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Preface

THE FOCUS OF Emergency Medicine Clerkship Primer: A
Manual for Medical Students is to assist medical students through-
out their emergency medicine clerkship. Although the target
audience for this manual is primarily junior and senior medical
students, we believe that emergency medicine interns and off-
service residents will benefit from the majority of the topics re-
viewed. Our goal is to produce a high-quality, professional guide
that highlights the uniqueness of our specialty. This guide should
provide the reader with a detail-oriented approach to thinking
like an emergency physician—essentially a “how to” manual.
The Primer can be considered a supplement to the many high-
quality emergency medicine texts currently available. However,
different from these, the Primer focuses on aspects of our spe-
cialty that are often overlooked or underrepresented in traditional
textbooks. Before the development of this Primer, a comprehen-
sive manual such as this was not available to the masses of medi-
cal students across the country. Good luck on your emergency
medicine rotation.

David A.Wald, DO

Director of Undergraduate Medical Education
Associate Professor of Emergency Medicine
Department of Emergency Medicine

Temple University School of Medicine
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Foreword

BY THE TIME THIS PRIMER arrives for your review,
Emergency Medicine will be celebrating its 40th anniversary as
an organized specialty realm of practice. Formal recognition by
the rest of traditional medicine came nearly two decades later, but
for those who understood the vision when it first appeared, four
decades of service is the right number.

As you prepare for your clerkship, please recognize our
chosen specialty has several gifts in store for you. First, its faculty
and residents recognize the responsibility we have to train you
to understand and operate in our realm. Undergraduate medical
education is a serious pursuit for emergency physicians, and your
clerkship director holds a position of esteem in the department.
We understand the potential impact of early intervention as well
as or better than any other practitioner. In education, a shared
truth or corrected perception can last a lifetime, and this is what
we plan to offer each of you who spend time with us. In addi-
tion, we offer a unique contribution to your medical education.

We are not trying to sell our specialty to you or trying to
“convert” you from your chosen direction toward ours. What
we have to offer is a unique environment and an opportunity
to practice fundamental skills to which you have had limited
exposure thus far in medical school. The most important of these
is acute care decisionmaking. That is a unique moment, usu-
ally unanticipated, when a patient forces you to make a series
of decisions surrounded by uncertainty but of great importance
nonetheless.

Time is not your friend, and you quickly find there is noth-
ing “cookbook” about having a well-organized and thought-
ful plan of approach in such a circumstance.You will not only
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exercise new regions of the brain, you will also get to use your
hands when working with us. Technical skills and accompany-
ing virtuosity are critical elements in the day-in, day-out practice
of emergency medicine. Many of these skills—vascular access,
airway management, lumbar puncture and suturing—are all a
part of a reasonable skill set for a senior medical student. Com-
mitment to learning these skills can be highly variable in medi-
cal school, and opportunities to practice them may be limited.
However, in the emergency department, you should have the
opportunity to put them to use every day, just as we do.

Lastly, think of working in an environment where more than
115 million undifferentiated patients come to see you or your
equivalent over the course of each year. Patients’ illnesses and in-
juries are not always what they seem to be, and you will learn to
respect that statement like never before. The approach to unravel-
ing a voiced complaint on the part of a patient while thinking
about all of the worst possibilities of potential origin is a very
different way of thinking than most of your experiences to date.
We believe that you will find this experience will serve you well,
both with us and beyond.

Our specialty interacts with every other specialty, often at
the raw interface of the unplanned admission on a 24-hour, 7-
day clock. We know that most of you completing this clerkship
will not choose emergency medicine, although more and more
students do each year. We are excited for your future careers in
primary care, surgery, pediatrics, medicine subspecialties, and
others, but we know that we will see you again in one guise or
another. Therefore, it is important to us that you are well treated,
remember what goes on here, and leave with some degree of un-
derstanding and a modicum of respect and appreciation. There-
fore, you should expect to be treated well but with discipline and
high expectations.

One clear gesture in our effort to make your experience
with us most rewarding is this Primer. Read it completely early
in your experience with us, reread it as you see a wide variety of
patients, and use it to help order and integrate the other teach-
ings we will send your way. We are proud of what we do and
the safety net role we play in our nation’s health care system. We
welcome you while you are with us and look forward to a long-
term relationship, day and night, no matter what specialty you
may choose. Take care of yourselves and the people around you.

Glenn C. Hamilton, MD

Professor and Chair

Department of Emergency Medicine
‘Wright State University School of Medicine



CHAPTER ONE

Introduction to the Specialty of

Emergency Medicine

FOR CENTURIES, physicians have been called on to provide
emergency care for patients. However, in the house of medicine,
the formal specialty of emergency medicine is still relatively
young—imeasured in decades. Emergency medicine developed
differently from perhaps many of the other more traditional med-
ical and surgical specialties. In the case of emergency medicine,
public demand more than scientific inquiry fueled the formation
and growth of the specialty. In the 1950s and 1960s, with more
physicians seeking specialty training, the number of general prac-
titioners began to decline. At that time, hospitals were becoming
more modernized and technologically advanced. Ultimately, these
factors, along with the changing demographic and social condi-
tions of the post—World War II era, led to an increased public
reliance on hospital emergency departments for the provision of
unanticipated medical care. Unfortunately, a uniform system for
providing high-quality emergency care did not exist. At that time,
junior medical and surgical house officers stafted many hospital
emergency departments with little or no attending supervision.
Most of these physicians did not have the necessary clinical skills
to properly care for the increasing complexity of cases seeking
medical attention. It was also becoming evident that the physi-
cian staffing patterns were inadequate to keep up with the ever-
increasing patient volume.

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. In 1961, four phy-
sicians, led by James Mills, MD, started the first full-time emer-
gency medicine practice at Alexandria Hospital in Virginia. That
same year, a group of 23 community physicians began providing

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.



2 « Introduction to the Specialty of Emergency Medicine

Our specialty represents one of
the few medical specialties that has
shown a consistent and steady in-
crease in the number of residency
positions offered in the national
residency matching program, repre-
senting 6.8% of all PGY-1 positions
offered in the 2010 match.

around-the-clock emergency department coverage at Pontiac
General Hospital in Michigan. By the late 1960s, hundreds of
“emergency physicians” were in practice throughout the country.
In 1968, John Wiegenstein, MD), and seven other full-time emer-
gency physicians founded the American College of Emergency
Physicians (ACEP), our specialty’s first professional medical soci-
ety. Later that same year, during the first national meeting, ACEP
was recognized as the national emergency medicine organization.
The American Academy of Emergency Medicine (AAEM), a
new professional society, was founded in 1993 to promote fair
and equitable practice environments for emergency physicians.

The first emergency medicine residency-training program
was established at the University of Cincinnati in 1970.That
same year, the University Association of Emergency Medi-
cal Service (UA/EMS) was founded by medical school faculty
practicing emergency medicine, followed by the formation of the
Society of Teachers in Emergency Medicine (STEM) in 1975.
These two organizations merged in 1989 to form the Society
for Academic Emergency Medicine (SAEM), our specialty’s
current premier academic organization promoting research and
education. In 1974, the Emergency Medicine Residents Associa-
tion (EMRA) was formed. By 1981, there were 56 emergency
medicine residency-training programs across the country. As of
2010, there were 155 accredited allopathic and 42 accredited
osteopathic emergency medicine residency training programs in
the United States. Formed in 1989, the Council of Emergency
Medicine Residency Directors (CORD) is an educational and
scientific organization whose purpose is to improve the quality of
emergency medical care and to establish and maintain high stan-
dards of excellence in emergency medicine training programs.

