h eadach e, ch est  pain , back pain ). Th e dif-
feren t ial d iagn osis is gen erated  from  th e p at ien t s’ p roblem  list . In
em ergen cy m edicin e, we n ot on ly focus on  th e likely diagn osis bu t m ust
also th in k about th e poten tially life-th reaten in g diagn oses or oth er prob-
lem s th at  could  en dan ger th e patien t  if delayed or m issed. We m ay actu-
a lly n ever m ake t h e fin al d iagn o sis, b u t  we can  a t  least  exclu d e
life-th reaten in g con dit ion s.

Medical Decisionmaking
Several cogn it ive strategies are used in  th e m edical decision m akin g pro-
cess. Th ese strategies in clude h ypoth eticodeductive, algorith m ic, pattern
recogn it ion , ru le-out-worst-case scen ario, exh austive, an d even t driven
strategies. Each  of th ese strategies h as advan tages an d disadvan tages. To
avoid error, it  is h elpfu l for clin ician s to un derstan d wh ich  strategies th ey
are usin g an d wh at th e lim itat ion s are of th e part icu lar strategy.

Hypotheticodeductive Decisionmaking
Hypoth eticodeductive is th e m ost com m on  decision m akin g strategy. A
prelim in ary diagn osis is m ade on  th e basis of a series of in feren ces. Th is
strategy is m ost  like th e old  fash ion ed detective wh o gath ers clues about
a part icu lar suspect . Th e workin g diagn osis is tested  an d refin ed as n ew
data are d iscovered. It  is im portan t  for th is h ypoth esis to be tested  an d

In emergency medicine, we not only
focus on the likely diagnosis but
must also think about the poten-
tially life-threatening diagnoses or
other problems that could endan-
ger the patient if delayed or missed.

Case Study
A 45-year-old man presents in the winter months with a complaint of headache and nausea. His
complaints started yesterday, and appear worse in the morning and improve throughout the day. As
a medical detective, if you do not consider carbon monoxide toxicity and attribute his complaints to
a nonspecific illness, you will miss a critical diagnosis.
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A good clinician needs to be mindful
of the concept of premature closure.

Case Study
Consider a 71-year-old male who presents to the emergency department with a traumatic right flank
pain. The most important condition to consider in this presentation is an abdominal aortic aneurysm.
Although the patient may be much more likely to have a kidney stone, failure to consider abdominal
aortic aneurysm in your differential could have potentially catastrophic consequences if missed.

verified . Failu re to ch an ge course as con tradictory in form ation  is gath -
ered can  lead to m isdiagn osis because of prem ature closure. An  advan -
tage of th e h ypoth eticodeductive m eth od is th at  it  is flexible.

Algorithmic Decisionmaking
In  th e algorith m ic m eth od, a series of steps is followed to sim plify th e
decision m akin g process. An  exam ple could  be ch est  pain  path ways or
pulm on ary em bolism  diagn ostic algorith m s. Th is type of m odel is easy
to teach  an d can  im prove th e care for certain  patien ts; h owever, algo-
rith m s are often  too in flexible to cover all situation s. Th e on e-size-fits-all
approach  to patien ts can  lead to problem s if a patien t  presen tation  does
n ot fit  th e algorith m .

Pattern Recognition
In  pattern  recogn ition , a series of sign s an d sym ptom s are clum ped togeth -
er in to a kn own  groupin g. Pattern  recogn ition  is often  used by season ed
clin ician s with  exten sive clin ical experien ce. Pattern  recogn ition  is subject
to prem ature closure an d an ch orin g bias, in  wh ich  ph ysician s con tin ue to
stick with  th e origin al diagn osis despite con flictin g data. An ch orin g bias
refers to th e ten den cy to rely too h eavily or to “an ch or” on  on e piece of
in form ation  durin g th e decison m akin g process. Failure to in corporate n ew
data is kn own  as con firm ation  bias.  Con firm ation  bias can  be com pared to
closed-m in dedn ess. Th is pattern  of decision m akin g refers to th e ten den cy
to add weigh t or value to facts th at con firm  or support on e’s beliefs, wh ile
ign orin g or un dervaluin g th e relevan ce of con tradictory in form ation .

Rule-Out-Worst-Case Scenario
Th e ru le-out-worst-case-scen ario m eth od is design ed to elim in ate th e life-
th reaten in g diagn osis for a given  clin ical presen tation  rath er th an  to fo-
cus on  th e likely d iagn osis. Th is style m ay, at  t im es, lead to exten sive
workups an d excessive use of resources. Less-experien ced clin ician s of-
ten  use th is m eth od because it  is least  likely to lead to catastroph ic re-
su lts. However, th e d iagn osis of less com m on  an d n on crit ical d iseases
will often  be delayed or m issed com pletely wh en  usin g th e rule-out-worst-
case-scen ario m eth od.

Exhaustive Decisionmaking
In  th e exh austive m eth od, all th e possible data are gath ered in  an  in dis-
crim in ate pattern  an d th en  sorted  th rough . Th is m eth od also can  lead to
excessive workups an d is very t im e-con sum in g—th e typical “sh ot gun
approach .”

Event-Driven Decisionmaking
In  even t-driven  decision m akin g, clin ician s respon d to th e clin ical sce-
n ario an d treat  th e sym ptom s with  lim ited  th ough t as to th e un derlyin g
cause. An  in terven tion  is m ade, an d th e situation  is reassessed. Th e clin i-
cian  m ay at  t im es back in to th e d iagn osis on  th e basis of respon se to
th erapy. Th is strategy is often  used for a crit ically ill patien t  such  as on e
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in  acu te respiratory failu re. Th e even t-driven  strategy is often  com bin ed
with  th e ru le-out-worst-case-scen ario m eth od. Th e even t-driven  m eth od
is part icu larly well su ited  to th e em ergen cy departm en t en viron m en t;
h owever, it  ten ds to be reactive rath er th an  proactive.

Put t ing Decisionmaking to Work
Rulin g ou t poten tial life-th reaten in g presen tation s is a h igh  priority in
em ergen cy m edicin e. Elim in atin g life-th reaten in g con dit ion s from  th e
differen tial is m ore im portan t  th an  m akin g th e correct  d iagn osis of a
ben ign  con dit ion , see th e accom pan yin g case. Th e im portan t  poin t  is
th at  if a part icu lar illn ess, con dit ion , or in jury is n ot  con sidered, soon er
or later it  m ay be m issed.

A good clin ician  n eeds to be m in dfu l of th e con cept of prem ature clo-
sure. Th is occurs wh en  an  in correct  d iagn osis is m ade at  an  early stage of
th e patien t  en coun ter. In  th ese cases, th e differen tial d iagn osis is too
n arrow, an d th e h ealth care provider fails to con sider oth er possibilit ies
th at  could  accoun t for th e patien t’s presen tin g com plain t . As a resu lt , an
in correct  d iagn osis is pursued, an d th e true un derlyin g con dit ion  m ay
be m issed. Keep an  open  m in d an d a broad differen tial. As n ew in form a-
tion  is acquired, or if th e patien t’s con dit ion  ch an ges, th e d ifferen tial
sh ould  be reassessed an d adjusted. If th e n ew data do n ot support  th e
leadin g diagn osis, oth er con dit ion s n eed to be con sidered. Prem ature
closure an d failu re to con tin ually reassess th e differen tial d iagn osis can
lead to catastroph ic resu lts.

Wh en  creatin g a differen tial diagn osis, it  is extrem ely im portan t to create a
list th at in cludes all of th e likely diagn oses as well as all of th e poten tially
life-th reaten in g con dition s, even  if th ey are un com m on  or less likely. Th ere
is an  old sayin g th at “you can n ot m ake a diagn osis th at you do n ot th in k
about.” Taken  on e step furth er, if you do n ot th in k of a particular diagn o-
sis, you will m iss it. Th e case studies in  th is ch apter describe such  exam ples.

So h ow do you begin  to build a differen tial diagn osis? As a jun ior learn er
with  lim ited clin ical experien ce, a good differen tial is m ore often  drawn
from  your fun d of m edical kn owledge an d less from  your clin ical experi-
en ce. For th is reason , because em ergen cy m edicin e is in  m an y ways a com -
plain t-driven  specialty, it is h elpful to review both  com m on  an d poten tially
serious causes of routin ely en coun tered ch ief com plain ts. Startin g your
rotation  with  a solid fun d of m edical kn owledge will allow you to develop
m ore in -depth  differen tials from  day on e.

In  th e en d, developin g a d ifferen tial d iagn osis in  em ergen cy m edicin e is
an  active process in corporatin g a variety of decision m akin g skills. Data
gath erin g, h ypoth esis test in g, an d treatm en t often  occur sim ultan eous-
ly. Clin ician s n eed to be part icu larly carefu l to avoid  prem ature closure
on  cases to avoid  error. Th e true art  of developin g an d workin g th rough
your d ifferen tial d iagn osis is often  m ade by th e balan ce of ru lin g ou t th e
life-th reaten in g con dition s an d correctly diagn osin g th e likely con dition s.
Rem em ber th at  n ot  every diagn osis will be m ade in  th e em ergen cy de-
partm en t. Th e im portan ce of developin g a case-specific differen tial is th at
your assessm en t of th e case will h ave a profoun d im pact on  your d iag-
n ostic test in g an d m an agem en t.

Suggested Reading
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Eliminating life-threatening condi-
tions from the differential is more
important than making the correct
diagnosis of a benign condition
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Dia gn ost ic Tes t in g
in  t h e Em er gen cy
Dep a r t m en t

The healthcare provided in the
emergency department has ben-
efited greatly from advances in di-
agnostic testing.

Advan ces across all aspects of m edicin e h ave taken  p lace in  th e last
25 years. Th ese advan ces h ave resu lted  in  im proved quality of life
for th e US public, as well as m ore tim ely diagn osis of m an y m edical

con dit ion s. Th e h ealth care provided in  th e em ergen cy departm en t h as
ben efited  greatly from  advan ces in  d iagn ostic test in g. Just  25 years ago it
was difficu lt  to obtain  m ore th an  basic labs an d p lain  radiograph s for
pat ien ts cared  for in  th e em ergen cy departm en t . Today, becau se of
advan ces in  tech n ology an d th e greater availability of d iagn ostic tests,
defin it ive care can  be in it iated  m uch  earlier in  th e course of a patien t’s
presen tation .

Th e em ergen cy departm en t in  som e ways can  be viewed as a d iagn ostic
test in g cen ter in  wh ich  a ph ysician  can  coordin ate a patien t’s care an d
th e resu lts of m ost d iagn ostic tests are kn own  with in  a few h ours. Th e
im portan ce of d iagn ostic im agin g to th e efficien t  practice of em ergen cy
m edicin e can n ot be overstated . In  m ost  cen ters, advan ced diagn ostic
im agin g, u ltrasoun ds, CT scan s, an d even  MRI studies can  be obtain ed
quickly an d h ave a pron oun ced effect  on  patien t  care by providin g a
prom pt defin it ive diagn osis for con dit ion s such  as in tracran ial h em or-
rh age, pu lm on ary em bolus, aort ic an eurysm  or d issection , an d m ore.

However, with  th e ease in  obtain in g th ese studies com es a price. Accord-
in g to th e Am erican  College of Radiology, d iagn ostic im agin g is th e fast-
est  growin g m edical expen diture in  th e Un ited  States, with  an  an n ual
growth  rate of 9% (Bettm an n  an d Wein reb, 2007). Th is is th ree t im es
th at  of gen eral m edical expen ditures. In  em ergen cy departm en ts across
th e coun try from  1995 to 2004, th e n um ber of MRI an d CT scan s per-
form ed n early quadrupled, an d th e n um ber of u ltrasoun ds m ore th an
doubled (JAMA, 2006). Rem em ber th at  th e ease of obtain in g certain  d i-
agn ostic tests, in cludin g advan ced im agin g studies, sh ould  n ot preclude
or serve as a surrogate for perform in g a th orough  H&PE.

Before orderin g a d iagn ost ic test , ask yourself a few quest ion s: “Wh at
am  I goin g to  do with  th e test  resu lts?” “How is th is test  goin g to  h elp
m e con firm  or exclude th e d iagn osis?” “How will th e test  resu lt  affect
m y d iagn ost ic st rategy, m an agem en t , or fin al d isposit ion ?” Th ese sim -
p le yet  im portan t  quest ion s can  h elp  gu ide th e p roper u se of a n um ber
of d iagn ost ic tests ran gin g from  relat ively in expen sive blood  tests to
very expen sive d iagn ost ic im agin g stud ies. Diagn ost ic tests sh ou ld  p ri-
m arily be ordered  to  ru le in  or ru le ou t  a part icu lar con d it ion  based  on
th e d ifferen t ial d iagn osis gen erated  from  th e pat ien t’s H&PE. However,
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diagn ost ic tests are often  ordered  for a variety of reason s, in clud in g
clin ical susp icion  of d isease, dogm a, perceived  stan dard  of care, a con -
su ltan t’s or p rim ary care ph ysician ’s request , a pat ien t’s request , an d
risk m an agem en t  con cern s. Rem em ber, in  th e real world  th ere are t im es
wh en  you  m ay n eed  to  order a d iagn ost ic test  th at  is n ot  n ecessarily
eviden ce based . Som etim es, wh at  we do is based  on  pat tern  recogn i-
t ion  an d  an ecdotal experien ce. Experien ce m ay be th e on ly pseudo-
scien ce beh in d  th e d iagn ost ic workup  of certain  pat ien ts. As m en tion ed
previously, a con su ltan t  ph ysician  m ay in fluen ce th e d iagn ost ic tests
th at  are ordered  for a part icu lar pat ien t . An  exam ple m ay be th e pat ien t
p resen t in g with  abdom in al pain . Your con su ltan t  m ay request  th at  you
order a com plete blood  cell coun t  an d  an  obstruct ion  series. If you  h ave
a h igh  clin ical susp icion  for acu te appen dicit is, it  sh ou ld  n ot  be less-
en ed  by a n orm al wh ite cell blood  coun t  or a n on diagn ost ic obst ruc-
t ion  series. Con su ltan t  in teract ion s m ay also  serve as an  opportun ity to
educate your colleagues wh en  d ifferen ces of op in ion  are raised  as to
th e u t ility of a part icu lar d iagn ost ic test .

Th e m edical literature h as reported validated approach es for d iagn ostic
test in g of certain  con dit ion s. Clin ical decision  ru les, such  as th e Ottawa
an kle an d foot ru les, th e Nexus criteria th e Can adian  cervical sp in e ru les,
an d oth ers can  be im plem en ted to assist  with  th e proper use of d iagn os-
t ic tests (Steill et  al., 1992, 1993, 2000; Hoffm an , 2000). However, it  m ust
be rem em bered th at  th e practice of m edicin e is an  art  as well as a scien ce.
With  th is in  m in d, th ere will be t im es wh en  a part icu lar d iagn ostic test  is
n ot in dicated. To en sure th at  your patien t  expectation s are bein g ad-
dressed, com m un icate your th ough t process with  your patien t  as to wh y
you do n ot feel th at  a part icu lar test  is in dicated. As a studen t or ph ysi-
cian , use th is opportun ity to educate your patien ts. Rem em ber, th e value
of com m un ication  with  patien ts can n ot be overem ph asized.

Stat ist ical Considerat ions Related
to Diagnost ic Test ing
Sensitivity and Specificity
As m uch  as we would  like oth erwise, m an y diagn ostic tests are n ot  abso-
lu te, an d in terpretat ion  of th e resu lts m ay n ot  be as sim ple as yes or n o
or black or wh ite. A n um ber of th e tests h ave a ran ge of probability for
th e correct  an swer. Man y tests h ave th e possibility of givin g us a true-
posit ive (TP), false-posit ive (FP), true-n egative (TN), or false-n egative (FN)
resu lt . Th erefore, it  is im portan t  to un derstan d th e stat ist ical con cepts of
sen sit ivity an d specificity. Sen sit ivity refers to th e likelih ood of a test
bein g posit ive or abn orm al in  th e presen ce of d isease. Math em atically,
sen sit ivity is expressed as follows:

sen sit ivity = TP/ (TP + FN)

Th e h igh er th e sen sit ivity of a test  is, th e lower th e n um ber of false n eg-
atives will be. A test  with  a h igh  sen sit ivity also m ean s th at  a n egative
resu lt  h as a h igh  probability of tru ly bein g n egative because of th e low
n um ber of false n egatives. High ly sen sit ive tests are able to reason ably
ru le ou t  d isease. A test  th at  h as poor sen sit ivity h as a h igh  likelih ood of
false-n egative resu lts.

Specificity refers to th e likelih ood of th e test  bein g n egative or n orm al in
th e absen ce of d isease. It  is represen ted m ath em atically as follows:

specificity = TN/(TN + FP)

A test  th at  h as h igh  specificity m ean s th at  it  h as a low rate of reportin g
false posit ives. A test  th at  h as poor specificity h as a h igh  likelih ood of
false-posit ive resu lts.

Before ordering a diagnostic
test, ask yourself a few ques-
tions:

What am I going to do with
the test results?

How is this test going to
help me confirm or exclude
the diagnosis?

 How will the test result af-
fect my diagnostic strategy,
management, or final dis-
position?
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Th e sen sit ivity an d specificity of a test  is n ot  affected by th e prevalen ce
(th e proportion  of d iseased patien ts in  th e population ). However, th e
predictive value of a test  is affected by th e prevalen ce of d isease in  th e
population . Posit ive predictive value (PPV) refers to th e likelih ood of th e
patien t  tru ly h avin g th e disease wh en  th e test  is posit ive or abn orm al.
PPV is represen ted m ath em atically as follows:

PPV = TP/ (TP + FP)

Negative predictive value (NPV) refers to th e likelih ood th at  th e patien t
does n ot h ave th e disease wh en  th e test  is n egative or n orm al. NPV is
represen ted as follows:

TN/(TN + FN)

Predictive values are h igh ly affected by prevalen ce of d isease in  a given
population . Th e lower th e prevalen ce of a d isease is, th e h igh er th e risk
of a false-posit ive resu lt  will be an d th e lower th e posit ive predictive val-
ue will be for a part icu lar test .

Probability
An oth er im portan t  poin t  to con sider is th e d iagn ostic test in g th eory of
pretest  an d posttest  probability. Probability relates to th e con cern  th at
you  h ave regardin g a part icu lar patien t’s h avin g an  illn ess or con dit ion
an d h ow th at  con cern  m ay or m ay n ot be affected by th e diagn ostic test
resu lts. An  exam ple of usin g pretest–posttest  probability in  th e evalua-
t ion  of ch est  pain  is given  in  th e box on  th is page. Wh en  assessin g prob-
ability, em ergen cy ph ysician s take in to accoun t tren ds an d risk factors. A
series of art icles publish ed in  th e Journal of the Am erican Medical Associa-
tion  t it led  “Th e Ration al Clin ical Exam ” reviews th e curren t  literature
regardin g a n um ber of clin ical con dit ion s an d provides eviden ce-based
recom m en dation s as to th e usefu ln ess of certain  d iagn ostic tests in  ru l-
in g in  or ru lin g ou t a part icu lar con dit ion  (JAMA, 2008).

Ultrasound Testing by Emergency Physicians
In  th e past  decade, th e use of bedside u ltrasoun d by em ergen cy m edicin e
residen ts an d facu lty in  academ ic m edical cen ters h as becom e com m on -
place. Th e application  of th is tech n ology is also becom in g m ore avail-

Case Study—Examining Probabilit y
For example, your patient is a 24-year-old, previously healthy, athletic male who presents with sharp
fleeting chest pain lasting 5 minutes without shortness of breath while jogging earlier today. In the emergency
department, he is without complaints. His ECG shows sinus rhythm with T-wave inversions V1–V3. Another
patient is a 63-year-old man. He smokes cigarettes and has a history of poorly controlled hypertension.
Earlier today, he experienced 20 minutes of left-sided chest pain with exertion, radiating to his left shoulder,
associated with shortness of breath and diaphoresis. His ECG shows normal sinus rhythm and is unchanged
from an earlier ECG. The first patient has a relatively low pretest probability for cardiac chest pain. His ECG
is not normal, but in a healthy young man, the T-wave inversions are nonspecific at best. These findings
have been commonly noted to be a normal variant in young healthy adults. The posttest probability (after
the ECG was performed) that the 24-year-old patient has cardiac chest pain is still very low and is essentially
unchanged by his abnormal ECG. However, the case of the 63-year-old patient with chest pain is very
different. The pretest probability that he is having cardiac chest pain is relatively high. He has multiple risk
factors for coronary artery disease, and his history is suggestive of cardiac chest pain. Although his ECG is
normal, his posttest probability of having cardiac chest pain is no less concerning.
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able to com m un ity em ergen cy ph ysician s as well. Th e use of u ltrasoun d
as a d iagn ostic m odality h as been  in corporated in to th e 2007 Model of
th e Clin ical Practice of em ergen cy m edicin e, a com preh en sive docum en t
represen tin g th e essen tial in form ation  an d skills n ecessary for th e clin i-
cal practice of em ergen cy m edicin e by board cert ified  em ergen cy ph ysi-
cian s. Th e in corporation  of bedside u ltrasoun d by train ed em ergen cy
ph ysician s h as been  sh own  to im prove patien t  ou tcom es an d quality
an d efficien cy of patien t  care provided in  th e em ergen cy departm en t.
Th e n eed to im prove patien t  care h as been  th e sin gle m ost im portan t
drivin g factor respon sible for th e m igration  of th is d iagn ostic im agin g
m odality ou t  of th e walls of th e departm en t of radiology. Clin ical deci-
sion s regardin g specialty con sultat ion , operative m an agem en t, an d dis-
posit ion  can  n ow at  t im es be m ade in  m in utes as opposed to h ours. Th e
use of u ltrasoun d by em ergen cy ph ysician s does n ot in  an y way supplan t
th e n eed for adequate follow up diagn ostic im agin g or con firm atory stud-
ies in  selected patien ts. Th e role or focus of em ergen cy m edicin e bedside
ultrasoun d (EMBU) is set  forth  to an swer a few sim ple straigh tforward
question s. EMBU is often  used in  selected clin ical presen tation s to con -
firm  or exclude con dit ion s such  as h em operiton eum , pericardial effu-
sio n , abd o m in al ao rt ic an eu rysm , ch o lelit h iasis, an d  in t rau t erin e
gestation .

Conclusion
Diagn ostics, in cludin g poin t  of care test in g in  th e em ergen cy depart-
m en t, con tin ues to evolve. As our tech n ology con tin ues to advan ce, we
will un doubtedly h ave greater access to th e resu lts of a m ult itude of d iag-
n ostic studies in  a t im ely fash ion . We m ust st ill con tin ue to strive to
practice m edicin e in  a cost-effective m an n er th at  ben efits our patien ts
an d does n ot overburden  th em  an d th e h ealth  care system  with  un n ec-
essary, an d at  t im es overused, test in g.
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Develop in g You r
P la n  of Act ion

W h ile focusin g on  your “plan  of action ” (diagn ostic evaluation
an d th erapeutic in terven tion ), it  is n ecessary to realize th at  in
m an y em ergen cy departm en t patien t  en coun ters, care is pro-

vided in  a roun dabout fash ion . Because of th e urgen cy of patien t  presen -
tation s, we do n ot always h ave th e luxury of providin g care in  a structured
m an n er th e sam e way as in  a low-acuity ou tpatien t  set t in g. Alm ost every
sh ift , we evaluate patien ts with  h ead traum a, acu te respiratory distress,
altered m en tal status, an d m an y oth er com plain ts th at  require th e care
provider to m ake certain  crit ical decision s early on  in  th e evaluation ,
m an y t im es before a com preh en sive H&PE is com pleted. Th e evaluation
of a “sick or poten tially sick” patien t  can n ot be perform ed in  series; care
m ust be provided in  a parallel fash ion . At t im es, th e orderin g of select
diagn ostic studies or th e n eed to in it iate th erapeutics is eviden t im m edi-
ately. Th e overall p lan , in cludin g th e speed an d order of im plem en ta-
t ion , will be d ictated  by your con cern  for th e patien t’s well-bein g. Th e
case study on  th e n ext page provides an  exam ple of providin g parallel
care in  an  em ergen cy departm en t sett in g.

Som e patien ts th at  you  en coun ter will be straigh tforward an d n on urgen t
in  n ature. For th ese patien ts, you  h ave th e luxury of t im e. A focused
H&PE can  be perform ed. A problem  list  an d differen tial d iagn osis can  be
developed. A few m in utes can  be spen t reviewin g th e m edical literature
about a certain  aspect  of th e patien t’s presen tation . However, decision s
n eed to be m ade, som e after carefu l con sideration  an d reflection , oth ers
im m ediately. For each  patien t  you  en coun ter you  n eed to ask yourself,
“Wh at n eeds to be don e for th is patien t?” an d “Wh at n eeds to be don e
n ow?” Every patien t  is d ifferen t . Som e cases are n ot u rgen t, allowin g
decision s to be m ade in  a sequen ce th at  perm its observation  or th e re-
spon se to th erapy to gu ide furth er care. Oth er cases are urgen t or em er-
gen t an d require im m ediate action .

Kn owin g if a patien t  is “sick or poten tially sick” can  m an y t im es be de-
term in ed from  th e doorway, bu t  som etim es it  is n ot  im m ediately clear.
Certain  fin din gs, h owever, sh ould  be alarm in g: con fusion ; d iaph oresis;
cool, clam m y skin ; abn orm al vital sign s; an d sudden  severe pain  are just
a few clues th at  your patien t  m ay be sick. If th e patien t  appears sick or if
you  believe th ere is a possibility th at  th ey h ave a serious un derlyin g con -
dit ion  (e.g., cardiac ch est  pain , sh ortn ess of breath , a cold  extrem ity, fo-
cal weakn ess, sudden  on set of severe abdom en  or back pain ), im m ediately
curtail your evaluation  an d fin d your supervisor.

