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From the editors: 
  
 Welcome to our second issue of 2010.  
Great news! Inbound was presented at the 
2010 GSACEP Joint Services Symposium, and 
was extremely well received.  We have interest 
from both Army and Air Force Emergency Phy-
sicians who want to get involved, and hopefully 
ǿŜΩƭƭ ōŜ ŀōƭŜ ǘƻ ƛƴŎƭǳŘŜ ǘƘŜƳ ƛƴ ǘƘŜ ƴŜȄǘ ƛǎǎǳŜΣ 
making this a tri-service publication!  Keep an 
eye out for this in future issues. 
 
 ¢Ƙƛǎ ƛǎǎǳŜ ƛǎ ƻǳǊ ŦƛǊǎǘ ǘƘŀǘ Ƙŀǎ ŀ άǘƘŜƳŜέ - 
highlighted by the lead article: communication.  
Communication is one of the most important 
aspects of our job, and communication break-
down is often at the forefront of near-misses 
and medical errors. Outlined in this issue are 
several stories that discuss individual situations 
where there was a communication breakdown 
that at the very least resulted in decreased pa-
tient satisfaction, or at worst could have im-
pacted actual patient care. 
 
 It is at times hard to maintain profes-
sionalism in work-related communications, but 
critical that we do so.  Not only do we owe it to 
our patients, but we also must set an example 
to our trainees of what constitutes professional 
communication and behavior. No less signifi-
cantly, when dealing with consultants, profes-
sionalism (both ways) is critical to maintaining 
the collegiality that is the cornerstone of re-
spectful interaction.  We hope you enjoy the 
following articles, and that they help you think 
about your communication with patients, col-
leagues, and trainees.  As with all Inbound arti-
cles, we hope you also see how the situations 
discussed could happen to you, and perhaps 
can be avoided with simple awareness and pre-
ǾŜƴǘƛƻƴΦΦΦǘƘŜ ǇǊƻǾŜǊōƛŀƭ άƭŜŀǊƴƛƴƎ ŦǊƻƳ ǘƘŜ Ƴƛǎπ
ǘŀƪŜǎ ƻŦ ƻǘƘŜǊǎΗέ 
 
 ¢Ƙƛǎ ƳƻƴǘƘΩǎ ŎƻǾŜǊ ǇƘƻǘƻ ƛǎ ǘƘŜ ƭƻƎƻ ŦƻǊ 

the Tactical Combat Casualty Care (TCCC) 
course.  This course is the military counterpart 
to the Prehospital Trauma Life Support Course. 
It is designed for military medics, corpsmen, 
and pararescuemen preparing to deploy in sup-
port of combat operations. This course gives 
these individuals the skill and confidence to act 
quickly and save lives on the battlefield. Most 
importantly, TCCC is one of the single greatest 
contributors to US Combat Forces having the 
highest casualty survival rate in history.  Many 
of our readers help teach this course, and lives 
have been saved because of your efforts.  For 
more information, and the complete syllabus, 
go to www.navyemergencymedicine.com and 
click on the link to TCCC. 

   

  - Todd and Gerald 

 INBOUND is a quarterly publication to improve 

patient care in Navy Emergency Medicine.  Stories oc-

curred in both Navy and civilian emergency depart-

ments worldwide.  For more information, or for submis-

si ons,  pl ease contact  the edi tors at  

todd.parker@med.navy.mil.  

 The views expressed in this article are those of 

the authors and do not necessarily reflect the official 

policy or position of the Department of the Navy, De-

partment of Defense, or the United States Government.  

Information contained in this publication is for  staff 

education and training purposes only, and it is not an 

official Navy publication.  Any information is meant as 

guidance and does not reflect actual U.S. Navy policy. 

 For all military service members, this work was 

prepared as part of their official duties.  Title 17 U.S.C. 

105 provides that óCopyright protection under this title is 

not available for any work of the United States Govern-

ment.ô  Title 17 U.S.C. 101 defines a United States 

Government work as a work prepared by a military ser-

vice member or employee of the United States Govern-

ment as part of that personôs official duties. 

 This publication was created as an integral part 

of the Performance Improvement Program in Navy 

Emergency Medicine, and as such, is a privileged 

document protected from unauthorized disclosure, dis-

cussion, or reproduction by Title 10, US Code Section 

1102 (1968). 
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wŜŀŘƛƴƎ ǘƘŜ ŀǊǘƛŎƭŜǎ ƛƴ ǘƘƛǎ ƳƻƴǘƘΩǎ Inbound 
and thinking about some key events in the hospital 
lately made me realize more than ever  how impor-
tant communication is to our daily jobs.  Communi-
cation with our patients is clearly important. But 
what about with our nurses and staff?  What about 
communication between attendings, residents, in-
terns, and medical students? And what about com-
munication among consultants? 

