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PRESIDENT’Smessage
Ashley Booth-Norse, MD, FACEP
FCEP PRESIDENT

The Year At a Glance
What a year it has been. It is hard to believe that in a few
months, my term as the Florida College of Emergency
Physicians President will be over. I would like to take this
edition of my president’s report to update everyone on what
the college, in collaboration with the Foundation, has been
doing this year.

on pain and the use of opiates in the ED as well as a follow
up human trafficking symposium. I encourage everyone to
attend. If you have never attended Symposium (or haven’t
attended in several years) I ask that you think about attending
so that you can see what your Florida College of Emergency
Physicians has been doing on your behalf. Remember that
Symposium is a free member benefit!

I want to start with what the college has been doing from
an education standpoint. This year began with Symposium by From a legislative and advocacy standpoint, the college has
the Sea in Boca Raton. Symposium was a great success with been extremely busy this year. FCEP was able to successfully
old programs such as the town hall meeting, Sim Wars and prevent legislation from passing the senate that could have
the Resident Case Presentation Competition as well as new fixed reimbursement for out-of-network patients to Medicare
content such as the hands on skills labs for Ultrasound and rates. However, the house companion bill passed successfully
Eye exams. Immediately following Symposium, FCEP and the through several House of Representative subcommittees. The
Foundation sponsored a Symposium on Stroke in November. bill fell short of a full House vote due to the battle over the
That was quickly followed by
healthcare budget that took
the Ebola crisis that struck fear
place during this legislative
in the Nation. FCEP and the
session. FCEP fully expects a
Foundation immediately went
bill on out-of-network charges
to work helping the state put
and/or reimbursement during
together a series of training
the 2016 legislative session
seminars on infectious disease
and is already working with
and biological threats. FCEP
several key legislators. If you
and the Foundation have also
have a professional or social
been working on a series of
relationship with your local
pediatric emergency medicine
senator or representative
webinars. Four webinars have
please let us know. A grassroots
been produced so far with
campaign will be critical for the
more coming. They have been
2016 legislative session due to
a great success. If you have not
an early start to session.
participated in one of these
Drs. Ashley Booth Norse and Cliff Findeiss cutting the ceremonial
ribbon at the EMLRC Grand Opening.
webinars I would encourage
On a final note, the Florida
you to do so. They are free to
College
of
Emergency
our members and are extremely educational. This year also Physicians has a new home! FCEP and the Foundation held the
included a successful EM Days program in Tallahassee in grand opening of its new building on May 20th in conjunction
with the spring committee and board of directors meetings.
March, followed by a conference on human trafficking.
There was an excellent turnout for the event. It was great to
This year’s Symposium by the Sea is being held August 7-9 in see so many of the past, current, and future FCEP leaders, that
Amelia Island. The Symposium planning committee has put helped to make the new building a reality. FCEP has entered
together another great program. Resident Sim Wars and a new era!
CPC are back again this year! In addition there will be more
tracks including the skills labs as well as a new track with As always, please email me with any questions or comments
short lectures on a variety of topics centered on emergency you have on what FCEP is or is not doing as well as any
medicine in Florida that will be geared towards the practicing suggestions you have on things we should be doing. I look
emergency physician. There will also be special conferences forward to seeing everyone at Symposium in August.
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Daniel Brennan, MD, FACEP
MEDICAL ECONOMICS COMMITTEE CHAIR

Medical Economics Billing and Coding 101
Prospective payment review, coding audits, recovery audits… are
some of the terms providers hear as payors – governmental and
non-governmental - challenge the bills submitted for services we
provide. Individual providers rarely code our own charts, utilizing
outside experts to code and bill for the EM services we provide.
Despite the reliance on outside experts, technically (and legally) we
remain responsible for the accuracy of the bills submitted on our
behalf. While no formal data exists to my knowledge, anecdotally
it does appear that scrutiny of EM providers has increased over
the years, with little prospect of this decreasing going forward.
So it behooves each EM provider, and their respective groups, to
utilize due diligence to ensure bills are submitted accurately and
defensibly.
Most of the care we provide to patients are Evaluation and
Management services, CPT codes 99281-99285 (80-90% of revenue
for most groups). Other frequently provided services are critical
care (99291-2), Observation services (codes 99217-20, 99224-6,
and 99234-6) and procedure codes (I&D, laceration repair, fracture
care/splinting, joint reductions, procedural sedation, intubation,
lumbar puncture, etc.). Various rules apply to the services provided
by mid-level providers (independent, or under our supervision),
residents and students (Medical, NP, PA, etc.) under the supervision
of teaching physicians. CMS provides pretty clear guidelines for
the various supervisory scenarios, and procedures themselves are
usually fairly straightforward in terms of documentation required.
Thus coders have less difficulty agreeing on the proper coding for
these services.
However, the E&M codes 99281-99285 are more subjective.
Ultimately, they are defined by the AMA’s CPT Manual, which has
definitions of each service, and examples of typical clinical scenarios
for each increase in complexity. Subsequently, CMS has published
documentation guidelines which outline the minimum elements
of History, Physical Exam, and Medical Decision Making required
to meet each level of service. (Table)1. However as any Emergency
Physician knows, there are myriad ways patients present, and even
seemingly straightforward conditions may be complicated by
atypical presentations,
co-morbid
illnesses,
barriers to information
gathering, and the
complexity of the
workup
required.
Needless to say, Medical
Necessity is a prerequisite to payment
for any service as well.
As may be expected,
disagreements
over
the intensity of the
E&M service required
result. So this is an
area ripe for payment
disputes,
audits,

repayment demands, and prospective payment reviews. In a 2002
study published by Bentley et al, agreement on CPT codes among 4
coding agencies was poor (κ=0.28).
In order to make coding more objective and reliable, many in the
coding industry have moved to audit tools, usually based on the
Marshfield clinic tool or a modification thereof. Usually it is fairly
straightforward in determining if the provider met the required
number of the historical and physical examination elements for a
particular E&M Level – and most Emergency Physicians perform
relatively complete History and Physicals (H/P) as we were taught
in training (the quickest way to the correct diagnosis and treatment
is at the bedside, right?). While I have seen payors portray this as an
attempt to increase the level of service, the reality is a complete H/P
in the face of a simple problem without complex Medical Decision
Making (MDM) amounts to a free upgrade in the service provided
to their members, so there really should be no complaint. This is
because in order to meet a given level of complexity, the H/P and
MDM must all meet certain thresholds, so the complete H/P with
less complex MDM will be billed at the appropriate lower MDMbased level. In reality, most of our codes will be driven/determined
by the complexity of MDM, which in turn, is the most subjective
element and most difficult on which to gain consensus. Here also,
the Marshfield clinic tool has been used to provide guidance. MDM
complexity is defined by CMS as straightforward, low, moderate, or
high-complexity. The number of diagnosis and treatment options,
the complexity of data reviewed, and the risk of morbidity are the 3
sub-components of the MDM element of the E&M service.
Next time we will review coding of MDM in more depth, along with
the somewhat unusual interpretation some payors and their audit
teams have assigned to “additional work-up planned.”
An excellent overview of coding and reimbursement geared to new
graduates, but beneficial beyond, is available on the ACEP website.
References
1. Bentley PN, Wilson AG, Derwin ME et al. Annals Emerg Med 2002;40:269-74.
2.www.acep.org/uploadedFiles/ACEP/practiceResources/issuesByCategory/
reimbursement/FundamentalsOfReimbursementResidentPiece.pdf

OPPORTUNITIES
JOIN US TODAY!

EmCare is seeking Physicians in Florida and Nationwide.

AVENTURA, FL

LEHIGH ACRES, FL

TAMPA BAY, FL

Aventura Hospital and Medical Center. 60K
visits/yr. Seeking Core Faculty for New EM
Residency slated for 2016.

Lehigh Regional Medical Center
Lehigh Acres. 63k visits/yr.

Brandon Regional. 106K visits/yr. Associate
Medical Director & Staff.

MARATHON, FL

ENGLEWOOD, FL

Brandon Regional Medical Ctr.
PEDS Brandon. ED Director. 15K visits/yr.