One of the first steps toward formal recognition of our spe-
cialty occurred in 1973 when emergency medicine was granted a
provisional section council seat in the American Medical Associa-
tion House of Delegates; permanent status was granted in 1975.
In 1976, the American Board of Emergency Medicine (ABEM)
was formed. Thereafter, ACEP and ABEM embarked on the
process of establishing primary board certification status for the
specialty of emergency medicine. In 1979, the American Board
of Medical Specialties (ABMS) formally recognized ABEM. Ten
years later, in 1989, ABMS granted ABEM primary board status,
thus formally recognizing emergency medicine as the 23rd pri-
mary medical specialty.

The emergence of osteopathic physicians in the field of
emergency medicine occurred in 1975 when the American
College of Osteopathic Emergency Physicians became an affili-
ate college of the American Osteopathic Association (AOA). By
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1978, the American Osteopathic Board of Emergency Medicine
(AOBEM) was established as an affiliate specialty board of the
AOA.The following year, the first osteopathic emergency medi-
cine residency-training program was established at the Philadel-
phia College of Osteopathic Medicine.

Over the last 30 years, the growth of emergency medicine
has continued at an extraordinary pace. The future of our spe-
cialty 1s especially bright as we continue to attract high-quality
medical students interested in pursuing a career in 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 oftered in the national residency
matching program, representing 6.8% of all PGY-1 positions of-
tered in the 2010 match (National Resident Matching Program,
2010). Emergency medicine is now the fourth most common
specialty that US graduating medical students choose to enter,
behind internal medicine, family medicine, and pediatrics
(Newton et al., 2003). Collectively, across the country, emer-
gency medicine residency-training programs graduate approxi-
mately 1,500 emergency physicians each year.

In 2008, the SAEM’s Board of Directors approved the for-
mation of the Academy of Clerkship Directors in Emergency
Medicine (CDEM). CDEM consists of medical student educators
who are committed to enhancing undergraduate medical educa-
tion within our specialty.

Suggested Reading

Newton DA, Grayson MS.Trends in career choices by US medi-
cal school graduates. JAMA. 2003;290:1179-1182.

This article describes trends in career choices for US medical school
graduates from 1987-2002.

National Residency Matching Program. Results and Data 2010
Main Residency Match. Available at: www.nrmp.org/data/
index.html. Accessed September 23, 2010.

This document reports the results from the 2010 National Residency
Match.

National Resident Matching Program. Advance Data Tables: 2008
Main Residency Match. Available at: www.nrmp.org/data/
advancedatatables2008.pdf. Accessed May 16, 2008.

This document reports the results from the 2008 National Residency
Match.
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Zink BJ. Anyone, Anything, Anytime: A History of Emergency Medi-
cine. Philadelphia, PA: Mosby; 2006.

This book reviews the history of emergency medicine, chronologically
coveringissues such as the earliest concepts of emergency care, the de-
velopment of nationalprofessional organizations, the establishment of the
board examination,the accreditation of emergency medicine residency-
training programs, and thesubsequent expansion of the specialty.



CHAPTER TWO

Introduction to the Emergency

Medicine Clerkship

WELCOME TO YOUR emergency medicine clerkship. Tradi-
tionally, the majority of medical schools ofter clinical emergency
medicine rotations for senior medical students who have com-
pleted their core third-year rotations. Although some schools
provide an elective or selective opportunity, others, approximately
one third, provide a mandatory clinical experience for medi-

cal students. As an acute care rotation, the emergency medicine
clerkship will provide you with the opportunity to draw from all
of your past clinical experiences when caring for patients. Rotat-
ing through a busy emergency department can be a daunting
task for any medical student. New residents, faculty, ancillary staft,
or even perhaps a new hospital can all add to the unease associ-
ated with starting a clinical rotation. The emergency department
is at times chaotic, with numerous unexpected emergent pa-
tient presentations and distractions. Our specialty operates in an
environment that is different from both the ambulatory care and
inpatient settings; our doors never close. The patient volume, high
acuity, and varied pathology all add to the challenge of practic-
ing emergency medicine. In addition, the shift work scheduling
of students, residents, and faculty can lend itself to educational
challenges. On the one hand, you may have limited continuity
with your preceptor; on the other hand, your clinical schedule
usually affords you the opportunity to work with many differ-
ent residents and attending physicians. Every shift is different and
can bring with it a wealth of educational and patient care—related
opportunities. Because of the hectic and sometimes frenzied

pace of the emergency department, it is important to understand
your role while caring for patients. Many clinical rotations allow

Every shift is different and can bring
with it a wealth of educational and
patient care-related opportunities.
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Every patient that you encounter
should be treated as you would
want a family member treated.

a senior medical student to function in a role similar to that of a
junior house officer with some additional guidance and supervi-
sion. In the emergency department, you will have the oppor-
tunity and responsibility to provide patient care in a structured
environment under the direct supervision of a senior emergency
medicine resident or attending physician.

As in other clinical rotations, it is imperative to understand
your limitations. First and foremost, remember that your attend-
ing physician is ultimately in charge of and responsible for the
care the patient receives. That being said, it is still likely that as a
“student doctor,” you may examine a patient before the senior
emergency medicine resident or attending physician does. This
level of autonomy also brings with it inherent responsibility. If
during any of your patient encounters, you feel that your patient
is “sick or potentially sick” (e.g., abnormal vital signs, shortness
of breath, chest pain, abdominal pain with peritoneal findings,
change in mental status), alert your supervisor immediately. In
addition, certain aspects of the physical examination are usu-
ally performed in the presence of residents or faculty. Find out
whether your clerkship director has a policy or guideline regard-
ing the participation of medical students in performing pelvic,
rectal, breast, and genitourinary examinations.

Throughout your medical school training, you have per-
formed countless histories and physical examinations (H&PEs).
Typically, it may take 45 to 60 minutes to perform a compre-
hensive H&PE. Because the nature of emergency medicine is a
complaint driven rather than disease-based specialty, most patients
can be evaluated in a focused fashion. Focusing your evaluation
to the presenting chief complaint is one of the cornerstones of
emergency medicine practice. That being said, this task is not as
easy as it appears because of the ingrained nature of the com-
prehensive approach to the H&PE. Realize that by focusing

Tips for a Successful Rotation

* 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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your patient evaluation and by being thorough, you may actually  If during any of your patient en-

increase your efficiency when caring for patients. Undoubtedly, counters you feel that your patient
is ““sick or potentially sick,” alert

dicine clerkship should id ith
your emergency medicine clerkship should provide you wi your supervisor immediately

countless opportunities to further your evaluation and manage-
ment skills, regardless of your intended career path.

Another particularly important aspect of your emergency
medicine clerkship is the sign in—sign out transition of care. This
is the time when one shift ends and the next begins. The attend-
ing physician completing his or her shift signs out any outstand-
ing patient-related issues to the incoming attending: pending test
results, patients that need to be reevaluated, dispositions that need
to be made, and the like. As a student rotating through the emer-
gency department, the shift change can be a complex and confus-
ing time. Most physicians are trying to tie up a number of loose
ends during the last 15 or so minutes of their shifts. Therefore, it
is a good idea to try to complete all patient-related tasks prompt-
ly when you are nearing the end of your shift, especially if your
shift coincides with that of the attending. Your clerkship director
may have a policy regarding your sign in—sign out responsibili-
ties. If not, we offer the following general guidelines to ensure a
smooth transfer of patient care at the sign in—sign out transition:

*  Try to complete all patient-related duties before the comple-
tion of your shift.

*  Always inform the attending physician before you leave the
emergency department at the conclusion of your shift. This
will help to ensure that all patient-related matters have been
addressed.