If the patient appears sick or if you
believe there is a possibility that
they have a serious underlying con-
dition (e.g., cardiac chest pain,
shortness of breath, a cold extrem-
ity, focal weakness, sudden onset
of severe abdomen or back pain),
immediately curtail your evaluation
and find your supervisor.
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Understanding the Meaning of Vital Signs
Make sure all vital sign s h ave been  taken , an d repeat  th em  yourself if
n eeded. Abn orm al vital sign s m ay be on e of th e first  red  flags en coun -
tered wh en  evaluatin g a patien t . However, do n ot forget  th at  th e pa-
t ien ts  with  “n orm al” vital sign s m ay st ill h arbor a serious un derlyin g
con dit ion . Vital sign s vary with  age an d h ave to be viewed in  con text
with  th e clin ical presen tation . Alth ough  isolated vital sign  m easurem en ts
can  be sign ifican t, a persisten t  tren d can  be m uch  m ore revealin g as to
th e seriousn ess of th e un derlyin g con dit ion  or respon se to th erapy. Vital
sign  abn orm alit ies in  gen eral occur as a respon se to a variety of system ic
in su lts. Aside from  cardiac rh yth m  disturban ces (sym ptom atic bradycar-
dia an d tach ycardia), a th orough  evaluation  m ay be n ecessary to iden tify
th e un derlyin g con dit ion  respon sible for th e abn orm al vital sign s (e.g.,
deh ydration , h ypovolem ia, in fection ).

Temperature
Oral tem perature readin gs can  be falsely low in  patien ts with  an  elevated
respiratory rate. In quire about recen t an tipyretic (e.g., acetam in oph en ,
aspirin , n on steroidal an ti-in flam m atory m edication s) use, because th ese
m edication s m ay m ask a febrile episode. Th is m ay be especially im por-
tan t  in  an  in fan t youn ger th an  3 m on th s of age wh ose en tire workup
m ay be based on  wh eth er h e or sh e is febrile (tem perature > 38ºC or
100.4ºF). Septic patien ts, part icu larly th e very youn g an d very old , m ay
n ot m oun t a febrile respon se to an  in fection  an d m ay on  occasion  presen t
as h ypoth erm ic. Cen tral n ervous system  in jury, drug abuse, adren al in -
sufficien cy, en d-stage ren al d isease, an d th yroid  disorders can  also affect
basal body tem perature or tem perature regulation .

Pulse
Th e h eart  rate (HR) m ust be in terpreted with  at ten tion  to th e age of th e
patien t , especially wh en  carin g for in fan ts an d sm all ch ildren . Tach ycar-
dia in  on e age group m ay very well be a n orm al fin din g, wh ereas in
an oth er, it  m ay be path ologic. Con versely, a well-con dit ion ed ath lete
m ay h ave a rest in g HR in  th e 40s. For adolescen ts an d adults, th e m axi-
m um  sustain ed HR can  be est im ated with  th e followin g form ula:

m axim um  sustain ed HR = (220 – age in  years) × 0.85

Take, for exam ple, two patien ts. Th e first  is 25 years old; th e oth er is 85
years old . Each  h as a HR of 140 beats per m in ute. As you  can  see, usin g

Case Study
Consider the patient who fell at home. He is an elderly male who slipped in the bathroom, striking his head.
The care provided should entail a rapid evaluation of his airway, breathing, and circulation while
simultaneously applying cervical spine stabilization, obtaining vital signs, inserting a peripheral IV line,
and performing a focused secondary examination looking to uncover other potential traumatic injuries or
neurologic impairment. A brief medical history may uncover information that can have a profound effect
on how this patient would be initially cared for. If he were taking warfarin, it would be prudent to obtain an
emergent CT scan of the head even if the patient had a normal neurologic examination. If the patient
reported dizziness or palpitations before the fall, a cardiac workup might be necessary. The quick decisions
that need to be made in this case—” Is his airway patent?”  “ Does he need an urgent CT scan of the head
or cervical spine?”  “ Does he need an ECG, cardiac monitoring, and the like?” —are all crucial decisions
that should be made at the bedside during the first few minutes of his evaluation. These decisions are all
being made in parallel with the treatment necessary to stabilize the patient.
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th is form ula, an  HR th is fast  is m uch  m ore con cern in g in  th e elderly
patien t , regardless of th e cause. Th e pu lse also h as to be taken  in  con text
with  oth er vital sign s. Th e HR in creases by approxim ately 10 beats per
m in ute for each  degree Fah ren h eit  of tem perature elevation  above n or-
m al. In  add it ion , pat ien ts takin g m ed icat ion s th at  slow con duct ion
th rough  th e atrioven tricu lar n ode (  -blockers, calcium  ch an n el blockers,
an d digoxin ) m ay n ot m oun t a tach ycardic respon se to ph ysiologic stress.

Respiratory Rate
Coun t th e rate yourself with  a watch . Not everyon e h as a respiratory rate
of 20 beats per m in ute. In fan ts are com m on ly n oted to be periodic breath -
ers. For th ese patien ts, it  is n ecessary to coun t th e respiratory rate for 30
secon ds to 1 m in ute to get  a m ore accurate m easurem en t. Th e respirato-
ry rate tells on ly on e side of th e story an d provides lit t le in form ation  as
to th e oxygen ation  or ven tilatory status of th e patien t . Close at ten tion
n eeds to be paid  to th e respiratory effort , in cludin g th e presen ce of re-
traction s, accessory m uscle use, an d adven tit ious breath  soun ds. Also
rem em ber th at  som e patien ts will h ave pulm on ary m an ifestation s of sys-
tem ic d isease states resu lt in g in  tach ypn ea (resp iratory rate > 20 per
m in ute; sepsis, pu lm on ary em bolism , d iabetic ketoacidosis, lactic acido-
sis, an d salicylate toxicity).

Blood Pressure
Do n ot con fuse th e con cept of “stability” with  n orm al blood pressure.
Hypoten sion  is a late sign  of sh ock; th is is especially true in  ch ildren . In
cases of class II h em orrh age (loss of 15%–30% blood volum e), fin din gs
usually in clude tach ycardia, tach ypn ea, cool clam m y skin , delayed cap-
illary refill, an d a decrease in  pu lse pressure, yet  th e systolic blood pres-
sure (BP) m ay be in  th e n orm al ran ge. Th e decrease in  pu lse pressure
occurs because of in creased levels of circu latin g catech olam in es causin g
an  in crease in  periph eral vascu lar resistan ce, th us raisin g diastolic BP.
Th ese patien ts are in  com pen sated sh ock.

BP readin gs as well as oth er vital sign s such  as h eart rate also h ave to be
taken  in  con text with  th e age of th e patien t. In  in fan ts an d youn g ch il-
dren , it is com m on  for th e n orm al BP readin g to be lower th an  adolescen ts
an d adults. A form ula for estim atin g th e BP in  youn g ch ildren  is as follows:

BP = 80 + (2 × age in  years)

In  adults, elevated BP readin gs in  th e em ergen cy departm en t are as com -
m on  as in  th e adult  am bulatory population . Som e of th ese readin gs are
tran sien t , reflectin g th e clin ical scen ario at  h an d, an d do n ot n ecessarily
in dicate un derlyin g h yperten sion . Rarely do isolated elevated BP read-
in gs n eed to be urgen tly addressed in  th e em ergen cy departm en t.

Orth ostatic h ypoten sion  an d orth ostatic vital sign s in  gen eral are used
in  th e bedside assessm en t of patien ts with  kn own  or suspected flu id  loss,
syn cope, in travascular volum e depletion , or au ton om ic dysfun ction . At
t im es, th e use an d m isuse of orth ostatic vital sign  m easurem en ts revolve
aroun d th e m isin terpretat ion  of th e resu lts, con fusion  as to wh at actual-
ly con stitu tes a posit ive fin din g, an d th e tech n ique used to determ in e
th e m easurem en ts. A m ore in -depth  review of th is topic can  be foun d in
Roberts an d Hedges’ Clinical Procedures in Em ergency Medicine (2004).

Pulse Oximetry
Som etim es referred to as th e fifth  vital sign  is a sim ple-to-perform , accu-
rate, n on in vasive assessm en t of th e oxygen  saturation  (SaO2). Th e SaO2
correlates well with  th e part ial pressure of arterial oxygen  (PaO2), th e

β
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relat ion sh ip  bein g described by th e oxyh em oglobin  dissociation  curve.
Despite its m an y advan tages, pu lse oxim etry m on itorin g h as som e lim i-
tat ion s. Alth ough  it  is a n on in vasive m easurem en t of oxygen ation  sta-
tus, n o in form ation  is provided regardin g th e ven tilatory status of th e
patien t . In  cases of suspected h ypercarbia, an  ABG an alysis sh ould  be
perform ed to determ in e th e part ial pressure of arterial carbon  dioxide
(PaCO2). In  addit ion , pu lse oxim etry m easurem en ts can  be on ly as accu-
rate as em piric calibration  curves. SaO2 values less th an  approxim ately
75% to 80% m ay be in accurate because th ey are com m on ly extrapolated
from  h ealth y volun teer con trol subjects. Th e presen ce of both  carboxy-
h em oglobin  (COHb) an d m eth em oglobin  (MetHb) can  h ave sign ifican t
effects on  pulse oxim etry readin gs wh en  presen t in  elevated con cen tra-
t ion s. In  patien ts with  elevated COHb levels, pu lse oxim etry typically
overestim ates th e SaO2. For approxim ately every 1% of COHb, th e pu lse
oxim eter overestim ates th e SaO2 by approxim ately 1%. Because of ligh t
absorban ce qualit ies, in  th e presen ce of h igh  con cen tration s of MetHb,
th e SaO2 as m easured by pulse oxim etry will approxim ate 85%. Wh en
eith er of th ese con dit ion s is suspected, it  is recom m en ded to ch eck an
arterial or ven ous blood sam ple usin g a co-oxim eter. Oth er factors affect-
in g pu lse oxim etry readin gs in clude brigh t am bien t or in frared ligh t ,
periph eral vasocon strict ion , m otion  art ifact , an d dark n ail polish . Lastly,
because it  is possible to h ave a delayed detection  of an  h ypoxic even t, do
n ot solely rely on  pu lse oxim etry to determ in e oxygen ation  status.

Conclusion
Th is ch apter represen ts a start in g poin t  from  wh ere you  sh ould  approach
a patien t  wh en  you  are form ulatin g your p lan  of action . Th e atten tion
paid  to your prim ary survey an d secon dary survey, vital sign s, an d th e
gestalt  of “sick versus n ot sick” will be crucial to gu ide your in it ial d iag-
n ostic evaluation  an d n eed for th erapeutic in terven tion .

Suggested Reading
Roberts JR, Hedges J. Clinical Procedures in Em ergency Medicine, 4th  ed .

New York, NY: W.B. Saun ders; 2004.

This text provides a comprehensive review of commonly performed procedures in
emergency medicine.

Because of the urgency of patient
presentations, we do not always
have the luxury of providing care
in a structured manner as in a low-
acuity outpatient setting.
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Dia gn osis—Is It
P oss ib le? Is  It  Necessa r y?

Alth ough  th e goal of establish in g a defin itive diagn osis appears logi-
cal in  th e vast m ajority of em ergen cy departm en t–patien t en coun -
ters, th e reality is th at th is is a n early im possible task an d often  an

un realistic expectation  of th e gen eral public. Acceptin g th e h um blin g n a-
ture an d at tim es th e un certain ty of th e specialty of em ergen cy m edicin e is
absolutely n ecessary. A closer exam in ation  of th e ch allen ges an d goals of
our specialty offers a distin ct perspective on  th e ability to an d th e im por-
tan ce of establish in g a defin itive diagn osis in  th e em ergen cy departm en t.

Th e overarch in g goal in  t h e p ract ice o f m ed icin e is t o  assess a p a-
t ien t ’s sign s an d  sym p tom s an d  p erfo rm  th e n ecessary evalu at ion  to
ach ieve a clear d iagn osis an d  th ereby in it iat e t reatm en t . In  th e p rac-
t ice o f em ergen cy m ed icin e, h owever, som e p at ien t s are ad m it t ed  to
th e h osp it al an d  o th ers are d isch arged  h om e with ou t  a d efin it ive
d iagn osis. Alth ou gh  th is m ay sou n d  fru st rat in g an d  even  d eficien t
wh en  first  con tem p lat ed , exam in in g th e goals o f t h e em ergen cy d e-
p artm en t  h elp  sh ed  ligh t  on  wh y th is h ap p en s. Th e p rim ary ro le o f
th e em ergen cy d ep artm en t  is, by d efin it ion , t o  h an d le “em ergen cy
m ed ical co n d it io n s.”  W h at , t h en , co n st it u t es an  em ergen cy? Al-
th ou gh  th is t op ic h as been  exten sively d ebated , t h e t erm  em ergency
m edical condition  m ean s a m ed ical con d it ion  m an ifest in g it self by
acu te sym p tom s o f su fficien t  severity (in clu d in g severe p ain ) su ch
th at  t h e absen ce o f im m ed iat e m ed ical at t en t ion  cou ld  reason ab ly
be exp ected  to  resu lt  in  (EMTALA):

Placin g th e h ealth  of th e in dividual (or, with  respect  to a pregn an t
wom an , th e h ealth  of th e wom an  or h er un born  ch ild) in  serious jeop-
ardy

Serious im pairm en t to bodily fun ction s

Serious dysfun ction  of an y bodily organ  or part

With  respect  to a pregn an t wom an  wh o is h avin g con traction s

– th at  th ere is in adequate t im e to effect  a safe tran sfer to an oth er
h ospital before delivery

– th at tran sfer m ay pose a th reat to th e h ealth  or safety of th e wom an
or th e un born  ch ild

An  em ergen cy is an y con d it ion  in  wh ich  a p at ien t  is likely to  su ffer
m orb id ity o r m ort alit y if left  u n d iagn osed  an d  u n t reat ed . Th e goal,

The primary role of the emergency
department is, by definit ion, to
handle “ emergency medical condi-
tions.”
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t h erefo re, wh en  assessin g a p at ien t  wh o  p resen t s t o  th e em ergen cy
d ep artm en t , is t o  id en t ify an d  t reat  con d it ion s th at  cou ld  resu lt  in
m orb id ity an d  m ort alit y if left  u n d iagn osed  an d  u n t reat ed . It  is with
th is in  m in d  th at  we assess t h e im p ort an ce o f est ab lish in g a d efin i-
t ive d iagn osis.

After evaluatin g an  em ergen cy departm en t patien t , a clin ician  gen erates
a d ifferen tial d iagn osis on  th e basis of th e in form ation  gath ered an d th e
resu lts of selected bedside tests (e.g., accu  ch eck, u rin e dipstick, u rin e
pregn an cy, pu lse oxim etry, peak flow). An  appropriate d ifferen tial d iag-
n osis sh ould  in clude an y poten tially life-th reaten in g con dit ion s alon g
with  oth er m ore com m on  causes of th e patien t’s presen tin g com plain t .
Steps are th en  taken  to ru le ou t an y possible life-th reaten in g con dit ion s.
Reason able efforts are often  m ade to arrive at  a defin it ive diagn osis; h ow-
ever, qu ite often , th e em ergen cy departm en t workup fails to iden tify th e
cause of th e patien t’s sym ptom s. Th e case study on  th is page provides a
specific exam ple th at  m ay h elp  illustrate th is scen ario better.

Patien ts m ay feel d issatisfied  wh en  th e em ergen cy departm en t ph ysician
can n ot provide a defin it ive diagn osis for th eir com plain t . Reassurin g th e
patien t th at th ere is n ot a serious cause of th eir sym ptom s wh ile ackn owl-
edgin g th eir con cern  m ay h elp . Som etim es an  explan ation  as to th e lim -
itat ion s of th e em ergen cy departm en t  evaluat ion  m ay h elp  allay th e
patien t’s frustrat ion s an d fears. Patien ts sh ould  always be en couraged to
follow up with  th eir prim ary care provider wh en  an y am biguity in  m ak-
in g a defin it ive diagn osis occurs. Disch arge in struction s sh ould  em ph a-
size th e im portan ce of prom pt ou tpatien t  follow-up.

In  sum m ary, iden tifyin g a defin it ive d iagn osis, alth ough  desired  by pa-
t ien ts an d fu lfillin g for clin ician s to provide, is often  elusive. Th e fun da-
m en tal goal of an  em ergen cy departm en t assessm en t is to exclude h arm ful
or life-th reaten in g con dit ion s wh ose diagn osis sh ould  n ot be delayed.

Suggested Reading
Social Security On lin e. Social Security Act: Section 1867. Exam ination and

Treatm ent for Em ergency Medical Conditions and W om en in  Labor
(EMTA LA ).  Ava ilab le  a t : w w w.ssa .go v/ O P_H o m e/ ssact / t it le1 8 /
1867.h tm #t. Accessed March  6, 2008.

This Web site reviews the important aspects of EMTALA.

Case Study
Consider a middle-aged man who presents to the emergency department with chest pain. The emergency
physician should consider all of the life-threatening causes of chest pain when evaluating such a patient:
myocardial ischemia/ infarction, pulmonary embolism, aortic dissection, pneumonia, pneumothorax, to
name a few. As the clinician gathers data from the patient’s H&PE and ancillary testing, he or she will
assess how likely each of these diagnoses is and will decide which, if any of these need to be evaluated
further before the patient may be discharged safely or admitted to the hospital. In some cases, all that may
need to be performed is a thorough H&PE. In other cases, the patient may require a chest radiograph, ECG,
D-Dimer testing, or a CT angiogram. Every case is different, and the use of resources and the extent of the
diagnostic evaluation should be guided by the differential diagnosis.
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Disp osi t ion  of t h e
Em er gen cy Dep a r t m en t
P a t ien t

Disposition  (adm ission  vs. d isch arge) is, of course, th e u lt im ate
en dpoin t for all em ergen cy departm en t visits. However, th is does
n ot m ean  you  sh ould  begin  to th in k about it  toward th e en d of

th e patien t  en coun ter. On  th e con trary, a good clin ician  th in ks about
patien t  d isposit ion  from  th e m om en t h e or sh e en ters th e room . Im agin e
you p ick up  th e ch art  of a 64-year-old  m ale patien t  with  a h istory of
diabetes an d h yperch olesterolem ia wh o presen ts to th e em ergen cy de-
partm en t with  ch est  pain  an d sh ortn ess of breath . Even  before you  walk
in to th e patien t’s room , you  sh ould  start  to th in k about th e d ifferen tial
d iagn osis, d iagn ostic workup, th erapeutic m an agem en t, an d of course
disposit ion .

By reviewin g th e “stopgaps” in  th e adm ission  process, th e con cept of
t im ely disposit ion  can  be p laced in  better con text . In  a typical am bulato-
ry presen tation  to th e em ergen cy departm en t, a patien t  un dergoes a tri-
age assessm en t, usually by a n urse, followed by a brief in terview by a
registrar to obtain  m edical in suran ce an d oth er dem ograph ic in form a-
tion . Th ese steps m ay at  t im es take 30 m in utes or m ore. Next, depen din g
on  th e availability of a treatm en t room , th e presen tation  of un expected
em ergen cies, an d staffin g resources, a patien t  m ay st ill wait  in  th e wait-
in g room  for som e t im e before bein g brough t back to th e em ergen cy
departm en t for an  evaluation . After a patien t  is brough t back in to th e
treatm en t area, h e or sh e is often  reevaluated by a n urse before bein g
evaluated by a ph ysician . Add to th is th e t im e it  takes to perform  a H&PE,
obtain  a ch est  radiograph , draw blood, wait  for test  resu lts, an d m ore,
you  could  easily add 2 or 3 or addit ion al h ours to th e patien t’s stay be-
fore d isposit ion  is addressed. Assum in g all of th ese steps are perform ed
in  series, you  can  easily see h ow a patien t  presen tin g with  wh at in it ially
appeared to be a n on urgen t com plain t  can  spen d m an y h ours in  th e
em ergen cy departm en t. Th is t im elin e does n ot take in to accoun t th e
tim e th at  som e patien ts m ust th en  en dure as th ey wait  in  th e em ergen cy
departm en t for an  in patien t  bed to becom e available. If som e of th ese
steps are perform ed in  parallel—th at is, bedside registration , n ursin g stan d-
in g orders for selected clin ical presen tation s, early d isposit ion  for th e
straigh tforward  adm ission —m an y h ours could  easily be taken  off th e
back en d, an d a patien t  could  be expedited  th rough  th e system  with
m uch  m ore efficien cy.

Th e case stu d y on  th e n ext  p age gives an  exam p le o f p lan n in g fo r
d isp osit ion  early. By ad d ressin g th e d isp osit ion  early d u rin g a p a-

A good clinician thinks about
pat ient  disposit ion from the
moment he or she enters the room.

By addressing the disposition early
during a patient’s evaluation, you
can easily save many hours on the
back end, thus reducing a patients
stay in the emergency department
and improving patient satisfaction
and patient flow.
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t ien t ’s evalu at ion , you  can  easily save m an y h ou rs on  th e back en d ,
th u s red u cin g a p at ien t ’s st ay in  th e em ergen cy d ep artm en t  an d  im -
p rovin g p at ien t  sat isfact ion  an d  p at ien t  flow. Of cou rse, t h e best  d is-
p osit ion  fo r a p at ien t  is n o t  always clear cu t . Som e p at ien t s will be
ad m it t ed  with ou t  a clear d iagn osis, wh ereas o th ers req u ire ad m is-
sion  becau se of social o r o th er con t ribu t in g factors. A n u m ber of th ese
issu es an d  con t ribu t in g facto rs n eed  to  be con sid ered  th at  m ay affect
th e u lt im ate d isp osit ion  o f a p at ien t :

Access to follow-up h ealth  care

Ability to fill m edication  prescrip tion s

Level of fun ction al in depen den ce or ability to am bulate

Ability of th e patien t  to care for h im self or h erself at  h om e (e.g., ac-
t ivit ies of daily livin g, dressin g, bath in g)

Fam ily an d social support  n etwork

Suspicion  of ch ild  or elder abuse

On ce you  h ave decided to adm it  a patien t  to th e h ospital, th e n ext step
will be to determ in e wh ich  service h e or sh e sh ould  be adm itted  to. In
m an y cases, th is will be obvious—a patien t with  acute appen dicitis sh ould
be adm itted  to th e surgery service, a patien t  with  ch est  pain  wh o re-
quires a cardiac ru le-out sh ould  be adm itted  to th e m edicin e service. But
som etim es th is will n ot  be clear. Wh en  th ese situation s arise, you  will
n eed to be your patien t’s advocate to avoid  or m in im ize con flict  as to
wh o will care for th e patien t . For exam ple, an  elderly patien t  suffers a h ip
fracture after a fall. Sh ould  th is patien t  be adm itted  to th e orth opedic
service with  an  in tern al m edicin e con sult  to m an age h er h yperten sion
an d diabetes? Or would  sh e be better served by bein g adm itted  to th e
m edicin e service to m an age h er com orbidit ies an d h ave th e orth opedic
con sultan t  m an age th e h ip  fracture? It  m ay prove h elpfu l at  t im es to
in volve th e patien t’s prim ary care ph ysician . He or sh e would certain ly
wan t to be updated on  th e patien t’s con dit ion  an d m ay h ave a preferred
referral pattern  th at  can  h elp  m itigate th ese poten tial d isposit ion  con -
flicts. Fin ally, you  will h ave to decide wh at type of h ospital bed a patien t
will n eed, th at  is, a m edical–surgical floor bed, telem etry m on itorin g,
step-down  bed, or an  in ten sive care un it  (ICU) bed. Th is decision  is often
based on  th e stability of th e patien t; th e expected course of th e acu te
illn ess; an d th e n eed for cardiac m on itorin g, in ten sive n ursin g care, an d
th e like. Som e of th e n uan ces of an  ICU bed versus a step-down  bed or a
step-down  bed versus a telem etry bed m ay be in st itu t ion  depen den t an d
sh ould  always be determ in ed on  a case-by-case basis. In  addit ion , con -

Case Study
Imagine you pick up the chart  of a 64-year-old male pat ient with a history of diabetes and
hypercholesterolemia who presents to the emergency department with chest pain and shortness of breath.
Even before you walk into the patient’s room, you should start to think about the differential diagnosis,
diagnostic workup, therapeutic management, and of course disposition.  A patient such as this should be
immediately brought back to the treatment area. The initial nursing assessment and registration could be
performed at the bedside. In a high-functioning emergency department, this patient should have an ECG
performed, be connected to a cardiac monitor, and often have IV access initiated before a formal evaluation
by a physician. In this type of case, the eventual disposition can be made early on in his evaluation. In
many institutions, a preliminary admission order can be made before obtaining the results of all diagnostic
studies.

As a patient care advocate, we need
to ensure that a patient fully un-
derstands the benefit of hospital-
ization and appropriate treatment
and the risk of leaving AMA . . . If
you encounter a patient who wants
to leave AMA, always alert you su-
pervisor.
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sider in  selected circum stan ces th e n eed for con tact  or respiratory pre-
cau tion s or th e n eed for reverse isolation  precaution s.

A special situation  arises wh en  you  believe a patien t  sh ould  be adm itted ,
bu t h e or sh e refuses to stay an d wan ts to leave again st  m edical advice
(AMA). As a patien t  care advocate, we n eed to en sure th at  a patien t  fu lly
un derstan ds th e ben efit  of h ospitalization  an d appropriate treatm en t an d
th e risk of leavin g AMA. By doin g so, th e patien t  can  m ake an  in form ed
decision . To m ake th is decision , we m ust en sure to th e best  of our ability
th at  th e patien t  h as m edical decision m akin g capacity. All reason able ef-
forts sh ould  be used to h elp  resolve issues surroun din g th e patien t  leav-
in g AMA. At t im es, a patien t  m ay just  be frustrated  or h un gry, con cern ed
about th e h ospital bill, or perh aps con cern ed about m issin g work. Som e
of th ese issues m ay be able to be resolved, oth ers can n ot. If a patien t  is
goin g to leave AMA, it  is best  to develop  an  altern ative treatm en t p lan
th at  th e patien t  can  adh ere to, in cludin g th e n eed for close ou tpatien t
follow-up or return  to th e em ergen cy departm en t for reevaluation . Writ-
ten  docum en tation  in  th e m edical record sh ould  detail th e con versation
th at  th e ph ysician  an d patien t  h ad regardin g th e risks of leavin g an d th e
ben efits of h ospitalization . If you  en coun ter a patien t wh o wan ts to leave
AMA, always alert  your supervisor.