 
When you look at medical errors, near 

misses, and their root causes, communication 
breakdowns are nearly always at or near the top.  
One of our authors this month brings up an excel-
lent example of a patient encounter where break-
down occurs.  He discusses the model of communi-
cation that is at the core of philosophic thought: 
 
1. ²Ƙŀǘ ƛǎ ǘƘŜ ǎǇŜŀƪŜǊΩǎ ƛƴǘŜƴǘƛƻƴΚ 
2. ²Ƙŀǘ ƛǎ ǘƘŜ ŜȄǇǊŜǎǎŜŘ ŎƻƴǘŜƴǘΣ ƻǊ ǘƘŜ άŦŀŎǘǎέΚ 
3. What is the listener uptake? In other words, 

what does the listener hear and assimilate? 
 

As he mentions, only one of these three fac-
tors involves actual facts.  The other two are sub-
jective and rely on two separate groups hoping that 
they are interpreting information the same way [1]. 
 

I would add one additional factor: what are 
ǘƘŜ ǎǇŜŀƪŜǊΩǎ ŀƴŘ ƭƛǎǘŜƴŜǊΩǎ ǇǊŜŎƻƴŎŜƛǾŜŘ ƴƻǘƛƻƴǎΚ  
!ǎ !ƴǘƘƻƴȅ wƻōōƛƴǎ ǎǘŀǘŜǎΣ ά¢ƻ ŜŦŦŜŎǘƛǾŜƭȅ ŎƻƳƳǳπ
nicate, we must realize that we are all different in 
the way we perceive the world and use this under-
standing as a guide to our communication with oth-
ŜǊǎΦέ ¢Ƙƛǎ ƛǎ Ŝǉǳŀƭƭȅ ǘǊǳŜ ƛƴ ƳŜŘƛŎƛƴŜΣ ǿƘŜǊŜ Ƴŀƴȅ 
people who depend on each other must communi-
cate effectively about the same situation, with dif-
ŦŜǊŜƴǘ ǇǊŜŎƻƴŎŜƛǾŜŘ ƴƻǘƛƻƴǎ ƻŦ άǘƘŜ ǿƻǊƭŘΦέ  ! Ŧŀƛƭπ
ure to understand the big picture view of the other 
party will at best lead to minor miscommunication, 
at worse lead to poor patient care. 
 

Think about your communications on a daily 

basis.  Probably the most important, and most stud-
ied, communication forum, is the provider/patient 
interaction.  In a recent study published in Annals 
of Emergency Medicine, researchers assessed pa-
ǘƛŜƴǘǎΩ ŎƻƳǇǊŜƘŜƴǎƛƻƴ ƻŦ ǘƘŜƛǊ 95 ŎŀǊŜ ŀƴŘ Řƛǎπ
charge instructions, and their awareness of defi-
ciencies in their comprehension.  Participants rated 
their subjective understanding of 4 domains:  (1) 
diagnosis and cause (2) ED care (3) post-ED care 
and (4) return instructions.  Not surprisingly, 78%  
percent of patients demonstrated deficient com-
prehension in at least 1 domain, and 51% of pa-
tients were deficient in 2 or more domains.  Proba-
bly most frightening is that the majority of patients 
with comprehension deficits failed to perceive 
them.  Only 20% of patients found to have compre-
hension deficits perceived their own deficit! (2) 
 
 So even in our most important communica-
tion forum, we are still failing.  Why is this?  Again, 
look at the three-point model above.  What is the 
ǎǇŜŀƪŜǊΩǎ ƛƴǘŜƴǘƛƻƴΚ  Most physicians seek to de-
scribe the disease process and pathophysiology to 
the patient.  Some go into detail about what the 
patient should watch for at home.  What are the 
facts?  This is variable, but the facts of what hap-
pened and what was found are the ones most com-
monly communicated.  What about listener uptake? 
What if the patient does not care about those 
things?  What if the parent only brought their child 
ƛƴ ōŜŎŀǳǎŜ ǘƘŜƛǊ ŘŀȅŎŀǊŜ ǇǊƻǾƛŘŜǊ ǿƻƴΩǘ ǘŀƪŜ ǘƘŜ 
child back without a note?  hǊ ǿƘŀǘ ƛŦ ǘƘŜ ǇŀǘƛŜƴǘΩǎ 
only concern about their numbness and tingling in 
their arm was that grandma died of a brain tumor, 
ŀƴŘ ǘƘŜȅ ǿŀƴǘ ǊŜŀǎǎǳǊŀƴŎŜ ǘƘŀǘ ǘƘŜȅ ŘƻƴΩǘ ƘŀǾŜ 
one too?  The deep, detailed explanation you pro-
vide about paresthesias and cervical radiculopathy 
goes in one ear and out the other because all they 
Ŏŀƴ ǘƘƛƴƪ ƻŦ ƛǎ άŘƻ L ƻǊ ŘƻƴΩǘ L ƘŀǾŜ ŀ ōǊŀƛƴ ǘǳƳƻǊΚέ 
 