Englewood Community Hospital. 15K visits/yr.

Fisherman’s Hospital, Marathon, FL
9k visits/yr.

GREATER FT. LAUDERDALE, FL

OCALA, FL

Broward Health, 4-Hospital System with 2
Trauma Centers and 2 Community Hospitals.
34K-120K annually. EM and PEDS.

Munroe Regional Medical Center
Ocala. 65k visits/yr.

Northwest Medical Center. 47K visits/yr.

Raulerson Hospital Okeechobee. ED
Director. 25K visits/yr.

JACKSONVILLE, FL
Memorial Hospital of Jacksonville
PEDS Jacksonville. ED Director.
12K est. visits/yr.
Orange Park Free Standing ER-Westside.
16K projected visits/yr. Brand new
freestanding ED coming Summer 2015.
Associate Medical Director and staff.
Orange Park PEDS. 14K visits/yr. Staff.
Orange Park Medical Center. 92K visits/yr.
Staff.

KISSIMMEE, FL
Poinciana Medical Center. 38K visits/yr.

LAKE CITY, FL

OKEECHOBEE, FL

ORLANDO, FL
Osceola Regional Medical Center.
80K visits/yr. Associate Medical Director
and Core Faculty for New EM Residency
slated for 2016.

PORT CHARLOTTE, FL
Fawcett Memorial Hospital.
25K visits/yr.

PORT ST. LUCIE, FL
St Lucie Medical Center. Anticipated 10K
visits/yr. Brand new freestanding ED in
Darwin Square coming Summer 2015.

SANFORD, FL

Citrus Park FSED Tampa. Associate Medical
Director and staff. 9K visits/yr.
Citrus Memorial Hospital Inverness.
Medical Director and staff. 40K visits/yr.
Clearwater ER Department of Largo
Medical Center Clearwater.
Assoc. Med. Dir. Est. 12K visits/yr.
Medical Center of Trinity.
Medical Director and staff. 55K visits/yr.
Northside Hospital & Heart Institute
St. Petersburg. 31K visits/yr.
Regional Medical Center at Bayonet Point.
Hudson. FL. 36K visits/yr. Staff.
Tampa Community Hospital.
18K visits/yr. Staff.

THE VILLAGES, FL
The Villages Regional Hospital (BE/BC EM).
38K visits/yr. Located within one-hour of
Orlando.

Lake City Medical Center. 25k visits/yr.

Central Florida Regional Hospital.
50K visits/yr.

WAUCHULA, FL

LAKE PLACID, FL

SEBRING, FL

Florida Hospital. 11k visits/yr.

Florida Hospital Heartland. 25K visits/yr.

WEST PALM BEACH, FL

LEESBURG, FL

SPRINGHILL, FL

Leesburg Regional Medical Center (BE/BC
EM). 45K visits/yr. Located within one-hour
of Orlando.

Brooksville/Spring Hill Hospital. 38K visits/yr.
Oak Hill Hospital Spring Hill. Associate
Medical Director and staff. 38K visits/yr.

More ED Opportunities Nationwide!

Ask about our
provider referral To View Our Opportunities, Please Visit: www.EmCare.com
or Contact Us at: SoutheastOpportunities@EmCare.com
program!
727.437.3533 • 727.507.2526

Florida Hospital. 14K visits/yr.
West Palm Hospital. 28K visits/yr.
Palms West Hospital West Palm Bch.
PEM Director. 19K visits/yr.
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Joel Stern, MD, FACEP
FCEP SECRETARY/TREASURER
GOVERNMENT AFFAIRS COMMITTEE CO-CHAIR

Government Affairs Update
The FCEP Government Affairs Committee met on May
20th, 2015, at our brand new office building in Orlando!
This meeting was jointly held with the Medical Economics
Committee. The following topics were on the agenda:
1. 2015 Legislative Review/Special Session
The 2015 Legislative Session in Florida ended
abruptly this year, when the House closed
their session early prior to the Senate.
This is very unusual, and has not
happened in quite some time.
This was prompted by the
House and Senate’s inability
to agree on a budget. The
main issue of contention
was whether or not to
accept Federal money
for Medicaid expansion.
The Senate was in favor
and the House opposed
(along with the Governor).
The other issue was the
refusal of the Feds to fund
the Low Income Pool (LIP).
These are Federal matching
dollars for hospitals which provide
uncompensated care. Florida had
been asked to expand Medicaid in lieu of
LIP funding this year. Since the House and Senate
are required to pass a budget, a special session has been
added in June to accomplish this task. Our main objective
this year was to prevent the passage of a bill that would have
banned balance billing for non-par providers of emergency
services. The bill, as proposed, would also have severely
limited any ability for providers to negotiate with payors. This
bill did not make it out of committee in the Senate, although
the House version did. Luckily they did not get to the floor for
a vote. However, it appears that these bills will most likely be
returning next year. Thanks to lobbying efforts by FCEP and
FMA, among others, our ability to negotiate non-par rates
with insurance companies has been preserved, at least for

this year.
2. Fair Payment initiative
In order to strategize for next session’s bills, a sub-committee
was formed. Representatives included FCEP and ACEP Board
members along with EDPMA staff. They will be formulating
an official position statement, along with talking points
for legislators. We will then plan on meetings over
the summer with key legislative contacts in
preparation for next year’s session. We do
expect the balance billing issue to be
reintroduced.
3. Human Trafficking CME program
A suggestion was made to approach
the Board of Medicine to request
the approval of substituting CME in
Human Trafficking as an alternative
to the current Domestic Violence
requirement. This was approved
by the Board and we will be moving
forward.
4. EM Days 2016 planning
The Government Affairs Committee cochairs will be working with FEMF/FCEP staff
on planning for the 2016 EM Days program. This
will be taking place in Tallahassee this coming January.
5. FMA Annual Conference
This is scheduled for July 31-August 2 in Orlando. Four FCEP
Delegates will be attending to represent our interests at the
Council Meeting. All other FCEP members are encouraged
to participate as delegates with their local County Medical
Associations.
Any suggestions for potential Council
resolutions are welcomed.
Please attend our next GA Committee meeting on August 5th
at Symposium by the Sea in Amelia Island.
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Danyelle Redden, MD, MPH

Human Trafficking & Emergency Medicine
In the emergency department, most of what we have to offer
our patients comes in the form of our medical expertise.
However, we sometimes find ourselves in the unique position
to help patients in other ways, beyond our clinical skills. It is
well recognized that, as emergency physicians, part of our
responsibility is to identify and act on injustices to vulnerable
populations, such as domestic violence, child abuse, and
sexual assault. Another realm in which we can have a
significant impact is human trafficking.
Human trafficking, by definition, is “the recruitment,
harboring, transportation, provision, or obtaining of a person
for labor or services through the use of force, fraud, or coercion
for the purpose of subjection to involuntary servitude, debt
bondage, or slavery.” In other words, it is forcing or tricking
someone into involuntary labor. This labor often takes place
in the sex industry, but many other industries are involved,
including agriculture, hotel services, domestic labor, cleaning
services, construction, and the food industry. The victims
of human trafficking are people of all backgrounds, from
runaway children to migrant workers. They include people of
all ages, ethnicities, and nationalities.
It has been estimated there are over 2 million human
trafficking victims in the United States. Florida ranks third in
the number of calls to the National Human Trafficking Hotline,
and is the location of both the largest sex trafficking case and
the largest labor trafficking case in U.S. history.
As emergency healthcare providers, we may be the only
person with whom a trafficking victim has contact outside
of their enslavement. Based on interviews with survivors of
human trafficking, an estimated 28% of human trafficking
victims encounter an emergency healthcare provider during
their captivity and are not recognized. Thus, there is a huge
opportunity for emergency physicians to make a difference.
Unfortunately, we often miss the signs of human trafficking,
mistake it for domestic violence, or simply don’t know how
to act.
The key to recognizing a human trafficking
victim is to look for them. Be aware of high-risk
groups, behavioral indicators, and characteristic

symptoms and injuries. (See tables 1 & 2.) Also realize that,
because of the complex nature of human trafficking, those
involved may not see themselves as victims. They may have
been manipulated or threatened into their current situation
without even realizing it. They also may not realize that there
are laws to protect them, regardless of whether they are in
the United States illegally.
In order to be able to identify a victim, it is essential to
understand the context of the various types of trafficking
situations — the predisposing factors of the victims, the
methods of recruitment, and the complex relationship
between the trafficker and the victim. To learn more about
human trafficking, visit the National Human Trafficking
Resource Center (www.traffickingresourcecenter.org) or
Polaris (www.polarisproject.org). If you suspect human
trafficking, call local law enforcement or the National Human
Trafficking Hotline at 1-888-373-7888.
As with victims of other types of abuse, it is important to
address the topic
in
a
gentle,
nonthreatening
manner in as calm
an environment
as
possible.
Separate
the
patient
from
those
who
accompany
t h e m .
Inquire
about
their