* At the end of your shift, do not sign out to an incoming
student unlessspecifically instructed to do so by the senior
emergency medicine resident or attending physician.

*  When you start a clinical shift, evaluate the next new patient
to be seen.

‘While rotating through the emergency department, you
may see attitudes and behaviors that may be foreign to your own
personal value system.You should deal with these as a profes-
sional. Every patient that you encounter should be treated as you
would want a family member treated.You should also treat all
staft members (e.g., physicians, nurses, patient care assistants) with
respect, and likewise, you should expect the same in return. While
rotating through the emergency department, consider the tips for
a successful rotation shown on the previous page.

Keep in mind the added level of responsibility expected of
you throughout this rotation. Communicate effectively with both
your patients and the staff members involved with their care. Pay
close attention to the needs of your patients because you may be
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in a position to greatly affect their care and the perception of the
care provided in the emergency department. Follow your patients
closely. Are they comfortable? Are their needs being met? What
can you do to further assist with their care? Remember, you are
an important part of the health care team.

Lastly, if you are contemplating a career in emergency medi-
cine, this rotation is a great opportunity to see if our specialty is
a good fit for you.Talk to the faculty and residents and seek out
the clerkship director and the residency director. Alternatively, if
you are interested in any of the other medical or surgical special-
ties, an emergency medicine rotation is a great opportunity to
expose you to a wide variety of patients and an opportunity to
perform basic procedures under direct supervision. Most of all,
enjoy the experience.

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.

American Academy of Emergency Medicine. Available at:
http://aaem.org/ index.php. Retrieved January 23, 2008.

Clerkship Directors in Emergency Medicine, an Academy of the
Society for Academic Emergency Medicine. Available at:
www.saem.org/ CDEM. Retrieved March 3, 2008.

Emergency Medicine Residents Association. Available at:
www.emra.org. Retrieved January 23, 2008.



CHAPTER THREE

Emergency Medicine Clerkship

Goals and Objectives

YOUR LEARNING OBJECTIVES, sometimes referred to as com-
petencies, provide you with an educational template necessary to
achieve the goals of your rotation. Clerkship goals and objectives
are often developed on the basis of a combination of perceived
educational need, faculty or institutional resources, and proposed
national curricular guidelines. The clerkship objectives should be
available to all residents and faculty members directly involved in
medical student education. In its accreditation standards, the Liai-
son Committee on Medical Education (LCME) further describes
the educational program for the MD degree and the rationale for
the development of educational objectives (LCME, 2010). LCME
is recognized by the US Department of Health as the accrediting
authority for medical education programs that lead to the MD
degree in the United States.

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.
In general, the majority of your rotation objectives will be met
through direct patient care. Understanding the goals and objec-
tives of your emergency medicine rotation will allow you to
better understand the expectations that your clerkship director
has set for you.Taken one step further, the achievement of your
rotation goals and objectives will serve as the basis for your sum-
mative evaluation at the conclusion of your rotation and assist the
clerkship director in determining your final clerkship grade. Re-
viewing your rotation goals and objectives should not be viewed
as a mere formality.

In 2006, the Fourth Year Medical Student National Curricu-
lum Guide was published in the Annals of Emergency Medicine

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.
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Regardless of your intended career
path, an emergency medicine rota-
tion can expose you to interesting
and diverse pathology.

(Manthey et al., 2006). This comprehensive curricular guide was
developed by a task force representing the six national emer-
gency medicine organizations. The curricular guide outlines the
objectives and core educational topics that are central to our
specialty. The rotation objectives are presented in a competency-
based format modeled after the six core competencies developed
by the Accreditation Council for Graduate Medical Education
(ACGME), the organization that oversees and regulates graduate
medical education training programs in the United States:

*  Patient care

e Medical knowledge

*  Practice-based learning and improvement
*  Systems-based practice

*  Professionalism

e Interpersonal and communication skills

Although some objectives could logically fall under mul-
tiple competencies, for the purpose of organization and clarity,
each is placed in only one category. In 2010, an updated cur-
ricular revision was published in Academic Emergency Medicine
(Manthey et al., 2010). An introduction to the core competencies
is discussed in detail in the introduction to the core competencies
section of the Primer. Although the national task force recom-
mendations are not requirements, it is likely that the objectives
of your clerkship will reflect some of these recommendations.
Remember, your clerkship goals and objectives are by nature
designed to ensure that all students, regardless of intended career
path, have a broad exposure to emergency medicine. Common
clerkship goals and objectives include a list of core clinical skills
that a student will be expected to complete or in which a student
will be able to demonstrate some measure of proficiency by the
conclusion of the rotation. These can include, but are not limited
to, the following:

¢ Performing a complaint-directed H&PE

*  Developing a case-specific differential diagnosis

*  Presenting cases in a clear and concise fashion

e Demonstrating an understanding of the use and interpreta-
tion of commonly ordered diagnostic studies

*  Developing and assisting with implementation of appropriate
case management plans

e Demonstrating an adequate fund of knowledge

*  Demonstrating proficiency with basic procedural skills

Because of the unique nature of emergency medicine, ad-
ditional specialty- specific objectives may include evaluating
the undifferentiated patient, recognizing an immediate life-
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threatening illness, being aware of worst-case diagnoses, and
undertaking proper patient disposition and outpatient follow-
up plans. Furthermore, specific objectives may list expectations
regarding student—patient encounters, such as evaluating patients
with classic chief complaints (i.e., abdominal pain, headache, chest
pain, shortness of breath, and back pain) or performing a specific
number of selected procedures [e.g., arterial blood gas (ABG)
sampling, insertion of intravenous (IV) catheters, laceration repair,
phlebotomy]. It is useful for the student to periodically review
the clerkship objectives during the course of the rotation and
reflect on his or her areas of achievement as well as on any area
requiring further attention. As a medical student, you should also
consider your own personal goals and objectives. Individual goals
should be straightforward and may be as simple as improving
electrocardiogram (ECG) interpretation skills, developing profi-
ciency in phlebotomy, learning how to clinically clear the cervi-
cal spine of a patient with neck pain, and the like. Regardless of
your intended career path, an emergency medicine rotation can
expose you to interesting and diverse pathology.

In summary, review your emergency medicine clerkship
goals and objectives at the beginning of the rotation. Discuss your
personal goals with your supervising physicians so that they may
assist you in achieving them. Understanding what is expected of
you is the first step in making your clinical experience the best
that it can be.

Suggested Reading

Liaison Committee on Medical Education. Functions and
Structure of a Medical School: Standards for Accreditation
of Medical Education Programs Leading to an MD Degree.
‘Washington, DC: Association of American Medical Colleges;
2010 with updates as of June 2010. Available at: www.lcme.
org/standard.htm. Accessed September 23, 2010.

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

Manthey DE, Coates WC, Ander DS, et al. Task Force on Na-
tional Fourth Year Medical Student Emergency Medicine
Curriculum Guide. Report of the Task Force on National
Fourth Year Medical Student Emergency Medicine Curricu-
lum Guide. Ann Emerg Med. 2006;47:E1-E7.

This document provides recommendations for design and implementation
of a national fourth-year undergraduate emergency medicine curriculum.

Manthey DE, Ander DS, Gordon DC, et al on behalf of the
Clerkship Directors in Emergency Medicine (CDEM) Cur-
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riculum Revision Group. Emergency Medicine Clerkship
Curriculum: An Update and Revision. Academic Emergency
Medicine. 2010;17:638—643.

This document is an update and revision of the previously published
fourth year emergency medicine clerkship curriculum.