 Provider/patient communication is obvi-
ously a topic that has been frequently written 

(Continued on page 5) 

COMMUNICATION  BREAKDOWN  
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about.  But what about the other aspects of com-
munication in our jobs?  Nurse/physician communi-
cation is critical, too.  TEAM STEPPS seeks to im-
prove this communication, mostly by removing the 
variability in speaker intention and expressed con-
tent, and via readbacks ensures that what the 
speaker hears is concordant.  This model, however, 
only covers the more time critical interactions.  
What about the routine interactions that happen 
every minute in the ED?   
 
 Lƴ ƭŀǎǘ ƳƻƴǘƘΩǎ ƛǎǎǳŜ ǿŜ ŘƛǎŎǳǎǎŜŘ Ƙƻǿ ƛƴπ
terruptions have been shown to significantly dis-
ǊǳǇǘ ǇƘȅǎƛŎƛŀƴΩǎ ǘƘƛƴƪƛƴƎ ǇǊƻŎŜǎǎŜǎ ǿƘƛŎƘ ǇƻǘŜƴπ
tially can lead to increased errors. But how does 
ŘƛǎŎƻǊŘŀƴŎŜ ōŜǘǿŜŜƴ ǎǇŜŀƪŜǊΩǎ ƛƴǘŜƴǘ ŀƴŘ ƭƛǎπ
ǘŜƴŜǊΩǎ ƛƴǘŜǊǇǊŜǘŀǘƛƻƴ ōŜǘǿŜŜƴ ŘƻŎǘƻǊǎ ŀƴŘ ƴǳǊǎŜǎ 
ŎƻƴǘǊƛōǳǘŜ ǘƻ ǘƘƛǎΚ  Lƴ ǘƘƛǎ ƳƻƴǘƘΩǎ ŀǊǘƛŎƭŜ They Are 
Trying to Tell Us Something, the author relates how 
ƳƛƴƛƳƛȊƛƴƎ ŀ ǘǊƛŀƎŜ ƴǳǊǎŜΩǎ ŎƻƳƳŜƴǘǎ ŀƭƳƻǎǘ ƭŜŘ 
him to miss a critical diagnosis.  Preconceived no-
tions could easily lead to this happening to any of 
ǳǎΣ ƘƻǿŜǾŜǊΦ  Iƻǿ ƻŦǘŜƴ ƘŀǾŜ ȅƻǳ ǘƘƻǳƎƘǘΣ άhƘΣ 
ǘƘŀǘ ƴǳǊǎŜ ŀƭǿŀȅǎ ƻǾŜǊŎŀƭƭǎ ǘƘƛƴƎǎέΚ  ¢Ƙƛǎ ǇǊŜŎƻƴπ
ceived notion might result in the doctor ignoring a 
red flag from a nurse who may have noticed some-

thing that you did not.   Alternately, how often has 
ŀ ƴǳǊǎŜ ǘƘƻǳƎƘǘ ǘƻ ǘƘŜƳǎŜƭŦΣ ά¢Ƙŀǘ ŘƻŎǘƻǊ ƛǎ ǎƻ Ŏƻƴπ
ǎŜǊǾŀǘƛǾŜΣ ƘŜ ƻǊŘŜǊǎ ŜǾŜǊȅ ǘŜǎǘ ƻƴ ŜǾŜǊȅ ǇŀǘƛŜƴǘΦέ  
This preconceived notion might lead a nurse to de-
lay drawing blood for labs on a patient to perform 
other tasks, potentially delaying life saving diagno-
ses and interventions. 
 
