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GENERATIONAL CHANGE
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1995 Medicare E/M Guidelines
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3 Administrations

4

Patients Over Paperwork
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Increasing Note Length and Redundancy
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Large US Health System – Characters Per ED Note

7

New Documentation Guidelines

Released July 1, 2022
Effective January 1, 2023

8

A Clinical Approach to the 2023 
Documentation Guidelines

Jason Adler, MD, FACEP, FAAEM

VP, Acute Care Solutions, LogixHealth
Director of Compliance and Reimbursement
University of Maryland, Department of EM
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Describe major changes in the history and exam section

Outline a clinical approach to the medical decision-making section

Demonstrate the value of shared decision making and social 
determinants of health

Objectives

11

▪ 83% of typical ED doc’s RVUs  from  99281-99285
▪ 8% from critical care

▪ 9% from procedures

Why Are The New Documentation Guidelines Important 

12
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History and Exam - No Longer Used to Code the Chart

13

History and Exam 

“The nature and extent of the history and/or physical examination is 
determined by the treating physician reporting the service“

“The extent of history and physical examination is NOT an element in selection 
of codes” 

"The main purpose of documentation is to support care of the patient by 
current and future health care team(s)”

2023 CPT E/M Descriptors and Guidelines

14

Clinically Relevant History

▪ CC: Syncope

▪ 22 yo male presents after a syncopal 
event this morning.  He recently began 
exercising, today’s episode occurred 
while running on the treadmill. No 
preceding symptoms.  Woke up on the 
floor, has mild headache no neck pain.  
States his father died suddenly at the age 
of 42.

15
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Focused Exam Can Reduce Note Bloat 

16

It Really Is All About the Medical Decision Making

17

▪ Differential diagnosis demonstrate complexity of care
▪ Pertinent comorbidities that may affect care
▪ Management information from a non-patient source

‒ History obtained from a source other than the patient (family/EMS)
‒ Review of external records (outpatient notes, inpatient notes, old studies)
‒ Discussions of management with other physician, QHP, or Appropriate 

Source  (hospitalist, consultants)
▪ Independent interpretations of studies
▪ Diagnostic tests considered but not performed

▪ Prescription medications considered but not prescribed
▪ Consideration of admission/de-escalation of care
▪ Social determinants of health

Key Documentation Elements

18
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▪ A targeted differential diagnosis based 
on your workup will demonstrate risk and 
complexity of care.
‒ “…head CT to evaluate for ICH” vs 

“CT negative”
‒ ALTERED MENTAL STATUS??

Differential Diagnosis

19

▪ Cellulitis 
‒ +/- fever

‒ +/- diabetes
‒ +/- PVD

Comorbidities Demonstrate Complexity

20

Stories Studies

SDOHShared DM

21
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Management Discussions with 
Physicians, QHP, or 
Appropriate Source

Consultants
Social work, case management, pharmacy, 

SBIRT

Review of External Records

Family Members

Management Information From a Non-Patient Source

Prior to Arrival
EMS/Police

Referring Clinician
Urgent Care

Parents
Caregivers

Inpatient & Office Visit Notes
Old Studies & Procedures

22

Stories –Independent Historian and External Record Review

23

Stories – Discussions with Physician or Appropriate Source

▪ Received call from radiologist, Dr. Darkroom, saddle PE at the bifurcation of 
the pulmonary artery. JA 1422 3/5/2023

24



4/25/23

9

▪ Mental health liaison

▪ Pharmacy 
▪ Case management

▪ Social work

Stories – Discussions with QHP or Appropriate Source

25

Stories Studies

SDOHShared DM

26

▪ Heightened emphasis of 
independent interpretations 
of separately billable procedures 
(EKG, X-ray, CT, U/S)

▪ “Per my interpretation” or “my 
interpretation is”

▪ Not held to the standard of a 
billable interpretation to be 
included in the MDM

Studies – Independent Interpretations

27
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Studies – Independent Interpretations

EKG interpreted by me:
Normal sinus rhythm, T wave inversion 
consistent with inferolateral ischemia.