2015

living situation, work situation, and relationships. Who came
to the ED with them? With whom do they live? Do they feel
safe? Ask specific questions, such as “Is anyone forcing you to
have sex for money?” or “Does anyone threaten to harm you
or your loved ones if you don’t work for them?” Get a detailed
history about injuries and illnesses.

fcep.org

of opportunity in which to recognize the signs of human
trafficking and act. We know that emergency physicians
make a difference in cases of abuse of all sorts. Hopefully,
with education and awareness, we will make an impact on
the atrocious realm of human trafficking.

Our profession gives us a rare view into our patients’ lives to
which few, if any, others are privy. We have a narrow window

Table 1:
Indicators of Human Trafficking
•
•
•
•
•
•
•
•
•
•
•
•
•

Poor self-esteem, ashamed, intimidated, fearful
Fear of disclosure
Lacks skills to become financially independent
Lacks knowledge about community/whereabouts;
“just visiting”
Not in control of ID
Few personal possessions
May not speak English
3rd party insists on being present
Inconsistent story
Behavior change if law enforcement is mentioned
Substance abuse
Does not volunteer details of domestic status
Branding

Human Trafficking CME
Last year, the Emergency Medicine Learning and
Resource Center received a grant from the State of
Florida to educate emergency healthcare workers
about human trafficking. In March, a free CME
event was held in Orlando for physicians, nurses,
EMS, and other emergency healthcare providers.
There will be similar events in the future, as well as
an online CME module.
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Table 2:
Common Health Problems of Human Trafficking
Victims
Mental health
• Anxiety
• Depression
• PTSD
• Suicide attempts
General physical complaints
• Headaches
• GI problems
• Chronic pain
Signs of abuse
• Burns
• Contusions, fractures
• Unusual injury patterns
- Various stages of healing
- Repeated visits for injuries
- Injuries in obscure places
• Signs of poor living conditions
- Lice, scabies, bedbugs
- Skin infections
- Poor hygiene
Labor trafficking
• Chemical exposure
• Sun exposure
• Machine-related injuries
Sex trafficking
• Unwanted pregnancy
• Complications from unsafe abortion
• Pelvic pain
• STD’s
• Genital/anal trauma
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POISONcontrol

Kristin Bohnenberger, PharmD, Clinical Toxicology/ EM Fellow (2nd year)
and Jami Johnson, PharmD, Clinical Toxicology/Emergency Medicine Fellow (1st year);
Florida/USVI Poison Information Center – Jacksonville

Spotting the Toxicologic Zebra Amongst Horses
We are all taught the importance of
obtaining a thorough history of present
illness in order to appropriately treat
patients including past medical history,
medication history, and family history.
With the majority of patients presenting
to the emergency department, these
questions are likely sufficient to
adequately diagnose and treat patients
appropriately. Rarely, however, patients
presenting with signs and symptoms
inconsistent with the history provided
warrant a more thorough investigation.
The Florida Poison Information Center
– Jacksonville was recently consulted
on a case of suspected food-borne
illness with unanticipated clinical
manifestations that turned out to be
explained by exposure to the fumigant
methyl bromide.
Methyl bromide (MB) was first used
as an insecticide in 1932; since then
it has been classified by the US
Environmental Protection Agency as a
“restricted use pesticide,” thus greatly
limiting its use in the United States and
limiting accidental and occupational
exposures.1 MB is a colorless, nonflammable, highly volatile gas with
poor olfactory warning properties. Due
to its rapid diffusion when aerosolized,
however, MB must be quickly contained
at the application site in order to be
an effective fumigant. For this reason,
fumigation sites are covered with plastic
tents to sequester the gas.1 Toxicity can
result from inadvertent spread, cleanup operations or premature entry into
recently fumigated areas.

The mechanism of toxicity of MB is not
fully understood, however proposed
mechanisms
include:
irreversible
inhibition of microsomal metabolism,
interference with protein synthesis and
function, and direct cytotoxic activity
of both the parent compounds and
metabolites.1 MB is metabolized to
inorganic bromide which ultimately is
converted to the neurotoxic metabolites
methanethiol and formaldehyde.2
Although concentrations of bromide
ion in the serum may be elevated
initially, levels are usually insufficient to
contribute to toxicity.2
Once inhaled, MB is rapidly distributed
into the lungs, adrenal glands, kidneys,
liver, and adipose tissue.1 Secondary to
its lipophilicity, MB is able to penetrate
the blood brain barrier leading to central
nervous system effects.
Symptom
onset can be rapid and manifest within
thirty minutes, but can be delayed up
to 48 hours after exposure. Patients
can experience seizures, myoclonus,
tremors, peripheral neuropathy, ataxia,
vertigo, respiratory paralysis, and
cerebral edema. Status epilepticus is
frequently refractory to antiepileptic
medications.1 It is commonly found that
patients have a negative anion gap,
which is relatively diagnostic as there
are few other things known to cause
this lab abnormality (in the toxicology
world, nitrate and lithium overdoses
can cause this as well). This test is useful
for diagnostic purposes as serum and
urine bromide levels are typically not

readily available to be used clinically for
diagnosis in an emergency setting.
Unfortunately, treatment of MB
toxicity remains largely symptomatic
and supportive. British Anti-Lewisite
(dimercaprol) has been utilized in the
setting of MB toxicity, however, efficacy
has only been reported following lowseverity exposures. N-acetylcysteine
has also been used in mild to moderately
severe exposures, but there have been
no prospective trials to confirm its
efficacy and anecdotal evidence has
shown that N-acetylcysteine may cause
harm in the setting of MB toxicity.
Hemodialysis quickly removes bromide
from the serum and will lower serum
concentrations, however tissue injury
transpires when bromide is released
into the serum and methylation of
neuronal proteins is likely already to
have occurred.
Severe neurologic
sequelae, therefore, are not likely to be
reversed by hemodialysis.3
This case highlights the importance of
obtaining a thorough history for those
cases where the HPI is inconsistent
with the clinical picture. Questions
to consider when faced with this
type of patient include: travel history,
occupational history, dietary changes/
supplements, hobbies, purchase of
products shipped from overseas and
known exposures to chemicals. This
extra investigation may lead you to
discover an atypical exposure. Feel free
to contact the poison center for help in
working up these perplexing cases at
any time by dialing 1-800-222-1222.

2015

Poison Control References:
1. De Souza A, Narvencar K, Sindhoora
K. The neurologic effects of methyl
bromide intoxication. J Neuro Sci
2013;335:36-41.
2. Shadnia S. Fumigants. In: Hoffman
R, Howland M, Lewin N, et al.,
eds.
Goldfrank’s
Toxicologic
Emergencies.
McGraw-Hill
Companies, Inc.; 2015.
3. Moosa M, Jansen J, Edelstein C.
Treatment of methyl bromide
poisoning with haemodialysis.
Postgrad Med J 1994;70:733-5.
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Do you have an event you would
like to advertise?
Contact Gina Fickett at gfickett@emlrc.org
Get extensive exposure to Florida’s emergency physicians,
residents, nurses, PAs and allied health professionals, Florida’s
lawmakers, and even more online through the FCEP website.