CHAPTER FOUR

Unique Educational Aspects

of Emergency Medicine

REGARDLESS OF YOUR intended career path, the pathology
and variety of illness encountered throughout your emergency
medicine rotation will provide you with a great opportunity
to learn. The importance of emergency medicine education at
the undergraduate level is acknowledged by its inclusion in the
LCME Educational Objectives (revised, June 2007), which state
“educational opportunities must be available in multidisciplinary
content areas such as emergency medicine.”

Emergency medicine offers a truly unique educational
experience for medical students for several reasons. First, there
is an endless stream of patients. In recent years, more than 115
million visits were made annually to emergency departments
across the country; half of these visits were categorized as urgent
or emergent in acuity. These figures continue to rise, with an-
nual emergency department visits increasing by 26% in the past
decade (Institute of Medicine, 2006). Second, the emergency
department provides health care for patients presenting at any
time for any reason. Patient presentations range from the unex-
pected, life-threatening emergency to the more routine primary
care problems encountered by patients with limited access to the
health care system. Third, learners are exposed to patients with an
undifferentiated complaint instead of a preliminary or confirmed
diagnosis. More than 25% of all emergency department patient
encounters present with seven common chief complaints (Nawar

et al., 2007):

e Abdominal pain
*  Chest pain

e Fever

The emergency department
provides health care for patients
presenting at any time for anyrea-
son . . .. Our specialty truly
provides a safety net to the millions
of under- or uninsured people in
this country.

13
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*  Back pain
e Headache
e Shortness of breath
e Vomiting

Finally, because the doors of the emergency department
never close, unscheduled health care is provided to all regardless
of age, ethnicity, economic status, or the ability to speak English.
Our specialty truly provides a safety net to the millions of under-
insured or uninsured people in this country.

Because of the unique population, pathology, and patient
presentations, you are likely to encounter clinical scenarios with
which you would otherwise have little or no direct contact with
in other health care settings. You should view all of your patient
encounters as educational opportunities. Where else could you
encounter the acutely poisoned patient; interact with prehospital
care providers; manage acute trauma; encounter environmental
emergencies such as hypothermia, frostbite, or burns; treat an
acute stroke or myocardial infarction; provide obstetrical care; all
in the same shift? Your emergency medicine clerkship will help
reinforce your medical interviewing and physical examination
skills. Taken one step further, you will have an opportunity to
focus and hone your ability to develop a case-specific differen-
tial diagnosis and implement patient management plans. Each of
these and many other topics will be discussed in more detail in
other sections of the Primer.

The emergency department can also provide you with
procedural opportunities that are likely unparalleled in other
clinical rotations. In a typical rotation, you may have an op-
portunity to perform phlebotomy, insert peripheral IV catheters
or nasogastric tubes (NGTs), perform a lumbar puncture or
arthrocentesis, and repair simple lacerations. From an educa-
tional standpoint, the ability to perform a particular procedure
or exercise a clinical skill is but one facet of your development
as a young physician. With repetition, proficiency in procedural
skills often develops over time. However, it is often of equal
if not greater importance, especially early in your training, to
attain the understanding of why and when, not just how. This
understanding should be a part of your emergency department
clerkship.

Another key aspect of your education is to further enhance
your ability to understand how certain diagnostic studies are
used in the emergency department. By the completion of this
rotation, you should have the opportunity to interpret dozens of
radiographs [chest and abdominal plain films, computed tomog-
raphy (CT) scans and ultrasounds|, commonly ordered laboratory
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studies (basic metabolic profiles, complete blood counts, hepatic
functions, ABGs, and cardiac enzymes), and 12-lead ECGs.

In addition, you will work with a number of medical profes-
sionals who can help you further develop certain intangible clini-
cal skills, such as multitasking, time management, conflict resolu-
tion, and role modeling of professional behavior. These skills are
best learned on the job by working with seasoned clinicians. This
is also true for developing your case presentation skills and learn-
ing how to best interact with your consultants and other mem-
bers of the health care team.

No matter how well your emergency medicine rotation is
organized, much of what you get out of it is going to be based
on what you put into it. Set individual goals based on your
career interests. Supplement your clinical experience by read-
ing about common chief complaints or certain illnesses that you
encounter. Our goal is to help you along the path to becoming
the best physician you are capable of being. The emergency de-
partment affords you with a wealth of clinical and educational
opportunities.
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CHAPTER FIVE

Differences Between the
Emergency Department, the Office,
and the Inpatient Setting

THROUGHOUT MEDICAL school, you will encounter patients The emergency department

in many clinical arenas: the inpatient wards, the public health provides health care for patients

clinic, the private office, the hospital outpatient clinic, and of presenting at any time for anyrea-
son . . .. Our specialty truly

course the emergency department.Although medicine at its core provides a safety net to the millions
involves taking care of patients, the approach and sequence of of underinsured or uninsured
steps involved in caring for patients will be different depending people in this country.
on the health care setting in which they are encountered. When
evaluating a patient, the health care provider (nurse, medical
student, resident, or attending) needs to develop an approach
tailored to the specific health care setting and available resources.
Think of the ambulatory care and hospital outpatient clinic
setting. In this clinical venue, unexpected emergencies occur;
however, they are few and far between. The acuity level is low,
with 1% of patient encounters requiring referral to the emer-
gency department or for hospital admission (Cherry et al., 2007;
Middleton et al., 2007). Some patients will require diagnostic
studies (laboratory tests or diagnostic imaging). Fortunately
in this setting, the majority of these are routine, and most are
obtained electively. Many patients requiring diagnostic stud-

Case Study

Consider the patient with an elevated blood pressure measurement who is referred to the emergency depart-
ment 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 diagnos-
tic studies for future comparison or even to necessarily normalize the blood pressure at this time.

17
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ies will need to be referred to an oft-site laboratory, diagnostic
imaging center, or hospital to undergo testing. Therefore, the
results of many of these diagnostic studies are not available to
the ordering physician for days. Although many private oftices
and outpatient clinics have a system in place allowing unsched-
uled walk-in visits, the overwhelming majority of patient visits
are scheduled, and patients are cared for on a first-come-first-
served basis. When patients are sick, or when the office is closed,
patients are referred to the emergency department. In addition,
the majority of pa tients seeking medical care in an ambulatory
care or outpatient clinic setting are established patients com-
pared with the emergency department, where the overwhelm-
ing number of physician—patient encounters are new Vvisits.

Traditionally, approximately half of all outpatient encounters
are made to primary care physicians, with many of these visits
being for preventive care. The most common reasons for a patient
to visit an outpatient clinic include progress visit, general medi-
cal examination, routine prenatal care, cough, and sore throat.
Together, these types of patient visits account for 20% of all
outpatient clinic visits (Middleton et al., 2007). By contrast, the
emergency department provides care to the acutely ill or injured.
In the emergency department, nursing triage guidelines are de-
signed to ensure that more seriously ill patients are cared for first.
The acuity level is also much greater than the ambulatory care or
outpatient clinic setting. Across the country, approximately 12%
of all emergency department patient encounters require hospi-
tal admission (Nawar et al., 2007), with 16% of patients admit-
ted to a critical care bed. Anecdotally, high-acuity, high-volume
emergency departments will admit 20% to 25% of cases to the
hospital. Compared with the outpatient setting, a greater number
of emergency department patient encounters require a diagnostic
workup. This may include laboratory tests or advanced imag-
ing techniques such as CT scans and magnetic resonance imag-
ing (MRI). The majority of diagnostic tests performed in the
emergency department by design provide results to the ordering
physician within minutes to hours. Although some patients will
present to the emergency department with complaints that could
otherwise be cared for in an ambulatory care setting, many unex-
pected emergencies such as trauma, myocardial infarction, stroke,
pneumonia, anaphylaxis, and others come through the doors at
all hours of the day and night. Some of these cases require emer-
gency subspecialty consultation, a service that is often difticult to
provide in an ambulatory care setting.