 Finally, what about consultant communica-
tion, including between ED physicians and consult-
ants as well as between other services in the hospi-
tal?  There is no department in the hospital that 
deals with other services more than the Emergency 
Department.  As such, we must become experts in 
communicating in the language of the specialist.  
This is necessary for many reasons: to ask the right 
ŎƭƛƴƛŎŀƭ ǉǳŜǎǘƛƻƴ ŀǎ ƛǘ ǇŜǊǘŀƛƴǎ ǘƻ ǘƘŜ ŎƻƴǎǳƭǘŀƴǘΩǎ 
specialty, to discuss the patient succinctly in a way 
that properly relays our concerns without taking 
ǘƻƻ ƳǳŎƘ ƻŦ ǘƘŜ ŎƻƴǎǳƭǘŀƴǘΩǎ ǘƛƳŜΣ ŀƴŘ ŀƭǎƻ ǘƻ ƎƛǾŜ 
confidence to the consultant that we know what 
we are talking about. 
 
 The three step model of effective communi-
cation is extremely critical in this situation. What is 
ǘƘŜ ǎǇŜŀƪŜǊΩǎ ƛƴǘŜƴǘƛƻƴΚ  To ask a question, to have 
the consultant see the patient, or to get the patient 
admitted?  Often, clarifying your intention right off 
the bat will help focus the conversation immedi-
ately.  What is the expressed content? In other 
words, what specifically is wrong with this patient 
ǘƘŀǘ ƴŜŜŘǎ ǘƘŜ ŎƻƴǎǳƭǘŀƴǘΩǎ ƛƴǾƻƭǾŜƳŜƴǘΚ  ¢ƘŜȅ 
ŘƻƴΩǘ ƴŜŜŘ ǘƻ ƪƴƻǿ ŜǾŜǊȅ ŘŜǘŀƛƭ ƻŦ ǘƘŜ ǇŀǘƛŜƴǘΩǎ 
history.  In one to two sentences, they need to 
know what the clinical concern is and any other in-
formation can be backfilled as needed.  Finally, 
what is the listener uptake?  Are you speaking to a 
surgeon over speaker phone while they are in the 
OR?  Are you waking up a specialist in the middle of 
the night, where they might need a minute to think 
clearly? Did you inundate the consultant with the 
ǇŀǘƛŜƴǘΩǎ ƘƛǎǘƻǊȅ ƻŦ ǇǊŜǎŜƴǘ ƛƭƭƴŜǎǎ ŀƴŘ Ǉŀǎǘ ƘƛǎǘƻǊȅ 
that the actual clinical question gets lost as their 
eyes glaze over?  Making these three items concor-
dant in every consultant interaction is critical to a 
successful consult. 

(Continued from page 4) 

(Continued on page 6) 

 

ñAny problem, big or 
small, always seems 
to start with bad 
communication. 
Someone isn't listen-
ing.ò - Emma 
Thompson 
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 But how do preconceived notions fit into 
this relationship?  More than any of the other fac-
tors, this is the one where preconceptions can have 
the most dramatic impact on patient safety.  An ED 
physician might assume a primary care doctor or 
specialist sent the patient to the ED for their 
workup because it is Friday afternoon and they do 
not want to do the workup themselves.  A consult-
ant might assume the ED physician does not know 
what they are talking about.  An ED physician might 
ŀŎŎǳǎŜ ǘƘŜ Ŏƻƴǎǳƭǘŀƴǘ ƻŦ ǘƘƛƴƪƛƴƎ άƴƻōƻŘȅ ƛǎ ǎƛŎƪΣέ 
and the consultant might accuse the ED physician 
ƻŦ ǘƘƛƴƪƛƴƎ άŜǾŜǊȅƻƴŜ ƛǎ ǎƛŎƪΦέ  !ǎ ȅƻǳ Ŏŀƴ ƛƳŀƎƛƴŜΣ 
an instant breakdown in communication occurs.  
¢ƘŜ ǘǿƻ άǎǳōƧŜŎǘƛǾŜέ ŀǎǇŜŎǘǎ ƻŦ ŎƻƳƳǳƴƛŎŀǘƛƻƴ ƻōπ
scure the expressed content.  All three parties suf-
fer, but none more than the patient. 
 