Don’t miss out on an
audience of 1,500+

“I can tell you without a moments hesitation the Icare is
the only tonometer we will ever use. The Icare is easy to
use, simpler to learn and operate than anything we have
used before. There is no finesse or learning curve.
We have used it on kids as well and they find it tickles
and laugh during the experience!
I have no problem endorsing this product at all,
I believe in it.“
Attilla Kiss, MD
Assistant Director of Emergency Department, St John Medical Center

Richard Homan
focirth@aol.com
Toll Free: (800)428-1714 Cell: (813)505-3495

www.icare-usa.com
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EMS/TRAUMAupdate
Christine Van Dillen, MD, FACEP
COMMITTEE CHAIR

EMS/TRAUMA Committee Update
meeting in April, there was discussion about the metaanalysis published in the Prehospital Emergency Care
journal titled, “Characteristics of statewide protocols for
EMS in the US.” Also, our protocol workgroup led by Dr.
Ken Scheppke compiled a list of protocol topics to serve
as a Table of Contents. In addition he has requested
sample/model protocols to be forwarded from local EMS
agencies. These will act as a minimum standard without
the expectation that they will serve as one universal
protocol mandated to all EMS agencies across the state.
Dr. Sckeppke’s goals are to gain approval by the FAEMSMD
for this list of topics to serve as a table of contents, provide
sample protocols publically on the FAEMSMD website
with continuous updates mandated every two years.

Even though Measles and Ebola are no longer hot topics
in the daily news, infectious disease exposure and control
continues to be an important focus for EMS. The EMLRC has
developed an infectious disease-training program for the
Department of Health (DOH), Bureau of Preparedness and
Response. This is free to all Florida EMS agencies, includes 5
hours of online training as well as an opportunity for a hands
on training portion. This is an effort to ensure that when a
new threat comes along, Florida EMS is prepared.

National Association
(NASEMSO) update:
•

•

of

State

EMS

Officials

Recognition of EMS personnel Licensure Interstate
Compact (REPLICA) is an interstate compact model
legislation for states to consider for future potential
enactment. This is intended to facilitate the day to day
movement of EMS personnel across state boundaries,
allow EMS offices to afford immediate legal recognition to
EMS personnel licensed in a member state and currently
requires the use of the National Registry of Emergency
Medical Technicians (NREMT) examination as a condition
of issuing initial licenses at the EMT and paramedic levels.
The compact would be able to come into effect once
the compact statute is enacted into law into at least 10
member states.
National Strategy on EMS personnel Specialty Certification:
The Strategy is intended to create a consensus on the
definition of EMS personnel specialties, their body of
knowledge, and skills and methods of credentialing.
This would allow states to have a consistent means for
evaluating EMS specialty practice within a regulatory
model. Each state could then recognize specialty trained
EMS personnel with additional licensees to safely provide
a specific type of patient care service. Potential examples
include: Tactical, Disaster, Critical care and several others.

Florida Association of EMS Medical Directors
(FAEMSMD) update:
•

As discussed in the last EMS update, FAEMSMD has an
objective from DOH to accept the NAEMSO model clinical
guidelines as statewide protocols. At our most recent

•

Florida State Surgeon General Doctor John Armstrong
has appointed three new members to the council for the
DOH EMS Advisory Council. These positions consist of
four-year terms beginning on April 17, 2015. There are
still two vacancies on the council remaining at this time.

•

Department of Health Rule Workshop summary

•

Trauma Rule Workshop (held May 27th)
ŘŘ Rule No.: 64J-2.001 64J-2.004 64J-2.005 64J-2.006 64J2.007 64J-2.008 64J-2.009 64J-2.010
ŘŘ It is the intent of the DOH to have Florida adopt the CDC
Trauma triage criteria. The CDC criterion differentiates
transport to different levels of trauma centers based
on capabilities. Level 2 trauma center representatives
wanted to ensure that they were considered as having
the same capabilities as Level 1 trauma centers in the
state of Florida if these criteria were to go into effect.
ŘŘ The requirement of the state trauma registry to capture
data on the entire trauma system, including data from
trauma and non-trauma centers was discussed.
ŘŘ A plan to align rule 64J more with Florida statute (FS)
401 with regard to Trauma Agencies was reviewed.
The Florida College of Trauma supports a needs-based
assessment for any new Trauma Center allocation,
with Trauma Agencies having the ability in case of
a tie to influence the decision between two centers.
There is some concern that this process may not be
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completely objective. This is due to the fact that in
addition to the objective criteria, local support, from
city and county commissions are considered. This
could significantly affect trauma center allocation in
areas with many small cities and towns compared to
others with fewer municipalities. The DOH also wants
to adopt the American College of Surgeons “Orange
Book” for setting the standards for trauma centers, and
may eliminate the mid-cycle site visits for established
trauma centers. In this session after taking comments
from the public, the DOH indicated they would review
all comments and take these into consideration to
determine their position. The next steps will include:
the placement of an updated draft on their web site,
then notice will be sent out to constituency groups,
and finally it will go to rule making. There are no plans
for further workshop, but can be requested. If no
request for workshops, then will move forward with
rule.
•

ŘŘ Bureau of Emergency Medical Operations will take
public comment on the rules until June 7. The
intent of the rules workshop was to comply with the
Governor’s program for rules reduction, and to remove
requirements in rule (64J), which are not in statute (FS
401). Some proposed rule changes had minimal or
no comments. Other highlights included removing
the requirement for the bureau to publish upcoming
EMS grants on the website (will only be required to
be published in the Florida Administrative Record)
and the elimination of specific drugs required in Table
2, which will be replaced with generic descriptions
to allow the Medical Director flexibility and to allow
for easier substitution in cases of drug shortages.
Regarding records and reporting, EMSTARS will not be
made mandatory, and there will be a 72-hour window
to submit completed EMS reports. Several individuals
commented that this represents such a delay that it
may be useless for hospital patient care and medical
records. Much discussion was held on the proposed
decrease in requirements to be an EMS medical
director (proposed changed would be only to be a
licensed physician in Florida) with all those making
comments that the requirements should be more
stringent. There was also significant discussion on the
proposed changes in the exam process with the switch
to the NAEMT exam with the proposed dates: (January
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2016 vs. July 2016). Other rule changes were felt to be
“housekeeping” for recent changes in FS 401. At the
end of the workshop, they announced the next steps
were to re-draft the rule changes. After the updated
draft, a notice of rule making will be published, but no
further rule workshops will be held unless specifically
requested.

Education update
•

We would like to congratulate EMLRC on their grand
opening! This increased space will allow many EMS
agencies to benefit from future educational events.

•

Clincon 2015 is July 8th-11th at the DoubleTree by Hilton at
the Entrance to Universal Studios.

We would like to congratulate our 2014-2015 EMS fellows
who will graduate on June 30th!
•

Orlando Health
ŘŘ Neal Mangalat, MD will be appointed to Clinical
Assistant Professor of Emergency Medicine at The
University of Texas, Houston, Texas.

EMS Rule Workshop (held May 28th)
ŘŘ Rule No.: 64J-1.001, 64J-1.002, 64J-1.003, 64J- 1.004,
64J-1.005, 64J-1.006, 64J-1.007, 64J-1.008, 64J-1.009,
64J-1.010, 64J-1.011, 64J-1.012, 64J- 1.013, 64J-1.014,
64J-1.015, 64J-1.016, 64J-1.017, 64J-1.018, 64J-1.019,
64J-1.020, 64J-1.0201, 64J- 1.0202

fcep.org

•

Tampa General
ŘŘ Ramy Nasr, MD

•

University of Florida, Gainesville
ŘŘ Desmond Fitzpatrick, MD who will be appointed to
Clinical Assistant Professor of Emergency Medicine at
The University of Florida in Gainesville
ŘŘ Joel Rowe, MD who will be appointed in July as a
leadership preceptorship physician for EMCARE in
Dallas, Texas

We would like to welcome our new EMS fellows for 20152016 starting July 1!
•

Orlando Health
ŘŘ Ayanna Walker, MD

•

University of Florida, Gainesville
ŘŘ Jessica Gershen, MD
ŘŘ Mathew Tice, MD
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Christopher Prestera, JD, CPCU, CEO
The Physicians Advocate, LLC

CYBERCRIME’S IMPACT ON HEALTHCARE ORGANIZATIONS
Cybercrime has become old news and then again, not. You’ve
certainly heard about the recent hacks or breaches against
famous companies such as Sony, Target and Home Depot to
name a few.