In addition, the emergency department has both an ethical
and legal obligation to evaluate every patient who presents for
care to determine whether he or she has a medical emergency,
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regardless of ability to pay for health care (Emergency Medical
Treatment and Active Labor Act or EMTALA). One third of the
nation’s emergency departments are considered high safety net
sites. These institutions serve a disproportionately high number
of Medicaid and uninsured patients, a dramatically different payer
mix than that of the routine ambulatory care population.

In the inpatient setting, patient encounters often occur after
a preliminary or definitive diagnosis has been made by another
health care provider, many times by the emergency physician.
Across the country, emergency departments are responsible for

approximately 55% of all hospital admissions (Owens et al., 2006).

Physicians caring for inpatients face legitimate challenges, some
diagnostic, others therapeutic or social, such as short- or long-
term placement issues. We all know that medical emergencies oc-
cur in the inpatient population; luckily they are not as common
as in the emergency department. When they do occur, the health
care team often has the benefit of prior rapport with the patient
and family, along with some understanding of the patient’s medi-
cal condition before the event at hand. This is in stark contrast to
unexpected emergencies that present to the emergency depart-
ment requiring prompt resuscitation and stabilization without the
benefit of an adequate history of present illness (HPI) or knowl-

edge of the patient’s medical history, prenatal care, medications,
and the like.

Comeparison of the Three Patient Care Settings

Emergency Office/Outpatient
Department Inpatient Setting Setting
Low—moderate—high acuity Low—moderate acuity Low acuity

12% of patients require hospital N/A
admission

Undifferentiated patients with
complaint-based presentations

Admitted patients have a
preliminary diagnosis

No prior rapport with patient
and family

Most diagnostic studies ordered
are urgent or emergent

Results of diagnostic studies avail-
able within minutes to hours

No scheduled visits; patients are
evaluated in order of acuity

After initial evaluation, will develop
rapport with patient and family

Diagnostic studies ordered can be
nonurgent, urgent, or emergent

Results of diagnostic studies avail-
able within hours to days

Most admissions are unscheduled

1% of patients require hospital
admission

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

Usually have established rapport
with patient and family

Most diagnostic studies ordered
are nonurgent

Results of diagnostic studies avail-
able with days

Scheduled visits on a first-come-
first-served basis, occasional
unscheduled visits
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The emergency department also differs dramatically from
both the inpatient and ambulatory care setting in a few other
areas. First and fore most, the emergency department never closes,
and the volume of patients cared for is not limited by the number
of patient care spaces. Although it is foreseeable that patients with
nonurgent complaints will need to wait until an appropriate
patient care area is available before they will be evaluated, the sick
or unexpected emergencies are at times cared for in less-than-
optimal patient care areas, such as a hallway. In the emergency
department, the spectrum of patients ranges from the young to
the very old, representing disease states of the newborn to the
various complications seen in the elderly nursing home resident.
The clinical scenarios encountered are also unique to this setting
and can range from routine medical and surgical pathology to
environmental emergencies, toxic exposures, substance abuse,
trauma, psychiatric emergencies, and more.

It 1s also necessary to realize that patient-specific goals are
different in the emergency department from other health care
settings. This can directly translate into a better understanding of
the specialty-specific approach to a particular clinical scenario
or chief complaint. Understanding how emergency physicians
approach particular clinical problems will allow students to better
place the educational and patient care objectives of their rota-
tion in perspective. See the case study shown in this chapter an
example.

Focusing on the problem at hand is key to managing most
cases in the emergency department. Whether we are talking
about a complaintdirected H&PE, case presentation skills, or a
case-specific differential diagnosis, the art of focusing—that s,
being able to see the forest through the trees, identifying and
relaying pertinent positive or negative case specific informa-
tion—is crucial to understanding the role of the emergency
physician and providing excellent patient care. Remember, the
focus of the emergency department is different from other health
care settings. Therefore, your approach to certain chief complaints
or patient presentations may need to be modified to keep in
line with providing optimal and efficient care in the emergency
department.

One final point that deserves mentioning is that the patient
presenting to the emergency department must be considered
at higher risk for po tential serious illness than a similar patient
presenting to an office or other outpatient clinic setting. Many
patients presenting to the emergency department have acute
symptoms. These complaints may reflect more serious underly-
ing pathology when compared with the patient who 1s willing
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or able to wait several days for an outpatient appointment. In
addition, patients choosing to come to an emergency department
for an evaluation rather than going to an outpatient oftice should
alert the caregiver that the patient may believe he or she is too
sick to wait for a scheduled appointment; at times, they are right.

Thus, patient care in the emergency department is quite dif-
ferent from other health care settings. It is important to be aware
of these differences so that, as a medical student, you understand
that the clinical and bedside skills needed to succeed in the emer-
gency department are different from skills needed to succeed in
other settings. Understanding and embracing these differences
will allow for a more educational and enjoyable experience.
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CHAPTER SIX

Undifferentiated and
Differentiated Patients

THE CLINICAL ENVIRONMENT of the emergency department
is both challenging and exciting. Open 24 hours a day, 7 days a
week, the emergency department can serve as both the point of
first contact and the bastion of last resort for an incredibly diverse
group of patients with differing and unexpected medical needs.
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. Whereas other specialists focus on a particular body
system or category of illness, the emergency physician must be
prepared to treat patients across the spectrum of disease and age.
Each patient represents a mystery, an unknown quantity for the
clinician. It is the unwavering fact that anyone can come through
the doors at any time, which presents us with one of our greatest
clinical challenges: the undifterentiated patient.

Approach to the Undifferentiated Patient

When you first encounter a patient in the emergency depart-
ment, you must make an instantaneous assessment of both the
severity of the threat to the patient’s life and limb and the need
for immediate intervention. This determination is often made
within a few moments of your patient encounter; that is, is the
patient sick or not sick? Sometimes this decision may be easy,
such as the patient with a gun shot wound to the chest or a
patient presenting in severe respiratory distress. Many times, how-
ever, the distinction between “sick and not sick” may be much
more subtle. Consider the following cases: an 80 year-old nursing
home resident with a fever; a 40 year-old patient with a history

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 until
you have ruled out all high
morbidity and mortality condi-
tions. The classic example is the
pregnant young woman who
presents with abdominal pain.
On the top of your differential
list should always be ectopic
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Findings of Potentially
Serious lliness

e 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

of asthma presenting slightly diaphoretic, breathing 35 times per
minute; a patient presenting postictal after a new onset seizure. All
of these patients may be critically ill and require immediate in-
tervention, and the skilled medical student, resident, or attending
must be able to recognize this. As a student, your primary role if
you identify a “sick or potentially sick” patient is to immediately
notify your supervising physician—you will see this as a recur-
ring theme. In a patient with abnormal vital signs who appears
stable, it may be appropriate to repeat the vital signs yourself and
then notify your supervisor promptly if they remain abnormal.

In determining the severity of a patient’s illness and the need
for immediate intervention, the emergency physician relies on a
combination of clinical experience and instinct, integrating all of
the available information into his or her decisionmaking pro-
cess. Findings that may indicate severe illness include abnormal
vital signs and an alteration in mental status (depressed level of
consciousness or agitation). The astute clinician should recognize
these findings as indicative of a potentially lifethreatening condi-
tion and should act on them promptly. Perhaps the most impor-
tant measure of the severity of patient illness is physician “gestalt,”
that 1s, the gut instinct that something just is not right. This is one
of the most important qualities a physician can develop.