28

Document your rationale for ordering, or not ordering:

Studies – Cognitive Work is Valued

Labs Radiology Prescription Drug 
Management

29

Stories Studies

SDOHShared DM

30
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"Ordering a test may include those considered, but not selected 
after shared decision making. A patient may request diagnostic imaging 
that is not necessary for their condition. Discussion of the lack of benefit 

may be required."

"This includes the possible management options selected and those 
considered but not selected after shared decision making with the patient 

and/or family. For example, a decision about hospitalization includes 
consideration of alternative levels of care.“

2023 CPT E/M Descriptors and Guidelines

Document the Talk

31

"Shared decision making involves 
eliciting patient and/or family 

preferences, patient and/or family 
education, and explaining risks and 
benefits of management options"

Document the Talk

2023 CPT E/M Descriptors and Guidelines 

32

De-escalation of Care 

33
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Stories Studies

SDOHShared DM

34

Social Determinants of Health

35

Problems related to:

▪ Homelessness
▪ Insufficient social insurance
▪ Housing instability and economic circumstance
▪ Low income or unemployment
▪ Insufficient social insurance
▪ Lack of primary support group
▪ Living in a residential institution
▪ Lack of transportation

Social Determinants of Health

36
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▪ The history and exam will no longer be used to score the chart

▪ Medical decision making will now drive code selection
▪ Heightened emphasis on shared decision making and social 

determinants of health
▪ Document discussions with patients, considerations of testing, treating, or 

escalation of care

Take-Home Points

37

Questions & Contact

Jason Adler, MD, FACEP, FAAEM

jadler@logixhealth.com

202.438.6983
www.logixhealth.com

38

39

mailto:jadler@logixhealth.com
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Lecturer Contact: wcaputo@northwell.edu
Please reach out to me with any questions or comments

QR c o d e t o l e c t u r e
U l t r a s o u n d im ages
a n d videos u s e d in
t h e l e c t u r e . PDF t o  

A d v a n c e d u p p e r
e x t r e m i t y , t r u n k , a n d  
n e c k r e g i o n a l n e r v e  

b l o c k s

1

Caputo’s 5 tips and t r i cks f o r hand injuries

Ul t r a s ound is super ior t o x-r a y s f o r hand injuries in many cases. You can 
diagnose f r a c t u r e s , tendon funct ion , and fore ign bodies t h a t can be 

missed on x-rays . A w a t e r b a c t h can be used and you can ge t high 
definition images wi t hout even touching a n injury .

2

Almost a lways , t he best analges ia f o r hand injuries involves l o c a l  
anesthet ics . This can be done wi th a r egi ona l nerve block , hematoma 

block , o r digi ta l b l oc k depending on t he injury . It’s i mpor t ant t o know the 
distr ibut ion o f t he median, r a d i a l , and u l n a r nerves

3

mailto:wcaputo@northwell.edu


4/25/23

2

See video on t he caput o i r r igat ion technique f o r wounds
t h a t a r e high-r isk f o r infection. A l l you need is a  

pressure bag and everything t o give f luids t o a pat ient
t h r ough a n 18gauge iv ca t he t e r .

This is a c ont r ov e r s i a l statement . However , hand x-r a y s a r e commonly not  
r e a d before pat ient disposition and providers a r e opening themselves up
t o missed f r a c t u r e s . I t is more protect ive f o r t he provider t o spl int and 

then c a l l pat ient back wi th f i n a l resul ts .

4

I t is i mpor t ant t o  
acknowledge t h a t the 

t op 3 reasons ed 
physicians were sued in a

study in t he 1980’s were 
a l l or thopedic r e l a t e d  

and very r e l e v a n t t o  
hand injuries

I recommend using 
acronym expansion with 
your c ha r t i ng system t o  

have t he impor tant  
informat ion about these 

injuries appr opr i a t e l y  
documented f o r your  

pr ot ect i on and t o guide 
your discussion wi th your

patients .