The average cost for “fixing” these situations is $350,000.

What needs to be appreciated is:
• The healthcare industry is a primary target for Cybercrime;
• That Hacking is but one type of Cybercrime;
• Cybercrimes are reaching epidemic scales;
• The cost to remedy these privacy violations can be
enormous.

1st Party Exposure
Stolen information has a “soft” cost to your healthcare
organization in that your image may be tarnished due to a
breach.

HEALTHCARE INDUSTRY EVENTS
Here are some recent reports of Cybercrimes within the
Healthcare industry:
•
•

•
•

A health system put medical records for thousands of
patients on the internet and is embroiled in a class action
suit for more than $10 million dollars.
A state attorney general fined a medical center $100,000
because one of their laptops containing unencrypted
personal information (“PI”) and professional health
information (“PHI”) was stolen.
A medical billing company settled for $140,000 for a
similar breach.
A pharmacy sold their computer to a person without
deleting details about prescriptions, and other personal
information. Notifying affected individuals has cost them
over $100,000. Lawsuits have been filed amounting to
hundreds of thousands in potential settlements, not to
mention that the pharmacy is now exposed to HIPAA
fines and penalties as well.

And, these are only a few examples.
STATS
Recent statistics show that losses from Cybercrime generally
evolve from these types of violations/ errors:
•
•
•
•

Careless/egregious employees – 55%
Hacking – 15%
Malware – 15%
Theft – 15%

WHAT ARE YOUR COSTS IF YOU ARE A VICTIM OF
CYBERCRIME

The “hard” costs you could suffer are things such as being
required to notify affected persons in which you will probably
need to hire a very expensive forensic expert to review how
the event happened and may also appoint a Public Relations
person to try to repair your image. You will incur credit
monitoring costs on behalf of affected parties over multiple
years. The event will have other hard and soft costs by the
impact on your normal business activities including system
downtime.
The costs mentioned above are considered first-party costs,
which can be significant in their own right, but third-party
costs can be even more substantial.
3rd Party Exposure
If you are the victim of a Cybercrime, plaintiffs’ attorneys will
not hesitate to identify your innocent victims; those whose
records have been exposed to the public or otherwise
abused. The plaintiffs’ attorneys may bring claims against you
on behalf of individuals or as a class action suit. You will incur
costs for defense attorneys and expert witnesses and you
may even be responsible for the plaintiffs’ attorneys’ fees. Plus
you will be exposed to a judgment or settlement that could
be hundreds if not millions of dollars.
There is also the concern for federal and state regulatory
actions. Your cost to defend against their investigations will
be expensive. There is also the potential for a large fine and/
or penalties against your healthcare organization.
THE INSURANCE SOLUTION
Your traditional insurance policies do not provide Cyber
liability protection. Some insurers now provide a sublimit to
their traditional policy, but the limit probably will not come
close to meeting your expenses if the breach is serious.
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Karen Estrine, DO, FACEP, FAAEM
EDITOR IN CHIEF

DAUNTING DIAGNOSIS
Question:
A patient presents to the ED after a MVC with
facial trauma. What is concerning on this CT scan?
(Answer on page 20)

Fortunately, there are now multiple, financially solid
insurers who have created specialized Cyber Liability
or E-Risk policies. At this time, they are affordable. Their
coverages, generally, protect you against the first-party
and second-party costs and events mentioned throughout
this article.
Should you go shopping for this type of insurance, make
sure you secure “prior acts coverage.” With prior acts
coverage, the insurer will protect you if an event happened
but the breach was not discovered until many months or
even years later.
Finally, in some states, payors and other contracting parties
are now requiring their clients to carry Cyber liability
insurance, and that trend is expected to grow.
Christopher Prestera, JD, CPCU, CEO
6301 N.W. 5th Way, Suite #2800
Fort Lauderdale, FL 33309
(954) 336-7284 | Email: Chris@PhyAdv.com

Save the
date!

September 29, 2015
5:30 – 7:30 pm
September 30, 2015
7:15 am – 2:45 pm

FCEP’s Emergency Medicine
“Life After Residency Workshop”
Location: Gainesville, FL (Venue TBD)
This year’s workshop will be hosted by the
University of Florida Residency Program under the
direction of Program Chair, Dr. Adrian Tyndall.
Stay tuned for upcoming information!

Who says
you can’t have it all?
When Dr. Randy Katz joined TeamHealth, he wanted to be part of
a group with national resources, physician-focused management, a
network of respected peers, long-term stability and a formalized
leadership training program. He also wanted to protect cherished
time for his family and hobbies. With TeamHealth, he got it all.
Visit myEMcareer.com to find the job that’s right for you.

Your career. Your way.
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René Mack, MD
COMMITTEE CHAIR

This Year at Symposium!
This year’s Symposium by the Sea (SBS) will be taking place
August 6-9, 2015 at the newly renovated Omni Amelia
Island Plantation Resort and Villas. Though there are many
educational programs offering FREE CME, you can also have
the peace of mind knowing that our programming and the
location are very family friendly. The other great benefit of
being an ACEP and FCEP member is that general registration
is free, included with your membership! There are many
highly anticipated recurring programs and a few new ones
that promise to be highly informative and entertaining.
One of the most anticipated programs focuses on our
ability to continue practicing medicine, the LLSA course.
Completion of our LLSA requirements is an integral part of
maintaining our Emergency Medicine certification. This
year’s annual LLSA session will include the 2014, 2015 and
the new ABEM Patient Safety requirement. Our SBS LLSA
program also allows you the opportunity to take the test(s)
after completing the class to increase your efficiency. While
proficiency in the use of ultrasound is not yet a requirement,
it is becoming highly integrated in how we practice medicine.
Our hands-on ultrasound course will be geared to multiple
levels of expertise, and will focus on procedural topics to help
enhance your confidence and skill. Registration is limited so
be sure to register early!
Our Florida Emergency Medicine residents work very hard to
prepare for the annual Case Presentation Competition (CPC);
their discussions are based on a wide variety of interesting
patient case presentations that are always informative
and entertaining. SimWars is also a special portion of the
programming that is quickly becoming a member favorite,
and this year it promises not to disappoint. There will also
be some updates that will increase audience participation
making this a “can’t miss” event!
Infectious and communicable diseases have been a large
focus in medicine over the past year. With several of our
Florida cities serving as major international hubs and our large
migrant population it is important that we remain vigilant in
evaluating our diverse patient population. In recognition of
your efforts, the didactic focus of this year’s SBS will be on

Florida focused medical emergencies. The main lecture will
be focused on international medicine and treating a diverse
and transient population. Lightening round learning sessions
will also be featured. This highly rated section is a series of
25 minute discussions that provide only the most pertinent
information on selected topics. This format allows us to
provide you with more FREE CMEs while keeping you updated
on the information you need to practice more efficiently,
safely and with more confidence.
The conclusion of our educational programming is just
for you! This year we have the opportunity to provide you
with a great benefit, accelerated ACLS and PALS renewal
with AHA Instructors! You can complete necessary training
courses while enjoying the camaraderie of your colleagues
in a comfortable setting. Registration is limited so be sure to
register early!
There are also several social events planned, for the whole
family, that continue to serve as a source of great relaxation
and entertainment. Along with these are many other
programming selections which will enhance your time spent
learning and networking. Make sure to bring a colleague
with you to SBS 2015 and share with them some of the great
benefits of being an FCEP member. For more information on
registration, visit fcep.org and click on the Symposium by the
Sea banner. See you at Amelia Island!