Once a critical illness is identified, the physician must be
prepared to act. In many cases, this means forgoing the natural
progression from obtaining a medical history to performing a
physical examination to formulating an assessment, and imple-
menting a management plan. These cases often require the clini-
cian to immediately focus the H&PE and jump right to case-
specific management. Although the specific intervention will
vary for individual patients, some general treatment principles
should be followed. At times, you may hear your supervisor refer
to the “emergency department safety net.” This term refers to the
initiation of cardiac monitoring, obtaining vascular access, and
providing supplemental oxygen if needed.

Assessing ABCDs of Resuscitation

As specialists in resuscitation, an emergency physician’s first
priority is assessing the airway (A), breathing (B), and circulation
(C), followed by an evaluation of neurologic disability. Ignoring
deficiencies in one of these areas will inevitably lead to worsen-
ing of the patient’s clinical condition. Indications for emergency
airway management may include hypoxia, hypercarbia, altered
mental status, failure to tolerate oral secretions, and the anticipa-
tion of a worsening clinical condition. Remember, the ABCs are
about much more than just intubation. In any ill patient, careful
attention must be paid to oxygenation status, respiratory effort
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and pattern, and blood pressure and the presence of any neuro- In determining the severity of a
logic deficit. In addition to evaluating disability, the “D” should 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.

always stand for measurement of serum glucose followed by ad-
ministration of dextrose if a patient with an altered mental status
is found to be hypoglycemic.

Addressing Abnormal Vital Signs

At the very least, if a patient has abnormal vital signs, vitals
should be repeated and monitored closely. As a general rule, cer-
tain conditions (i.e., hypotension, severe hypertension with target
organ damage, hyperthermia, hypothermia, bradycardia, tachy-
cardia, tachypnea, and bradypnea) will require intervention and
stabilizing measures initiated early in the course of their evalua-
tion. These actions may include, but are not limited to, cardiover-
sion of unstable tachyarrhythmias, supplemental oxygen, passive
or active rewarming, or administration of intravenous fluids.

As a corollary, the effect of such interventions needs to
be closely monitored. Remember, the underlying cause of all
abnormal vital signs should be investigated. This axiom can not
be overstated.Vital sign abnormalities are often the result, not
necessarily the cause, of a systemic insult. The investigation into
the etiology of the abnormal vital signs should be delayed until
stabilizing measures are initiated.

Treating Pain

An absolute tenet of emergency medicine practice is to treat the
patients’ pain. Pain-related complaints are far and away the most
common reason for patients presenting to the emergency depart-
ment, with abdominal pain and chest pain being the two most
frequent chief complaints. Together, these complaints represent
more than 13 million emergency department visits annually
across the country (Nawar, 2007). Not only is it morally impera-
tive to provide analgesia, it is the right thing to do. Providing pain
relief with an appropriate dose of an analgesic should not inter-
fere with physical examination findings of peritonitis or accuracy
of selected diagnostic imaging studies.

Approaching the Stable Patient

Once the clinician is assured that the patient is stable, he or she
should use a focused, systematic approach to evaluation and man-
agement. Paramount to this is obtaining an accurate history. It

is important to allow the patient to provide the history in his or
her own words. The use of open-ended questions allows patients
to describe their condition and presenting complaints as they
experience them. Examples of appropriate open-ended questions
include the following: “What brings you to the hospital today?”
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or “How can I help you today?” Patients should be allowed suffi-
cient time to describe their symptoms, while the clinician listens
carefully for clues to the underlying diagnosis. After the patient
has been given time to explain his or her complaints, the caregiv-
er should ask appropriate follow-up questions to fill in any gaps.
Although these questions are often open ended as well, a more
directed inquiry may be necessary. The clinician should seek
information that can help clarify the patient’s diagnosis or point
toward an appropriate workup. Be a medical pessimist. Never
assume that a patient’s complaint represents a benign issue until
all high morbidity and mortality conditions have been considered
and sufficiently excluded.

Being a Medical Pessimist

Don’t make assumptions until you have ruled out all high mor-
bidity and mortality conditions. The classic example is the preg-
nant young woman who presents with abdominal pain. On the
top of your difterential list should always be ectopic pregnancy.
Approach each patient, regardless of complaint, with a broad
differential diagnosis, with the most serious conditions at the top
of your list, that is, the “worst first” mentality. For example, always
assume that chest pain could be caused by one of many poten-
tial life-threatening processes (e.g., acute coronary syndrome,
pulmonary embolism, pericarditis, pneumothorax, pneumonia,
aortic dissection, or esophageal rupture). Less serious diagnoses
can be considered once these processes have been eliminated.
This, of course, does not mean that every patient with chest pain
requires cardiac enzymes, a CT scan, an ECG, and the like, but
it is prudent to consider all high-risk diagnoses in each patient
rather than rejecting them outright because of the patient’s age
or an atypical presentation. By taking an accurate history and
performing a focused physical examination, many of these difter-
entials can be effectively excluded without an extensive workup.
The healthcare provider can use the initial H&PE to narrow the
differential diagnosis, focusing in on likely causes to guide the
evaluation.

Keeping an Open Mind

It is important not to limit the differential diagnoses based solely
on the patient’s chief complaint and presenting symptoms. Al-
though this information is vital, limiting your differential diagno-
sis can be dangerous. Consider the elderly diabetic patient who
presents with nausea and vomiting. Focusing only on gastrointes-
tinal causes may delay the diagnosis of other potentially serious
conditions such as diabetic ketoacidosis or myocardial ischemia.
It 1s imperative to listen to the patient, but it is just as important
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at times to step back and think outside of the box. By keep- When working with the elderly,
end-of-life issues may need to ad-
dressed with both the patient and
the family, which can be a daunting
task.

ing an open mind and not getting locked in, you will avoid the
potential pitfall of honing in on a particular diagnosis before all
of the information is available, also known as “premature closure.”
Just as it is dangerous to assume a patient has a benign condition,
it is equally wrong to jump to a diagnosis too quickly. Do not

be afraid to change your diagnostic considerations as additional
information or test results become available. When test results,

or responses to therapy, do not fit with the presumed diagnosis,
reevaluate the patient.

Following the Best Path

You can’t always walk a straight line; sometimes patient care fol-
lows a roundabout path. When evaluating the undifferentiated
patient, it is not always possible to progress gradually from H&PE
to diagnostics to treatment. Often it is necessary to perform two
or more of these tasks simultaneously. In the critically ill patient,
the emergency physician will often be deciding which diagnostic
tests are needed while simultaneously conversing with, examin-
ing, and treating the patient. In addition, the response to an in-
tervention may help guide additional testing strategies. A patient
presenting with an exacerbation of asthma that improves with
bronchodilator therapy might not require a chest radiograph or
ABG, whereas a nonresponder might.

Differentiated Patients

Certain subsets of patients present a special challenge in the
emergency department and deserve brief mention. Although

a detailed discussion of these issues is beyond the scope of this
manual, be aware of the inherent complexity in caring for these
patients. Some groups of differentiated patients include the
elderly, children, psychiatric patients, and the chronically ill. The
differentiated patient can also present a diagnostic challenge

for the emergency physician. An approach to these encounters
should be performed in a logical and systematic fashion to avoid
the pitfalls of a delay or misdiagnosis.