 What does this all come down to?  Respect.  
Effective communication ultimately requires inher-
ent respect between the individuals communicat-
ing.  When we talk to our patients, we must respect 
them as individuals if we are to establish the rap-
port necessary to successfully take care of them.  
With our nurses, we must have inherent respect for 

ŜŀŎƘ ƻǘƘŜǊΩǎ ŜȄǇŜǊƛŜƴŎŜ ŀƴŘ ŀōƛƭƛǘƛŜǎΣ ŀƴŘ ǇƭŀŎŜ ŀǇπ
ǇǊƻǇǊƛŀǘŜ ǾŀƭǳŜ ƻƴ ŜŀŎƘ ƻǘƘŜǊΩǎ ƛƴǇǳǘǎΦ 
 
 And nowhere is respect for each other more 
important than between physicians.  Ultimately, we 
are all one team.  Our collective goal is to provide 
our patients with the best health care possible. We 
are all intelligent, hard working, and good people 
who went into this business to help others.  We 
would not have made it so far if we were not.  
These points often get lost in the daily grind.  While 
we may approach a patient from different perspec-
tives depending on our training and experiences, 
letting go of our preconceived notions will help en-
sure we do the right thing for our patients.  And 
while we may acknowledge the truth of this in 
word, doing it in action requires a higher level of 
professionalism. Think about how your criticism of 
another service will impact the thoughts of those 
around you.  More importantly, think about how it 
will impact medical students and trainees.  Impres-
sions are being made every time someone criticizes 
the ED workup of a patient when discussing the pa-
tient at their conference; every time a senior resi-
dent lambasts (in front of the intern) another ser-
ǾƛŎŜ ŦƻǊ ǘƘŜ άǊƛŘƛŎǳƭƻǳǎέ Ŏƻƴǎǳƭǘ ƛƴ ǘƘŜ ƳƛŘŘƭŜ ƻŦ ǘƘŜ 
night; every time the ED physician criticizes a ser-
vice that sends a patient to the ED.   
 
 Every time the physicians in this and any 
other hospital belittle the physicians of another ser-
ǾƛŎŜ ǿŜ ŎƻƴǘǊƛōǳǘŜ ǘƻ ŎǊŜŀǘƛƴƎ ŀ άƎǊƻǳǇ ǘƘƛƴƪέ ǘƘŀǘ 
harms ourselves, future generations of doctors, and 
most importantly our patients. We slowly but 
surely erode the mutual respect that forms the 
foundation of effective communication and effec-
tive patient care. 
 

(1) Jones, J.F. III.  (2001).  A modest realism:  preserving 
common rationality in philosophy.  Lanham, MD.  Uni-
versity Press of America, Inc. 
 
(2)  Engel, K. et al.  Patient Comprehension of Emer-
gency Department Care and Instructions: Are Patients 
Aware of When They Do Not Understand? Ann Emerg 
Med. 2009;53:4;454-461. 

(Continued from page 5) 
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ñThe single biggest 
problem in commu-
nication is the illu-

sion it has taken 
placeò  

 
ï George Bernard 

Shaw  
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 I particularly enjoy working afternoon shifts 
in the Emergency Department (ED) as I am able to 
knock out chores or study in the morning prior to 
my shift.  Today was just that; a typical afternoon 
shift, and prior to my shift I was able to give my dog 
a bath.  It never fails during pooch scrubdowns that 
my fingers get sudsy and often my wedding ring 
slips off.  I have learned from past mistakes (ok, 
several past mistakes) and now know to take off my 
ring and place it somewhere safe while I battle the 
70-pound beast. 
 
 So I wrapped up my chores, bath included, 
and headed into work.  I arrived on the floor and 
my first patient had a history and symptom presen-
tation that necessitated performing a pelvic exami-
nation.  A fairly frequent and common examination 
performed in our ED, I think our efficiency at pelvic 
exams is of that of a NASCAR pit crew, minus the 
high-powered air gun.  This particular encounter 
was fortunately as easy as they get.  I had a good 
rapport with the patient and her husband, and I 
had a great nurse who could assist in her sleep. 
Exam finished.  I went to the sink for my post-exam 
hand cleansing and started to discuss the remain-
der of the workup.  I bid my farewell while drying 
my hands and approaching the door to exit the 
room.  While doing so I realized something was 

ƳƛǎǎƛƴƎ ŦǊƻƳ Ƴȅ ƭŜŦǘ ǊƛƴƎ ŦƛƴƎŜǊΦ  άhƘ ƳŀƴΣέ L 
ȅŜƭǇŜŘΣ άL ǘƘƛƴƪ L ƭƻǎǘ Ƴȅ ǿŜŘŘƛƴƎ ǊƛƴƎΗέ  5ƻƻǊ 
closes behind me. 
 