5

Pat ients may n o t a l wa y s  
be honest wi th the i r

s tory . Cuts over  
knuckles o f dominant
hand a r e suspicious. I f

you suspect this, please 
i r r i ga t e and s t a r t on 

antibiot ics

U l t r a s ound can a l s o  
help wi th this diagnosis 

as you can see 
inf lammat ion ar ound the
f l e x o r tendon . Consul t  

hand surgery

St a r t i ng ant ibiot ics in 
t he r i ght time f r a me is 
i mpor t ant f o r qua l i t y  
measures and n o t a l l  

open f r a c t u r e s a r e
obvious. Inspect a l l  
wounds f o r injuries.

6
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Hand burns can have
signif icant morbidity. Look f o r  

c i r cumf er ent i a l burns and 
ensure your pat ient does not  

need t r a n s f e r t o a burn
center . Documentat ion and 

f o l l o w up a r e ext remely
important .

You can miss p a r t i a l
f l e x o r tendon injuries. 
Make sure t o check fds 

and fop against  
resistance in a l l  
movements o f the

finger . Discuss and 
document how a  

p a r t i a l tendon injury 
is possible and pat ient  

needs f o l l o w up and 
may requi re a n mri

Discussing and 
documenting a possible 
re ta ined fore ign body

is important .

7

Get history about these 
chemicals burns and ensure
i t is n o t hf . The t r e a t me n t is 
complete ly d i f f e r ent t ha n  
o t h e r chemical burns and 
requires recogni t ion and 

prompt t r e a t me n t

These injuries can have 
signif icant morbidity and 
requi re hand evaluat ion 
and l i ke l y have t o go t o

t he operat ing room.
Ex t e r na l exam may not

impressive.

P a r t i a l injuries can be 
completed a f t e r  

discharge and these 
pat ients need hand 
f o l l o w up and may 

requi re f u r t h e r wo r k up

8

Some common hand f r a c t u r e s t o identify. Know t he accept ab l e me t a c a r p a l  
angul a t i ons and r o t a t i o n a l defomort ies a r e p o o r l y t o l e r a t e d . When you 

c l ose your f i s t a l l f ingers should point t o w a r d s t he scaphoid.

9
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Rhabdomyolysis Updates
Peter Alamia, DO
ACOEP Spring Seminar 2023

1

Introduction:

Characterized by destruction of skeletal muscle
Release of intracellular contents into the bloodstream

Leads to muscle necrosis
Clinical impact ranges from asymptomatic elevation of muscle enzymes to 
acute kidney injury and electrolyte abnormalities

2

Introduction:

• Results in cell death and release of potentially toxic substances into the 
bloodstream

• Management often is directed in preventing the primary complication from 
rhabdomyolysis: Acute kidney injury

3
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Traumatic causes are a common mechanism (20%)

• Multisystem trauma

• Crush injuries

• Compartment syndrome - leads to muscle ischemia

• Vascular injuries

• Falls with prolonged immobilization

Approximately 8.5% of critically injured patients in TICU

• 10% develop renal failure

• 5% require RRT

Patient population that rhabdomyolysis occurs?

4

Metabolic & Medical causes are more common (80%)
• Suspect in patient with increased metabolic demands on myocytes in excess of available supply of ATP

• Prolonged exercise

• Status epilepticus

• Exogenous agents (Alcohol, drugs, or toxins)

• Lipid lowering agents (Statins)

• Genetic defects

• Myopathies

• Infection

• Malignant hyperthermia

• Neuroleptic malignant syndrome

• Heat stroke

Patient population that rhabdomyolysis occurs?

5

What clinical findings are expected with rhabdomyolysis?