Elderly Patients

Elderly patients can present some of the most difficult diagnos-
tic challenges for the emergency physician. This group is at high
risk for a number of reasons. Life-threatening cardiac, pulmonary,
vascular, and neurologic conditions are far more common in

this population, and the elderly are more likely than the general
population to have significant underlying health problems. Geri-
atric patients are often taking multiple medications, which may
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Emergency physicians need to
remember that children are not
just little adults.

contribute to their presentation or may interact with prescribed
therapies. They also have decreased physiologic reserves, which
affects their response to critical illness or injury. Problems with
memory in some patients can also limit your ability to obtain

a clear history, further complicating the clinical encounter. In
addition, the presentation of certain medical conditions (e.g.,
myocardial infarction) may be atypical, with vague, nonspecific
symptoms actually being the harbinger of serious underlying
illness. In the elderly, a bacterial infection is not always associated
with a fever or leukocytosis. This finding may inadvertently lessen
the suspicion of an infectious etiology. Weakness and confusion
are common presenting complaints that can represent a whole
spectrum of disease, including infectious, cardiac, endocrine, and
neurologic conditions. Finally, when working with the elderly,
end-of-life issues may need to addressed with both the patient
and the family, which can be a daunting task.

‘When evaluating a geriatric patient, it is prudent to be both
vigilant and conservative at the same time. Consider a broad dif-
ferential diagnosis, keeping in mind that typical diseases may pres-
ent atypically. Use as many sources as possible to obtain a medical
history, including family members, past medical records, the pri-
mary care physician, or nursing home records, when applicable.
When the history or symptoms are vague, or the patient is unable
to provide detailed information, clinicians should have a low
threshold for obtaining diagnostic studies. The geriatric emer-
gency department patient also presents a clinical challenge as this
subset (65 years of age or older) of patients are sicker than the
general population and represent the greatest percentage (41%) of
hospital admissions of all age groups (Nawar, 2007). Finally, if an
elderly patient is going to be discharged, it is important to ensure
that he or she will have adequate social support and access to fol-
low-up medical care.

Pediatric Patients

As with the elderly, obtaining a history from a young child can
be difticult. In preverbal children, the information must be ob-
tained entirely from the parents or other caretakers. Even with
older children, anxiety and misunderstanding can prevent the
emergency physician from getting an accurate history. Remem-
ber, infants are at risk for serious bacterial infection, although
the introduction of haemophilus and pneumococcal vaccines has
significantly decreased this threat. In addition, be aware of the
high prevalence of maltreatment and neglect in this population
and consider abuse in all pediatric patient encounters. Whenever
possible, children should be examined with their parents pres-
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ent to minimize anxiety, unless the health care provider suspects
abuse. The exception is adolescents, who may feel more com-
fortable discussing personal issues without their parents present.
These encounters, however, should be chaperoned by an addi-
tional health care provider, preferably of the same gender as the
patient. Emergency physicians need to remember that children
are not just little adults. The spectrum of disease across the pedi-
atric population is vastly difterent from that of the adult popula-
tion. Seasonal variations of illness are more common, and clinical
presentations of disease in infants and toddlers may be difterent
as compared to adolescents and adults. The healthcare provider
should be familiar with the different size and type of equipment
required for pediatric resuscitation and medication doses as these
also differ from adult patients.

Patients With a History of Psychiatric Illness

Patients with a history of psychiatric illness is another challeng-
ing subset of patients encountered in the emergency department.
It is important to exclude organic pathology before attributing a
patient’s presentation to a functional illness. Be a patient advocate,
especially in these cases. In addition, many of these patients take
medications that have a high likelihood of side effects and toxic-
ity. Others are noncompliant, which can result in an exacerbation
of their underlying mental health condition. Deciphering be-
tween functional and organic etiologies of patient presentations is
challenging and not always straightforward.

Patients With Chronic Health Conditions

It is becoming more and more commonplace to encounter
emergency department patients who have chronic health con-
ditions such as ischemic heart disease, hypertension, diabetes,
congestive heart failure, asthma, chronic obstructive pulmonary
disease, depression, and end stage renal disease. These patients suf-
fer from the same maladies as the general population but may at
times be at higher risk for complications because of their chronic
health condition or prescribed medical therapy. Approach even
the stable appearing patient with a complex medical history with
a degree of skepticism.
When caring for a patient with a complex medical history,
be careful not to glance over details that might prove to be im-
portant. Consider the following:
*  Asin all cases, initiate stabilizing care immediately if
necessary.
* In a stable patient, procede in a logical systematic fashion
performing a focused yet thorough H&PE.



30 ¢ Undifferentiated and Differentiated Patients

*  Spend time reviewing the past medical or surgical history
to better familiarize yourself with the extent of the patients
chronic health condition.

*  Review pertinent medical records and contact the patient’s
primary care physician when indicated.

*  Consider whether the presenting complaint is related to or
complicated by the underlying chronic health condition.

»  If the patient is presenting with an exacerbation of a chronic
illness (e.g., asthma, congestive heart failure), try to place the
severity of the current presentation in context with prior
exacerbations.

*  Consider using risk reduction strategies such as medica-
tion reconciliation to prevent prescribing errors or adverse
medication effects that can occur with patients on multiple
medications.
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CHAPTER SEVEN

Performing a Complaint-

Directed History and
Physical Examination

PERFORMING A FOCUSED, complaint-directed H&PE is the
cornerstone of diagnosis and treatment in the emergency depart-
ment. In the majority of cases, a focused difterential diagnosis
and eventual disposition can be derived from the initial H&PE.
Although a single piece of historical information or finding on
physical examination may not rule in or rule out a particular
diagnosis, taken in aggregate, the H&PE is a powerful diagnostic
tool that drives further evaluation. The H&PE provides much of
the information necessary to develop a patient-specific problem
list, which allows you to formulate your differential diagnosis.
Subsequently, as you master the art of focusing your H&PE, you
will improve your diagnostic skills and care for patients with
increased comfort and efficiency.

Each specialty has a slightly different approach to perform-
ing an H&PE. In the emergency department, our approach to the
H&PE is partly time sensitive because of patient volume and acu-
ity. In the emergency department, the depth of the H&PE will
be based on the patient’s complaint, sometimes brief and focused,
other times more comprehensive. Remember, the time required
to perform a comprehensive H&PE for a new patient visit in
an office practice is vastly different than the time necessary to
evaluate many patients that you will encounter in the emergency
department. In emergency medicine, you must balance the time
needed to perform a focused but inclusive H&PE with the time-
sensitive nature of diagnosis, treatment, and disposition. A recom-
mended rule of the thumb for students is to complete your initial
evaluation within 10 to 15 minutes. However, regardless of the
patient complaint, your evaluation should be thorough.

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.

31
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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?

The primary goal of the complaint-directed H&PE is to
diagnose or exclude potentially life- or limb-threatening disease
or injury. More simply stated, the goal is to determine who is
“sick” and who is “not sick,” a familiar theme that you will hear
more than once in this Primer. The other goal is to exclude any
potential causes of serious morbidity and, if possible, to arrive at
the correct diagnosis. The dynamic differential diagnosis devel-
oped from your H&PE is what drives many of the case-specific
questions that you will ask the patient during the encounter.
The more information you gather during the H&PE, the more
your differential diagnosis narrows and the more detailed and
specific your evaluation becomes. Although the H&PE are often
performed simultaneously, in this section we will discuss them
separately.

Primary Survey

For the majority of patients you will encounter, it will be obvi-
ous that their airway is unobstructed, that they are breathing
without distress, and that there is no sign of systemic hypoperfu-
sion. However, some of the patients that you encounter may have
acute life- or limb-threatening presentations that cannot afford
even the minimal 10 to 15 minutes required for a focused H&PE.
In these cases (e.g., trauma, hypotension, shortness of breath, chest
pain, altered mental status), your approach to the H&PE will
deviate from the traditional approach of interviewing the patient
followed by a systematic but focused physical examination.