CODING TIP
ICD-10 – Initial Encounter
In the new diagnoses code set, the injury codes require a seventh character to designate the
episode of care.
•
•
•

A = Initial Encounter
D = Subsequent Encounter
S = Sequela

The best definition of “Initial Encounter” is active treatment. The majority of cases treated in
the Emergency Department for trauma will be active treatment. It will not matter if it is the
first time the patient has sought treatment or the first time the provider has seen the patient.
“A” will continue to be appropriate as long as a patient is receiving active treatment. “D” will
come into play once active treatment is complete. “S” will be appropriate for complications
that arise following the completed treatment.
Lynn Reedy, CPC, CEDC, Director of Coding Services, CIPROMS South Medical Billing, Tampa
Bay Emergency Physicians
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Tracy Sanson MD, FACEP
EDUCATION COMMITTEE CO-CHAIR

Education Committee Update
Welcome to summer and the Hurricane season. This is
an ideal time to update your EM knowledge and knock
out any CME requirements, and we have the schedule
to meet your needs.
Educational Programs Update

nursing, and EMS credits. Please
note that all webinars are hosted
statically for 30 days post the live
broadcast on Ready Talk.

You may remember the program on Human Trafficking
& the EMS Professional (Program chair: Dr. Danyelle
The ABC’s of Pediatric EMS (6 CME credits, EMS Redden) given March 27th at the Caribe in Orlando.
only) was presented May 28th at Nemours Children’s Terry Coonan will present a shorter 2-hr program on
Hospital. The theme was Sepsis and Shock and targeted July 10th at CLINCON. We are attempting to reach the
to prehospital providers. Dr. Nazeema Khan chaired largest possible audience for this very important topic.
this course with A.M. sessions focused on didactic
lectures and P.M. sessions on skills and simulation based To date, five Infectious Disease Training and
scenarios. The fifty participants gave it two thumbs up. Education webinars have been delivered. The most
recent webinar took place on 6/23/15 and focused on
CLINCON 2015 (19 CME credits for all EM professionals) Recovery. All webinars are currently hosted on Ready
will be given July 8-11th at the DoubleTree by Hilton at Talk for playback. In-person training has also been
the Entrance to Universal Studios. The program chairs conducted at the various EMS agencies around Florida.
are Danielle Dragoo, MD and Felix Marquez, EMT-P. This These 4 hour sessions review PPE and case based
is a dynamic conference and every year highly rated by scenarios.
the participants. The current registration is at 165 with
a little more than 3 weeks to go.
Florida’s Emergency Medicine Written Board Review
Course will be given August 31 – September 3, 2015 (29
Symposium by the Sea 2015 is scheduled for August CME credits for physician, nurses and physician assistants)
6-9th at Amelia Island. This year’s theme is Florida- at the Rosen Plaza in Orlando. Co-Chairs Drs. Tyndall and
Based Medicine. Dr. Rene Mack, program chair, has Levine have launched the registration and are finalizing
again developed a conference balancing networking, speakers and the mobile application. This will be an
competitions, educational activities and fun. SBS 2015 excellent opportunity to refresh your EM knowledge,
will include an ACEP CO*REMS Grant Presentation ER/ study for your initial boards, or recertification. Please
LA Opioid REMS: Achieving Safe Use While Improving encourage your fellow physicians, nurses and APC’c to
Patient Care in the Emergency Department, to be given join you in this educational opportunity.
on August 8th by Dr. Aaron Wohl. The usual conference
highlights will include Past Presidents’ Volleyball, A special thanks, to our Director of Education, Niala
EMRAF, Networking Social, Casino Night, SimWars, CPC Ramoutar, for keeping this committee on track and
Competition, Poster Abstract Competition, Medical incredibly productive.
Student Forum, and the Town Hall Session.
Stay safe, avoid the mosquitoes, and have a great
The Pediatric Emergency Medicine Case Presentation summer.
Webinar Series (1 CME per webinar for all professions)
has been an ongoing success. Six webinars have been
given thus far. These are accredited for physician,
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DAUNTING DIAGNOSIS
ANSWER
Question on page 15

This is a right orbital floor fracture with entrapment. This coronal CT
of the orbits demonstrates a right-sided orbital-floor fracture with
significant soft-tissue entrapment, a so-called trapdoor fracture, and
an air-fluid level (blood) in the maxillary sinus. Orbital contents are
seen extruding through a defect in the orbital floor. This patient had a
significant vertical ocular motility disturbance.
A direct “blow-out” fracture occurs when all the energy that causes the
injury is transferred through the globe. The periorbital ecchymosis,
edema, subconjunctival hemorrhage, and paresis on upward gaze
are suggestive of an orbital floor fracture with entrapment of orbital
contents. Other signs of orbital floor fracture include decreased
visual acuity, epistaxis, and paresthesias along the distribution of the
infraorbital nerve. A CT of the orbits is indicated when there is evidence
of entrapment of orbital contents on examination.
If entrapment of the inferior rectus muscle (most common) is present, a
surgical consult is warranted.
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Paula L. Davis, MSN, ARNP, CEN, CPEN, FNP-BC
FENA Secretary
Nurse Educator, North Florida Regional Medical Center
and staff ARNP, Tri County Primary Care

ED Overcrowding – Do We Really Know
What the Problem Is
Overcrowding in Emergency Departments arise from a
variety of issues. One can speculate what is the cause, and
it can differ based on locale. Boarding inpatients in the
Emergency Department was something nurses never used to
encounter, and now it has become routine. Is it from lack of
hospital beds, lack of nursing staff, or poor patient throughput
issues? Is it because the Emergency Departments are being
used for primary care due to lack of community resources or
funding? Is it that patients are presenting to the Emergency
Department that are a higher acuity than what they used to
be?
Let’s start with one obvious problem – lack of nursing staff.
Lack of nursing staff is only going to continue to worsen as
the baby boomer generation is starting to retire and there
are not enough new nurses coming into the profession. It is
predicted by the year 2022 there will be a nursing shortage of
over one million nurses. Emergency Medicine has become so
rapid paced with the demanding quick turnaround that this
often intimidates new nurses from entering the specialty. If
a new graduate enters Emergency Medicine, they are easily
overwhelmed and retention is poor. Trending with the older
experienced nurses is that the rapid pace takes a toll and they
transfer to a less strenuous and less demanding position,
often not bedside care, such as Clinical Documentation
Resource or Bed Management. A good portion of nurses will
go to graduate school as a mid-level provider. This applies to
both inpatient as well as Emergency Nurses. The outflow of
trained nurses is greater than the in-flow.
Due to reductions in funding sources and mandates from
CMS for Core Measures, significant financial burdens have
been placed on hospitals, especially if they do not meet
performance measures. Small rural hospitals are struggling,
and the larger tertiary care facilities are often at capacity. In
some cases, bed capacity with increased patient acuity and
increased length of stay also decreases bed turnaround. Focus
on patient throughput starts in the Emergency Department
but the ED must have outflow to the inpatient beds to help
with overcrowding and boarding. Hospitals have to be

committed to reduce or eliminate boarding in the Emergency
Department to prevent overcrowding and waiting rooms
flowing over capacity.
Finally, Emergency Departments throughout the country
are being utilized for primary care. Depending on locale, the
patient’s local community may not have providers available
or the provider does not have access to the specialty services
needed to care for the patient. The underfunded and/or no
insurance patients present to the ED as this may be their only
recourse to obtain medical care. Emergency Departments
cannot refuse to see patients if they are unable to pay or not
established with a primary care provider. There are many
ideas but no absolute solutions for this problem. The US
healthcare system is in dire need of an overhaul but where is
the starting point?
All these are valid concerns and each hospital has the burden
to try to remedy overcrowding and boarding at their facility.
Each facility is challenged by available resources in their
own communities as well as competing hospitals. Taking
lessons learned from facilities that seem to have a handle on
overcrowding and boarding is something we all must take
away. Creative ideas and solutions are out there and can be
used to individualize your facility. We all have a stake in the
healthcare system.
References:
1. Measuring Shortages of Hospital Nurses: How do you
Know a Hospital with a Nursing Shortage when you see
one? Med Care Res Rev December 2001 58: 387-403
Grumbach, K. et al
2. ANA Community Newsletter: RN Retirement- Tsunami
Warning. Peter McMenamin posted March 14, 2014