In  sum m ary, keep th e disposit ion  of th e patien t  in  m in d early in  th e
course of th e evaluation . If expedited  in  a t im ely fash ion , proper d isposi-
t ion  m ay lead to im proved patien t  care an d satisfaction  with  th e em er-
gen cy departm en t evaluation .
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Disch a r ge In s t r u ct ion s

Th ree q u art ers o r m ore o f t h e p at ien t s cared  fo r in  a bu sy em er-
gen cy d ep artm en t  will be d isch arged  h om e, som e aft er a b rief
evalu at ion , o th ers aft er a m ore exten sive evalu at ion  an d  h ou rs

o f observat ion . Fo r t h e m an y p at ien t s d isch arged , ou tp at ien t  fo llow-
u p  an d  reevalu at ion  are req u ired  to  p rovid e “closu re” fo r t h e p re-
sen t in g com p lain t . Th e im p ort an ce o f p rovid in g ad eq u ate d isch arge
in st ru ct ion s to  com m u n icat e with  bo th  p at ien t s an d  p rim ary care
p h ysician s can n o t  be overst at ed .

Disch arge in struction s serve a n um ber of im portan t purposes. Th ey in -
form  th e patien t  of th e kn own , suspected, or prelim in ary diagn osis an d
th e n am e of th eir treatin g ph ysician . In  addit ion , properly writ ten  dis-
ch arge in struction s can  in form  th e patien t  an d h is or h er prim ary care
ph ysician  about th e exten t  of th e evaluation  perform ed, in cludin g pre-
lim in ary diagn ostic test results an d m edication s adm in istered in  th e em er-
gen cy departm en t . Th is m ay also be of h elp  wh en  a pat ien t  retu rn s
un expectedly to th e sam e or an oth er em ergen cy departm en t. Disch arge
in struction s can  also ou tlin e a p lan  for ou tpatien t  follow-up care with
th e patien t’s prim ary care ph ysician  an d can  explain  circum stan ces un -
der wh ich  a patien t  sh ould  return  to th e em ergen cy departm en t.

Near th e top  of m ost stan dardized disch arge in struction s is a space to
en ter th e patien t’s d iagn osis; th e d iagn osis m ay n eed to be en tered in
writ in g or th rough  an  electron ic d isch arge in struction  system . Care m ust
be taken  in  ch oosin g th e proper wordin g for a d isch arge diagn osis. A
patien t’s defin it ive d iagn osis is som etim es n ot kn own  at  th e t im e of d is-
ch arge from  th e em ergen cy departm en t. A defin it ive diagn osis, such  as
“strep  th roat ,” sh ould  be listed  on ly wh en  th is d iagn osis is in  fact  kn own
(i.e., in  a patien t  with  sore th roat  an d a posit ive rapid  strep  test). For
m an y clin ician s, th ere is a tem ptation  to list  d iagn oses th at  are suspected
but n ot con firm ed. A patien t  with  vom itin g an d diarrh ea m ay h ave viral
gastroen terit is; h owever, th e vom itin g an d diarrh ea m ay also represen t
an  atypical presen tation  of early appen dicit is. Wh en  disch argin g such  a
patien t , th e safe practice is to list  “vom itin g an d diarrh ea” as th e d iagn o-
sis. After a list in g of th e d iagn osis in  th e disch arge in struction s, it  is h elp-
ful to briefly sum m arize th e evaluation  an d treatm en t th at was perform ed,
diagn ostic test  resu lts, an d m edication s adm in istered.

Th e n ext  part  of th e d isch arge in struct ion s sh ou ld  delin eate a t reatm en t
p lan  for th e pat ien t . Alth ough  th e t reatm en t  p lan  is often  verbally re-
viewed with  th e pat ien t  before d isch arge, pat ien ts will frequen tly forget

The importance of providing
adequate discharge instructions to
communicate with both patients
and primary care physicians cannot
be overstated.
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elem en ts of th e p lan  if th ey are n ot  writ ten  down . For exam ple, th e
treatm en t  p lan  for a pat ien t  with  an  an kle sprain  m igh t  in clude th e
followin g: “Apply ice to an kle for 20 m in u tes at  a t im e, 4 to 5 t im es per
day. Elevate your leg to m in im ize swellin g. Use cru tch es as n eeded  for
com fort .” Medicat ion s are often  part  of th e t reatm en t  p lan  an d  sh ou ld
be clearly explain ed . For exam ple, “Take ibuprofen  600 m g (1 tablet) for
pain  every 8 h ours with  a fu ll m eal.”

An oth er com pon en t of writ ten  disch arge in struction s is a clearly stated
plan  for follow-up care. Specify with  wh om  th e patien t  sh ould  follow up
an d in  h ow m an y days follow-up sh ould  occur. If n eeded, provide th e
appropriate specialty clin ic ph on e n um ber for th e patien t . Rem em ber,
based on  th e type of h ealth  in suran ce, som e patien ts m ay n eed to obtain
a referral from  th eir prim ary care ph ysician  before th ey will be able to
follow up with  a specialist .

Th e fin al com pon en t of th e disch arge in struction s is perh aps th e m ost
im portan t. Th is in cludes an  explan ation  of reason s to return  to th e em er-
gen cy departm en t. Th is section  sh ould  list  an y relevan t sym ptom s th e
patien t  sh ould  watch  for an d sh ould  in clude a gen eric statem en t th at
en courages th e patien t  to seek m edical care im m ediately for an y con -
cern in g sym ptom s. For exam ple, a patien t with  m in or h ead traum a m igh t
be disch arged with  th e followin g in struction s: “Return  im m ediately if
you  develop vom itin g, worse h eadach e, weakn ess or n um bn ess, visual
ch an ges, d ifficu lty speakin g or walkin g, con fusion , or for an y oth er con -
cern s.”

Several factors con tribu te to well-writ ten  disch arge in struction s. All d is-
ch arge in struction s sh ould  be writ ten  in  lan guage th at  can  be easily un -
derstood by a layperson . It  is im portan t to avoid th e use of m edical jargon .
Research  suggests th at , in  gen eral, wh en  providin g writ ten  h ealth  care
in form ation , th e con ten ts sh ould  be writ ten  at  th e sixth -grade readin g
level. Th e m ajority of patien ts seen  in  th e em ergen cy departm en t do n ot
h ave m edical train in g an d will n ot  un derstan d “CXR n eg,” “f/u  w/PCP
in  2d,” “Keflex 500 m g PO QID,” or m an y of th e oth er abbreviation s we
routin ely use. An ticipatory gu idan ce about th e proper use of n ewly pre-
scribed m edication s, particularly an algesics, is im portan t to lim it th e like-
lih ood of side effects.

It  is also of im portan ce to realize th at an  estim ated 50% of th e adult  US
population —approxim ately 90 m illion  people—h ave low h ealth  literacy
an d m ay h ave difficulty un derstan din g h ealth -related in form ation  pro-
vided by a ph ysician , in cludin g written  disch arge in struction s (Ruddell,
2006). It  h as been  furth er estim ated th at 1 in  5 adults can n ot read th e
fron t page of a n ewspaper (Ruddell, 2006). In  addition , a stron g in verse
relation sh ip exists between  in creasin g age of th e population  an d low h ealth
literacy. Accordin g to th e 2000 US population  cen sus, m ore th an  11% of
th e population  (30 m illion  people) was born  outside of th e Un ited States
(Ruddell, 2006). Approxim ately 21 m illion  of th ese im m igran ts exh ibit
lim ited En glish  proficien cy (LEP; lim ited ability to speak, un derstan d, read
or write En glish ) (Ruddell, 2006). Patien ts exh ibitin g LEP presen t a n um -
ber of obstacles to th e h ealth  care provider regardin g diagn osis an d m an -
agem en t. Lan guage barriers can  lead to a lack of adh eren ce to specified
treatm en t plan s an d h ave been  associated with  m ore em ergen cy depart-
m en t patien t visits. Just as in terpreter services are used to com m un icate
with  a patien t durin g h is or h er evaluation , in terpreter services sh ould be
used to review in struction s before disch arge. If available, h ave th e dis-
ch arge in struction s tran slated in to th e patien t’s prim ary lan guage.

An oth er im portan t  com pon en t of well-writ ten  disch arge in struction s is
th at  th ey clearly explain  an y ou tstan din g test  resu lts th at  n eed follow-
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up. For exam ple, depen din g on  th e practice pattern  of your part icu lar
h ospital, a fin al radiology in terpretat ion  by an  at ten din g radiologist  m ay
n ot be available at  th e t im e of th e patien t’s d isch arge. An  appropriate
way to com m un icate th is to th e patien t  m ay be, “Prelim in ary review of
th e CT scan  of your h ead did  n ot sh ow an y acu te abn orm ality. Please
follow up with  your prim ary care ph ysician  to obtain  th e official in ter-
pretat ion  of th is study.” Likewise, alth ough  a rapid  strep  test  m ay be
n egative in  th e em ergen cy departm en t, a form al th roat  cu ltu re, if taken ,
m ay st ill be pen din g at  th e t im e th e patien t  is d isch arged, an d th e pa-
t ien t  m ust  be in structed on  h ow to follow up on  th is resu lt .

In  sum m ary, d isch arge in struction s p lay several crit ical roles. Th ey h elp
a patien t  un derstan d wh at is kn own  about th eir con dit ion  an d wh at was
don e for th em  in  th e em ergen cy departm en t. Th ey also provide a p lan
for treatm en t an d follow-up an d reason s to return  to th e em ergen cy de-
partm en t. Takin g th e t im e to gen erate well-th ough t-ou t d isch arge in -
struction s is a h abit  th at  sh ould  be form ed early.

Suggested Reading
Ruddell J. Effective Patient-Physician Com m unication: Strengthening Relation-

ships, Im proving Patient Safety, Lim iting Medical Liability. Leban on , Pa:
Westcott  Profession al Publication s, 2006.

This is an educational module on effective patient–physician communication.

Care must be taken in choosing the
proper wording for a discharge
diagnosis. A patient’s definit ive
diagnosis is sometimes not known
at the time of discharge from the
emergency department. A definitive
diagnosis, such as “ strep throat,”
should be listed only when this
diagnosis is in fact known
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Docu m en t a t ion

Alth ough  as im portan t as verbal com m un ication  skills, written  docu-
m en tation  is un fortun ately un derstressed in  m an y clin ical areas.
Th e m edical record allows us to com m un icate with  our colleagues

an d  can  p ro vid e a  glim p se in t o  t h e caregiver’s t h o u gh t  p ro cess.
Tradit ion ally, en tries in  th e m edical record  are h an dwrit ten . However,
depen din g on  th e resources an d system  used at  your part icu lar facility,
th e “em ergen cy departm en t  t reatm en t  record” m ay be d ictated  an d
t ran scrib ed  o r co m p u t er gen era t ed . So m e in st it u t io n s m ay u se a
com p lain t -based  tem p lated  ch art in g system  (eith er h an d writ t en  o r
elect ro n ic) t o  p ro m o t e accu rat e d o cu m en t at io n . An  ad van t age o f
tem plated ch art in g system s is th at  th ey prom pt th e caregiver to an swer
patien t-related  question s th at  m ay en h an ce an d stream lin e th e codin g
an d billin g process. A disadvan tage or lim itat ion  of th e pure tem plated
ch art  is th at  it  is m ostly a ch eckbox an d slash  docum en tation  tool th at
provides little opportun ity for th e care provider to docum en t in  paragraph
form  h is or h er th ough t process. Wh en  a tem plated ch art  is reviewed
days or weeks later, it  m ay be difficu lt  to get  a true sen se of th e patien t
presen tation . An  exam ple of a tem plated em ergen cy departm en t ch art
for a com plain t  of ch est  pain  can  be foun d at  www.tsystem .com / library/
m edia/ im ages/sam ple-ep-ch est-pain -fron t.jpg.

Han dwrit ten  ch arts h ave th eir advan tages an d disadvan tages. Th e m ain
advan tage of a h an dwrit ten  ch art  is th e ability to docum en t in  th e m ed-
ical record in  real t im e at  th e bedside as care is bein g provided. Th e ch art
can  be com pleted in  parallel to providin g patien t  care. However, a n um -
ber of lim itat ion s exist  with  h an dwrit ten  ch arts; first  an d forem ost is
legibility. Illegible or con fusin g h an dwrit in g by clin ician s in  addit ion  to
th e use of dan gerous m edication  abbreviation s h as been  sh own  to be an
un derlyin g factor associated with  m an y m edication  errors. An oth er lim -
itat ion  can  be th e variability of th orough n ess or com pleten ess of th e
m edical record. With  h an dwrit ten  ch arts, th e depth  of th e docum en ta-
t ion  is very depen den t on  th e practit ion er. Som e practit ion ers will take
th e approach  of docum en tin g th e m in im um  n ecessary in form ation  to
ach ieve a part icu lar billin g level or to con vey th e pert in en t facts of th e
case. Tim e con strain ts also m ay affect  th e depth  of docum en tation . Brief
or m in im al docum en tation  does n ot n ecessarily reflect  a lack of at ten -
t ion  to detail.

Regard less of th e m eth od  of docum en tat ion  used  to  com plete th e em er-
gen cy departm en t  t reatm en t  record , th e p rin cip les of docum en tat ion

The medical record should be used
to document the patient’s encoun-
ter with the goal of communicat-
ing your thought  process in a
manner that can be helpful to fu-
ture practitioners caring for that
particular patient.

It is important that the emergency
department treatment record reflect
the full extent of the evaluation and
treatment performed in the emer-
gency department.
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are th e sam e. Th e m edical record sh ould be used to docum en t th e patien t’s
en coun ter with  th e goal of com m un icatin g your th ough t process in  a
m an n er th at  can  be h elpfu l to fu ture practit ion ers carin g for th at  particu-
lar patien t. Each  en coun ter sh ould be docum en ted an d at  a m in im um
con tain  pertin en t elem en ts of th e H&PE, assessm en t, an d plan . Th is is
th e “SOAP n ote” form at (subjective, objective, assessm en t, p lan ). Your
approach  to com pletin g th e m edical record sh ould m irror your approach
to perform in g th e H&PE—focused but th orough . However, as a m edical
studen t, docum en tation  in  th e m edical record, specifically in  th e em er-
gen cy departm en t, m ay be lim ited because of guidelin es set forth  for teach -
in g ph ysician s by th e Cen ters for Medicare an d Medicaid  Services. Th ese
guidelin es can  be viewed at www.cm s.h h s.gov/MLNProducts/down loads/
gdelin esteach gresfctsh t.pdf.

A brief review of th ese gu idelin es follows. A m edical studen t m ay docu-
m en t services in  th e treatm en t record; h owever, th e teach in g ph ysician
m ay refer on ly to th e studen t’s docum en tat ion  of an  evaluation  an d
m an agem en t service th at  is related  to th e ROS an d past  m edical, fam ily,
an d social h istory. Th e teach in g ph ysician  m ust verify an d docum en t
th e HPI, th e ph ysical exam in ation , an d th e m edical decision m akin g pro-
cess. Th ese gu idelin es do n ot n ecessarily curtail th e degree of in volve-
m en t th at studen ts h ave with  a patien t or lim it th eir auton om y. Alth ough
your ability to docum en t in  th e em ergen cy departm en t treatm en t record
m ay be lim ited, your un derstan din g of th e im portan ce of proper docu-
m en tation  is n on eth eless essen tial. Please ch eck with  your clerksh ip  di-
rector to clarify th e docum en tation  gu idelin es for th e part icu lar clin ical
site to wh ich  you  are assign ed. A tem plate H&PE form  th at  you  can  use
for your em ergen cy departm en t patien t  en coun ters is in cluded at  th e
en d of th is section .

It  is im portan t  th at  th e em ergen cy departm en t treatm en t record reflect
th e fu ll exten t  of th e evaluation  an d treatm en t perform ed in  th e em er-
gen cy departm en t. Rem em ber th at th e patien t’s ch art con tain s m ore th an
just  th e ph ysician ’s n ote. It  con tain s oth er equally im portan t  elem en ts,
such  as registrat ion  data, n ursin g n otes an d assessm en ts, an d preh ospital
run  sh eets, if applicable. You also h ave th e added respon sibility of re-
viewin g th is in form ation , specifically n ursin g an d preh ospital n otes, for
accuracy or an y discrepan cies. Th e followin g are a few h elpfu l h in ts for
docum en tation :

Date an d t im e all of your n otes in  th e m edical record.

Write your n otes legibly.

If you  m ake a m istake, draw on e lin e th rough  it  an d sign  your in it ials.

Docum en t a focused but th orough  H&PE.

Docum en t vital sign s an d address abn orm alit ies.

Docum en t th e resu lts of all d iagn ostic tests you  h ave ordered.

Wh en  you  speak to a con sultan t , docum en t n am e an d t im es.

Docum en t th e patien t’s respon se to th erapy.

Docum en t repeat  exam in ation s.

Docum en t your th ough t process (m edical decision m akin g).

Never write derogatory com m en ts in  th e m edical record.

Never ch an ge or add com m en ts to th e m edical record after th e fact . It
m ay be appropriate to add an  adden dum , bu t on ly if it  is properly
tim ed an d dated .

Remember the t ime honored
saying, “ If it isn’t documented, it
didn’t happen.”
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Docum en t your procedures.

If a patien t  leaves AMA, docum en t th at  you  h ave explain ed th e spe-
cific risks of leavin g AMA.

Docum en t p lan s for ou tpatien t  care an d follow-up.

Last , in  th e even t of an  un an ticipated bad ou tcom e, patien t  com plica-
t ion , or death , th e ch art  in  its en tirety m ay be reviewed in  a peer-review
process or in  a m alpractice su it  if th e case proceeds to lit igation . In  th ese
situation s, your docum en tation  serves as your m ain  defen se. Rem em ber
th e t im e h on ored sayin g, “If it  isn ’t  docum en ted, it  d idn ’t  h appen .” Keep
in  m in d th at , at  t im es, you  m ay h ave a d ifferen ce of opin ion  with  a
colleague or a less-th an -profession al in teraction  with  a con sultan t . If th is
occurs, it  is n ever acceptable to use th e m edical record to figh t  with  col-
leagues—th e so called  “ch art  wars.” If a con su ltan t  is n ot  an swerin g a
page, sim ply n ote, “At th e t im e of th is d ictat ion , Dr. XXX h as n ot called
back.” Sim ilarly, if you  disagree with  a con sultan t’s p lan , docum en t th is
usin g n on judgm en tal lan guage. It  can  also be h elpfu l to record th e spe-
cific t im es of certain  even ts in  com plicated cases or to add adden dum
n otes if th e con dit ion  of th e patien t  ch an ges or if th e patien t  is in  th e
em ergen cy departm en t for an  exten ded period of t im e.

Adh eren ce to codin g an d billin g gu idelin es will also in fluen ce docum en -
tation . Alth ough  a review of th ese gu idelin es is beyon d th e scope of th is
Prim er, recogn ize th at  patien ts are billed  accordin g to th e com plexity of
th eir visit . To substan tiate th is billin g, th ere m ust be en ough  docum en -
tat ion  of th e H&PE an d m edical decision m akin g elem en ts to support  th e
level of care provided.

Alth ough  you  are developin g your own  person al style of docum en ta-
t ion , con sider wh o will be poten tially readin g your ch art  (e.g., oth er
m edical studen ts, billin g person n el, n urses, residen ts, at ten din gs, an d
possibly lawyers). By doin g so, it  will becom e m ore clear wh at your doc-
um en tation  sh ould  an d sh ould  n ot con sist  of. In  addit ion , you  sh ould
n ever write an yth in g in  th e m edical record th at  you  would be un com -
fortable h avin g sh own  to a ju ry. Alth ough  it  m igh t seem  like an  added
burden  at  t im es, especially durin g a busy sh ift , p roper docum en tation  is
of param oun t im portan ce.

Suggested Reading
Cen ter for Medicare an d Medicaid Services. Guidelines for Teaching Physi-

cians, Interns, and Residents. Wash in gton , DC: Departm en t of Health  an d
Hum an  Services; 2007. Available at: h ttp:/ /web.m sm .edu/com plian ce/
TPguidelin es.9.06.pdf. Accessed March  6, 2008.

This document outlines documentation guidelines for physicians in a teaching
setting who are paid under the Medicare Physician Fee Schedule.
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Template H&PE Form
NOT PART OF THE MEDICAL RECORD 

Chief Complaint:  
History of Present Illness (Key elements; onset, location, duration, quality, modifying factors, 
associated symptoms): 

LMP:  Last Tetanus:  
Physical Examination 

Vital signs: 
 
 
General appearance: 
 
HEENT: 
 

Past M edical History 
 
 
 
 

Heart: 
 

Past Surgical History:  
 
 

Lungs: 

Family History: 
 
 

Abdomen: 

Social History: 
 
 

Genitourinary: 

Medications: 
 
 

Extremities: 

Allergies: 
 
 
 

Neuro: 

Pertinent ROS: 
 

Skin: 

Treatment Plan 

 

 

 

Differential Diagnosis 
 
 
1. 
 
2. 
 
3. 
 
4. 
 
5.  
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En h a n cin g You r
Or a l Ca se
P resen t a t ion  Sk i l ls

From an educational standpoint,
your case presentations allow the
preceptor to gauge your under-
standing of the case.

Th e ability to presen t a case in  a clear, con cise, an d organ ized fash
ion  is a skill in  an d of itself separate from  th e ability to obtain  a
detailed  H&PE. Because few m edical in terviews are d irectly ob-

served, th e oral case presen tation  serves as a surrogate assessm en t of your
ability to perform  an  accurate H&PE, to an alyze an d syn th esize relevan t
clin ical data, an d to form ulate a well-th ough t-ou t treatm en t p lan . From
an  education al stan dpoin t , your case presen tation s allow th e preceptor
to gauge your un derstan din g of th e case. Th is is im portan t  to rem em ber
because m ost of th e education al d iscussion  with  your preceptor revolves
aroun d your presen tation . Regardin g your presen tation , your preceptor
gen erally h as two fu n dam en tal goals. Th e first  will be to  focu s on
patien t-related  issues to better un derstan d wh at is wron g with  th e pa-
t ien t . Th e secon d will be to ascertain  your un derstan din g of th e case to
focus h is or h er teach in g poin ts better. Your preceptor will be askin g you
question s th at  are patien t  cen tered an d diagn osis driven . He or sh e will
be fun ction in g as an  expert  con su ltan t  an d will focus on  areas of th e
presen tation  th at  require furth er clarification  or areas th at  were m issed.
Your preceptor will ask question s to furth er clarify specific aspects of th e
HPI, such  as on set , location , duration , quality, aggravatin g or alleviatin g
factors, an d th e like. Your preceptor m ay also ask you  direct  question s to
better access your kn owledge base. “Wh at an tibiotics sh ould  we use to
treat th is patien t?” “Wh at is th e differen tial diagn osis of righ t upper quad-
ran t pain ?” Altern atively, your preceptor m ay in quire about your overall
assessm en t of th e case by askin g you , “Wh at do you  th in k is wron g with
th e patien t?” or “Wh at d iagn ostic studies sh ould  we order?” Question s
such  as th ese are h igh er order question s an d explore your clin ical rea-
son in g an d problem -solvin g abilit ies.

Your case presen tation s in  th e em ergen cy departm en t sh ould  gen erally
be brief an d focused. Th e tradit ion al case presen tation  sh ould  in clude a
directed open in g statem en t. In cluded in  th e open in g statem en t sh ould
be th e patien t’s ch ief com plain t  an d an y pert in en t past  m edical h istory.
For exam ple—

Mr. Brown is a 54-year-old m ale with a history of hyperten-
sion and noninsulin-dependent diabetes who presents with
left-sided exertional chest pain and shortness of breath.

By lin kin g p ert in en t  in fo rm at ion  early in  you r p resen tat ion , you r
p recep to r can  bet t er focu s on  th e case. Aft er t h e op en in g st at em en t ,
you  sh ou ld  p resen t  a m ore d et ailed  d escrip t ion  o f t h e HPI an d  p ert i-
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n en t  ROS. An  im p ort an t  p o in t  t o  rem em ber is t h at  som e in fo rm a-
t ion  ob tain ed  d u rin g th e m ed ical in t erview will, in  ret rosp ect , be
ext ran eou s an d  n o t  relevan t  t o  t h e p resen t in g com p lain t . Th rou gh -
ou t  you r p resen tat ion , it  is n ecessary to  focu s on  asp ect s o f t h e m ed -
ical h ist o ry t h at  are relevan t  t o  t h e p resen t in g co m p lain t  an d  t o
exclu d e irrelevan t  in fo rm at ion . Ad d it ion al in fo rm at ion  th at  sh ou ld
be in clu d ed  in  th e t rad it ion al case p resen tat ion  is a  d et ailed  p ast
m ed ical h isto ry, m ed icat ion s, allergies, a  d irect ed  p h ysical exam in a-
t ion , d iagn ost ic im p ression , an d  a d iagn ost ic an d  t reatm en t  p lan .
Alth ou gh  excep t ion s exist , m ost  cases can  be p resen ted  in  2  to  3
m in u tes. Th is is in  st ark con t rast  t o  t h e m ore com p reh en sive fo rm at
u sed  for in pat ien t  case p resen tat ion s, wh ich  typ ically are m u ch  lon ger.