• Asymptomatic to critically ill
• Clinical presentation can vary greatly

Resultant organ injury may include:
• Renal (AKI)

• Cardiac (Arrhythmia)

• Coagulopathy

• Dark tea colored urine is a common finding

6
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What laboratory findings aid in the diagnosis of rhabdomyolysis?

• Elevated serum CK concentration

• CK >5 times upper limit of normal or 

• CK >1,000 IU/L

Elevated myoglobulin

Elevated LDH

Elevated potassium

Elevated Creatinine

Injury to skeletal muscle cellular membrane leads to influx of calcium

• Disruption of cellular homeostasis occurs

• Leads to cell death

• Resulting in accumulation of CK, myoglobulin, LDH, and potassium in the bloodstream

7

Creatinine Kinase

• Usually elevated by 12 hours of injury
• Peak at 24 to 72 hours after injury

• Returns to normal in approximately 5 days

8

What is the optimal crystalloid type, rate of administration, and urine output 
goals to prevent AKI in rhabdomyolysis?

Fluid of choice:

• No clear recommendation

• No randomized controlled trials

• Lactated ringers

• Saline (0.9% or 0.45%)

• Saline is promoted due to its lack of potassium

• Crush injuries = Hyperkalemia

• Recommendation is 200 mL/hour to 1,000 mL/hour

• 400 mL/hour can be initiated

• Goal directed therapy of urine output of 1 mL/kg/hour to 3 mL/kg/hour and up to 300 mL/kg/hour

• If the patient remains anuric, then RRT may be necessary

9
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Are diuretics and/or bicarbonate administration beneficial?

Exact mechanism of AKI is controversial

• Two factors in development of myoglobin induced renal toxicity are:

• Hypovolemia

• Acuduria

Ultimately, AKI results from:

• Vasoconstriction

• Oxidant injury (Ferrihemate - breakdown product of myoglobin, in the presence of low pH can generate free 
radicals, which lead to direct renal cell injury)

• Tubular obstruction (Pigmented casts - result of an interaction between Tamm-Horsfall protein and myoglobin)

• Decreased tubular filtration

10

Can alkalization of urine may prevent AKI?

• Sodium bicarbonate
• Mannitol - an osmotic diuretic, may lead to renal vasodilation

• No strong clinical evidence to support on the use of either

11

Are diuretics useful?

Loop diuretics: clinical evidence is sparse. Mostly only case reports. Loop 
diuretics:
• Have shown to reduce metabolic demand and oxygen consumption by 

proximal tubular cells
• But, also shown to worsen renal afferent arteriole vasoconstriction, acidify 

urine, and promote aggregation of Tamm-Horsfall protein within the tubular 
lumen

12
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What electrolyte abnormalities should be expected and what are the optimal 
methods for management?

Hyperkalemia:

• Often associated with high potassium levels

• Correlates with the volume of muscle breakdown

• When it occurs with rhabdomyolysis-induced AKI, it occurs early in the course of the 
disease

• Hypocalcemia aggravates electrical effects of hyperkalemia: Should be aggressively 
treated with calcium chloride or calcium gluconate

• Treat hyperkalemia with Insulin, glucose, B-2 agonist, potassium removal cations, 
and RRT as a last resort

13

Hyperphosphatemia:

• Occurs as a result of phosphate release from damaged cells
• High phosphate levels are problematic: binds to calcium and these 

complexes deposit in soft tissues

• Treat with caution. Require a  calcium chelator, which can increase 
precipitation of calcium phosphate in injured muscles

• Early hyperphosphatemia typically decreases as phosphate is excreted in 
urine

14

Hypocalcemia:

• Occurs early in rhabdomyolysis due to calcium entry into damaged cells and 
calcium phosphate deposition in necrotic muscle

• Early treatment should be avoided unless patient is symptomatic or severe 
hyperkalemia is present