 An afternoon shift a few days later the 
Charge Nurse approached me while I had two 
ŎƘŀǊǘǎ ƛƴ Ƴȅ ƘŀƴŘǎ ŀƴŘ ǎǘŀǘŜŘΣ άIŜȅΣ ǘƘŀǘ ƭŀŘȅ ǘƘŀǘ 
is here for the sore throat says you saw her the 
other day, and she said that you lost something in 
her vagina.  The husband is kind of upset.  They 
specifically requested you not be the one to see 
them again today. I just thought you would like to 
ƪƴƻǿΗέ  !ǿŜǎƻƳŜΣ Ƨǳǎǘ ŀǿŜǎƻƳŜΦ 

 
 L ǿŀǎ ŦƭŀōōŜǊƎŀǎǘŜŘ ōȅ ǘƘŜ ƴǳǊǎŜΩǎ ŎƻƳπ
ment.  I remembered the encounter and my recol-
lection of it was that it went well.  I was thorough, 
performed the appropriate tests, nailed the diagno-
ǎƛǎ ŀƴŘ ƘŀŘ ŀ ǎƻƭƛŘ ǘǊŜŀǘƳŜƴǘ ǇƭŀƴΦ  L ŎŜǊǘŀƛƴƭȅ ŘƛŘƴΩǘ 
leave anything in her! I was a bit clueless as to what 
ǘƘŜ ƴǳǊǎŜ ǿŀǎ ǘŀƭƪƛƴƎ ŀōƻǳǘΣ ǿƘŜƴΧάhƘƘƘƘƘƘΣ 
ǿŀƛǘ ŀ ƳƛƴǳǘŜΗΗΗέ  Lǘ Ŧƛƴŀƭƭȅ ŘŀǿƴŜŘ ƻƴ ƳŜ ǘƘŀǘ 
what I had said about losing my wedding ring was 
completely misconstrued.  Since I did not want an-
other patient complaint on my record, I scurried to 
the room to explain and apologize. Luckily the pa-
tient and her husband saw my dismay at the situa-
tion and immediately started laughing. 

 
 My take home point is that clear and effec-
tive communication is crucial to our job.  Being a 
junior provider in the department, I am starting to 
collect cases like this where situations that I 
ǘƘƻǳƎƘǘ ǿŜǊŜ ŜǾƛŘŜƴǘƛŀǊȅΣ άōƭŀŎƪ ŀƴŘ ǿƘƛǘŜΣέ 
άŎǊȅǎǘŀƭ ŎƭŜŀǊΣέ ƻǊ άƻƴ ǘƘŜ ǎŀƳŜ ǇŀƎŜΣέ ŀǊŜ ǘǊǳƭȅ Ǿǳƭπ
nerable to layers of interpretation.  Such epistemic 
considerations are fraught with difficulty largely 
because the context of the information we relay 
has such gravity.  It is nice to have a job where peo-
ple think what you tell them is important. 
 
 This leads to the philosophic model of com-
munication beat into me during my undergraduate 
philosophy courses:  1)  speaker intention  2)  ex-
pressed content  and 3)  listener uptake.  Only one 
of these portions in the model involves actual facts.  

(Continued on page 8) 

THE 
THINGS   
I SAY ! 
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The remainder, as witnessed by my ring faux pas, 
relies on two separate groups hoping that they are 
interpreting information the same way [1]. 
 
 In Emergency Departments across the coun-
try, we strive to make sure that the third compo-
nent closely matches the first as much as we can 
make it.  Repeating or explaining information in dif-
ferent terms, having patients repeat back to you 
their interpretation, or providing clear and concise 
discharge instructions are all methods that can be 
utilized to cross that gap.  Without contemplative 
thought as to how our patients interpret what we 
say, we can potentially leave the encounter with a 
drastically different spin on what just happened.  
And most of all, it just pays to keep your wedding 
ring on. 
 

 
[1]  Jones, J.F. III.  (2001).  A modest realism:  pre-
serving common rationality in philosophy.  Lanham, 
MD.  University Press of America, Inc. 
 
 

(Continued from page 7) 

Old Sawbones saysé  

Old Sawbones almost wet himself laug-
ing at this one! My sides still hurt! Bet 
that made for some interesting conver-
sations back home. Did the patient and 
her husband mention how the search 
party went, or which lawyer they had 

hired?  Patients are vulnerable, and off the cuff 
comments can - obviously - be taken very 
wrong. I just hope you were a little smoother 
explaining the lost ring to your spouse than you 
were in this story! 

 
Tricks of the Trade  

by kylie wainer, D.O.  

A 20 y/o male presents to ED after falling out of bed and landing on his left shoulder.  The 
patient states that his shoulder dislocated ñforwardò and that he and his spouse tried to 
manually reduce it with what is best described as a modified Hippocratic traction type tech-
nique (the olô foot in the armpit maneuver ï not recommended, by the way). 