RESIDENCYmatch 2015
School
Resident
Name/
Medical
School

Orlando Health

University of South
Florida

Aytana Alvarez-Ambas, MD
Meharry Medical College

Nita Avrith, MD
St. George’s University

Allyson Best, MD
University of Cincinnati College of
Medicine

Mike Butterfield, MD
University of California

Lauren Cassell, MD
Drew Bienvenu, MD
American University of the CaribLouisiana State University School of bean
Medicine in New Orleans
Austen Christen, MD
Brian Buning, MD
University of Alabama
University of South Alabama ColDarbi Cox, MD
lege of Medicine
USF
Stephanie Dunlop, MD
University of Texas Medical Branch
at Galveston

Jeffrey Hoida, MD
USF

Christian Jeannot, MD
Cole Feffer, MD
University of Florida
University of Central Florida College
Jack McGeachy, MD
of Medicine
University of Florida
Jesse Glueck, MD
Albert Einstein College of Medicine Franklin “Lin” Poff, DO
Lake Erie College of Osteopathic
of Yeshiva University
Medicine
Erich Heine, DO
Stephanie Tershakovec, DO
Ohio University College of
Lake Erie College of Osteopathic
Osteopathic Medicine
Medicine
Mohammad Jaffar, MD
University of Central Florida College
of Medicine
Nicole Mailloux, MD
University of Miami Leonard M.
Miller School of Medicine
Christopher Mills, MD
University of South Alabama College of Medicine
Shari Seidman, MD
University of Miami Leonard M.
Miller School of Medicine
Tessa Stamile, MD
University of Oklahoma College of
Medicine at Oklahoma City
Morgan Wilber, MD
University of Central Florida College
of Medicine

University of Florida
Shands - Jacksonville
Jason Arthur, MD
University of Arkansas College of
Medicine
Justin Beyer, MD
Florida State University College of
Medicine
Lauren Black, MD
University of Florida College of
Medicine
Caitlin Borkowski, MD
Florida State University College of
Medicine
Hannah Fox, MD
Virginia Commonwealth University
School of Medicine
Tushar Gupta, MD
University of Florida College of
Medicine
Stephanie Hernandez, MD
Charles E Schmidt College of
Medicine at Florida Atlantic
University
Heather Holstein, MD
University of Central Florida College
of Medicine
Christopher Kumetz, MD
University of Miami Leonard M.
Miller School of Medicine
Dan McDermott, DO
Lake Erie College of Osteopathic
Medicine
Shehzad Muhamed, MD
University of Florida College of
Medicine
David Navo, MD
Louisiana State University School of
Medicine in New Orleans
James Ontell, DO
Arizona College of Osteopathic
Medicine of Midwestern University
Kristopher Shannon, MD
Florida State University College of
Medicine
Warren Sher, MD
New York Medical College
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School
Resident
Name/
Medical
School

University of Florida
Shands - Gainesville

Port St. Lucie

Peter Alexandrov, MD
Georgetown University
School of Medicine

Thomas Adams, DO
Nova Southeastern
University

J. Benjamin Barton, MD
Florida Atlantic University,
Schmidt College of Medicine

Jessica Chambers, DO
Philadelphia College of
Osteopathic Medicine

David Crabb, MD
University of Florida College
of Medicine

Patrick Davison, DO
Lake Erie College of
Osteopathic Medicine

Catalina Gonzalez
Marques, MD
George Washington
University School of
Medicine
Joshua Gordon, MD
Florida State University
College of Medicine
Kyle Iketani, MD
Florida State University
College of Medicine
David Kranc, MD
Medical University of South
Carolina
Steven Lambrou, MD
Florida State University
College of Medicine

Mt. Sinai
Matthew Brooks, DO
Philadelphia College of
Osteopathic Medicine
(Georgia Campus)
Justin Burkholder, DO
Philadelphia College of
Osteopathic Medicine

Robert Farrow, DO Kansas
City University of Medicine
Porsha Roache-Robinson, DO and Biosciences College of
Osteopathic Medicine
Touro University Nevada
Nicholas Garrett, DO Nova
Southeastern University
College of Osteopathic
Medicine
Nicole Warren, DO
Oklahoma State University
College of Osteopathic
Medicine
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Florida Hospital
Kamal Goyal, MD
University of Central Florida
College of Medicine
Jillian Green, MD
University of Central Florida
College of Medicine
Shayne Gue, MD
Marshall University School of
Medicine
William Kotler, MD
St. Matthew’s University
School of Medicine
Julian Trivino, DO
Philadelphia College of
Osteopathic Medicine
Day Zayas, MD
Florida State University
College of Medicine
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RESIDENCYmatters
Hello again! With the end of the academic year rapidly approaching I wish to update you all on the recent
highlights here at USF. First off, it is with much excitement that I announce the rapid growth of our EM family
in the past few months. Yes we are all excited to welcome a new batch of fresh-faced greenhorns, but Drs.
Boyette, Closser, Dubey, Goss-Wilson and Wilkins all have enjoyed the arrival of little bundles of joy. A big
congratulations goes out to Dr. Boyette who had twins!
As with the end of every year, there is some sadness as we say goodbye to our graduating class who will be
moving up to the big leagues. Their departure will leave a large void in our department, however they are not
going too far. In fact, all of our seniors landed jobs in Florida, with Dr. Closser staying on as our ultrasound
fellow. Keeping close contact with our graduates is a great resource in our program and is a testament to the
relationships we forge throughout residency.

University of South Florida
Robert Grammatico, MD

In closing, I want to thank all the faculty, nurses, staff, and of course my fellow residents at USF for making
the last two years a wonderful learning experience. Emergency medicine is a specialty like no other, and it
certainly cannot be mastered in three short years. USF has, without question, provided myself and all our
residents with a strong foundation to be future leaders in our field.

Happy summer from Florida Hospital East Orlando! We’ve had an exciting and busy finish to this residency
year. Our residents attended the Florida Emergency Physician’s 15th Annual Symposium on Emergency
Medicine, Standards of Care where they listened to phenomenal lectures by Mimi Lu MD, Richard Shih MD,
Ken Butler DO, and Nilesh Patel DO. Next, our Annual Program Evaluation and Retreat at the Hyatt Regency
Orlando was kick-started by a keynote address by General Mark Hertling, followed by great discussions
and small group time, stressing the importance of our residents’ involvement in continually improving our
program. After the work was finished, it was time for some fun! Our residents had a great day of bonding
at Islands of Adventure drinking butter beer in the Wizarding World of Harry Potter, exploring Marvel Super
Hero Island and even hanging with some dinosaurs in Jurassic Park!
With the residency year wrapping up, we’re saying goodbye to many old friends and hello to new ones.
Although we have had two wonderful chief residents this past year and are sad to see them graduate, we
Florida Hospital
welcome our new chiefs, Mary Jo Lightfoot DO and Clara Mora Montero MD! In addition, we can’t wait to
Jessica Fides Aun, DO
welcome our new group of interns starting in July. Coming from many different backgrounds, they will bring
great diversity and strength to our program. What a great group we have coming in! Plus, this year we have
two new ultrasound fellows joining the family, one more than previous years. One is our own current chief resident, Doug Haus. We look
forward to another year full of opportunities and great achievements!

A lot of exciting stuff is happening here at Orlando Health! We recently opened our new ED expansion, adding
thirteen new beds to our department. Now we turn our sights to gradually updating our existing patient areas.
There’s a lot in store for our department, and we cannot wait to see how it evolves and grows in the future.
Recently, several of our residents and faculty attended the Society of Academic Emergency Medicine (SAEM)
conference in San Diego, California. In addition to presenting multiple research posters and attending
conferences, they had a great time participating in SonoGames and meeting residents from programs across
the country.