An  altern ative approach  is th e assessm en t-orien ted case presen tation . Cas-
es th at  len d th em selves well to th is approach  are th ose in  wh ich  th e
diagn osis is or appears to be straigh tforward. Th e presen tation  begin s,
rath er th an  en ds, with  your assessm en t an d p lan , followed by in form a-
tion  th at  supports your con clusion s. Th is style of case presen tation  is
com m on ly used by ph ysician s with  m ore clin ical experien ce—m id-level
an d sen ior residen ts. Wh en  usin g an  assessm en t-orien ted presen tation
style, th e d irected open in g statem en t sh ould  in clude th e diagn ostic im -
pression  followed by a treatm en t p lan . For exam ple—

Mr. Brown is a 54-year-old m ale who presents with  what seem s
to be cardiac chest pain. I would like to obtain  an ECG, chest
radiograph, cardiac enzym es, give him  an aspirin , and adm it him
to a m onitored bed for a cardiac rule-out.

After th is open in g statem en t, addit ion al h istorical data, in cludin g pert i-
n en t posit ive an d n egative features, can  th en  be presen ted th at  supports
th e clin ical assessm en t. For exam ple—

He presents with left-sided exertional chest pain described as pres-
sure and shortness of breath. His chest pain started approxim ate-
ly 2  hours ago while clim bing stairs and was relieved after resting,
and so forth .

It  is com m on  for assessm en t-orien ted case presen tation s to be used wh en
callin g an  em ergen cy departm en t patien t  in  to th e adm ission  team  or
wh en  discussin g a case with  a con sultan t . Adm ission  or con sultan t  pre-
sen tation s h ave a d ifferen t  focus th an  stan dard or tradit ion al case pre-
sen tation s. Wh en  a con sultan t  is con tacted, a provision al or prelim in ary
diagn osis h as usually been  m ade, an d you  are callin g th e con su ltan t  to
assist  in  th e care of th e patien t . It  will be h elpfu l to your con su ltan t  if
early in  your d iscussion , you  m ake h im  or h er aware of wh y you  are
callin g. A typical exch an ge would  be as follows:

Hello, this is Michael Stevens. I am  a senior m edical student work-
ing in  the em ergency departm ent with  Dr. Tarver. I am  calling
you about a patient that we would like you to see in  consultation.
Our patient is a previously healthy, 38-year-old, right-hand dom -
inant m ale. His nam e is Richard Seaver. He has a displaced m id-
shaft fracture of h is right radius and ulna that occurred after
slipping on the ice approxim ately 1  hour ago. His distal pulses
are intact, and he can m ove all of h is fingers. W e have placed his
forearm  in  a volar splint.

Th is type of presen tation  is focused an d con tain s relevan t in form ation
th at  will be requested by th e con sultan t . If th e con su ltan t  would  like
addit ion al in form ation , it  can  easily be provided. By providin g clin ically
relevan t in form ation  in  th is assessm en t-orien ted fash ion , we are n ot over-
burden in g our con sultan t  or an  adm itt in g team  with  a len gth y presen ta-

Case presentations in the emer-
gency department should gener-
ally be brief and focused.

When using an assessment -
oriented presentation style, the
direct ed opening st at ement
should include the diagnostic im-
pression followed by a treatment
plan.
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t ion  over th e teleph on e th at  is d ifficu lt  to follow. It  is good form  to speak
to th e adm itt in g team  or con su ltan t  in  m ore depth  in  person  to an swer
an y question s th at  th ey m ay h ave.

Th e assessm en t-orien ted presen tation  is also com m on ly used by em er-
gen cy m edicin e residen ts an d atten din g ph ysician s durin g sign  in –sign
out roun ds. Typically, wh en  an  atten din g ph ysician  tran sfers th e care of
h is or h er patien ts to th e in com in g atten din g, h e or sh e will be carin g for
patien ts wh o h ave an  establish ed diagn osis an d wh o will be adm itted  to
th e h ospital an d oth ers with  a prelim in ary diagn osis an d pen din g diag-
n ostic studies. At t im es, it  m ay be n ecessary to sign  ou t a dozen  or m ore
patien ts. Because of th e patien t  volum e an d t im e con strain ts, it  is n eces-
sary to focus th e “sign  outs” to th e relevan t in form ation : kn own  or pre-
lim in ary diagn osis, pen din g diagn ostic studies, likely d isposit ion , an d
an y oth er m atters th at  n eed to be addressed.

Fin ally, each  preceptor h as h is or h er own  un ique reason in g process an d
preferen ces regardin g th e style of case presen tation  expected from  a stu-
den t. Because of th e lim ited preceptor con tin u ity durin g your em ergen -
cy m edicin e clerksh ip , you  will work with  supervisors with  d ifferen t
teach in g styles an d differen t expectation s. Som e expect m ore in form a-
tion , som e expect less. Som e facu lty m em bers will rem em ber m an y de-
tails; oth ers m ay ask you  for in form ation  th at  you  were about to provide
or h ave already covered. Th ere are few absolu tes regardin g styles of case
presen tation s. Som e ph ysician s prefer th e “cu t-to-th e-ch ase” approach ;
oth ers prefer th e organ ized ch ron ologic detailed case presen tation , wh ere-
as oth ers m ay h ave you  presen t th e case at  th e patien t’s bedside.

Suggested Reading
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In t er a ct in g W it h
Con su lt a n t s  a n d  P r im a r y
Ca re P h ysicia n s

Consultation is a necessary and
essential part of the practice of
emergency medicine. In  em ergen cy m ed icin e p ract ice, we in t eract  d aily with  sp ecialty

con su lt an t s an d  ou r p at ien t s’ p rim ary care p h ysician s. In  ad d i-
t ion , we m u st  relay im p ort an t  p at ien t -relat ed  h ealth  in fo rm at ion

to  th e in p at ien t  service assu m in g care o f ou r ad m it t ed  p at ien t s. Com -
m u n icat ion  is also  n ecessary to  facilit at e fo llow-u p  care aft er a p a-
t ien t  is d isch arged  from  th e em ergen cy d ep artm en t . Man y t im es th is
t ask can  be accom p lish ed  with  clearly st at ed  writ t en  d isch arge in -
st ru ct ion s; h owever, a  p h on e call t o  t h e p at ien t ’s p rim ary care p ro -
vid er o r t o  a sp ecialist  m ay be n eed ed  to  facilit at e fo llow-u p  care in  a
t im ely fash ion . It  is t h erefo re im p erat ive th at  we com m u n icate effec-
t ively with  o th er m em bers o f t h e h ealth  care t eam .

Con sultat ion  is a n ecessary an d essen tial part  of th e practice of em ergen -
cy m edicin e. Because of th e ch allen ges we face providin g care across th e
spectrum  of age an d illn ess, em ergen cy ph ysician s rely on  th e con sulta-
t ion  process to assist  in  deliverin g h igh -quality h ealth  care. “Em ergen cy
departm en t con sults” vary in  urgen cy from  th e rou tin e n on urgen t con -
su lt  to th e “stat” con su lt , in  wh ich  a specialist  is n eeded at  th e bedside of
a patien t  requirin g an  em ergen t procedure or operation . For effective
con sultat ion  to occur, studen ts m ust better un derstan d th e process. Con -
su ltat ion s are often  in it iated  over th e ph on e. Som e occur durin g rou tin e
busin ess h ours, wh ereas oth ers un fortun ately occur in  th e m iddle of th e
n igh t. Keep th is in  m in d, as m an y of our profession al colleagues are n ot
“sh ift  workers” like m ost em ergen cy ph ysician s, an d m an y will h ave clin -
ical respon sibilit ies th e n ext day. For th is reason , do n ot burden  con sult-
an ts with  rou tin e or n on urgen t ph on e calls durin g sleepin g h ours. From
th e con su ltan t’s stan d poin t  (an d righ tly so), n on urgen t patien t  evalua-
t ion s or procedures can  often  wait  un til th e n ext m orn in g. Th at bein g
said , in  an  em ergen cy, do n ot h esitate to in volve a specialist  if h is or h er
services are required to assist  in  th e care of th e patien t , regardless of th e
tim e of day.

Effect ive com m un icat ion  is on e of th e keys to  a m utually ben eficial
in teract ion  an d  relat ion sh ip  with  your con su ltan t . As a gen eral ru le,
con sider th e followin g wh en  talkin g with  a con su ltan t :

Speak clearly an d start  slowly, especially if you’ve woken  a con sultan t
from  sleep .

In troduce yourself by n am e as a m edical studen t an d give th e n am e of
your supervisin g residen t or facu lty.



The Emergency Medicine Clerkship Primer: A Manual for Medical Students  59

All consultations should be initiated
with a goal in mind. Effective com-
munication is one of the keys to a
mutually beneficial interaction and
relationship with your consultant.

Learn with whom you are speaking (name, service, position), not only
to document this information but also to confirm that you are speak-
ing with the correct person or service.

Be respectful and expect respect in return.

Be focused and direct with your presentation.

Often, it is best to begin with a diagnosis (known or suspected) rather
than the traditional case presentation. For example, you may start
your assessment-oriented presentation to your surgical consultant with
the following:

Hi Dr. Stevens, I am Michael Jones, a senior medical student work-
ing with Dr. Taylor in the emergency department. We are consult-
ing you on a 24-year-old male who we are concerned has acute
appendicitis. He presents with approximately 4 hours of abdomi-
nal pain that has migrated to his right lower quadrant associated
with a fever of 101ºF, nausea, and anorexia. On physical exami-
nation, his heart rate is 88, his blood pressure is 136/84 mm Hg,
and he has rebound tenderness in the right lower quadrant. We
would like you to come to the emergency department to evaluate
him.

Be flexible with your presentation style.

With experience, you will realize that some consultants prefer a
detailed presentation, whereas others are satisfied with a focused
presentation over the phone and a more detailed presentation at
the bedside.

Speak your consultants’ languages, and tailor the presentation to the
specific service.

Whether you are describing a fracture for an orthopedist or interpret-
ing an ECG for a cardiologist, it is necessary to communicate effec-
tively to facilitate the best patient care.

All consultations should be initiated with a goal in mind. This goal
may range from facilitating an admission to a particular service, a rec-
ommendation for antibiotics or a bedside consultation. At times, it
will be necessary to explain to the consultant exactly why you are
calling him or her. Keeping this in mind; excellent communication
skills will work in your favor. Remember, a subtle yet important dis-
tinction exists between telling a surgical consultant “you need to take
this patient to the operating room” versus “I have a patient that I
believe needs to go to the operating room.”

Summarize the expectations or agreements communicated at the
end of your conversation. This should help avoid any misunder-
standings. Examples might include how urgently the patient needs
to be seen or how long before the consultant expects to see the
patient in the emergency department. This is also a good time to
clarify whether the consultant has further questions or needs ad-
ditional information.

Document the discussion with your consultant. Include the consultant’s
name, service, time you spoke, and a brief notation regarding the con-
versation (i.e., “9:00 PM, case discussed with Dr. Michaels, orthopedics.
He will be down to see the patient in 30 minutes.”).

Keeping these points in mind, the effective partnership established
between emergency physicians, consultants, and primary care phy-
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Outstanding communication and
interpersonal skills are necessary to
be a successful clinician.

sician s will u n d ou bted ly resu lt  in  im p roved  h ealth  care ou tcom es
fo r all p at ien t s wh o  p resen t  t o  t h e em ergen cy d ep artm en t  fo r u n -
sch edu led  care. However, desp ite ou r best  effort s, th ere are t im es wh en
an  in t eract ion  with  a p ro fession al co lleagu e is ch allen gin g. Som e o f
th ese sit u at ion s m ay resu lt  becau se o f t im e p ressu res an d  workload
fru st rat ion s an d  sh ou ld  n o t  be t aken  p erson ally. O th er t im es, ch al-
len gin g in t eract ion s m ay occu r as a resu lt  o f d ifferen ces o f p ro fes-
sio n a l  o p in io n ,  d i ffe r e n t  e x p e c t a t io n s,  o r,  o n  r a r e  o cca sio n ,
u n p ro fession al beh avio r. It  is im p ort an t  t o  em p h asize th at , if an  in -
t eract ion  occu rs with  a co lleagu e th at  you  view as u n p ro fession al
(i.e., con d escen d in g lan gu age), avo id  th e t en d en cy to  be u n p ro fes-
sion al in  retu rn . If a  sit u at ion  su ch  as t h is sh ou ld  arise, it  is always o f
u tm ost  im p ort an ce to  keep  in  m in d  th e p at ien t ’s best  in t erest  an d
well-bein g.

In  sum m ary, ou tstan din g com m un ication  an d in terperson al skills are
n ecessary to be a successfu l clin ician . In  m an y ways, pu tt in g forth  th e
effort  to h ave collegial workin g relat ion sh ips with  your profession al col-
leagues is as im portan t  as strivin g to en h an ce patien t  sat isfaction . Like
an y oth er activity in  m edicin e, th e art  of con sultat ion  an d com m un ica-
t ion  is im portan t  for patien t  care an d con sultan t  or prim ary care ph ysi-
cian  sat isfact ion . If n ecessary, reh earse you r p resen tat ion  with  you r
supervisin g facu lty or residen t before presen tin g th e case to a con sultan t .
Discuss th e m ost im portan t  features of th e case, in cludin g strategies to
use if specific question s or con cern s are raised. Be direct  an d con cise,
clearly expressin g your goals to th e con sultan t  or prim ary care ph ysi-
cian . Flexibility with  your com m un ication  style is crucial, because con -
sultan ts from  differen t specialt ies gen erally prefer em ergen cy departm en t
presen tation s to h ave sligh tly d ifferen t styles. Because con sultan ts an d
prim ary care providers are in tegral to em ergen cy m edicin e practice, learn -
in g th e im portan ce of profession al in teraction s early in  your train in g is
crit ical to your fu ture success as an  em ergen cy ph ysician .
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P a t ien t  Sa t is fa ct ion —
Meet in g P a t ien t s’
Exp ect a t ion s

Much  of th e perception  of wh at we do as h ealth  care providers is
based on  patien t satisfaction  an d m eetin g patien t expectation s.
Alth ough  m ost of th e clin ical an d preclin ical train in g we re-

ceive as ph ysician s revolves aroun d developin g th e skills to provide ex-
cellen t  pat ien t  care, lit t le em ph asis is p laced  on  en h an cin g pat ien t
satisfaction  (people skills). For th ose of us wh o h ave h ad th e roles re-
versed, th e frustrat ion s en coun tered by patien ts can  be better p laced in
con text. Togeth er with  th e taxin g en viron m en t of a busy, sligh tly ch aot-
ic em ergen cy departm en t, you  h ave a recipe for d isaster un less you  can
rem em ber th at  we are all in  th e custom er service busin ess. Often , th e
lit t le th in gs such  as sayin g “I am  sorry th at  you  h ave been  wait in g so
lon g, bu t  h ow can  I h elp  you?,” “I will be righ t  with  you ,” “You look
cold , can  I get  you  a blan ket?,” can  go a lon g way in  com fortin g a pa-
t ien t , developin g rapport , an d im provin g patien t  sat isfaction . Patien ts
wh o are m ade com fortable an d treated with  respect  are m ore often  satis-
fied  with  th eir care.

W hat  Do Pat ients Want?
Patien ts wan t to be kept in form ed: Th ey are m ore likely to be satisfied
with  th eir em ergen cy departm en t experien ce if kept in form ed about th eir
con dit ion , p lan s for treatm en t, an d an y delays th at  th ey m ay en coun ter
durin g th eir stay in  th e em ergen cy departm en t. Som e patien ts also presen t
to th e em ergen cy departm en t with  expectation s of receivin g a d iagn os-
t ic test  or a m edication  prescrip tion . Oth ers m ay fear th e diagn osis of a
serious h ealth  con dit ion . Our role is also to com fort  an d educate our
patien ts. By doin g so, we can  better m eet th eir expectation s.

Patien ts wan t to be cared for in  a tim ely m an n er: Wh en  presen tin g to th e
em ergen cy departm en t, m an y patien ts view th eir com plain t as an  em er-
gen cy an d th erefore expect to be cared for in  a tim ely m an n er. Not surpris-
in gly, th ere is a stron g correlation  between  dissatisfaction  an d excessive
em ergen cy departm en t wait tim es. In terestin gly, perceived wait tim es cor-
relate m ore stron gly with  patien t satisfaction  th an  do actual wait tim es.

Patien ts wan t to receive h igh -quality h ealth  care. It is n ot a surprise th at
patien ts expect to receive h igh -quality h ealth  care wh en  th ey presen t to
th e em ergen cy departm en t. However, patien ts’ an d th e ph ysician ’s percep-
tion  of h igh -quality do n ot n ecessarily coin cide. A patien t’s perception  of
h igh -quality is determ in ed largely by th e n ature of h is or h er in terperson al
in teraction s with  th e h ealth  care team , th e adequacy of in form ation  pro-

Pat ient  Wish List
Patients want to be kept in-
formed.

Patients want to be cared for
in a timely manner.

Patients want to receive high-
quality health care.

The perception of what we do as
health care providers is based on
patient satisfaction and meeting
patient expectations.
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vided, an d th e resolution  of sym ptom s. Th e em ergen cy ph ysician , h owev-
er, m ay judge quality differen tly, often  focusin g on  rulin g in  or out serious
h ealth  con dition s, avoidin g un n ecessary diagn ostic testin g, an d expedit-
in g disposition  rath er th an  bein g able to m ake a defin itive diagn osis or
bein g able to alleviate all of th e patien t’s presen tin g sym ptom s.

W hy Pat ient  Sat isfact ion Mat ters
First  an d forem ost, patien ts deserve to be satisfied . No m atter h ow you
look at  wh at we do, we are in  th e patien t  sat isfaction  busin ess. Patien t
satisfaction  is in creasin gly bein g recogn ized as a key service goal by h os-
pital adm in istrators, patien t  advocacy groups, h ospital accreditat ion  or-
gan ization s, an d, of course, patien ts.

Satisfaction  affects patien t  care: Between  5% an d 10% of patien ts leave
th e em ergen cy departm en t with out bein g seen  by a ph ysician  or leave
AMA before th eir course of treatm en t is com plete. Lon g wait  t im es an d
perceived in adequacy of care are m ajor con tribu tors to patien ts’ leavin g
th e em ergen cy departm en t prem aturely. Th ese patien ts are at  risk for
poten tially serious adverse ou tcom es th at  m igh t be avoided with  greater
atten tion  paid  to patien t  sat isfaction .

How Can I, As a Medical Student , Make a Difference?
Medical studen ts can  play a sign ifican t role in  en h an cin g patien t satisfac-
tion . At tim es, studen ts are on e of th e first h ealth  care providers to be
in volved in  th e care of a patien t. Because of th is, th ey play an  im portan t
role an d can  h ave a dram atic im pact on  patien t satisfaction . Patien ts wh o
report positive studen t–patien t en coun ters regardless of th e h ealth  care
settin g (in patien t, am bulatory care, or em ergen cy departm en t) are m ore
com fortable discussin g person al h ealth  in form ation  an d bein g exam in ed
by a m edical studen t an d an ticipate greater ben efit from  future m edical
studen t in volvem en t th an  patien ts wh o reported h avin g prior studen t en -
coun ters th at were n ot positive (Wald, 2007). In  addition , m ost em ergen cy
departm en t patien ts h ave positive perception s of m edical studen ts, partic-
ularly patien ts wh o h ave h ad prior m edical studen t in teraction .

Provide Information to Patients
Studen ts gen erally h ave m ore free t im e th an  oth er m em bers of th e em er-
gen cy departm en t care team , an d th ey are in  a un ique posit ion  to be able
to spen d t im e with  th eir patien ts with out com prom isin g oth er du ties.
Studen ts can  greatly en h an ce patien t  sat isfaction  by keepin g patien ts
in form ed about th eir con dit ion  an d p lan s for th eir care an d by en surin g
th at  th ey un derstan d poten tial delays in  th eir em ergen cy departm en t
course. Obviously, studen ts sh ould  n ot com m un icate in form ation  to pa-
t ien ts th at  th ey th em selves do n ot fu lly un derstan d. Studen ts sh ould  n ot
h esitate to say, “I don ’t  kn ow, bu t I can  fin d ou t,” wh en  con fron ted with
difficu lt  question s. Discussin g tru ly sen sit ive topics, deliverin g bad n ews,
or in form in g a patien t  of un expected test  resu lts are best  left  to m ore
sen ior m em bers of th e h ealth  care team .

Reduce Perceived Wait Times
Studen ts are gen erally n ot  in  a posit ion  to affect  actual wait  t im es or to
h ave a dram atic effect  on  m ovin g patien ts th rough  th e system . However,
th ey m ay be able to lessen  a patien t’s perception  of lon g wait in g t im es,
part icu larly on ce th e patien t  h as been  p laced in  a treatm en t room  but
h as n ot yet  been  seen  by th e ph ysician  or if th ey are wait in g for test
resu lts. Th ey can  do th is by in quirin g about an d atten din g to th eir pa-
t ien ts’ n eeds. Patien ts are likely to perceive wait  t im es spen t in  ph ysical

Patient satisfaction is increasingly
being recognized as a key service
goal by hospital administrators,
patient advocacy groups, hospital
accreditation organizations, and, of
course, patients.
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discom fort  or boredom  as lon ger th an  th ey really are. Sm all gestures such
as providin g blan kets for warm th , readin g m aterial or com pan ion sh ip ,
or som eth in g to eat  (assum in g th e patien t  is n ot  NPO) are likely to go a
lon g way toward im provin g patien t’s com fort  an d sh orten in g th eir per-
ceived wait  t im es.

Be an Advocate for Your Patients
Studen ts often  spen d m ore t im e with  th eir patien ts th an  oth er m em bers
of th e em ergen cy departm en t team  an d m ay be un iquely aware of th eir
n eeds an d con cern s. Iron ically, studen ts often  perceive th eir own  role as
superfluous an d assum e th at  everyth in g th ey kn ow about th eir patien ts
is kn own  by th e rest  of th e team . Noth in g could  be furth er from  th e
tru th , an d studen ts can  p lay a key role in  en surin g th at  th eir patien ts’
n eeds are m et. Wh en  patien ts h ave n eeds th at  th ey are un able to m eet
th em selves, studen ts sh ould  m ake oth er m em bers of th e care team  aware
of th ose n eeds an d work with  th e care team  to m eet th em . Th is m ay
m ean  askin g th e n urse to evaluate a suspected in filtrated  IV cath eter,
askin g th e residen t to order an algesia for a patien t  wh o is in  pain , or
askin g th e at ten din g to h elp  explain  th e im plication s of an  abn orm al
test  resu lt . Th e im portan t  issue is th at  studen ts advocate for th eir pa-
t ien ts wh ile en surin g th at  th eir patien ts are com fortable, well in form ed,
an d well cared for by th e em ergen cy departm en t team .
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Providing Anticipatory
Guidance

Although more commonly discussed in its role in pediatrics and
adolescent medicine, providing anticipatory guidance is an
important part of the student–patient encounter in the emergency

department. As you interview your patient, you will learn about his or
her lifestyle habits, tobacco use, alcohol consumption, illicit substance
use, medication compliance, and the like. You can have an active role
in preventive care guidance. The following paragraphs cover a number
of topics that can be addressed at one time or another during your patient
encounters in the emergency department. It is unlikely, and maybe even
somewhat counterproductive because of time constraints, to address
every one of these topics with each patient you encounter. Instead, it
may be best to selectively approach each case in an individual fashion
and provide anticipatory guidance to your patients on what you
determine to be the most high-yield topics.

Smoking Cessation
Cigarette smoking remains the leading cause of preventable morbidity
and mortality in the United States, accounting for more than 400,000
deaths annually (Centers for Disease Control and Prevention, 2006). In
the primary care setting, screening and counseling have been shown to
be effective methods of improving smoking cessation. Although less stud-
ied in the emergency department, consider screening patients for tobac-
co use and outpatient referral to their primary care physician for initiation
of a smoking cessation program. Brief counseling or providing self-help
literature may also be reasonable interventions in the emergency depart-
ment.

Alcohol Abuse
Excessive alcohol use is the third leading cause of preventable deaths in
the United States, resulting in an estimated 75,000 alcohol attributable
deaths annually (Midanik et al., 2004). These patients are at risk of devel-
oping chronic liver disease, hepatic carcinoma, and acute alcohol poi-
soning. Excessive alcohol contributes significantly to unintentional
injuries, including motor vehicle collisions, falls, drownings, and burns,
as well as many intentional acts of violence. Consider screening emer-
gency department patients for excess alcohol use and provide patient
information for treatment as warranted. A simple-to-apply alcohol abuse
screening tool is “CAGE,” which is shown in the accompanying box.

Alcohol Abuse
Screening Tool

“C” – Have you ever felt that
you should cut down on your
drinking?

“A” – Have people annoyed
you by criticizing your
drinking?

“G” – Have you ever felt guilty
about your drinking?

“E” – Have you ever had a
drink first thing in the
morning to steady your
nerves or get rid of a
hangover (eye-opener)?

Providing anticipatory guidance is
an important part of the student–
patient encounter in the emergency
department.
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An swerin g yes to an y of th ese question s sh ould  lead you  to suspect  ex-
cessive alcoh ol use an d to pursue m ore detailed  question in g.

Fall Prevent ion in the Elderly
Falls are t h e lead in g cau se o f in ju ry-relat ed  d eath  in  eld erly p at ien t s
an d  are th e lead in g cau se o f in ju ry relat ed  visit s t o  t h e em ergen cy
d ep artm en t  fo r p at ien t s over t h e age o f 65 years (Fu ller, 2000). St rat -
egies t o  d ecrease falls in clu d e in st allin g h an d rails on  bo th  sid es o f a
stairway, as well as grab bars n ext  to  th e to ilet , tu b, an d  sh ower. Clu t ter
an d  th row ru gs in  walkways sh ou ld  be rem oved , an d  n on slip  m at s
sh ou ld  be p laced  in  bath tu bs an d  on  sh ower floo rs. Th e en t ire h om e
of eld erly p at ien t s sh ou ld  be well lit , an d  regu lar p h ysical act ivity t o
bu ild  lower bod y st ren gth  an d  balan ce sh ou ld  be en cou raged . W h en
carin g fo r an  eld erly p at ien t  in  t h e em ergen cy d ep artm en t , it  m ay be
reason ab le to  review fall p reven t ion  st rat egies.