 

The patient has a history of multiple shoulder dislocations in the past. The patient has se-
vere pain to the left shoulder and limited ROM secondary to pain.  He is neurovascularly 
intact.  After achieving adequate anesthesia, the shoulder is successfully reduced using the 
external rotation technique.  Post-reduction neurovascular status is intact and X-rays show 
a successfully reduced shoulder without evidence of fracture.  So now you put him in an 
arm sling and send him on his way with ortho followup, right?  Not so fast!   

 
The majority of shoulder dislocations (approx 98%) occur in an anterior fashion. There is 
ongoing debate as to whether anterior shoulder dislocations should be kept in the tradi-
tional internal rotation position or placed in external rotation.  Proponents of placing the 
limb in external rotation advocate that it helps to prevent future instability and creates an 
environment for coaptation of the labrum. Considering its possible benefits in the right pa-
tient population, immobilizing a patient in external rotation could be quite beneficial.   

 
Premanufactured external rotation splints are hard to come by in most EDs, however it is 
easy to fabricate one and provide appropriate immobilization and good pain relief.  The 
supplies for this splint are available in any ED, as well as most operational medical treat-
ment areas. 

 
To see how to fashion an external rotation splint turn to page 10  
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 After my third trip to the head to empty an 
already completely empty bladder, I was finally 
ready to attempt my first unassisted pneumodart 
procedure.  Since my last attempt at a tube thora-
costomy resulted in my first morbidity and mortality 
presentation as an EM resident, I was more than a 
ƭƛǘǘƭŜ ƴŜǊǾƻǳǎ ƎƻƛƴƎ ƛƴǘƻ ǘƘƛǎ ǇǊƻŎŜŘǳǊŜΦ .ǳǘ ƭŜǘΩǎ ƴƻǘ 
ƎŜǘ ŀƘŜŀŘ ƻŦ ƻǳǊǎŜƭǾŜǎΧ 
 

A little over an hour prior, a young Marine 
came in with right sided chest pain and exercise in-
tolerance, and he was found to have a right sided 
pneumothorax.  As per protocol in our institution, 
CT surgery was contacted for participation and assis-
tance in all pneumothorax/hemothorax interven-
tions.   I will admit that I was relieved to have this 
level of experience coming to provide a new level of 
wisdom and understanding for me on this topic.  My 
relief faded as a young Boy Scout in a doctor cos-
tume bounded enthusiastically around the corner.  
He was a general surgery intern that happened to be 
on rotation for that service this particular month. 

 
άIŜȅΣ LΩƳ ŦǊƻƳ ΨDŜƴ {ǳǊƎ - I mean CT sur-

ƎŜǊȅΦ L ƘŜŀǊ ȅƻǳ ƘŀǾŜ ŀ ΨǇƴŜǳƳƻΩ Řƻǿƴ ƘŜǊŜΚέ ƘŜ 
said. 

 
ά¸ŜŀƘΣ ƘŜΩǎ ƛƴ ōŜŘ мнΣ LΩƳ ƎŜǘǘƛƴƎ ǎŜǘ ǳǇ 

ƴƻǿΦέ L ǊŜǇƭƛŜŘΦ 
 
ά/ƻƻƭΗ 5ƻ ȅƻǳ ƳƛƴŘ ƛŦ L ǿŀǘŎƘΚΗΚ LΩǾŜ ƴŜǾŜǊ 

ǎŜŜƴ ƻƴŜ ƻŦ ǘƘŜǎŜ ōŜŦƻǊŜΦέ 
 
Phenomenal. I  found out during the remain-

der of our conversation he finished medical school 
several years after me, and counting today had ex-
actly 6 months and 7 days of doctor experience. I 

remembered what my grandpa told me about the 
ōƭƛƴŘ ƭŜŀŘƛƴƎ ǘƘƻǎŜ ǿƘƻ ŀƭǎƻ ŎŀƴΩǘ ǎŜŜ ǘƻƻ ǿŜƭƭΗ 