• Avoid correction with calcium chloride or calcium gluconate - calcium 
deposition can occur in injured muscle

15
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Hypermagnesemia:

• May occur, but id infrequent
• Typically occurs in association with AKI

• Should be treated with RRT

16

What is the role of RRT in rhabdomyolysis:

• No role in dialysis or CRRT in preventing AKI

• Also, there is no significant evidence to determine that CRRT has any benefit over 
conventional RRT in preventing AKI in rhabdomyolysis

• In patients who either develop AKI, and need dialysis: Either CRRT or intermittent 
RRT can be considered

• AKI is associated with myoglobulinemia, thus extracorporeal removal is an effective 
strategy

• Plasmapheresis does NOT have an effect on myoglobin clearance

• CRRT and conventional RRT have been shown to be equally effective

17

What is the role of RRT in Rhabdomyolysis?

• Since myoglobin has a molecular weight of 17 KDa, it is poorly cleared by diffusion 
(dialysis). Studies have been performed to evaluate benefits of:

• Continued RRT

• Intermittent RRT

• Hemodiafiltration

• Hemofiltration

• Special high cut off membrane filters (Enhance clearance of large molecules)

• Overall studies are small and lack sufficient evidence to make recommendations

18
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What complications should be suspected?

• Hyperkalemia: most significant electrolyte abnormality

• Hepatic dysfunction may occur in 25% of patients

• Dysrhythmia or cardia arrest: Most likely secondary to hyperkalemia

• Mortality in patients with CK >5,000 IU/L is approximately 14%

• AKI develops in approximately 15% of patients

• Among patients requiring RRT, mortality is as high as 59%

• DIC may occur, due to release of intracellular products that may activate the 
clotting cascade

19

What complications should be suspected?

• Compartment syndrome: May be an early or late complication
• Results from direct muscle injury

• Vigorous muscle activity
• Occurs primarily due to limited muscle expansion from enveloping tight 

fascia

• Delay of more than 6 hours may lead to irreversible muscle damage or 
death

20
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PEDIATRIC BOUNCEBACKS: 
THE GAME  CHANGING QUESTION

M ichael Weinstock, M D
Carissa Tyo, M D

1

2

3
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4

What was 
the game 
changing 
question?

5

The bounceback

6
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PEARLS

• Check old records
• Use all resources available (call mom!)
• Do a GU exam
• Use caution with sedating anti-emetics
• Ensure caregiver understands the ‘question’ their presentation 

has asked

7
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We Are…

1

Experts of Acute Unscheduled Care 

Resuscitation High acuity presentations
Consideration of m ost 

dangerous diagnoses

2

▪ Aortic dissection

▪ Acute Coronary Syndrome
▪ Severe electrolyte derangements

▪ Pulmonary embolism
▪ Angioedema

▪ Diabetic ketoacidosis

HALO Events and Procedures

3
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Resuscitating Your Chart: A Crash 
Course on Critical Care 
Documentation

Jason Adler M D, FACEP, FAAEM

Director of Com pliance and Reim bursem ent 

University of M aryland School of M edicine
VP, Acute Care Solutions, LogixH ealth

4

Critical Care CPT Definition

5

0.2% 1.2%

9.3%

21.5%

56.5%

11.3%

0%

10%

20%

30%

40%

50%

60%

99281 99282 99283 99284 99285 99291

Emergency Medicine Specialty #93

Part B National Summary Data File (Previously BESS)

6
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Critical Care: The Math

CPT Code RVUs Approx.
Payment

99283 2.13 $85

99284 3.58 $140

99285 5.21 $205

99291 
(critical care) 6.31 $255

7

Breaking Down the Critical Care

8

▪ Potential for life threatening deterioration

▪ Hard finding: diagnostic or exam
▪ Intervention to prevent deterioration

▪ 30 minutes of physician care outside of separately billable procedures

Critical Care: Supporting Criteria

9
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Critical Care: A Clinical Approach