Traumat ic Brain Injury Prevent ion
More th an  1 .4  m illion  p eop le su st ain  a t rau m at ic b rain  in ju ry an n u -
ally in  t h e Un it ed  Stat es, resu lt in g in  ap p roxim ately 50,000 d eath s
an d  m ore th an  200,000 h osp it alizat ion s each  year (Nat ion al Cen ter
fo r In ju ry Preven t ion  an d  Con t ro l, 2007). Th ese in ju ries are cau sed
by falls (28%), m o to r veh icle co llision s (20%), ob ject s (19%) an d  as-
sau lts (11%; Nat ion al Cen ter for In ju ry Preven t ion  an d  Con trol, 2007).
Preven t ive step s again st  t rau m at ic brain  in ju ry in clu d in g u sin g a seat -
belt  at  all t im es wh en  rid in g in  a m o to r veh icle an d  p lacin g ch ild ren
in  ch ild  safety o r boost er seat s u n t il t h ey are o ld  en ou gh  fo r a seat -
belt . Win d ow gu ard s p ro t ect  ch ild ren  from  fallin g ou t  o f op en  win -
dows. Safety gates sh ou ld  be p laced  at  th e top  an d  bot tom  of stairways
if you n g ch ild ren  are in  th e h om e. Playgrou n d  su rfaces sh ou ld  be
m ad e o f sh ock-abso rben t  m aterials. Fall p reven t ion  t ech n iq u es list -
ed  p reviou sly fo r t h e eld erly also  p ro tect  you n g ch ild ren  from  h ead
in ju ry.

Bicycle h elm ets are kn own  to reduce th e risk of bicycle-related  h ead in -
jury by 80%, bu t h elm ets are worn  by on ly 15% of ch ildren  an d 19% of
adults. Th eir use sh ould be en couraged in  ch ildren  an d adults wh en  ridin g
a bicycle, m otorcycle, sn owm obile, scooter, or all-terrain  veh icle. Hel-
m ets sh ould  also be used durin g h orseback rid in g, skiin g, sn owboardin g,
in lin e skatin g, ice skatin g, skateboardin g, baseball, an d con tact  sports
such  as h ockey or football. In  selected circum stan ces, an ticipatory gu id-
an ce for strategies design ed to reduce th e in ciden ce of traum atic brain
in jury can  be provided to patien ts an d th eir fam ilies in  th e em ergen cy
departm en t.

Seatbelt  and Pediat ric Safety Seat  Use
In  2007, seatbelt  u se in  th e Un ited  States by all m otorists was est im ated
to be at  82% (Glassbren n er an d  Ye, 2007). It  h as also been  well estab-
lish ed  th at  th e use of seatbelts saves lives, as eviden ced  by th e veh icle
occupan t  fatality rate declin in g over th e past  10 years as seatbelt  u se
h as stead ily in creased . Furth er, it  is est im ated  th at  alm ost  60% of fatal-
it ies in volvin g passen ger cars an d  ligh t  t rucks were un restrain ed  (Na-
t ion al High way Traffic Safety Adm in ist rat ion , 2002). Th e use of age-
an d  size-appropriate rest rain t  devices for ch ild ren  reduces serious an d
fatal in ju ries by m ore th an  h alf. More specifically, ch ild  safety seats re-
duce th e risk of fatal in ju ries by 71% for in fan ts an d  by 54% for toddlers
(Glassbren n er an d  Ye, 2005). Addit ion al in form ation  regard in g ch ild
safety seats can  be foun d  on  th e Am erican  Academ y of Pediatrics Web
site (www.aap .org/ fam ily/carseatgu ide.h tm ) an d  th e Nat ion al High way



The Emergency Medicine Clerkship Primer: A Manual for Medical Students  67

Traffic Safety Adm in ist rat ion  Web site (www.n h tsa.dot .gov/portal/ site/
n h tsa/ m en u item .9f8c7d6359e0e9bbbf30811060008a0c/ ). Becau se re-
st rain t  u se by ch ild ren  often  parallels th e driver’s u se, en courage par-
en ts to  buckle up  as well. Advocacy for th e use of seatbelts an d  ped iatric
safety seats for ou r em ergen cy departm en t  pat ien ts is im perat ive.

Poisoning, Accidental Overdose, and M edicat ion
Noncompliance
Th e overwh elm in g m ajority (84%) of poison  exposures are un in ten tion -
al, with  51% of exposures occurrin g in  ch ildren  youn ger th an  6 years
(Watson  et al., 2005). Even  th ough  m ost exposures are un in ten tion al, th e
m ajority of poison in g fatalit ies in  adolescen ts an d adults were in ten tion -
al. However, th e n um ber of reported fatalit ies in  ch ildren  youn ger th an  6
years (largely un in ten tion al) h as rem ain ed un ch an ged for th e past two
decades. Categories of substan ces with  th e largest n um ber of reported
exposures in clude an algesics, clean in g products, cosm etics, sedatives, h yp-
n otics, an d an tipsych otics. Th e followin g categories of substan ces were
associated with  th e largest n um bers of fatalities: an algesics, sedatives, h yp-
n otics, an tipsych otics, an tidepressan ts, stim ulan ts, an d street drugs.

Patien ts or th eir caregivers sh ould  be advised to keep m edication s an d
h ouseh old  ch em ical products in  th eir origin al con tain ers an d to store
th em  in  a ch ildproof cabin et . Th ey sh ould  carefu lly follow th e direction s
on  all m edication  an d ch em ical product labels. Rem in d patien ts an d th eir
caregivers to avoid  takin g m edication  in  fron t of ch ildren , to n ot  call
m edicin e can dy an d, likewise, n ever store h ouseh old  ch em icals in  a food
or beverage con tain er. Poison ous h ouse or yard plan ts sh ould be rem oved
from  th e h om e. All fam ilies sh ould h ave th e Poison  Con trol Cen ter n um -
ber readily available. Th is is an oth er im portan t  issue to d iscuss with  car-
egivers wh o h ave sm all ch ildren  livin g in  th e h ouseh old .

All too often , we fin d th at  patien ts do n ot take th eir m edication s or do
n ot take th em  as prescribed. An tibiotics doses are com m on ly m issed,
wh ereas an algesics, particu larly acetam in oph en -con tain in g products, are
taken  in  excess or paren ts adm in isterin g th em  to youn g ch ildren  in ad-
verten tly m iscalcu late doses. Th e un in ten tion al excess adm in istrat ion  of
th ese with  oth er m edication s can  result in  sign ifican t con sequen ces. Man y
prescrip tion  an d over-th e-coun ter an algesics an d oth er preparation s con -
tain  acetam in oph en  or ibuprofen . Som e patien ts un kn owin gly take m ul-
t ip le m edication s with  th e sam e active in gredien ts. Gastroin test in al side
effects or ren al toxicity can  be associated with  excess in gestion  of ibupro-
fen , wh ereas h epatotoxicity can  occur with  excess adm in istrat ion  of ace-
tam in oph en -con tain in g products.

Medication  n on com plian ce can  occur for a n um ber of reason s, in clud-
in g lack of adequate fin an ces, in tolerable side effects, m isun derstan din g,
religious or cu ltu ral objection s to certain  prescribed th erapies, or a false
sen se of om n ipoten ce. It  is im portan t  to try to un derstan d th e reason in g
beh in d patien ts’ decision  to forego m edication  so you  are better able to
address th eir specific con cern s. Altern atively, som e patien ts feel th at  th e
dose th eir ph ysician  prescribed is n ot relievin g th eir sym ptom s, so th ey
take a stron ger dose or take th eir m edication  m ore frequen tly th an  pre-
scribed. Because of th e reason s listed  h ere, it  m ay be reason able to review
your patien ts’ m edication s with  th em  to lim it  th e likelih ood of com pli-
cation s related  to excess or in appropriate m edication  adm in istrat ion .

Drowning
Drown in g rem ain s a leadin g cause of un in ten tion al death s in  th e Un ited
States an d was respon sible for m ore th an  3,300 death s in  2004. Man y of

Poison Control
Hot line

1-800-222-1222
This number will route the
call to a local poison center
based on the area code and
exchange of the caller. The
num ber is funct ional 24
hours a day in the 50 states,
the District of Columbia, the
US Vi rg in  Islands,  and
Puerto Rico.
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th ese un in ten tion al drown in gs (78%) were m en  (In jury Cen ter, 2007a).
A n um ber of risk factors for drown in g an d subm ersion  in juries h ave been
iden tified: lack of supervision  an d barriers such  as pool fen cin g, recre-
ation  activit ies in  n atural water set t in gs, recreation al boatin g, alcoh ol
use, an d patien ts with  seizure d isorders.

In  ch ildren  ages 1 to 4 years old , m ost  drown in g occurs in  a swim m in g
pool, an d th e m ajority of th ese ch ildren  were ou t of th eir paren ts’ sigh t
for less th an  5 m in utes. For th ose with  a seizure disorder, drown in g m ost
com m on ly occurs in  th e bath tub. Strategies for drown in g preven tion
in clude paren tal vigilan ce, safety latch es on  bath room  doors to preven t
in fan t or toddler en try, safety fen cin g aroun d h ouseh old pools, an d sh ow-
erin g as th e preferred m eth od of clean sin g for th ose with  a seizure disor-
der. An ticipatory gu idan ce for preven tin g water-related  in juries m ay be
m ore applicable to th e sum m er m on th s an d to patien ts livin g in  warm er
clim ate areas.

Smoke Detectors
Fou r ou t  o f five fire-relat ed  d eath s occu r in  t h e h om e, an d  ap p roxi-
m ately h alf o f h om e fire d eath s occu r in  h om es with ou t  sm oke d e-
t ecto rs. Most  fire vict im s d ie from  sm oke o r t oxic gas in h alat ion ,
rath er t h an  from  th e bu rn s (In ju ry Cen ter, 2007b). Th ose at  great est
risk o f fire-relat ed  d eath  an d  in ju ry in clu d e ch ild ren  you n ger th an  5
years, t h e eld erly, an d  th ose wh o  live in  ru ral areas o r su bst an d ard
h ou sin g (In ju ry Cen ter, 2007b). Preven t ive m easu res in clu d e in st all-
in g an d  m ain tain in g sm oke alarm s an d  carbon  m on oxid e d et ecto rs
on  every floo r o f t h e h om e. Flam m able ob ject s, in clu d in g loose fit -
t in g clo th in g, sh ou ld  n o t  be n ear t h e stove o r sp ace h eat er. Match es
an d  ligh ters sh ou ld  be kep t  ou t  o f t h e reach  o f ch ild ren . Sm okin g in
bed  sh ou ld  be p roh ib it ed , an d  lit  cigaret t es o r can d les sh ou ld  n o t  be
left  u n at t en d ed . In  ad d it ion , u n at t en d ed  cookin g is a  lead in g cau se
o f scald  bu rn s in  you n g ch ild ren  an d  resid en t ial fires. A fam ily fire
escap e p lan , in clu d in g a d esign ated  ou td oor m eet in g sit e, sh ou ld  be
in  p lace an d  p ract iced  b ian n u ally.

Childproofing the Home
In  addit ion  to th e preven tive m easures listed  previously, electric socket
p lugs lessen  th e risk of electrocution  in jury. In  addit ion , it  is advisable
th at  sm all toy p ieces, balloon s, bu tton  batteries, an d a variety of sm all or
sh arp  h ouseh old  objects be kept ou t  of a sm all ch ild’s reach . Hot water
h eaters sh ould be adjusted so th at th e tem perature does n ot exceed 120°F.
By doin g so, you  can  dram atically decrease th e likelih ood of causin g a
deep part ial th ickn ess or fu ll th ickn ess scald  burn .

Hypertension
Blood pressure evaluation  is th e m ost com m on  screen in g test  perform ed
in  th e em ergen cy departm en t. It  h as been  est im ated th at  m ore th an  50
m illion  Am erican s (1 in  4 adults) h ave h igh  blood pressure warran tin g
som e form  of treatm en t (Hajjar an d Kotch en , 2003). Of th ese h yperten -
sive patien ts, alm ost 30% were un aware of th eir illn ess, an d 42% were
n ot bein g treated (Hajjar an d Kotch en , 2003). In  th e em ergen cy depart-
m en t, elevated blood pressure readin gs rough ly approxim ate th at  of th e
gen eral am bulatory population . Un con trolled  h yperten sion  is a risk fac-
tor for th e developm en t of cardiovascular d isease. Th e relat ion sh ip  be-
tween  blood pressure an d cardiovascular disease is con sisten t, con tin uous,
an d in depen den t of all oth er risk factors. For patien ts d isch arged from
th e em ergen cy departm en t wh o h ave elevated blood pressure readin gs,
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it  is advisable th at  th ey follow up with  th eir prim ary care provider, as
outlin ed in  th e Seventh Report of the Joint National Com m ittee Prevention,
Detection, Evaluation, and Treatm ent of High Blood Pressure (Nation al High
Blood Pressure Education  Program , 2004).

Suggested Reading
Boudreaux GC, Hun ter K, Bos S, et  al. Predictin g sm okin g stage of ch an ge

am on g em ergen cy departm en t patien ts an d visitors. Acad Em erg Med.
2006;13:537–542.

This prospective survey of 1010 emergency department patients and visitors as-
sessed smoking-related variables.

Cen ters for Disease Con trol an d Preven tion : Nation al Cen ter for In jury
Preven tion  an d Con trol Web site. Available at : www.cdc.gov/n cipc/
cm prfact .h tm . Accessed Jan uary 12, 2008.

This Web site hosts a variety of injury topics and fact sheets for preventative
teaching, which can be implemented in the Emergency Department.

Cen ters for Disease Con trol an d  Preven t ion . Cigarette Sm oking-Related
Mortality (u p d ated  Sep tem ber 2006). Availab le at : www.cd c.gov/
tobacco/data_stat ist ics/Factsh eets/ cig_sm okin g_m ort .h tm . Accessed
March  11, 2008.

This fact sheet highlights the cigarette-related mortality in the United States.

Doll L, Bon zo S, Mercy J, et  al. Handbook of Injury and Violence Prevention.
New York, NY: Sprin ger; 2006.

This book on focuses on different injury prevention interventions and reviewing
evidence-based strategies for successful implementation.

D’On ofrio G, Degutis LC. Preven tive care in  th e em ergen cy departm en t:
screen in g an d brief in terven tion  for alcoh ol problem s in  th e em er-
gen cy departm en t: a system atic review. Acad Em erg Med. 2002;9:627–
638.

This systematic review of various alcohol screening and intervention programs in
the emergency department found a positive effective of emergency department
intervention for alcohol abuse.

Fuller GF. Falls in  th e elderly. Am  Fam  Physician. 2000;61:2159-2168, 2173-
2174.

This article reviews the topic of falls in the elderly providing a comprehensive
review of this issue.

Glassbren n er D, Ye TJ. Seat Belt Use in 2007—Overall Results. Traffic Safety
Facts: Research  Note. Wash in gton , DC: Nation al High way Traffic Safety
Adm in istrat ion ; 2007. DOT HS 810 841. Available at : www.n h tsa.gov/
n h tsa/an n oun ce/810_841.pdf. Accessed March  11, 2008.

This article provides an overview of seatbelt use in the United States.

Hajjar I, Kotch en  TA. Tren ds in  prevalen ce, awaren ess, treatm en t, an d
con t ro l o f h yp erten sion  in  th e Un ited  States, 1988–2000. JAMA .
2003;290:199–206.

This articles uses past National Health and Nutrition Examination Survey data to
report on the trends in hypertension.

In jury Cen ter. W ater Related Injuries. Wash in gton , DC: Cen ters for Dis-
ease Con trol an d Preven tion ; 2007a. Available at: www.cdc.gov/n cipc/
factsh eets/drown .h tm . Accessed March  11, 2008.
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This fact sheet highlights water-related injuries in the United States.

In jury Cen ter. Fire Deaths and Injuries: Fact Sheet. Wash in gton , DC: Cen -
t ers fo r  Disease Co n t ro l an d  Preven t io n ; 2007b . Availab le a t :
www.cdc.gov/n cipc/ factsh eets/ fire.h tm . Accessed March  11, 2008.

This fact sheet review statistics about fire-related deaths and injuries.

Midan ik LT, Ch aloupka FJ, Saitz R, et  al. Alcoh ol-attribu table death s an d
years o f p o ten t ial life lost—Un ited  States, 2001. MMW R W eekly.
2004;53(37):866–870. Available at : www.cdc.gov/ m m wr/ p review/
m m wrh tm l/m m 5337a2.h tm . Accessed March  11, 2008.

This report highlights the alcohol-attributable deaths in the United States.

Nation al Cen ter for In jury Preven tion  an d Con trol. Traum atic Brain In-
jury. CDC Fact sh eet; 2007. Available at: www.cdc.gov/n cipc/factsh eets/
tbi.h tm . Accessed March  11, 2008.

This fact sheet highlights the topic of traumatic brain injury in the United States.

Nation al High  Blood Pressure Education  Program . Seventh Report of the
Joint National Com m ittee: Prevention, Detection, Evaluation, and Treat-
m ent of High Blood Pressure. Beth esda, MD: Nation al Heart , Lun g, an d
Blood In stitu te; 2004. Available at: www.n h lbi.n ih .gov/guidelin es/h y-
perten sion / jn c7fu ll.pdf. Accessed March  10, 2008.

This is a comprehensive report on the prevention, detection, evaluation, and
treatment of high blood pressure.

Nation al High way Traffic Safety Adm in istrat ion . Traffic Safety Facts 2001:
A Com pilation of Motor Vehicle Crash Data from  the Fatality Analysis
Reporting System  and the General Estim ates System . Wash in gton , DC:
Nation al High way Traffic Safety Adm in istrat ion , U.S. Departm en t of
Tran sportat ion ; 2002. Available at : www-n rd .n h tsa.dot .gov/ Pu bs/
TSF2001.PDF. Accessed March  11, 2008.

This report provides statistics on traffic crashes of all severities.

Watson  WA, Litovitz LT, Rogers GC, et  al. 2004 An n ual report  of th e
Association  of Poison  Con trol Cen ters Toxic Exposure Surveillan ce
System . Am  J Em erg Med. 2005;23:589–666.

This article reviews data on poisonings reported to the Association of Poison
Control Centers Toxic Exposure Surveillance System.



C H A P T E R  2 0

Procedural Skills

If you feel that you are not yet experienced in performing basic med-
ical procedures, you are not alone. Graduating medical students have
a wide variety of procedural skill experience. A number of medical

students complete their core third-year clerkships without performing veni-
puncture, peripheral IV access, urethral catheterization, or ABG sampling.
Your emergency medicine clerkship may help alleviate some of these is-
sues by providing you with exposure to a wide variety of procedures that
may not be as readily encountered on other clinical rotations. You should
take advantage of this opportunity and perform as many procedures as
possible to build confidence in your skills before graduation.

Although your clinical experience will vary day to day and between
clinical training sites, ample opportunities often exist to perform proce-
dures throughout your emergency medicine clerkship. The procedures
most commonly performed by students are peripheral IV access and
phlebotomy. Even though many medical schools do not have a formal
process to ensure that a student is competent or proficient in perform-
ing these skills, they are nonetheless very important. Many students,
interns, and residents will be called on to perform these basic yet neces-
sary skills. Regarding procedural instruction, it is equally important to
understand which patients truly need IV access and the various options
available for crystalloid fluid administration (e.g., normal saline, half-
normal saline, D5 normal saline). Students should also gain experience
in procedurally related tasks such as connecting IV fluid tubing, trou-
bleshooting a clogged IV, maintaining proper technique for collecting
blood cultures, and determining which color blood tubes are required

Categories of Procedural Opportunities
in the Emergency Department for Medical Students

Procedures typically performed independently with direct supervision: IV access, phlebotomy, NGT
insertion, ABG sampling, urethral catheterization, simple laceration repair

Procedures typically performed in an assist role, but sometimes playing an independent role: arthrocen-
tesis, central venous access, incision and drainage of a cutaneous abscess, lumbar puncture

Procedures typically observed: orotracheal intubation, tube thoracostomy, transvenous pacemaker in-
sertion

Ample opportunities often exist to
perform procedures throughout
your emergency medicine clerkship.
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for specific ch em istry or h em atology test in g. Th e sam e can  be said  for
oth er p rocedures th at  are perform ed by studen ts an d  h ouse staff: NGT
in sert ion , ABG sam plin g, u reth ral cath eterizat ion , an d  lacerat ion  repair,
to  n am e a few. It  is im portan t  to  rem em ber th at  th e psych om otor skill
in volved  with  perform in g m an y procedures im proves with  repet it ion .
However, it  is essen t ial th at  you  becom e fam iliar with  th e in d icat ion s
an d  con train d icat ion s for perform in g specific p rocedures.

Proced u ral op p ortu n it ies in  th e em ergen cy d ep artm en t  can  o ft en  be
categorized  in to  on e o f t h ree d ifferen t  grou p s. Th e first  grou p  in -
clu d es p roced u res you  will likely p erfo rm  in d ep en d en t ly with  d irect
su p ervision : IV access, p h lebo tom y, NGT in sert ion , ABG sam p lin g,
u reth ral cath et erizat ion , sim p le lacerat ion  rep air, an d  th e like. Th e
n ext  grou p  in clu d es th ose p roced u res th at  you  will likely assist  with ,
bu t  at  t im es m ay h ave m ore o f an  in d ep en d en t  ro le: arth rocen tesis,
cen t ral ven ou s access, in cision  an d  d rain age o f a cu tan eou s abscess,
an d  lu m bar p u n ctu re. Th e fin al cat egory in clu d es th ose p roced u res
th at  becau se o f t h e com p lexity an d  u rgen cy o f t h e sit u at ion , you  will
likely observe: o ro t rach eal in tu bat ion , tu be th oracostom y, an d  t ran s-
ven ou s p acem aker in sert ion . You r d irect  p art icip at ion  in  p erfo rm in g
or assist in g with  an y p roced u re is always u p  to  th e d iscret ion  o f t h e
at t en d in g p h ysician . Th is d ecision  is o ft en  based  on  a n u m ber o f
facto rs, in clu d in g th e stu d en t ’s exp erien ce with  p erfo rm in g th e p ro -
ced u re, t h e com p lexity o f t h e p roced u re, t h e com fort  level o f t h e
p at ien t , an d  th e in h eren t  risk to  t h e p at ien t . Th at  bein g said , it  is
st ill likely th at  you  will h ave th e op p ortu n ity to  be in vo lved .

How Can I Become M ore Comfortable in Performing
Procedures?
On e of th e first  steps in  becom in g m ore com fortable is to fam iliarize
yourself with  th e procedure(s) th at  you  would like to learn  to perform .
Th ese can  be procedures th at  you  h ave a h igh  likelih ood of perform in g,
or th ey can  be selected procedures th at  are un com m on  or th at  you  are
less fam iliar with . Couple th is ch oice with  your career in terests, an d you
h ave a good p lace to start . You can  easily take advan tage of th e wealth  of
in form ation  available to you  in  h ardcopy textbooks or on  th e In tern et .
Th ree excellen t  resources are as follows:

Roberts an d Hedges, Clinical Procedures in Em ergency Medicine, 2004

Rosen  an d Ch an , Atlas of Em ergency Procedures, 2002

Custalow, Color Atlas of Em ergency Departm ent Procedures, 2004

Th e Roberts an d  Hedges text  is available in  fu ll-text  version  th rough
MD Con su lt  for wh ich  som e m edical sch ools h ave in st itu t ion al sub-
scrip t ion s. Th e New England Journal of Medicine publish es an  on lin e se-
ries t it led  “Videos in  Clin ical Medicin e” (h t tp :/ / con ten t .n ejm .org/m isc/

Procedural Skills WProcedural Skills WProcedural Skills WProcedural Skills WProcedural Skills Web Sit eseb Sit eseb Sit eseb Sit eseb Sit es
New England Journal of Medicine, “Vid eos in  Clin ical Med icin e” h t t p :/ / con t en t .n ejm .o rg/ m isc/
videos.sh tm l?ssource=recen tVideos

McGraw-Hill, “Access Em ergen cy Medicin e” www.accessem .com /public/about_aem .aspx

Elsevier, “Procedural Con sults” h ttp :/ / app.procedurescon sult .com /Learn er/Default .aspx

Un iversity of Californ ia San  Fran cisco/San  Fran cisco Gen eral Hospital, em ergen cy m edicin e residen cy
Web site www.em residen cy.ucsf.edu/  (un der resources, select  “education al m aterial”)

Un iversity of Marylan d, em ergen cy m edicin e residen cy Web site www.um em .org/ res_studen t.ph p
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videos.sh tm l?ssource=recen tVideos). Th ese p rocedural videos h igh ligh t
a n um ber of com m on  an d  advan ced  p rocedural skills an d  are accom pa-
n ied  by a sum m ary PDF art icle fu rth er reviewin g th e top ic. McGraw-
Hill’s “Access Em ergen cy Medicin e” is an oth er Web-based  resource th at
con tain s a broad  ran ge of em ergen cy cases with  accom pan yin g p roce-
dural videos (www.accessem .com /public/ abou t_aem .aspx). Elsevier also
offers an  on lin e educat ion al resource t it led  “Procedural Con su lts.” Th is
r e so u rce  r ev iew s a  n u m b er  o f b a sic  a n d  a d v a n ced  p ro ced u res
(h t tp :/ / app .procedurescon su lt .com /Learn er/Defau lt .aspx). A n um ber of
th ese on lin e resources requ ire in d ividual or in st itu t ion al subscrip t ion s
to fu lly access th e educat ion al m aterial. Th e Un iversity of Californ ia
San  Fran cisco/San  Fran cisco Gen eral Hosp ital em ergen cy m edicin e res-
iden cy Web site con tain s a n um ber of educat ion al p rocedural videos
(www.em residen y.ucsf.edu). Addit ion al advan ced procedural videos can
also be foun d  on  th e Un iversity of Marylan d  em ergen cy m edicin e resi-
den cy Web site un der th e sect ion  of p rocedural videos (www.um em .org/
res_studen t .ph p).