Orlando Health
Kate Bondani, MD

We are very pleased to welcome our new class of 2018 interns: Aytana Alvarez-Ambas, Allyson Best, Drew
Bienvenu, Brian Buning, Stephanie Dunlop, Cole Feffer, Jesse Glueck, Erich Heine, Mohammad Jaffar, Nicole
Mailloux, Christopher Mills, Shari Seidman, Tessa Stamile, and Morgan Wilbur. We have three current third
years staying on in fellowship positions: Ayanna Baker as EMS fellow, Kathryn Bondani as simulation fellow and
Megan Core as ultrasound fellow. In addition, we add two new pediatric emergency medicine fellows, Jillian
Hundley and Carolina Mendez.

As our third years leave to take on new excitements in jobs across the country, we hope they know how much they will be missed. We are
so proud of all of you and cannot wait to see what amazing things you go on to accomplish! Regardless of where you go, you will always
be a part of the ORMC family.
Until next time, we hope everyone has an amazing summer!
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RESIDENCYmatters
The emergency medicine residency at St. Lucie Medical center has been keeping busy. We are pleased to
announce our four senior residents, Dr. Jack Groh, Dr. Jeanette Roberts, Dr. David Hotwagner, and Dr. Nathan
Coverman have officially passed their AOBEM written boards. Two of the residents, Dr. Jeanette Roberts
and Dr. Jack Groh achieved scores in the 99.99th percentile! In April, our residency teamed up with the
EM residency from Mount Sinai hospital for a pediatric emergency stabilization course and SIMS labs at
Miami Children’s Hospital. Dr. Rege Turner placed first in the 2015 FLAAEM scientific assembly poster case
presentation with his poster “Just a little bupivacaine turns into just a little bit of status epilepticus.” With one
more month to go in residency, our senior residents are starting to pack their bags. Dr. Nathan Coverman
has signed to practice at Tristar Centenial Medical Center in Nashville, TN. Dr. Jack Groh will be joining
our first Chief Resident, Dr. Morgan Garrett, at Cartersville Medical Center in Cartersville, GA. Dr. Jeanette
Roberts will be taking her talents to Providence Medical Center in Centralia, WA. Our Chief Resident, Dr.
David Hotwagner, will be practicing primarily at Palm Beach Gardens Medical Center in Palm Beach Gardens,
FL, but he will also be working part time as faculty here at St Lucie Medical Center. We will miss them, but
are pleased to welcome the incoming class Dr. Thomas Adams, Dr. Patrick Davison, Dr. Jessica Lacey and Dr.
Porscha Roache-Robinson to our residency family on July 1st.

University of Florida,
Jacksonville
Christina Wieczorek, MD
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St. Lucie Medical Center
Rege Turner, DO

Is the year wrapping up already? It’s hard to believe that in a few very short months, the 3rd years will be
practicing on their own, living the attending life, and we will have a batch of brand new interns starting up
all over again. We are sad to see our graduating seniors leave, but we are thrilled to know that they have
their own exciting plans ahead. While many are staying in Florida, we will see some venture off to California,
Alabama, and Texas. Though in many aspects the year is winding down, it seems the program has been
very busy in the academic arena as of late. We sent Melissa Mann (PGY-3), Kevin Gysling (PGY-2) and Bryant
Lambe (PGY-2) to SAEM in San Diego to compete for the second straight year in SonoGames. Back at home,
UF celebrated residents involved in research, where Matt Thomas (PGY-3) presented his work on possible
solutions to frequent ED visitors at our annual UF Research Day. UF also celebrated residents whose research
contributes to improving medical education at its annual Medical Education Research Day, where Kelvin
Harold (PGY-3), Christina Wieczorek (PGY-2), and Alex Mathai (PGY-3) all showed off their work. Check back
next quarter to see how our new interns are settling in to the UF JaxEM culture at UF Health!

With the end of the academic year coming to a close, we approach the time to say farewell to our graduating
seniors and welcome to the incoming class of interns. Of the soon to be graduates, Matthew Tice will be
staying at UF Gainesville for an EMS fellowship and Hannah Eason-Bates will be working at the Springhill
ED. Jimmy Kang will be going to Baptist in Texas for an EMS fellowship, and Ayodeji Aiyejorun and Byron
Bassi are heading to Houston to work for EmCare. Krystal Hunt will be working in Bradenton, Jordan Rogers
will be doing a sports medicine fellowship at Orlando Regional, and Ann Tsung will be doing a critical care
fellowship at Washington University in St. Louis. We know they will only aid in reinforcing the phenomenal
reputation of our residency program.
After saying goodbye to our PGY-3s, the UF EM residency will welcome the new interns. Another successful
match helped to fill all residency positions and eight newly branded MD’s will arrive in the hallways of the
ED come July 1st. The bar is set high, as this past April, a current PGY-1, Ideen Zeinali, and PGY-2, Adarsh
Patel, were inducted into the Gold Humanism Honor Society.
Theodore Roosevelt once said, “It is only through labor and painful effort, by grim energy and resolute
courage, that we move on to better things.” Whether transitioning from medical school to residency or
residency to the beyond, we know better things are coming. Best of luck to all!

University of Florida,
Gainesville
Merisa Kaplan, MD, MPH

Changes are rolling in… the rains making their way in… the humidity picking up… the Spring Break Rush
finally decreasing… these changes mark the end of another academic year here in Miami. We are saying
“see you later” to a number of stellar senior residents, most of whom are staying here in Florida, but others
traveling as far as Arizona and New York. In their places, we are looking forward to some wonderful new
resident additions to jump in and start the next stage of their careers. One of our departing chiefs, Daniel
Aronovich, had another article published in WestJEM recently, and Benjamin Abo, a rising senior, recently
had another peer reviewed article published as well. We look forward to another year full of potential and
excitement, especially as ground breaks for our new emergency department/ surgical tower.
Mt. Sinai Medical Center
Benjamin Abo, DO, EMT-P
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Executive Director of Managed Care
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Managing your Managed Care
Contracting Discussions
Negotiating a managed care contract with a third party payer can be complex. Managed care contracts are not one
size fits all—while much of the contract terms and language may appear similar at a glance, each payer has their own
contract template and each should be treated as unique and given thorough review and consideration.
A duly executed contract is a legal and binding agreement between both parties, so make sure you understand what
you are committing to before you sign the contract! Every contract should be reviewed, analyzed and negotiated for
what is best for your practice.
Some tips to help you through the process:
• Complete an analysis—Always do an analysis to project what the financial impact will be before you sign. The
analysis will help you to determine how much you will need to negotiate with the payer.
•

Reimbursement methodology—Rates can be structured several ways: as a percentage of Medicare, based on
the payer’s fee schedule, carve-out rates, or a flat rate are the most common. Study the reimbursement language
carefully—a percentage of a payer’s fee schedule based on CMS does not mean a percentage of Medicare, it
means a percentage of the payer’s fee schedule, which is subject to change!

•

Bilateral language—Language that holds the payer harmless, but not the provider, is unilateral and only protects
the payer. Where applicable, the language should specify that the payer agrees to hold the provider harmless
also.

•

Understand the term —Is the contract for a 1-year term, or longer? Most of the contract terms are based on the
“initial term” of the agreement, and you will be bound to the terms of the agreement for the “initial term.” If the
initial term is more than 1-year, check for annual escalators after the first year, or you are locked-in to those rates
for the entire term.

•

Termination clauses—Every contract should include termination language, allowing either party to terminate
the agreement, with or without cause. Make sure you understand what your termination rights are, and at what
point you may terminate your contract and at what point notice is required. Mark your calendar with these
important dates!

•

Amendments—Material changes to the contract that will affect your terms, reimbursement, and rights, should
require your approval before such amendments are made effective. If the amendment will materially change the
contract, you’ll want more than just a notice from the payer.

Get help from an experienced Managed Care professional when negotiating a contract with a third party payer.

This is a sponsored article by

2014

NOW HIRING!

Board Certified Emergency Physicians For Popular East Central Florida Area

JOIN

Full Benefit Package at 130 Hours a Month
Flexible Scheduling
Relocation & Signing Bonus
Become a Partner in 18 Months
Competitive Pay
Atlantic Coast of Florida
Contact Maureen France at 386.479.2151
or maureen.france@emprosonline.com

emprosonline.com

27