‘When a patient presents with a serious health condition,
the initial goal of the primary survey is to identify any immedi-
ate life-threatening condition and intervene as warranted. This is
accomplished by approaching the patient in a systematic fash-
ion. A classic example of this strategy is taught in the advanced
trauma life support course. When evaluating a victim of trauma
(or a seriously ill medical patient), focus first on evaluating airway

ment of a chest tube.

Consider a patient who presents after penetrating trauma to the right anterior chest. An emergency physi-
cian 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 |-cm stab wound to the right
anterior chest wall, fourth intercostal space, midclavicular line is noted. On palpation of the right chest, subcu-
taneous 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 place-

Case Study
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patency and assessing for signs of airway obstruction. The next
step is to evaluate the patient to ensure adequate oxygenation and
ventilation. This may require exposure of the neck and chest; in-
spection, palpation, auscultation of the chest; pulse oximetry; and
perhaps even obtaining an ABG in selected cases. See the case
study shown on this page for an example.

As a medical student, it is always important to realize that
you will be working under the guidance of a senior emergency
medicine resident or an attending physician. If at any time you
encounter a critically ill patient, you should immediately notify
your supervisor—another recurring theme. Remember, in the
emergency department, the varied pathology and high acuity
often causes the health care provider to deviate from the standard
approach of obtaining a medical history followed by a physical
examination. Early on, the emergency department safety net (car-
diac monitoring, IV access, and supplemental oxygen) should be
incorporated into the management of all potentially sick patients.

Medical History

The depth and detail of your medical interview will vary de-
pending on the patient’s chief complaint. Some patients will
present to the emergency department with a very straightforward
complaint or injury: sore throat, twisted ankle, cutaneous abscess,
laceration, and the like. Other complaints such as weakness, diz-
ziness, or abdominal pain in the elderly will require a much more
extensive medical interview. Because of the complaint- oriented
nature of our patient presentations, it is important for you to
learn how and when to focus your medical interviewing skills.
Remember, a focused history does not mean cursory.

Think of the medical history as a conversation with a pur-
pose. It starts by identifying the chief complaint; that is, why did
the patient come to the hospital? For most ambulatory emergen-
cy department patient encounters, this information can often be
obtained from the nursing triage form. In the emergency depart-
ment, a triage nurse interviews ambulatory patients before they
see a physician. The purpose of this brief, limited evaluation is to
determine the order in which patients need to be evaluated. The
triage form will provide you with some basic information, but it
should not be a substitute for obtaining or verifying information
directly from the patient. Information commonly documented
on a nursing triage form includes the patient’s chief complaint,
past medical history, medications, allergies, and vital signs. When
interviewing a patient, a simple opening statement can often
provide you with a wealth of information. For example, “Hello
Mr. Smith, I am student doctor. .How can I help you

Basic Information
to Gather

* Onset: Identify when the

problem started, the sur-
rounding circumstances,
and the severity of the

complaintwhen it began.

* Location: If it is a painful

complaint such as chest
pain or abdominal pain, ask
the patient to point where
it hurts and elicit whether
the pain has moved to a
different location since it
started.

¢ Duration: Determine how

long the patient has been
having the complaint and
whether it has been con-
stant or intermittent. If the
complaint 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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today?” or “What seems to be wrong today?” Openended ques-
tions will allow the patient to respond in his or her own words. It
is important not to interrupt patients when they are responding
to your opening statement. Demonstrating exemplary listen-

ing skills will help you develop rapport with your patient. The
upfront information that you obtain from the patient will serve
to direct you as you investigate the HPI.

For many chief complaints, certain basic information should
be obtained: the onset of the problem, the location of the com-
plaint, the duration of the problem, and the quality of the pain.
At times it may be necessary to supplement this question with
specific modifiers (e.g., sharp, dull, pressure).

Other key features that may be necessary to obtain include
the presence of aggravating or alleviating factors, response to
prior therapy or treatment, associated symptoms, and risk factors
for certain medical conditions such as coronary artery disease or
venous thromboembolism. A mnemonic to remember when try-
ing to obtain cardinal characteristics of a patient’s chief complaint
is “OPQRST” (onset, provocative/ palliative, quality, region,
radiation, severity, timing, temporal relationships, and therapeu-
tics). Obtaining an accurate history is the first of many crucial
steps that will allow you to offer the best care to your patients.
Remember, many times, a preliminary diagnosis will be made on
the basis of the history alone. This will depend of course on your
ability to elicit, synthesize, and interpret the relevant information.

Other important aspects of the medical history are a com-
plaint-directed review of systems (ROS); past medical, surgical,
and obstetrical history; social and family history; medications;
and allergies. Early on, some medical students have difficulty
focusing their ROS questioning. At the bedside, it is common to
intertwine questions that pertain to both the HPI and the ROS.
However, it is usually not necessary to perform a comprehensive
ROS evaluation on patients in the emergency department. One
recommended approach that can be used after completion of
your focused H&PE is to ask the patient if there is anything else
that they would like to talk about that was not already covered.
For most patients, a thorough evaluation can be obtained by fo-
cusing on the presenting problem. However, never ignore a perti-
nent finding that is discovered even incidentally when interview-
ing or examining a patient. In certain clinical scenarios, it will be
beneficial to obtain additional history (if possible) from witnesses,
family, or prehospital personnel. For example, when evaluating a
45-year-old male restrained driver involved in a motor vehicle
accident, fire department personnel can provide valuable infor-
mation. Was the patient trapped in the car? Was the windshield
cracked or the steering wheel deformed? Was there intrusion of
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the driver’s side door into the vehicle? What was the condition of
the patient at the scene? Was the patient able to self-extricate?

In the emergency department, a number of patient-related
barriers can affect your ability to obtain an accurate or thorough
history. These include encounters with young children, the ac-
tively psychotic, the debilitated or demented, patients presenting
with an altered mental status, and patients with limited English
proficiency. Remember that as a result of federal mandates, a
hospital must ofter and provide language assistance services to
patients with limited English proficiency, including bilingual statt
or interpreter services, at no cost to the patient, in a timely man-
ner during all hours of operation. In general, to limit miscommu-
nication or bias, family and friends should not be used to provide
interpretation services, except at the request of the patient.

Keep in mind that when describing their presenting com-
plaint, some patients will use certain terms that have a different
meaning to them than to you. This may be encountered in the
patient who complains of a migraine headache. Many patients
presenting with the complaint of a headache have not had a
formal evaluation but will use the term migraine headache. This
is likely because of the common misuse of the term migraine by
the lay public. Another example is the use of the term dizziness.
This commonly used descriptive, when looked at more closely,
may reflect any of the following meanings: lightheadedness, un-
steadiness, or vertigo. Other patients may have cultural differences
or language difficulties that can affect their ability to describe
certain complaints or conditions. Remember, when patients de-
scribe their symptoms, they may use different language than you
would use to describe the same symptoms. This can make it more
difficult to determine what is wrong with the patient and may
lead to frustration. If you are having difficulty understanding a
patient describing his or her symptom complex, try to have him
or her explain it in different terms or repeat it back to ensure that
you both understand each other. Many times, it can be helpful to
summarize and clarify the history with the patient. Please keep
in mind the cultural differences that you may encounter in the
emergency department and be sensitive to these issues if they
arise.

Physical Examination

The physical examination usually starts with an appreciation of
the general appearance of the patient, followed by an immediate
review of the vital signs (blood pressure, heart rate, respiratory
rate, and temperature). With the advent of noninvasive bedside
testing, many physicians consider pulse oximetry testing the fifth
vital sign. Beware of the statements “vital signs are stable” or

An appreciation 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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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.

“vital signs are within normal limits.” Remember, the normal
range of vital signs varies with the age of the patient. It is much
more important to ap