Rem em ber, each  stu d en t  will h ave a d ifferen t  p roced u ral exp erien ce
th rou gh ou t  h is o r h er em ergen cy m ed icin e clerksh ip . Th is is in  p art
becau se o f t h e variety an d  com p lexity o f p at ien t s en cou n tered  an d ,
to  som e exten t , t h e in t erest  o r p roact iven ess o f t h e stu d en t . It  m ay
be m ore im p ort an t  fo r som e stu d en t s, based  on  career asp irat ion s, t o
p art ake in  cert ain  p roced u res. Com m u n icate you r in terest s with  you r
su p erviso rs an d  th e n u rsin g st aff t o  fu rth er en h an ce you r p roced u ral
op p ortu n it ies. Again , we recom m en d  n o t  focu sin g so lely on  th e t ech -
n ical skill req u ired  to  p erfo rm  a p art icu lar p roced u re bu t  also  em -
p h asizin g th e rat ion ale o f wh y a p art icu lar p roced u re n eed s to  be
p erfo rm ed .

Suggested Reading
Coberly L, Golden h ar LM. Ready or n ot, h ere th ey com e: actin g in tern s’

experien ce an d perceived com peten cy perform in g basic m edical pro-
cedures. J Gen Intern Med. 2007;22:491–494.

This prospective survey of fourth-year medical students on an internal medicine
rotation found that students do not perform basic procedures during their subin-
ternship rotations and that procedural performance correlates with feelings of
competency.

Custalow C. Color Atlas of Em ergency Departm ent Procedures. Ph iladelph ia,
Pa: Elsevier Saun ders; 2005.

This text provides a comprehensive review for more 65 emergency procedures.

Fin ch er RM, Lewis LA. Learn in g, experien ce, an d self-assessm en t of com -
peten ce of th ird-year m edical studen ts in  perform in g bedside proce-
dures. Acad Med. 1994;69:291–295.

This survey of 100 third-year medical students found that students performed
procedures on patients infrequently.

Roberts JR, Hedges J. Clinical Procedures in Em ergency Medicine. 4th  ed .
2004. Ph iladelph ia, Pa: Elsevier Saun ders; 2004.

This text provides a comprehensive evidence based review on a multitude of pro-
cedures performed in the emergency department.

Rosen  P, Ch an  TC, Vilke G, Stern bach  G, Mass EW. Atlas of em ergency
procedures. 2n d. St . Louis, Mo: Mosby Press; 2004

This text provides a comprehensive review of more than 100 commonly per-
formed emergency procedures.
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Wu EH, Eln icki DM, Alper EJ, et  al. Procedural an d in terpretive skills of
m edical studen ts: experien ces an d attitudes of th ird-year studen ts. Acad
Med. 2006;81:S48–S51.

This survey of 171 third-year medical students from seven institutions found that
a majority of students had never performed important procedures, such as lum-
bar puncture, thoracentesis, paracentesis, or blood cultures.
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Suggested Reading and
Other Educational Resources
for Medical Students

At this point in your medical school training, most of your reading
efforts should be directed toward textbooks and review articles. It
is also reasonable to supplement your core reading with recently

published journal articles. Here are a few suggestions to help focus your
approach to reading during your emergency medicine clerkship:

• Keep track of your patient encounters. Set aside 20 to 30 minutes each
day (a somewhat realistic goal) and try to read about one of the inter-
esting cases that you addressed that day.

• Pick one or more emergency medicine topics that you are interested
in but not very familiar with. By researching the topic(s), you will
develop additional knowledge about a particular subject.

• Focus some of your reading on common emergency department com-
plaints (e.g., abdominal pain, chest pain, shortness of breath). Addi-
tional reading in these areas will help to broaden your general fund of
knowledge.

A number of excellent educational resources are available to students
completing an emergency medicine clerkship. These can be found in
various forms, ranging from classic hardcopy textbooks to state-of-the-
art online resources. Here we have attempted to identify some key educa-
tional resources that will help you learn more about the clinical practice
of emergency medicine. Some of these online resources are free, whereas
others require individual or institutional subscriptions to fully access the
educational material. Our specialty also has a number of high-quality
peer-reviewed journals, as shown in the box on this page.

Because of the overwhelming number of high-quality, Web-based educa-
tional sites, it is only possible to provide you with a glimpse of the avail-

Peer-Reviewed Emergency Medicine Journals
Academic Emergency Medicine (www.aemj.org)

American Journal of Emergency Medicine (http://ajemjournal.com/)

Annals of Emergency Medicine (www.annemergmed.com/)

Journal of Emergency Medicine (www.elsevier.com/locate/jemermed)

A number of excellent educational
resources are available to students
completing an emergency medicine
clerkship. These can be found in
various forms, ranging from classic
hardcopy textbooks to state-of-the-
art online resources.
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able resources. It  is very likely th at  with  a lit t le t im e, you  can  fin d m an y
oth er on lin e education al resources th at  can  provide a wealth  of in form a-
tion . Th e in form ation  con tain ed h ere does n ot n ecessarily reflect  en -
dorsem en t by th e editors or con tribu tin g au th ors.

Regardless of your preferen ce—h ardcopy textbooks, review or journ al
art icles, on lin e or PDA—an  en dless am oun t of education al resources are
available to en h an ce your learn in g opportun it ies durin g your em ergen -
cy m edicin e clerksh ip .

Online Educat ional Resources
UpToDate is on e of th e m ost com m on ly used on lin e resources for
m edical in form ation  (www.uptodate.com /). Th is resource is specifi-
cally design ed to an swer th e clin ically relevan t question s th at  arise in
daily practice of m edicin e. An  em ergen cy m edicin e–specific database
is un der developm en t.

eMedicin e is an oth er Web-based resource th at  con tain s topic reviews
by experts in  th e field  (www.em edicin e.com ).

EMedHom e is an  on lin e resource for em ergen cy ph ysician s th at  con -
tain s m on th ly articles, clin ical cases, clin ical pearls, podcasts, an d m ore
(www.em edh om e.com / in dex.cfm ).

Nation al Cen ter for Em ergen cy Medicin e In form atics (NCEMI) con -
tain s lin ks to leadin g abstracts in  em ergen cy m edicin e specialty jour-
n als, t reatm en t algorith m s, calcu lators for various clin ically related
topics, an d oth er lin ks (h ttp :/ /n cem i.org).

McGraw-Hill’s Access Em ergen cy Medicin e is a com preh en sive on lin e
resource th at  allows users to qu ickly search  th e diagn osis an d treat-
m en t of a broad ran ge of em ergen cy cases. Th e site con tain s lin ks to a
n um ber of em ergen cy m edicin e texts, procedures, videos, an d an  im -
age ban k (www.accessem .com / in dex.aspx).

Molson  Medical In form atics Studen t Projects site is a rapidly growin g
collection  of m ultim edia projects in  m edical teach in g. Developed by
McGill Un iversity m edical studen ts un der th e supervision  of th e McGill
Medical Faculty (h ttp :/ / sprojects.m m i.m cgill.ca).

MedicalStuden t.com  is a d igital library of au th oritat ive m edical in for-
m ation  for all studen ts of m edicin e (www.m edicalstuden t.com ).

Fam ily Practice Notebook is in ten ded to aid  prim ary care providers in
t h eir  p u rsu it  o f o p t im a l p a t ien t  ca re  (w w w.fp n o t eb o o k.co m /
in dex.h tm ).

R2 Digital Library is a Web-based resource th at  lin ks h ealth  scien ces
book con ten t from  leadin g publish ers. Th is service is available exclu-
sively  t h ro u gh  h o sp it a l,  acad em ic, an d  in st it u t io n a l lib ra r ies
(www.r2library.com ).

Lexi-Com p  On lin e is a  clin ical in fo rm at ion  too l con sist in g o f a
ser ies o f d ru g in fo rm at io n  d a t ab ases (h t t p :/ / o n lin e .lex i.co m /
crlon lin e?sit eid =9862).

Blackwell Syn ergy provides on lin e access to fu ll-text  journ als in  m an y
specialt ies of m edicin e (www.blackwell-syn ergy.com ).

Scien ceDirect  provides on lin e access to fu ll-text  journ als in  m an y spe-
cialt ies of m edicin e (www.scien cedirect .com ).

MDCon sult  is an  in tegrated on lin e resource th at  offers access to com -
plete m edical textbooks in  m an y specialt ies an d fu ll-text  art icles from
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a n um ber of peer-reviewed journ als an d th e Clinics of North Am erica
Series (www.m dcon sult .com /ph p/83552018-2/h om epage).

ECG Wave-Maven , d evelo p ed  by ed u cat o rs at  Harvard  Med ical
Sch oo l, is an  ECG self-assessm en t  p rogram  fo r stu d en t s an d  clin i-
cian s (h t tp :/ / ecg.b id m c.h arvard .ed u / m aven / m aven m ain .asp ).

EMPACS features an n otated radiological studies con ducted in  an  em er-
gen cy departm en t sett in g an d allows users to search  by m odality, body
regio n ,  gen d er,  age ,  an d  keyw o rd s (w w w.em p acs.o rg/ scr ip t s/
m ain login .ph p).

PubMed  provides access to citat ion s from  th e biom edical literature
(www.n cbi.n lm .n ih .gov/sites/en trez or www.pubm ed.gov).

Google is a com preh en sive search  en gin e th at  can  be used to locate an
exten sive am oun t of m edical in form ation  (www.google.com ).

Google Sch olar provides a sim ple way to broadly search  for sch olarly
literature: peer-reviewed papers, th eses, books, abstracts, an d art icles
from  academ ic publish ers, profession al societies, preprin t repositories,
u n iv e r si t ie s,  a n d  o t h e r  sch o la r ly  o rga n iza t io n s (h t t p :/ /
sch olar.google.com ).

Other Educat ional Resources
In  addit ion  to th e m an y on lin e resources, a n um ber of classic textbooks
serve as resources. Th ese books are com preh en sive an d provide con cise
reviews of a wide ran ge of em ergen cy m edicin e topics. Som e of th ese
texts are used as education al resources for em ergen cy m edicin e residen -
cy train in g program s an d em ergen cy m edicin e clerksh ips.

Classic Emergency Medicine Textbooks
Rosen ’s Em ergency Medicine: Concepts and Clinical Practice is a text  th at
strives to be a defin it ive em ergen cy m edicin e resource. It  is a well-
organ ized text  with  m ore th an  200 ch apters th at  cover all th e m ajor
topics in  em ergen cy m edicin e today.

Tin tin alli’s Em ergency Medicine: A Com prehensive Study Guide covers an
exten sive ran ge of em ergen cy m edicin e topics in  succin ct , clin ically
focused ch apters. Th is text h as gon e th rough  m an y edition s an d strives
to keep abreast  of th e m an y m edical advan ces th at  affect  em ergen cy
m edicin e. Th is book also com es in  a pocket version  an d review book
called  “Just the Facts” th at  are both  widely used.

Hawood-Nuss’ Clinical Practice of Em ergency Medicine is organ ized for
easy referen ce an d is clin ically focused. Th e latest  edit ion  em ph asizes
eviden ce-based m edicin e.

Roberts an d Hedges’ Clinical Procedures in Em ergency Medicine provides
a com preh en sive review of th e various procedures th at  are perform ed
by em ergen cy m edicin e specialists. Each  procedure is reviewed in  an
eviden ce-based fash ion .

Other Emergency Medicine Textbooks
Several oth er textbooks are d irected toward m edical studen ts an d resi-
den ts early in  th eir em ergen cy m edicin e careers. Man y of th ese are excel-
len t  resources th at  provide con cise reviews of a n um ber of em ergen cy
m edicin e topics an d are often  affordable on  a studen t’s budget.

Ham ilton ’s Em ergency Medicine: An Approach to Clinical Problem -Solving
uses case studies to focus on  com m on  ch ief com plain ts th at  presen t
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to the emergency department and takes the reader through the thought
process needed to manage these patients.

Mahadevan and Garmel’s An Introduction to Clinical Emergency Medi-
cine offers a well-organized approach to the undifferentiated emer-
gency medicine patient and contains many excellent illustrations,
images, and radiographs.

Mitchell and Medzon’s Introduction to Emergency Medicine covers basic
principles commonly found in the introduction to emergency medi-
cine course.

Stones and Humphries’ Current Emergency Diagnosis and Treatment pro-
vides a problem-oriented, clinically relevant review of a wide range of
emergency medicine topics.

National Medical Series for Independent Study (NMS Series) Emergency
Medicine provides a concise review of clinical topics and provides a
strategy for managing patients in the emergency department.

Greenberg’s Text Atlas of Emergency Medicine, featuring more than 1,100
full-color illustrations, is a visual guide to the diagnosis and manage-
ment of medical and surgical emergencies.

Roppolo’s Emergency Medicine Handbook: Critical Concepts for Clinical
Practice provides essential information and practical advice for use in
the emergency department.

Rosen and Barkin’s 5-Minute Emergency Medicine Consult provides prac-
tical information related to 600 clinical problems. Coverage of each
disorder includes clinical presentation, prehospital concerns, diagno-
sis, treatment, and disposition.

First Aid for the Emergency Medicine Clerkship is particularly directed to
medical students and serves as a guide for how to excel during a clerk-
ship. This text focuses on core material and  common exam questions
and provides tear-out cards with useful information on how to func-
tion well during an emergency medicine clerkship.

Deja Review Emergency Medicine offers a review of clinical cases fre-
quently seen in emergency medicine. The text is designed for the
medical student preparing for the USMLE Step 2 exam.

Personal Digital Assistants
Personal digital assistants (PDAs) offer another opportunity to have ac-
cess to a wide range of educational material at your fingertips. PDA
software commonly used by students during an emergency medicine
clerkship includes Epocrates, 5-Minute EM Consult, PEPID, and Dr.
Drugs. Some of the previously referenced texts are also available in PDA
format. USBMIS and Skyscape are two of the biggest makers of PDA
medical software (https://secure.usbmis.com/store/home.php?cat=5 and
www.skyscape.com/estore/store.aspx?category=4).

Suggested Reading
Jang DH. Deja Review Emergency Medicine. New York, NY: McGraw-Hill

Co.; 2007.

Stead LG, Stead SM, Kaufman MS. First Aid for the Emergency Medicine
Clerkship. 2nd ed. New York, NY: McGraw-Hill Co.; 2006.

Greenberg MI, Hendrickson RG, Silverberg M, et al. Greenberg’s Text-Atlas
of Emergency Medicine. Philadelphia, Pa: Lippincott Williams & Wilkins;
2005.
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Ham ilton  GC, San ders AB, Strabge GR, et  al.  Em ergency Medicine: An  Ap-
proach to Clinical Problem -Solving. 2n d ed. Ph iladelph ia, Pa: Elsevier-
Saun ders; 2003.

Hawood-Nuss A, Wolfson  AB, Lin den  CH, et  al. Clinical Practice of Em er-
gency Medicine. 4th  ed. Ph iladelph ia, Pa: Lippin cott William s & Wilkin s;
2005.

Mah adevan  SV, Garm el GM. An Introduction to Clinical Em ergency Medi-
cine. New York, NY: Cam bridge Un iversity Press; 2005.

Mitch ell EL,  Medzon  R. Introduction to Em ergency Medicine. Ph iladelph ia,
Pa: Lippin cott  William s & Wilkin s; 2004.

Plan tz SH, Wipfler EJ. National Medical Series for Independent Study (NMS
Series) Em ergency Medicine. 2n d ed. Ph iladelph ia, Pa: Lippin cott  Will-
iam s & Wilkin s; 2006.

Roberts JR, Hedges J. Clinical Procedures in Em ergency Medicine. 4th  ed .
Ph iladelph ia, Pa: WB Saun ders; 2003.

Roppolo LP, Davis D, Kelly S, et  al. Em ergency Medicine Handbook: Critical
Concepts for Clinical Practice. Ph iladelph ia, Pa: Elsevier; 2007.

Sch aider JJ, Hayden  SR, Wolfe RE, et  al. Rosen and Barkin’s 5-Minute Em er-
gency Medicine Consult. 3rd  ed . Ph iladelph ia, Pa: Lippin cott  William s
& Wilkin s, 2007.

Mark JA, Hockberger RS, Walls RM, et  al. Rosen’s Em ergency Medicine: Con-
cepts and Clinical Practice. 6th  ed . Ph iladelph ia, Pa: Mosby Elsevier;
2006.

Ston e CK, Hum ph ries R. Current Em ergency Diagnosis and Treatm ent. 6th
ed. New York, NY: McGraw-Hill Co.; 2008.

Tin tin alli J, Kelen  G, Stapczyn ski J. Tin tin alli’s Em ergency Medicine: A Com -
prehensive Study Guide. 2003. 6th  ed. New York, NY: McGraw-Hill Co.;
2003.
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How  t o  Get  t h e Most
Ou t  of You r  Em er gen cy
Med icin e Cler k sh ip

By becom in g an  “act ive learn er,” you  can  op t im ize you r exp eri-
en ce in  th e em ergen cy d ep artm en t , t h u s ach ievin g you r own
p erson al ed u cat ion al goals. Act ive learn in g o ft en  req u ires m ore

u p fron t  effo rt  from  th e learn er bu t , in  retu rn , t h e t each in g can  be-
com e m ore in d ivid u alized . Several ways to  en gage in  act ive learn in g
th at  will en h an ce you r ro t at ion  exp erien ce in clu d e th e fo llowin g:
p rep are befo re you r ro t at ion , so licit  feed back, set  you r own  goals,
verbalize an  assessm en t  an d  m an agem en t  p lan , p rep are fo llow-u p
card s, m ain tain  a “p erip h eral b rain ,” d evelop  a q u est ion  log, h ave a
p osit ive at t it u d e, an d  exh ib it  p ro fession alism .

Prepare Before Your Rotat ion
Before your rotat ion  starts, spen d  a few weeks read in g abou t  com m on
ch ief com plain ts en coun tered in  th e em ergen cy departm en t. Th ese topics
are covered  in  various em ergen cy m edicin e textbooks an d  n um erous
educat ion al Web sites. By spen din g t im e reviewin g th ese top ics, you
can  bu ild  on  your fun d  of m edical kn owledge from  Day 1 of your rota-
t ion . Com m on  ch ief com plain ts you  will en coun ter in  th e em ergen cy
departm en t  are sh own  in  th e box on  th is page.

Solicit  Feedback

Solicit Feedback From Your Supervisors
Receivin g feedback abou t  your clin ical perform an ce is crucial for m edi-
cal studen ts to  rein force beh aviors or skills perform ed well or to  h igh -
ligh t  areas th at  cou ld  ben efit  from  im provem en t. Feel welcom e to solicit
feedback on  your perform an ce from  your supervisors. Th is can  be don e
at  th e con clusion  of a case p resen tat ion , after a pat ien t  en coun ter, or at
th e en d  of a clin ical sh ift .

Wh en  actively solicit in g feedback, ask focused question s (see th e box on
th e n ext page). Focused question s m ake it  easier for th e supervisor to
give you  con crete feedback on  a part icu lar skill or action .

Solicit Feedback From a Nurse
Nurses are an  in tegral part  of th e em ergen cy departm en t team . Solicit in g
feedback from  th e n urses serves two fun ction s. First , it  dem on strates th at
you  value th eir opin ion . Secon d, n urses often  can  provide valuable in -

     Common Complaints
in the Emergency

Department
Abdominal pain

Altered mental status

Back pain

Chest pain

Fever

Headache

Musculoskeletal injury,
trauma, and wound care

Nausea and vomiting

Shortness of breath

Sore throat

Active learning often requires more
upfront effort from the learner, but
in return, the teaching can become
more individualized.
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sigh t in to your patien t  an d staff com m un ication  skills, order writ in g,
an d basic procedural skills such  as ph lebotom y.

Set  Your Own Goals
Th rough out your rotat ion , you  will be supervised by a n um ber of d iffer-
en t  facu lty m em bers an d residen ts. Th is is often  th e case because of th e
sh ift  work sch edulin g th at  is in h eren t to our specialty. As a resu lt , you
will experien ce less con tin u ity with  your teach ers com pared with  oth er
clin ical rotat ion s. Wh en  you  work with  a n ew preceptor, it  can  be h elp-
fu l to let  th em  kn ow about your career in terests an d in dividual goals th at
you  h ave set  for yourself for th e rotation . Th is will h elp  your supervisor
focus h is or h er teach in g an d possibly direct  certain  cases or procedural
opportun it ies your way to furth er en h an ce your experien ce. In dividual
goals m igh t in clude th e followin g:

1. Procedures (e.g., su turin g skills, ABG sam plin g, or bedside u ltrason og-
raph y)

2. Exam in ation  skills (e.g., cardiac, n eurologic, or m usculoskeletal)

3. Gen eral approach  to a type of patien t  (traum a, septic, or seizure)

4. Ch art  docum en tation

5. In terpretat ion  skills (e.g., readin g orth opedic p lain  film s or ECGs)

6. Presen tation  skills (e.g., to supervisor or con sultan ts or at  roun ds)

Verbalize an Assessment  and Management  Plan
On e t rait  th at  often  sets stellar studen ts apart  from  oth ers is th e ability
to form ulate an d  verbalize an  assessm en t  an d  m an agem en t  p lan  wh en
presen t in g a case to  th eir p recep tor. Wh en  presen t in g a case, m an y stu -
den ts can  verbalize th eir H&PE fin d in gs. However, m an y studen ts will
pause after p resen t in g th e subject ive an d  object ive port ion s of a case as
if expect in g feedback, reassuran ce, or validat ion . In stead , verbalize wh at
you  th in k is goin g on  with  your pat ien t , th e d ifferen t ial d iagn osis (from
em ergen t  to  least  em ergen t , sh arin g th e likelih ood  of each ), an d  your
proposed  m an agem en t  p lan . Rath er th an  fun ct ion in g as ju st  a “report-
er” of in form ation , at  th is stage in  your t rain in g, you  sh ou ld  be fun c-
t ion in g as an  “in terp reter” of th e data an d  a “m an ager” of th e pat ien t .
By provid in g your d ifferen t ial d iagn osis, assessm en t , an d  p lan , you  will
be givin g your supervisor greater in sigh t  in to your kn owledge base an d
th ough t  p rocess.

Prepare Follow-up Cards
Th e lack of follow-up of em ergen cy departm en t patien ts is a perceived
n egative aspect  of em ergen cy m edicin e th at  som e m edical studen ts cite
in  th eir career decision m akin g process. To con tin ually learn  an d im prove,
studen ts sh ould  m ain tain  in dex cards of in terest in g patien ts wh o are

Suggest ions for Solicit ing Feedback
Having seen a few of my notes, what could I do to improve my documentation?

Do you have any suggestions how I can better focus my case presentations?

How do you think I can improve my procedural skills?

I would like to get better at reading ECGs, do you have any suggestions?

Feel welcome to solicit feedback on
your performance from your super-
visors. This can be done at the con-
clusion of a case presentation, after
a patient encounter, or at the end
of a clinical shift.
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adm itted  to th e h ospital or d isch arged h om e. Ch eckin g h ospital records
or talkin g with  th e adm itt in g team  a few days later can  lead to in valuable
learn in g experien ces. You can  also talk with  your supervisor about call-
in g a patien t  wh o was disch arged h om e to see h ow h e or sh e is doin g.
Obtain in g follow-up sh ould  be a lon g-term  m ean s to en gage in  active
learn in g, n ot  on ly durin g m edical sch ool bu t also durin g residen cy train -
in g an d beyon d. An  added ben efit  of obtain in g follow-up of adm itted
patien ts is th at  th e studen t can  n ow in form  th e supervisor of th e in ter-
est in g ou tcom es or d iagn oses. Th is dem on strates to th e supervisor th at
you  are actively tryin g to learn  ou tside of your t im e in  th e em ergen cy
departm en t an d are en gagin g in  practice-based learn in g.

Maintain a “Peripheral Brain”
Th ere are m an y pearls of wisdom  to be learn ed durin g your em ergen cy
m edicin e clerksh ip. Writin g th ese down  on  in dex cards or in puttin g th em
in to a PDA can  furth er solid ify in form ation  reten tion . Durin g your em er-
gen cy m edicin e clerksh ip , add relevan t bedside teach in g poin ts, lecture
con cepts, an d publication  data. Th is m ay in clude h igh -yield  item s such
as in dication s for th rom bolytic th erapy in  acu te m yocardial in farction
or stroke, th e pn eum on ia severity in dex scorin g system  from  th e PORT
study, an d NEXUS criteria for clin ical clearan ce of th e cervical sp in e. Th is
“periph eral brain ” sh ould  be con tin ually updated th rough out m edical
sch ool, residen cy, an d postresiden cy.

Develop a Quest ion Log
Durin g each  sh ift , gen erate a list  of quest ion s to  research  som e t im e
durin g th e rotat ion . Quest ion s can  be based  on  an y aspect  of pat ien t
care an d  can  in clude reviewin g m edicat ion  in form at ion , m an agin g a
case, develop in g a d ifferen t ial d iagn osis, form ulat in g a d iagn ost ic work-
up  for a part icu lar p resen tat ion , or reviewin g a p rocedural tech n ique.
Research  th e literatu re an d  read  m ore abou t  your pat ien t’s d isease p ro-
cess wh en  you  get  h om e. Wh ile on  sh ift , as a self-rem in der, you  can  e-
m ail yourself th is list  of “h om ework” question s. Readin g about clin ically
relevan t  top ics th at  you  h ave en coun tered  h elps bu ild  your kn owledge
base.

Have a Posit ive At t itude
Th e em ergen cy departm en t team  th rives on  workin g coh esively as a group
an d is, as a wh ole, an  en th usiast ic an d h igh -en ergy team . In structors are
m ore am en able to teach in g studen ts if th ey dem on strate an  en th usiasm
for learn in g, wan t to be in  th e em ergen cy departm en t, an d are open  to
feedback.