10

“On My Way”

11

▪ Hypotension/hypertension

▪ Hypoxia
▪ Tachycardia

▪ Tachypnea
▪ Fever

Hard Findings – Vital Signs

12
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Interventions – Medications and Procedures

Medications
▪ Anticoagulation: lovenox, heparin, integrilin
▪ Allergy/asthm a: epi, m agnesium

▪ Antiarrhythm ic: adenosine, diltiazem , 
am iodarone 

▪ Antidotes: naloxone, IV dextrose, bicarb, 
charcoal

▪ Blood products: pRBC, platelets, Kcentra
▪ Pressors: epi, norepi, dopa

Procedures
▪ BIPAP/CPAP/HFNC
▪ Intubation

▪ Bag valve m ask
▪ Central line

▪ Cardioversion
▪ Chest tube

▪ CPR*

13

▪ Severe sepsis/septic shock
▪ Acute coronary syndromes

▪ Atrial fibrillation with RVR and arrythmia
▪ COPD/asthma exacerbation

▪ Acute pulmonary edema
▪ Hyperkalemia with EKG changes 
▪ DKA

▪ Intracranial hemorrhage
▪ GI bleeding
▪ Pulmonary embolism

▪ Substance withdrawal

Potential Critical Care Diagnoses

14

▪ Transfer to a higher level of care
▪ ICU
▪ Telemetry

▪ Discharge after significant improvement

Critical Care- Disposition

15



4/25/23

6

Critical Care: Time Consideration

16

▪ At the bedside

▪ Full attention to the patient
▪ Ordering/reviewing diagnostic tests

▪ Treatment discussions with family and EMS after patient arrival
▪ Treatment discussions with consultants or appropriate source

▪ At least 30 minutes

▪ Cumulative, not consecutive

Inclusion: Time Spent

17

▪ Central line

▪ Laceration repair
▪ Thoracostomy

▪ Intubation
▪ CPR

▪ Time after patient expires

Time Not Counted: Separately Reportable Procedures

18
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▪ Total minutes, not ranges

▪ Critical care requires 30 minutes 
or more

▪ “I provided XX minutes of critical 
care time exclusive of 
procedures”

Time Considerations: Take Home Point

19

Documentation Examples

20

Hyperkalemia

21



4/25/23

8

Atrial Fibrillation With RVR

22

Allergy/Anaphylaxis

23

Acute Psychosis

24
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Pulmonary Edema

25

▪ AMA Policy Statement
‒ “The physician may report 92950 whether actually performing 

compressions or directing these activities”
‒ Documentation: Write a brief oversight note
‒ Typically, also report a high-level E/M service

CPR

26

Split Shared Visits

27
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§ Cumulative time may be reported

§ Clinician with more than half (substantive time) will get the credit

Critical Care Shared Visit Physician Attestation Example:
“I personally saw the patient. PA Green and I provided critical care for a 
total of 40 minutes. I provided a substantive portion of the care and the 
majority of the critical care time."

Split Shared Visit for 2022 and 2023

28

Questions?

29

§ Critical care is often under reported

§ Consider the potential for deterioration, hard findings, and interventions
§ Time

§ No major changes in split shared visits

Key Take Home Points

30
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Contact Information

Jason Adler, MD, FACEP, FAAEM
jadler@logixhealth.com

www.logixhealth.com

31
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Caputo’s Wrist and Forearm Injuries
Lecturer Contact: wcaputo@northwell.edu
Please reach out to me with any questions or comments

QR code t o l e c t u r e
U l t r a s o u n d images
a n d videos used in
t h e l e c t u r e . PDF t o  

Advanced upper
extremi ty , t r u n k , a n d  
neck r e g i o n a l nerve  

b l o c k s

1

Wrist f i lms a r e i mpor t ant t o be a b l e t o r e a d as a l mo s t a l wa y s t he pat ient  
is disposed before t he reading is back . We w i l l l o o k a t t he 3 di f f e r ent views 

o f t he wr i s t and t he di f f e r ent bones.