Exhibit  Professionalism
Th is is you r t im e to  sh in e in  th e eyes of th e facu lty. Arrive early, work
h ard , an d  stay late. You  do n ot  wan t  to  be th ough t  of as th e studen t
wh o ju st  wan ts to  get  th e sh ift  over with . Do n ot  spen d  your t im e su rf-
in g th e In tern et . You  are in  th e em ergen cy departm en t  to  learn . Stay on
top  of your pat ien ts. Wh en  som eth in g h appen s with  on e of your pa-
t ien ts, you  sh ou ld  be th e first  on e to  kn ow abou t  it . If a lab resu lt  is n ot
back in  a t im ely fash ion , call th e lab to  see if it  h as received  th e speci-
m en . Dress appropriately for th e em ergen cy departm en t : scrubs or p ro-
fession al at t ire (n o tee sh irts, sweatsh irts, or blue jean s). Make su re your
pat ien ts are well cared  for at  all t im es. Rem em ber, you  are your pa-
t ien t’s studen t  doctor.

How to Be an
Act ive Learner

Solicit feedback.

Set goals.

Verbalize an assessment
and management plan.

Prepare follow-up cards.

Maintain a peripheral
brain.

Develop a question log.

Have a positive attitude.

Exhibit professionalism.
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Students Applying to Emergency M edicine Residency
Training Programs
On e last  t ip  for m axim izin g your em ergen cy m edicin e clerksh ip  applies
prim arily to th ose applyin g for an  em ergen cy m edicin e residen cy posi-
t ion . Because studen ts rarely work con sisten tly with  th e sam e facu lty
m em ber, let ters of recom m en dation  for residen cy application s m ay be
difficu lt  to obtain . Often , clerksh ip  directors will write a com posite let-
ter, sum m arizin g th e com m en ts from  various facu lty m em bers wh o h ave
worked with  you . If, h owever, you  are goin g to request  a let ter from  a
sin gle facu lty m em ber, it  is im portan t  th at  you  let  th e facu lty m em ber
on  sh ift  kn ow th at  you  are applyin g to em ergen cy m edicin e so h e or sh e
will pay special at ten tion  to your skills an d kn owledge base. It  is n o se-
cret  th at  you  will even tually be askin g for a let ter of recom m en dation
from  th e departm en t, an d th e evaluators will wan t to h ave som eth in g
specific to write about. If possible, with  perm ission , con sider m odifyin g
your clin ical sch edule to work m ultip le sh ifts with  th e sam e faculty m em -
ber. By doin g so, facu lty m em bers will h ave th e opportun ity to work
with  you  on  several sh ifts an d will be able to provide a m ore detailed
letter of recom m en dation . Th is m ay or m ay n ot be possible an d is often
based on  th e n um ber of studen ts workin g clin ically in  th e em ergen cy
departm en t durin g a part icu lar rotat ion .

Summary
Gettin g th e m ost  ou t  of your em ergen cy m edicin e clerksh ip  revolves
aroun d m ain tain in g a posit ive at t itude, workin g diligen tly, an d takin g
an  on goin g an d active role in  learn in g. Applyin g th is ph ilosoph y will
serve you  well durin g m edical sch ool, in  residen cy train in g, an d beyon d.

Suggested Reading
Mah adevan  SV, Garm el GM. Th e outstan din g m edical studen t in  em er-

gen cy m edicin e. Acad Em erg Med. 2001;8:402–403.

This article describes strategies for medical students to use during their emergen-
cy medicine rotation.

Pan garo L. A n ew vocabulary an d oth er in n ovation s for im provin g de-
scrip tive in -train in g evaluation s. Acad Med. 1999;74:1203–1207.

This article provides a new evaluation approach to help faculty evaluate trainees.
This approach describes the progress of trainees from “ reporter”  to “ interpreter”
to “ manager”  to “ educator”  status (RIME methodology).

One trait that often sets stellar stu-
dents apart from others is the abil-
ity to formulate and verbalize an
assessment and management plan
when presenting a case to your pre-
ceptor.
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In t r od u ct ion  t o
t h e Cor e Com p et en cies

In  keepin g with  its m ission  to en sure an d im prove th e quality of gradu-
ate m edical education , th e ACGME Outcom es Project  Advisory Com -
m ittee h as iden tified  six gen eral com peten cies for residen ts. Th ese

six com peten cies were en dorsed by th e ACGME in  February 1999. Th e
six core com peten cies are as follows:

Patien t  care

Medical kn owledge

Profession alism

System s-based practice

Practice-based learn in g an d im provem en t

In terperson al an d com m un ication  skills

As of 2002, all graduate m edical education  train in g program s accredited
by th e ACGME are respon sible for requirem en ts related to th e com pe-
ten cies. In  th e past , residen cy train in g em ph asized structure an d process
com pon en ts. Th is em ph asis will becom e less crit ical over t im e as m ore
em ph asis is p laced on  outcom e m easures. Graduate m edical education
train in g program s are n ow expected to sh ow eviden ce of h ow th ey use
education al ou tcom es to im prove in dividual residen t an d overall pro-
gram  perform an ce. Curren tly, we are in  Ph ase 3 of th e Outcom es Project
(Ju ly 2006–Jun e 2011). Th is ph ase in cludes fu ll in tegration  of th e com -
peten cies an d th eir assessm en t with  learn in g an d clin ical care. Th e fin al
ph ase (Ju ly 2011 an d beyon d) in cludes expan sion  of th e com peten cies
to in clude m odels of excellen ce. [More details about th e ACGME Out-
com es Project  are available at  www.acgm e.org/outcom e/ . Th e m ost re-
cen t version  (2007) of th e program  requirem en ts for graduate m edical
educat ion  in  em ergen cy m edicin e can  be foun d  at  www.acgm e.org/
acWebsite/down loads/RRC_progReq/110em ergen cym ed07012007.pdf.]

Th e recen tly publish ed National Fourth Year Medical Student Em ergency Med-
icine Curriculum  Guide em ph asizes th e use of th ese six core com peten cies
as a fram ework for th e learn in g objectives of an  un dergraduate em ergen -
cy m edicin e curricu lum . Th ese com peten cies were selected for two rea-
son s. First , th ey clearly ou tlin e th e kn owledge, skills, an d att itudes th at
sh ould  be in st illed  in  a ph ysician  in  train in g. Secon d, th ey allow th e
evaluation  of studen ts an d residen ts to be con sisten t  an d un iform  an d
ease th e tran sit ion  between  m edical sch ool an d residen cy. Th is section

Graduate medical education train-
ing programs are now expected to
show evidence of how they use edu-
cational outcomes to improve indi-
vidual resident and overall program
performance.

Patient care as defined by ACGME
should be “ timely, effective, appro-
priate, and compassionate for the
management of health problems
and the promotion of health.”
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of th e Prim er will review each  of th e six core com peten cies an d h igh ligh t
th ose th at  pertain  to th e un dergraduate curricu lum . An  in -depth  review
of each  of th e six com peten cies as th ey relate to th e specialty of em er-
gen cy m edicin e, specifically residen cy train in g, can  be foun d in  th e jour-
n al Academ ic Em ergency Medicine (Acad Em erg Med. 2002;9:1211–1277).
Man y aspects of th e core com peten cies can  be applied  at  th e m edical
studen t level, especially durin g a fourth -year clerksh ip .

Pat ient  Care
Patien t  care as defin ed by ACGME sh ould  be “t im ely, effective, appropri-
ate, an d com passion ate for th e m an agem en t of h ealth  problem s an d th e
prom otion  of h ealth .” To do th is, th e studen t m ust  be able to obtain  an
accurate h istory an d perform  a ph ysical exam in ation  con cisely focused
on  th e patien t’s com plain t . In  th e em ergen cy departm en t, th e studen t
sh ould  be able to iden tify correctly an d im m ediately an y life-th reaten in g
illn esses. Patien t  m an agem en t skills sh ould  in clude th e ability to devel-
op  an  appropriate evaluation  an d treatm en t p lan . Th e studen t sh ould
m on itor th e patien t  for respon se to th e ou tlin ed th erapy an d alter th is
th erapy as in dicated. Th e studen t sh ould  also follow th rough  on  patien t
care to in clude proper d isposit ion  an d follow-up care wh en  th e patien t  is
disch arged from  th e em ergen cy departm en t.

With in  th e con fin es of procedural com peten ce, studen ts sh ould  be able
to list  th e in dication s an d con train dication s of basic procedures th ey
m ay perform  in  th e em ergen cy departm en t. Th e basic procedures listed
in  th e Nation al Curricu lum  in clude ECG procurem en t an d in terpreta-
tion , Foley cath eter placem en t, in terpretation  of cardiac m on itorin g, NGT
in sert ion , periph eral IV access, pu lse oxim eter readin g, sp lin t  applica-
t ion , woun d closure, an d ven ipun cture.

Un der th e auspices of h ealth  prom otion , th e studen t sh ould  discuss an y
preven table illn ess or in jury as th e case presen ts itself in  th e evaluation
of a patien t . Th is would in clude item s such  as sm okin g cessation , seat-
belt  an d h elm et use, an d m edication  com plian ce. Man y of th ese topics
are addressed in  detail in  th e Prim er section  on  an ticipatory gu idan ce.
Th e studen t sh ould  educate th e patien ts to th e exten t  th at  th ey can  un -
derstan d an d assist  in  im plem en tation  of th eir ou tpatien t care p lan s. Stu-
d en t s sh ou ld  also  en su re th at  p at ien t s u n d erst an d  th eir d isch arge
in struction s, can  arran ge for follow-up care, can  afford  as well as com -
preh en d h ow to use m edication s, an d un derstan d wh en  to return  for
furth er evaluation .

Oth er aspects of th e pat ien t  care core com peten cy as defin ed by th e
ACGME th at  were n ot abstracted in to th e m edical studen t curricu lum
in clude m akin g in form ed decision s about  d iagn ostic an d th erapeu tic
in terven tion s based on  patien t  in form ation  an d preferen ces, up-to-date
scien tific eviden ce, an d clin ical judgm en t. Alth ough  m astery m ay be
beyon d th e scope of experien ce an d kn owledge of th e studen t, it  certain -
ly sh ould  be taugh t by th e in structor an d is a crit ical skill to begin  devel-
opin g. Th e use of in form ation  tech n ology to support patien t care decision s
an d patien t  education  is part icu larly im portan t  an d will becom e an  in -
creasin gly im portan t part of patien t care as th e studen t progresses th rough
residen cy train in g an d beyon d. An y opportun ity for th e studen t to use
available education al resources to m ake an  in form ed decision  about d i-
agn ostic studies or th erapeutic in terven tion  is an  opportun ity to develop
an d refin e th is skill an d certain ly is to be en couraged. Alth ough  residen ts
are expected to perform  com peten tly all m edical an d in vasive procedures
con sidered essen tial for th e area of practice, studen ts often  h ave lim ited
procedural opportun it ies before th eir em ergen cy m edicin e rotation . Th e
em ergen cy m edicin e rotat ion , h owever, is likely your best  opportun ity

As defined by the ACGME, medical
knowledge relates to the ability to
demonstrate “ an investigatory and
analytic thinking approach to clin-
ical situations, to know and apply
the basic and clinically supportive
sciences which are appropriate to
their discipline.”
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to learn  procedural skills. Use th is education al opportun ity to your ad-
van tage.

A fin al aspect  of th is core com peten cy as defin ed by th e ACGME in -
cludes th e ability “to work with  h ealth  care profession als, in cludin g th ose
from  oth er d iscip lin es, to provide patien t-focused care.” Th is aspect  of
patien t  care is in terwoven  with  profession alism  an d in terperson al an d
com m un ication  skills.

Medical Knowledge
As defin ed by th e ACGME, m edical kn owledge relates to th e ability to
dem on strate “an  in vestigatory an d an alytic th in kin g approach  to clin i-
cal situation s, to kn ow an d apply th e basic an d clin ically supportive sci-
en ces wh ich  are appropriate to th eir disciplin e.” Th e Nation al Curriculum
aim ed to m ore clearly defin e th ese expectation s as th ey relate to m edical
studen ts. Th e com peten cy of m edical kn owledge exten ds far beyon d on e’s
fun d of factual kn owledge.

Studen ts are expected to develop th e skills n ecessary to evaluate an  un -
differen tiated  patien t  un der a realm  of ch ief com plain ts th at  in clude ab-
dom in al or pelvic pain , alteration  or loss of con sciousn ess, ch est  pain ,
gastroin test in al bleedin g, h eadach e, sh ock, sh ortn ess of breath , vagin al
bleedin g, eye pain  or vision  ch an ges, overdose, weakn ess an d dizzin ess,
an d traum atic com plain ts. Studen ts are expected to develop  a list  of d if-
feren tial d iagn oses, based on  th e patien t’s presen tation , wh ich  is priori-
t ized  n ot  ju st  by likelih ood  bu t  by poten t ial severity as it  relates to
m orbidity an d m ortality.

In  evaluatin g patien ts, a studen t sh ould  learn  th e in dication s, con train -
dication s, an d proper in terpretat ion s of th e resu lts of com m on  diagn os-
t ic procedures an d tests. Most im portan tly, studen ts sh ould  cu lt ivate an
appreciation  of pretest  probabilit ies an d risk. More im portan t  th an  an y
test  resu lt  is th e in sigh t you  n eed to develop th rough out your career of
wh en  to trust , an d wh en  n ot to trust , th at  resu lt .

Furth er adaptin g th e defin it ion  of th e m edical kn owledge core com pe-
ten cy for our specialty in cludes th e im m ediate recall of selected in form a-
tion  for th e care of critical patien ts, an  un derstan din g of th e use of m edical
resources for th e im m ediate care of th e patien t , an d th e ability to apply
th is in form ation  to un differen tiated  patien t presen tation s. Th e tradition al
defin it ion s used for com peten cies such  as m edical kn owledge cross th e
boun daries of th e oth er com peten cies. Medical kn owledge in  em ergen cy
m edicin e in cludes th e acquisit ion  of in form ation  from  th e patien t  (com -
m un ication  an d in terperson al skills) an d  th e application  or delivery of
th e care (patien t  care).

Pract ice-Based Learning and Improvement
Pract ice-based  learn in g an d  im provem en t  is defin ed  by th e ACGME as
“th e ability to  in vest igate an d  evaluate th eir pat ien t  care p ract ices, ap -
p raise an d  assim ilate scien t ific eviden ce, an d  im prove pat ien t  care.”
Pract ice-based  learn in g can  be learn ed  th rough  th e system at ically eval-
uat in g pat ien t  care an d  popu lat ion  featu res; teach in g oth er studen ts
an d  h ealth  care p rofession als; an d  app lyin g kn owledge gain ed  from  a
system at ic evaluat ion  of th e m edical literatu re, in clud in g study design
an d  stat ist ical m eth odology.

Continuous Quality Improvement
As a studen t, you  m ay n ot be aware of, or h ave access to, th e con tin uous
quality im provem en t (CQI) process th at  all h ospital departm en ts h ave

Practice-based learning and im-
provement is defined by the ACGME
as “ the ability to investigate and
evaluate their patient care practic-
es, appraise and assimilate scientific
evidence, and improve patient care.”
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in  p lace. Th e CQI process is on e ven ue in  wh ich  patien t  care, depart-
m en t process issues, an d oth er sen sit ive in form ation  are com m un icated
in  a legally protected en viron m en t. If th ere are an y question s or con -
cern s about th e care a ph ysician  or residen t h as provided, it  is open ly
discussed an d th e docum en tation  is reviewed for stan dard of care, sys-
tem s issues, or docum en tation  factors th at  m ay h ave con tribu ted to an
error or adverse ou tcom e. Reviewed even ts are exam in ed on  several lev-
els (system atic m eth odology) based on  outcom e, ph ysician  care, ph ysi-
cian  docum en tation , an d residen t supervision . Th e ph ysician s in volved
are n otified  of th e ou tcom e an d of suggestion s for im provem en t. Oppor-
tun ities to im prove h ospital an d departm en tal practices are likewise iden -
tified  an d im plem en ted.

Journal Club
Th rough out m edical sch ool, studen ts are exposed to journ al club or a
sim ilar activity in  wh ich  origin al research  from  th e m edical literature is
crit ically appraised, often  to an swer a clin ical question . Before gradua-
t ion , m edical studen ts sh ould  be in troduced to th e con cept of reviewin g
th e m edical literature. Th is usefu l skill will be furth er rein forced durin g
residen cy train in g. By un derstan din g research  m eth odology, you  will be
able to in corporate scien tifically based prin cip les in to curren t  practice,
th at  is, eviden ce-based m edicin e.

Life-Long Self-Assessment and Continuous Osteopathic
Learning Assessment
Th e Life-Lon g Self-Assessm en t (LLSA) an d th e Con tin uous Osteopath ic
Learn in g Assessm en t (COLA) are n ow bein g required for m ain ten an ce of
em ergen cy m edicin e board cert ification  as a way to en sure th at  practic-
in g em ergen cy ph ysician s keep curren t on  recen t literature. Th e an n ual
LLSA an d COLA exam in ation  covers art icles or readin gs th at  h ave been
ch osen  by a pan el form ed by th e ABEM an d th e AOBEM, respectively.

Th e ACGME expects  postgraduate train ees to use in form ation  tech n olo-
gy to m an age in form ation , access on lin e m edical in form ation , an d be
able to support  self-d irected learn in g. Man y teach in g in stitu t ion s h ave
software an d oth er education al m aterials th at  m ay be used for your own
or patien t  education . On lin e resources such  as Up to Date or MD Con sult
an d m an y oth ers are available an d can  prove usefu l in  bedside teach in g
an d learn in g.

Teach in g oth er h ealth  care profession als is an  effective way to learn  an d
represen ts an  im portan t  con tribu tion  th at  you  can  m ake toward im prov-
in g patien t  care. Th is can  be as sim ple as teach in g n urses, tech n ician s, or
m ore jun ior studen ts d isease path oph ysiology at  th e bedside or explain -

Systems-Based Decisionmaking
Consider a patient who requires a CT scan of the abdomen with oral and IV contrast. After the decision has
been made to obtain this study, the patient needs to have a peripheral IV placed to administer IV contrast.
What if this is difficult, and he or she requires multiple attempts? This takes time and nursing resources.
The patient will often be required to have a basic metabolic profile performed to evaluate his or her renal
function and of course drink oral contrast. Considering these steps, it may take 4 to 5 or more hours from
the time that the study is ordered until the CT is officially interpreted by an attending radiologist. Adding
to this time can be the unexpected emergencies and delays that can occur with transport, obtaining
laboratory results, or other sick or injured patients requiring advanced imaging. Some hospital emergency
departments may have access to only one CT scanner. Therefore, decisions will have to be made regarding
resource utilization, allowing the more urgent patients to be imaged sooner than the less urgent patients.

As defined by the ACGME, systems-
based practice is the “ demonstrable
awareness of and responsiveness to
the larger content and system of
health care and the ability to
effectively call on system resources
to provide care that is of optimal
value.”



88  An Introduction to the Core Competencies

in g th e un derlyin g rat ion ale for your patien t  orders. More form al oppor-
tun it ies to teach  m ay be available with in  your own  in stitu t ion . Extern al
form al courses to con sider takin g are advan ced traum a life support , ad-
van ced cardiac life support , an d pediatric advan ced life support .

Practice-based learn in g an d im provem en t is a career-lon g respon sibility
by wh ich  you  rem ain  curren t with  all aspects of patien t  care. Practicin g
eviden ce-based m edicin e dem on strates your com m itm en t to con tin ual-
ly providin g th e best  care for your patien ts.

Systems-Based Pract ice
As defin ed by th e ACGME, system s-based practice is th e “dem on strable
awaren ess of an d respon siven ess to th e larger con ten t an d system  of h ealth
care an d th e ability to effectively call on  system  resources to provide care
th at  is of optim al value.” It  th erefore exten ds beyon d th e in dividual pa-
t ien t’s bedside to in clude an  un derstan din g of h ow your practice is af-
fect ed  by o th er p ract it ion ers, p at ien t s, an d  society at  large, wh ile
con siderin g th e cost  of h ealth  care an d th e allocation  of h ealth  care re-
sources. Un derstan din g th e “system ” also in volves learn in g h ow types of
practices an d h ealth  care delivery system s vary from  on e an oth er, ways
to advocate for patien t  care an d assist  patien ts in  dealin g with  system
com plexit ies, an d h ow to partn er with  h ealth care m an agers an d h ealth
care providers to assess, coordin ate, an d im prove h ealth care. Fin ally, com -
peten ce with  system s-based practice requires th at you recogn ize h ow your
action s an d th e system  relate to each  oth er.

A system  is defin ed  as in terrelated  com pon en ts com prisin g a un ified
wh ole. System s th in kin g is a tech n ique for seein g an d  un derstan din g
in terrelat ion sh ips an d  th e p rocesses an d  barriers to  ch an ge. Th e ou t-
com e desired  for ou r m edical p ract ice—our un ified  m ission —is to  p ro-
vide h igh -quality pat ien t  care.

Access to rou tin e h ealth  care is also a system s-based con cern . It  was est i-
m ated in  2004 th at about 47 m illion  Am erican s (16%) were with out h ealth
in suran ce, a figure th at  con tin ues to rise an n ually (Facts of Health  In sur-
an ce Coverage, 2008). African  Am erican s an d Hispan ics represen t a d is-
p rop ort ion ate p ercen tage of u n in su red  p at ien t s in  th is cou n t ry. In
addit ion , patien ts older th an  65 an d eth n ic m in orit ies use th e em ergen -
cy departm en t for h ealth  care services at  a rate m uch  greater th an  th at  of
th e gen eral population . Furth er, m ore th an  19 m illion  em ergen cy de-
partm en t visits an n ually are by patien ts with out h ealth  in suran ce (Nawar,
2007). Lastly, approxim ately 20% of th e un in sured population  reports
th at  th eir usual source of h ealth  care is th e em ergen cy departm en t (Facts
of Health  In suran ce Coverage, 2008).

In  th e 1990s as a way to  p rom ote a m ore efficien t  an d  cost-effect ive
provision  of h ealth  care, h ealth  m ain ten an ce organ izat ion s (HMOs) at-
tem pted  to  rest rict  th e use of th e em ergen cy departm en t  for n on urgen t
pat ien t  com plain ts. At  th at  t im e, various HMOs requ ired  a h osp ital
em ergen cy departm en t  to  con tact  th em  to au th orize reim bursem en t
for th e p rovision  of em ergen cy care. Th is resu lted  in  sign ifican t  con -
sum er dissatisfaction . In  recen t years, th e preau th orization  requirem en ts
for pat ien ts requ irin g em ergen cy m edical services h ave been  waived .

A system s-based approach  to a patien t’s h ealth  care m ay begin  at  h om e
with  th e use of em ergen cy m edical services to tran sport  a patien t  to a
local em ergen cy departm en t. Th is exten ds th rough  th e clin ical workup
an d m an agem en t in  th e em ergen cy departm en t, possible h ospitalization ,
follow-up care, an d beyon d. For m an y patien t  en coun ters, a decision  h as
to be m ade regardin g wh at, if an y, d iagn ostic studies n eed to be per-
form ed. Th is appears to be a sim ple-en ough  task, bu t  even  th is decision

A system is defined as interrelated
components comprising a unified
whole. Systems thinking is a tech-
nique for seeing and understand-
ing interrelat ionships and the
processes and barriers to change.
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h as ram ification s. Does th e test  n eed to perform ed at  1:00 AM, or can  th e
patien t  h ave th e test  perform ed th e followin g m orn in g or electively after
disch arge from  th e em ergen cy departm en t? Som e diagn ostic im agin g stud-
ies (MRI, certain  u ltrasoun ds, or vascu lar studies) require a tech n ician  to
com e to th e h ospital from  h om e durin g off h ours. Oth er tests m ay take
h ours to com plete. Rem em ber, an  u ltrasoun d of th e abdom en  or a CT
scan  of th e brain  costs m on ey, an d a patien t  or h is or h er in suran ce com -
pan y is billed  an  extraordin ary fee for th ese services. A h ospital h as to
use laboratory tech n ician s, ph lebotom ists, x-ray an d CT tech n ician s, tran s-
porters, n urses, an d th e like, all represen tin g a cost  to th e overall h ealth
care system . In  th e larger p icture, th e overu tilization  or in discrim in ate
use of lim ited  h ealth  care resources con tin ues to drive up  th e cost  of
m edical care. Th is is just  on e facet  of wh at we as em ergen cy ph ysician s
deal with  wh en  lookin g at  th e overall p icture of a system s-based practice.

Som e patien ts m ay require th e assistan ce of a social worker or case m an -
ager. At som e in stitu tion s, th ese resources are lim ited. Th is service is in -
valuable an d m ay m ake th e differen ce between  a h ospital adm ission  or
bein g able to safely disch arge a patien t  h om e. Differen t  system -related
issues also arise for th e patien t th at  you  plan  to disch arge h om e. At t im es,
th is m ay be because of th e availability of follow-up h ealth  care, access to
a specialist , ability to care for on eself, or th e ability to pay for a n ew
m edication . Does th e patien t  h ave access to follow-up h eath  care? Can
th e patien t  pay for h is or h er m edication  prescrip tion ? If th e patien t  will
be d isch arged before all test  resu lts are available (e.g., u rin e cu ltu re, for-
m al radiograph  in terpretat ion ), does your em ergen cy departm en t h ave a
system  in  p lace to en sure th at  th e fin al resu lts or radiograph  in terpreta-
t ion  discrepan cy will be reported to th e patien t  in  a t im ely fash ion ?

Wh at if you were carin g for a patien t wh o could n ot recall im portan t de-
tails of h is or h er past m edical h istory? Th e retrieval of old m edical records
can  be h elpful for un derstan din g pertin en t aspects of th e patien t’s past
m edical h istory, m edication s, allergies, prior diagn ostic test results, an d
th e like. Wh at m ech an ism  is in  place for th e em ergen cy ph ysician  or stu-
den t to obtain  th is in form ation ? Som e h ospitals h ave an  electron ic m edi-
cal record th at m akes all of th is in form ation  easily available, wh ereas oth er
h ospitals m ay still rely on  a paper system , wh ich  creates m an y difficulties
wh en  old records are urgen tly n eeded. Alth ough  an  electron ic m edical
record or oth er com puter-based in form ation  retrieval system  can  allow easy
access to th e m edical record, prior test results, an d m ore, it is a costly un -
dertakin g an d requires a stron g com m itm en t from  th e h ospital adm in is-
tration  to provide th e resources to develop th e in frastructure. Not m an y
years ago, to access old m edical records in  som e in stitution s, a studen t or
ph ysician  would h ave to go to th e m edical records departm en t an d read
th rough  a h an dwritten  copy of th e ch art.

Th e Em ergen cy Medical Treatm en t an d Active Labor Act (EMTALA) is a
federal statu te en acted in  1986 an d can  be viewed as a n on discrim in ato-
ry statu te. Th e basis for th is legislat ion  was to en sure th at  a patien t  pre-
sen tin g to an  em ergen cy departm en t be provided with  “an  appropriate
m edical screen in g exam in ation ” to determ in e wh eth er h e or sh e is suf-
ferin g from  an  “em ergen cy m edical con dit ion ” regardless of h is or h er
ability to pay for m edical care. Th e statu te also govern s a n um ber of
oth er issues th at  d irectly affect  th e practice of em ergen cy m edicin e, in -
cludin g  patien t  tran sfers an d on -call ph ysician s. Addit ion al in form ation
on  th is topic can  be foun d in  Naradzay (2008).

Rem em ber, system s-based practice in volves CQI. Th is can  be in tradepart-
m en tal (m orbidity an d m ortality con feren ces) or in terdepartm en tal (h os-
pitalwide peer review or perform an ce im provem en t com m ittees). Keep
in  m in d th at  we are all part  of on e large system .

More than 19 million emergency
department visits annually are by
patients without health insurance
. . . approximately 20% of the
uninsured population reports that
their usual source of health care is
the emergency department.
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Professionalism
Th e ACGME defin es professionalism  as th e followin g: “con sisten tly dem -
on strate respect  an d com passion  to oth ers, m an age con flict , an d beh ave
in  a m an n er con sisten t  with  th eir values.” Profession alism  sh ould  be
viewed as an  academ ic virtue, n ot just  an  expected set  of beh aviors. How-
ever, profession alism  is often  less tan gible an d m ore difficu lt  to evaluate
th an  factual kn owledge. Un profession al beh avior can  run  th e gam ut of
beh aviors, in cludin g substan ce abuse, lyin g, ch eatin g, un excused absen c-
es, or falsifyin g m edical records. Un profession al beh avior in  m edical
sch ool is associated with  fu ture subsequen t d iscip lin ary action  by a state
m edical board .

Profession alism  in volves th e kn owledge an d ability to act  in  an  eth ical
fash ion , in cludin g th e ability to be sen sit ive to patien ts regardless of cu l-
tu re, age, or gen der. Studen ts exh ibit  profession alism  th rough  th eir m o-
tivation , in tegrity, h on esty, an d reliability. Furth erm ore, a studen t sh ould
in teract  appropriately with  oth er m em bers of th e h ealth  care team  an d
sh ow respect  for th e people th ey en coun ter durin g sh ifts, in cludin g staff,
peers, patien ts, an d patien ts’ fam ilies. Profession alism  is also dem on stra-
ble in  clin ical m an agem en t decision s, especially th e eth ical prin cip les
pertain in g to th e provision  of with h oldin g of clin ical care, con fiden tial-
ity of patien t  in form ation , an d in form ed con sen t. Regardin g m edical
profession alism , studen ts sh ould  be h eld  to th e sam e stan dards as ph ysi-
cian s. Th ey sh ould  dem on strate a respon siven ess to th e n eeds of patien ts
an d society th at  supersedes self-in terest ; be accoun table to patien ts, soci-
ety, an d th e profession ; an d dem on strate a com m itm en t to excellen ce
an d on goin g profession al developm en t.

Typically, profession alism  is observed in  th e clin ical set t in g as well as th e
classroom . Adh erin g to an  acceptable dress code an d arrivin g on  t im e for
sh ifts are also with in  th e realm  of profession alism . Th ese virtues are un -
der con stan t observation  by our colleagues, h ospital adm in istrators, staff,
an d of course patien ts an d th eir fam ilies. Profession al beh avior is an  ex-
pectation  for all of us (studen ts, residen ts, an d atten din gs). As a m edical
studen t in  th e em ergen cy departm en t, your profession alism  will be eval-
uated by your supervisin g residen t or at ten din g ph ysician . As you  en ter
residen cy train in g, it  is likely th at  your profession al beh avior an d virtues
will be evaluated on  m ultip le levels. With in  th e ACGME toolbox of as-
sessm en t m eth ods, a “360-degree evaluation  in strum en t” can  be used to
assess profession al beh aviors as well as oth er com peten cies; 360-degree
evaluation s con sists of m easurem en t tools th at can  be com pleted by peers,
subordin ates, patien ts, an d th eir fam ilies [ACGME Outcom es Project  an d
Accreditat ion  Coun cil for Graduate Medical Education  Am erican  Board
of Medical Specialt ies (ABMS), 2000].

Interpersonal and Communicat ion Skills
Th e ACGME defin es interpersonal and com m unication skills as “th e ability
to com m un icate with  colleagues, staff, an d fam ily an d to em ploy effec-
t ive in terperson al skills th at  revolve aroun d th e care of a patien t .” Th ese
skills go far beyon d th e ability to in terview a patien t  an d obtain  an  ade-
quate h istory an d are vital to th e developm en t of a com peten t, carin g
ph ysician . Studen ts m ust be able to dem on strate in terperson al an d com -
m un ication  skills th at  resu lt  in  effective in form ation  exch an ge an d in -
t eract ion  with  p at ien t s, fam ilies, an d  st aff. Th is skill will becom e
in creasin gly im portan t  wh en  dealin g with  issues such  as obtain in g in -
form ed con sen t, deliverin g bad n ews, an d resolvin g con flicts. Th e public
h as an  expectation  th at  a ph ysician  sh ould  be able to com m un icate in  a
carin g an d com passion ate m an n er.

The ACGME defines professional-
ism as the following: “ consistently
demonstrate respect and compas-
sion to others, manage conflict,
and behave in a manner consistent
with their values.”
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In t erp erson al an d  com m u n icat ion  skills en com p ass th e effect ive es-
t ab lish m en t  o f a relat ion sh ip  with  a p at ien t  an d  th e ab ilit y t o  com -
m un icate with  o th ers on  th e h ealth  care team  to  deliver soun d  m ed ical
care. Stu d en t s m u st  also  u se effect ive list en in g skills an d  elicit  an d
p rovid e in fo rm at ion  u sin g n on verbal, exp lan ato ry, q u est ion in g, an d
writ in g skills—each  o f wh ich  is cru cial t o  you r ab ilit y t o  work effec-
t ively with  o th ers as a m em ber o f t h e h ealth  care t eam . In  ad d it ion ,
each  o f u s n eed s to  be aware o f t h e im age th at  we p ro ject  an d  h ow
we are p erceived  by o th ers.

As em ergen cy ph ysician s, we pride ourselves on  our in terperson al an d
com m un ication  skills. Every day we in teract  with  patien ts an d fam ilies
in  pain  an d stressfu l situation s. We h ave to develop rapport  with  our
patien ts wh en  th ey are m ost vu ln erable, an d at  t im es we h ave to deliver
bad n ews. Our frequen t in teraction s with  prim ary care ph ysician s, sub-
specialty con sultan ts, an d adm ission  team s dem an d th at  we com m un i-
cate effectively with  our profession al colleagues to provide h igh -quality
m edical care.
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ten cies: proceedin g from  th e 2005 Academ ic Assem bly Con sortium .
Acad Em erg Med. 2007;14:80–94.

This report provides a summary discussion of the status of integration of the core
competencies into emergency medicine training programs in 2005.

The ACGME defines interpersonal
and communication skills as “ the
ability to communicate with col-
leagues, staff, and family and to
employ effective interpersonal skills
that revolve around the care of a
patient.”
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Ad vice for  Med ica l St u d en t s
Con sid er in g Em er gen cy
Med icin e a s  a  Ca reer

Som e m edical studen ts will focus on  a career path  early in  m edical
sch ool, wh ereas m an y oth ers will iden tify th eir in terests durin g th eir
th ird  year of m edical sch ool as th ey are experien cin g clin ical rota-

t ion s. Som e h owever, m ay st ill en ter th eir sen ior year of m edical sch ool
n ot bein g sure wh at career path  is await in g th em . Two im portan t  ques-
t ion s will h elp  gu ide a studen t’s decision  as h e or sh e con siders em ergen -
cy m edicin e as a career. “Is em ergen cy m edicin e th e righ t ch oice for m e?”
an d “Am  I th e righ t ch oice for em ergen cy m edicin e?”

Th ese two quest ion s are equally im portan t . For studen ts to  m ake an
in form ed decision  abou t  th eir in terest  in  em ergen cy m edicin e as a ca-
reer, th ey sh ou ld  be kn owledgeable abou t  wh at  lies ah ead  of th em  in
residen cy t rain in g an d  beyon d . Alth ough  it  is n ever too late to  con sider
em ergen cy m edicin e as a career, th e earlier th e bet ter. Because m ost  if
n ot  all studen ts wh o will be receivin g th is m an ual are in  th eir clin ical
years, we are approach in g th e advice sect ion  from  th e stan dpoin t  of a
jun ior or sen ior m edial studen t . Seek ou t  resources at  your h om e in st i-
tu t ion ; con tact  th e em ergen cy m edicin e clerksh ip  d irector, research  d i-
rector, residen cy d irector, or ch airperson . Em ergen cy m edicin e residen ts
m ay also serve as a source of in form ation . Con sider con tactin g th e em er-
gen cy m edicin e ch ief residen t  at  your in st itu t ion . It  is n ever too early to
fin d  a clin ical advisor wh o can  p rovide advice as you  em bark alon g th e
road  to  fin d  ou t  wh at  is th e best  specialty m atch  for you . It  is n ot  m an -
datory th at  your clin ical advisor p ract ice th e specialty th at  you  are in -
terested in ; h owever, th e best person  to provide advice about our specialty
is an  em ergen cy ph ysician , with  th e sam e bein g said  for oth er special-
t ies. You  m ay also con sider en list in g th e h elp  of your m edical sch ool to
provide you  with  a list  of n am es an d  con tact  in form ation  for recen t
m edical sch ool graduates wh o are p resen t ly en rolled  in  an  em ergen cy
m edicin e residen cy program . Valuable in form ation  can  be obtain ed from
som eon e wh o was in  your sh oes ju st  a year or two ago. Em ergen cy m ed-
icin e residen ts can  be a valuable resource for in form ation  pertain in g to
specific em ergen cy m edicin e residen cy program s, th e residen cy app li-
cat ion  an d  in terview process, an d  gen eral in form ation  regard in g em er-
gen cy m edicin e residen cy t rain in g.

You sh ould  also con sider spen din g som e t im e sh adowin g on e or m ore of
th e em ergen cy m edicin e facu lty m em bers at  your in stitu tion . Th is can
be accom plish ed durin g even in g or weeken d h ours wh en  you  h ave m ore
free t im e. Sh adowin g serves a few purposes. First  an d forem ost, it  gives

Two important questions will help
guide a student’s decision as he or
she considers emergency medicine
as a career. “ Is emergency medicine
the right choice for me?”  and “ Am
I the right choice for emergency
medicine?”
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you an  opportun ity for m ore exposure to th e specialty of em ergen cy
m edicin e, th us allowin g you  to m ake a better-in form ed decision  about
your career in terests. By spen din g som e t im e in  th e em ergen cy depart-
m en t, you  will get  to kn ow th e residen ts an d atten din gs an d becom e
m ore fam iliar with  h ow th e em ergen cy departm en t works. Lastly, by
spen din g t im e in  th e em ergen cy departm en t you  can  gain  valuable clin -
ical experien ce.

To determ in e if em ergen cy m edicin e is th e righ t  career for you , or if you
h ave already decided, con sider takin g a look at  th e followin g resources;

AAEM Rules of the Road for Medical Students is an  on lin e textbook writ-
ten  by em ergen cy m edicin e residen ts an d facu lty th at  addresses m an y
issues pert in en t to m edical studen ts applyin g to em ergen cy m edicin e
residen cy train in g (www.aaem rsa.org/ ru les_road.sh tm l).

The Medical Student Survival Guide is a resource for studen ts applyin g
t o  em ergen cy  m ed ic in e  r e sid en cy  t r a in in g  (w w w.em ra .o rg /
em ra_bookstore.aspx?id=34122).

An  Applican t’s Evaluation  of an  Em ergen cy Medicin e In tern sh ip  an d
Residen cy (Koscove, 1990). Th is art icle con tain s a list  of suggested
in terview question s th at  m ay be of assistan ce for th e studen t applyin g
to em ergen cy m edicin e residen cy train in g.

Evaluatin g Applican ts to Em ergen cy Medicin e Residen cy Program s
(Balen tin e et  al., 1999). Th is art icle reviews th e literature related  to
th e selection  process of m edical studen ts to em ergen cy m edicin e resi-
den cy program s.

Selection  Criteria for Em ergen cy Medicin e Residen cy Applican ts (Cran e
an d Ferraro 2000). Th is art icle provides criteria used by em ergen cy
m edicin e residen cy selection  com m ittees to select  th eir residen ts.

In  addit ion , a n um ber of profession al organ ization s with in  our specialty
h ave dedicated in form ation  available for m edical studen ts, wh ich  can  be
of h elp  to review; th ese in clude th e Am erican  Academ y of Em ergen cy
Medicin e, th e Em ergen cy Medicin e Residen ts Association , an d th e Clerk-
sh ip  Directors in  Em ergen cy Medicin e.

Oth er resources th at studen ts, regardless of career in terest, sh ould be aware
of, th ey in clude th e followin g:

1. AMA FREIDA On lin e is a database with  m ore th an  8,200 graduate
m edical education  program s accredited by th e ACGME, as well as m ore
th an  200 com bin ed specialty program s (www.am a-assn .org/am a/pub/
category/2997.h tm l).

2. Characteristics of Applicants W ho Matched to Their Preferred Specialty in
the 2007 NRMP Main Residency Match is a publication  th at  provides
data on  applican ts to various specialt ies an d com pares stat ist ics with
applican ts th at  m atch ed versus th ose wh o did  n ot m atch  (h ttps:/ /
se r v ices.a a m c.o rg/ Pu b l ica t io n s/ sh o w fi le .c fm ?fi le=v e r sio n 9 5 .
pdf&prd_id=197&prv_id=238&pdf_id=95).

Emergency Medicine Organizat ions With Dedicated
Informat ion Available for M edical Students

• American Academy of Emergency Medicine (http:/ /aaem.org/ index.php)

• Emergency Medicine Residents Association (www.emra.org/ )

• Clerkship Directors in Emergency Medicine (www.saem.org/CDEM/)

To make the best decision possible
about your career path, you should
try to be as informed as possible.
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3. AAMC Roadm ap to Residency: From  Application to the Match and Beyond
is a publication  th at  provides com preh en sive in form ation  about th e
process of applyin g to graduate m edical education  program s in  th e
Un it ed  St a t es (h t t p s:/ / services.aam c.o rg/ Pu b lica t io n s/ sh o wfile.
cfm ?file=version 78.pdf&prd_id=183&prv_id=222&pdf_id=78).

Em ergen cy m edicin e is n ot  for everyon e. Th is can  be said  for every oth -
er m edical an d  su rgical specialty. Em ergen cy m edicin e is an  in creasin g-
ly popu lar specialty sou gh t  after by som e of th e best  an d  brigh test
m edical studen ts. Alth ough  n ot  exclusion ary, th e specialty is becom in g
m ore com petit ive. In  2008, m ore th an  98% of PGY-1 posit ion s offered
were filled  on  m atch  day (Nat ion al Residen t  Match in g Program , 2008).
Resu lts from  th e 2007 m atch  reported  th at  th e m ean  USMLE Step  1
score for U.S. sen iors m atch in g in  em ergen cy m edicin e residen cy t rain -
in g p rogram s was 220, an d  th e m ean  for USMLE step  2 scores was 227.
Each  of th ese scores is above th e n at ion al m ean .

To m ake th e best decision  possible about your career path , you sh ould try
to be as in form ed as possible. Try to get advice from  m ultiple sources. We
will review for you som e of th e un ique aspects of our specialty th at appear
to be reason s wh y an  in creasin g n um ber of studen ts ch oose em ergen cy
m edicin e. Em ergen cy ph ysician s pass th e “airplan e litm us test.” You prob-
ably are askin g yourself, wh at is th e airplan e litm us test? Rem em ber th ese
words, “Is th ere a doctor on  board?” It’s kin d of a frigh ten in g statem en t if
you are at 35,000 feet above th e Atlan tic Ocean . Wh at oth er specialist
could you en vision  wh o is better prepared to h an dle an  in -fligh t un ex-
pected m edical em ergen cy? Em ergen cy m edicin e residen cy train in g em -
ph asizes an  approach  to crisis m an agem en t. On  a day-to-day basis, we are
faced with  patien ts presen tin g across all spectrum s of age, path ology, an d
severity. Our doors n ever close. Th e specialty of em ergen cy m edicin e is
actually growin g in  breadth  an d scope of practice, wh ereas m an y oth er
specialt ies are becom in g in creasin gly specialized an d n arrow in  focus.
Em ergen cy ph ysician s are becom in g proficien t with  bedside ultrason ogra-
ph y, procedural sedation , airway m an agem en t, an d oth er skills. Over th e
past decade, em ergen cy ph ysician s h ave also m ade trem en dous in roads
in to a n um ber of m edical sch ool adm in istration s across th e coun try serv-
in g as course an d clerksh ip directors, developin g stan dardized patien t an d
procedural skills program s, an d directin g Sim ulation  Cen ters. Som e of th e
m ore excitin g aspects of our specialty are h igh ligh ted h ere:

1. Every sh ift  is d ifferen t. Th is is an  un derstatem en t. Th ere is n o routin e
day at  work. Sh ift  work also provides for som e degree of flexibility,
allowin g you  to balan ce your career with  your person al life.

2. Th e approach  to patien t  care is team  based. Th e em ergen cy ph ysician
leads th e team  of n urses, an cillary staff, residen ts, an d studen ts to
h elp  m an age an d treat  a m ultitude of patien ts. Coh esive cam araderie
is an  appealin g part  of our specialty.

3. Th e em ergen cy ph ysician  is th e u lt im ate detective. Em ergen cy ph ysi-
cian s en coun ter en dless n um bers of un differen tiated patien ts. Som e
presen tation s are straigh tforward, an d oth ers require an  in -depth , sys-
tem atically applied evaluation . Em ergen cy ph ysician s are th e u lt im ate
diagn ostician s in  th e m edical com m un ity.

4. Decision m akin g ability is crit ical. Alm ost on  a daily basis, em ergen cy
ph ysician s are faced with  m akin g crit ical decision s. Patien ts com e in to
th e em ergen cy departm en t in  cardiac arrest , in  respiratory distress,
with  acu te abdom in al pain , with  an  altered m en tal status, an d m ore.
Certain  cases require sp lit-secon d decision m akin g, wh ereas oth ers al-
low for m ore th ough t an d reflection .

Emergency medicine residency
training emphasizes an approach
to crisis management.
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5. Varied  practice opportun it ies. Th ere are a wide variety of practice op-
portun ities an d m odels available for em ergen cy ph ysician s. Th ese ran ge
from  th e un iversity-based academ ic em ergen cy m edicin e ph ysician
to th e com m un ity-based em ergen cy ph ysician s. Man y opportun it ies
exist  for fellowsh ip  train in g, in cludin g EMS an d disaster m edicin e,
toxicology, pediatric em ergen cy m edicin e, sports m edicin e, ultrasoun d,
adm in istration , education , h yperbaric m edicin e, critical care, an d m ore.
Because of th e diversity of train in g, em ergen cy ph ysician s can  also
bran ch  out in to oth er ven ues, in cludin g practicin g cru ise sh ip  m edi-
cin e, m an agin g in tern at ion al ou treach  program s, m an agin g large-
ven ue dom estic even ts, or providin g m edical com m an d for citywide
or statewide EMS system s.

Despite th e m an y opportun it ies with in  our specialty, em ergen cy m edi-
cin e is n ot  a good career ch oice for everyon e. As with  an y m edical or
surgical specialty, th ere are som e perceived n egative aspects to th e field .
Th ese in clude th e followin g:

1. Lack of patien t  con tin u ity an d follow-up: Em ergen cy ph ysician s prac-
t ice in  an  en viron m en t th at  is very differen t from  an  office-based ph y-
sician . We do n ot h ave our own  private patien ts. Th erefore, we rarely
h ave th e opportun ity for an y lon g-term  relation sh ip with  our patien ts.
Alth ough  m an y em ergen cy departm en ts h ave th eir “frequen t flyers,”
th e m ajority of ph ysician –patien t  en coun ters are like two sh ips pass-
in g in  th e n igh t, n ever to be seen  again . However, som e em ergen cy
ph ysician s call a patien t  after d isch arge to fin d ou t h ow th e patien t  is
feelin g or con tact  th e in patien t  team  or prim ary ph ysician  to obtain
follow-up in form ation .

2. Sh ift  work. Alth ough  sh ift  work h as its ben efits, it  also h as its draw-
backs. Sh ift  work can  be taxin g on  th e body an d cause disruption  in
th e sleep–wake cycle because of its effect  on  th e circadian  rh yth m .
Em ergen cy ph ysician s work days, even in gs, n igh ts, weeken ds, an d
h olidays. Because th e em ergen cy departm en t n ever closes, sh ift  work
sch edulin g requires th at  som eon e always be workin g, som etim es dur-
in g less-th an -desirable t im es.

3. Non urgen t com plain ts. Close to 50% of th e patien ts seen  in  em er-
gen cy departm en ts across th e coun try are for n on urgen t com plain ts.
Un like th e overdram atization  of th e em ergen cy departm en t on  televi-
sion , m an y patien ts we en coun ter will h ave low-acuity com plain ts
such  as a sore th roat , cough , con gestion , m in or traum a, an d th e like.
In  reality, th is is n ot  th e case because m an y patien ts we en coun ter will
h ave run -of-th e-m ill com plain ts such  as a sore th roat , cough , con ges-
tion , m in or traum a, an d th e like. Man y of th ese cases can  be adequately
cared for in  an  am bulatory care sett in g, bu t  for an y n um ber of rea-
son s, th e em ergen cy departm en t serves as th e prim ary site of h ealth
care for a large n um ber of th ese patien ts. For som e em ergen cy ph ysi-
cian s, th is can  be a source of frustrat ion .

4. Th e em ergen cy departm en t is a fish bowl. For th ose wh o work in  th e
em ergen cy departm en t, it  is n ot  un com m on  for th e practice of m edi-
cin e to be viewed as if we are workin g in  a fish bowl, m ean in g every-
on e can  look in  from  th e ou tside. Th is is com m on ly referred to as
“Mon day m orn in g quarterbackin g.” Everyth in g is easier wh en  looked
at in  retrospect. A bad patien t outcom e or an  un expected turn  of even ts
can  at  t im es be in appropriately m agn ified. Som e people do n ot h an dle
th is type of scru tin y well.

Th ere are certain  qualit ies an d person ality traits th at  m igh t suggest  you
are a “fit” for em ergen cy m edicin e. Because of th e un predictable an d
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collaborative approach  to providin g care in  th e em ergen cy departm en t,
em ergen cy ph ysician s are extrem ely adept at  m ultitaskin g, m akin g t im e-
sen sit ive decision s despite lim ited patien t  in form ation , rem ain in g calm
un der pressure, an d th in kin g creatively in  troublesh ootin g day-to-day
problem s. To excel in  our specialty, you  m ust also h ave excellen t  com -
m un ication  skills an d en joy workin g closely as a team  with  n urses an d
oth er an cillary staff.

Rem em ber, m akin g a career ch oice m ust be an  in form ed decision . Seek
out a m en tor an d an  advisor. Gath er in form ation  an d solicit  advice from
as m an y differen t sources as possible. Ask m an y question s. Makin g a ca-
reer ch oice is on e of th e biggest  decision s you  will ever m ake in  your life.
Put th e t im e in  to m ake th e righ t  decision .

Good luck an d en joy your rotat ion !
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Abbreviations and
Acronyms

AAA abdominal aortic aneurysm

AAEM American Academy of Emergency Medicine

ABEM American Board of Emergency Medicine

ABG arterial blood gas

ABMS American Board of Medical Specialties

ACEP American College of Emergency Physicians

ACGME Accreditation Council for Graduate Medical Education

AMA against medical advice

AOA American Osteopathic Association

AOBEM American Osteopathic Board of Emergency Medicine

CDEM Academy of Clerkship Directors in Emergency Medicine

COHb carboxyhemoglobin

CORD Council of Emergency Medicine Residency Directors

CQI continuous quality improvement

CT computed tomography

ECG electrocardiogram

EMBU emergency medicine bedside ultrasound

EMRA Emergency Medicine Residents Association

EMS emergency medical service

EMTALA Emergency Medical Treatment and Active Labor Act

EPs emergency physicians

FN false-negative

FP false-positive

H&PE history and physical examination

HMO health maintenance organization

HPI history of present illness
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HR h eart  rate

ICU in ten sive care un it

IV in traven ous

LCME Liaison  Com m ittee on  Medical Education

LEP lim ited En glish  proficien cy

LLSA life-lon g self-assessm en t

MetHb m eth em oglobin

MRI m agn etic reson an ce im agin g

NGT n asogastric tube

NPV n egative predictive value

PaCO2 partial pressure of arterial carbon  dioxide

PaO2 partial pressure of arterial oxygen

PDA person al d igital assistan t

PPV posit ive predictive value

ROS review of system s

SAEM Society for Academ ic Em ergen cy Medicin e

SaO2 oxygen  saturation

SOAP n ote form at (subjective, objective, assessm en t, p lan )

STEM Society of Teach ers in  Em ergen cy Medicin e

TN true n egative

TP  true posit ive

UA/EMS Un iversity Association  of Em ergen cy Medical Service