On t he PA view, assess a l l o f t he bones and a r t i c u l a r sur faces . The di s t a l  
r a d i a l a r t i c u l a r s ur f a c e should cup t he c a r p a l bones. Looking a t spacing 

o f t he bones is important , especial ly between t he scaphoid and lunate .
Assess gi l l ’s a r c and t he c a r p a l s arcs . disruption t o any o f t he a r c s may 

suggest a n under lying f r a c t u r e o r l igamentous injury .

2

L a t e r a l V iew :
-C h e c k f o r a t r i q u e t r u m  
f r a c t u r e o n l a t e r a l v ie w
(2nd m o s t c o m m o n  
f r a c t u r e )
- a s s e s s f o r a w r i s t  
d i s l o c a t i o n b y c h e c k i n g  
a l i g n m e n t o f t h e d i s t a l
r a d i u s — l u n a t e —
c a p i t a t e — 3 r d  
m e t a c a r p a l b a s e .

3

mailto:wcaputo@northwell.edu
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The oblique view provides addi t i ona l views of :  
t he r a d i a l side o f t he wrist , r a d i o c a r p a l joint ,  
scaphoid, scaphot rapez iot rapezoida l joints

4

The s c a p h o i d is t h e m o s t c o m m o n w r i s t b o n e f r a c t u r e . I t r e q u i r e s  
s p e c i a l a t t e n t i o n a s i t is a t h ig h r i s k f o r n o n -u n io n a n d a v a s c u l a r  
n e c r o s i s . D i s p l a c e d s c a p h o i d f r a c t u r e s u s u a l l y r e q u i r e o r i f .

U n l e s s t h e r e is a c o n t r a i n d i c a t i o n , t a p p i n g a w r i s t e f f u s i o n is 
t h e b e s t t e s t t o d e t e r m i n e w h e t h e r a n e f f u s i o n is i n f e c t i o u s
o r i n f l a m m a t o r y in n a t u r e . I t c a n l o o k f o r l e s s c o m m o n  
i n f e c t i o n s a n d c r y s t a l s t o d i a g n o s e g o u t o r p s e u d o g o u t .

5

By P l a c i n g t h e u l t r a s o u n d o n t h e d o r s a l w r i s t , y o u c a n d i a g n o s e  
a n e f f u s i o n by see ing a h y p o e c h o i c f l u i d c o l l e c t i o n o n t o p o f t h e
l u n a t e / w r i s t bones .

C e l l c o u n t  
Gram st a i n  
C u l t u r e  
l d h  
C r y s t a l s
Lyme p c r (consider)
N a a t f o r Gc (consider)

6
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The s u p r a c l a v i c u l a r b r a c h i a l p l e x u s  
b l o c k is a n u l t r a s o u n d g u id e d b l o c k  
t h a t g ives c o m p l e t e a n a l g e s i a t o t h e
a r m . I t is in t h e w h e e l h o u s e o f
e m e r g e n c y medic ine phys ic ians .  
P l e a s e r e f e r t o t h e r e c e n t a r t i c l e in
ACEP NOW r e g a r d i n g t h i s p r o c e d u r e .

Apr i l

2023

7

D o w n w a r d t r a c t i o n f o r t h e a p p r o p r i a t e a m o u n t o f t im e is 
i m p o r t a n t t o t i r e o u t t h e f o r e a r m m u s c l e s f o r a s u c c e s s f u l
r e d u c t i o n . C o n s i d e r a d d i n g w e i g h t s g r a d u a l l y a n d p a t i e n t m a y  
n e e d d i g i t a l b l o c k s d o n e a s t h e m o s t p a i n f u l p a r t m a y be t h e i r
f i n g e r s . F in g e rs m a y t u r n b l u e a n d I r e c o m m e n d c o v e r i n g t h e m s o  
t h e p a t i e n t d o e s n o t see t h e m a n d g e t n e r v o u s .

T r a c t i o n

R e c r e a t e a n d e x a g g e r a t e i n j u r y  
F u l c r u m

Some p r o v i d e r s t h a t a r e g r e a t a t r e d u c t i o n s h a v e g o o d l e v e r a g e
o n t h e n o n -m oving p r o x i m a l bone . Y ou w a n t t o e n s u r e t h a t y o u a r e  
p r e s s in g t h i s t h e o p p o s i t e w a y o f w h e r e y o u a r e t r y i n g t o r e d u c e
t h e o t h e r f r a c t u r e piece .

8

One t r i c k t o n o t l o s e y o u r r e d u c t i o n is t o w r a p t h e e n t i r e a r m
w i t h w e b r i l b e f o r e y o u a t t e m p t r e d u c t i o n . The o n l y a r e a I keep 
o p e n is t o l o o k w i t h t h e u l t r a s o u n d t o e n s u r e t h e r e d u c t i o n is
p e r f e c t b e f o r e s p l i n t i n g . W ith u l t r a s o u n d , y o u c a n see t h a t t h e  
b o n e s a r e a p p r o p r i a t e l y a l i g n e d a s y o u see b e l o w .

9
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Adult Patient 
Bouncebacks

Dr. Carissa J. Tyo and Dr. 
M ichael W einstock

April 1& 2, 2023

1

I have no financial interests or 
relationships to disclose
-Carissa J. Tyo, MD

2

Bounceback Definitions

´ Unscheduled return within 72 hours of initial presentation regardless of cause

´ Not always for same complaint

Gabayan, et al. Factors Associated with Short-Term Bounce-Back Admissions after Emergency Department 
Discharge.  Annals of Emergency Medicine 62(2): 135-44 E1, August 2013

´ Situational correlates

´ Insurance Medicaid or Medicare

´ Prior disposition AMA or left before evaluation complete

´ Patient-Centric correlates

´ CKD not yet ESRD

´ ESRD

´ CHF

´ Hospital-Centric correlates

´ For-Profit status

´ Teaching affiliation

3
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Question for 
the Room…

´ Have you ever had a patient bounceback to the 
ED?

´ Have you ever been confronted w ith the dreaded: 
“Hey, rem em ber that patient you took care of… ?”

´ Have you ever taken care of a patient returning as a 
bounceback?

´ Have you ever received a bounceback patient and 
disagreed w ith the plan of care from  the first 
provider?

4

Adult common bouncebacks

´ Abdominal pain
´ Chest pain

´ Weak/dizzy
´ CKD/ESRD

´ Cardiac dysfunction (CHF)
´ Substance use disorder

´ Psychiatric Illness
´ Homelessness

´ *Sickle Cell Disease

Factor Correlates:

´ Lower socioeconomic status
´ Lower health literacy

´ Limited access to care
´ Medicaid/Medicare

´ Teaching institutions
´ Corporate Management Groups

5

The First Medical Provider…

Personal interpretation of bouncebacks

Su p e r-u tilize rs Exxp e c te d  o r u n e xp e c te d  
e vo lu tio n

U tte r m iss

Peer Review of bouncebacks

Corporate Interpretation of bouncebacks

6
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The Second Medical Provider

´ Tim e to take a deeper dive?

´ Breaking the news to a colleague

´ Evolution of disease process-agree w ith prior care

´ Disagree w ith form er care

´ OSH
´ Peer

´ Specialist

7

Discussion…

T h is  P h o to b y  U n k n o w n  A u th o r is  lic e n s e d  u n d e r C C  B Y

8

https://www.betterpaydayloans.com.au/2021/02/how-to-prevent-workplace-bullying.html
https://creativecommons.org/licenses/by/3.0/
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