 
 We walked into the room and the patient 
ƴŜǊǾƻǳǎƭȅ ƧƻƪŜŘΣ ά¸ƻǳ Ǝǳȅǎ ƭƻƻƪ Ƨǳǎǘ ŀǎ ƴŜǊǾƻǳǎ ŀǎ 
ƳŜΣ ƛǘΩǎ ƴƻǘ ƭƛƪŜ ȅƻǳ ƘŀǾŜƴΩǘ ŘƻƴŜ ǘƘƛǎ ŀ Ƴƛƭƭƛƻƴ 
ǘƛƳŜǎ ōŜŦƻǊŜΗέ ά!ŎǘǳŀƭƭȅΣ LΩǾŜ ƴŜǾŜǊΧǳǳǳƎƎƘƘƘΧέ 
my surgery colleague got out before my right elbow 
caught him in the ribs.  After all, if there is anything I 
learned from the Fleet it was to portray confidence 
ǳƴǘƛƭ ǘƘŜ ǊŜŀƭ ŎƻƴŦƛŘŜƴŎŜ ŎƻƳŜǎΣ ƻǊ άŦŀƪŜ ƛǘ ǳƴǘƛƭ ȅƻǳ 
ƳŀƪŜ ƛǘέ ƛƴ aŀǊƛƴŜ ƘŜƭƻ ǎǉǳŀŘǊƻƴ ǘŜǊƳǎΦ ά5ƻƴΩǘ 
worry, Google has a great summary with pictures 
ƻƴƭƛƴŜ ŀƴŘ ǿŜ Ƨǳǎǘ ǊŜŀŘ ƛǘΦ ¸ƻǳΩƭƭ ōŜ ŦƛƴŜΦέ L ƧƻƪŜŘ 
back. At least my next M & M will have some jokes 
to go along with it. 
 
 With everything set up and the patient con-
sented, we were ready to go. Just then the nurse 
ǎŀƛŘΣ άIŜȅ ŘƻŎΣ ōŜŦƻǊŜ ȅƻǳ Ǝƻ ǎǘŜǊƛƭŜΣ ǘƘŜ ǇŀǘƛŜƴǘΩǎ 
ƳƻƳ ƛǎ ƻƴ ǘƘŜ ǇƘƻƴŜ ŀƴŘ ǿŀƴǘǎ ǘƻ ƪƴƻǿ ǿƘŀǘΩǎ 
ƘŀǇǇŜƴƛƴƎ ǘƻ ƘŜǊ ΨōŀōȅΩΦέ L ƘŀŘ ǘƘŜ ǿƻƴŘŜǊŦǳƭ ƴŜǊǾŜ
-calming chance to talk to a frantic mother who 
wanted me to promise everything was going to be 
ok. Since my plans did not involve euthanizing her 
son, I felt safe telling her we had the best of inten-
tions for trying to improve his clinical status 
(meaning, we would do our best not to screw up!) 
 
 With all that drama, much to the surprise of 
the patient and the ED staff the procedure went ex-
ceedingly well. The stress immediately deflated and 
everyone began to release some nervous tension by 
cracking jokes.  After a particularly funny joke from 
ǘƘŜ ǇŀǘƛŜƴǘΩǎ {ŜƴƛƻǊ /ƘƛŜŦΣ L ǘǳǊƴŜŘ ǘƻ ǊŜǎǇƻƴŘ ǘƻ ƛǘΦ 
Not realizing I was still holding the connection to the 

(Continued on page 10) 

The Blind  
Leading... Those 
Who Also Canõt 

See Too Well  
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ΨǇƴŜǳƳƻŘŀǊǘΣΩ L ǇǳƭƭŜŘ ǘƘŜ ǎǳǘǳǊŜŘ ŘŀǊǘ ŀƴŘ н 
inches of tented 22 year-old-male-ǎƻƳŜōƻŘȅΩǎ-
ƳƻǘƘŜǊΩǎ-ōŀōȅΩǎ ǎƪƛƴ ǿƛǘƘ ƳŜΦ  ²ƛǘƘ ŀ ȅŜƭǇ ƻŦ Ǉŀƛƴ L 
almost jumped out of my size twelves (shoes not 
dress) and nearly dropped the pleurovac connec-
ǘƛƻƴΦ 5ŜǎǇƛǘŜ Ƴȅ ǳǎǳŀƭ ƭǳŎƪΣ ǘƘŜ ǇƴŜǳƳƻŘŀǊǘ ŘƛŘƴΩǘ 
pull out and the patient did not suffer any injury 
other than discomfort.  The near miss was averted.  
I briefly mourned the loss of a second procedure 
and came back to my senses. 
 
 Fortunately the patient did well, his pneu-
mothorax resolved, I became more confident at a 
bread and butter ED procedure, and a young intern 
was a little closer to future greatness as a cardio-
ǘƘƻǊŀŎƛŎ ǎǳǊƎŜƻƴΦ  .ǳǘ ŀ ƳƻƳŜƴǘΩǎ ƛƴŀǘǘŜƴǘƛƻƴ 
could have led to a different story.  Even though 
Emergency Medicine is an exciting and fun job, it is 

still a job.  And that means you are expected to be 
on your game from the time you walk on the floor 
ǳƴǘƛƭ ȅƻǳ ǘǳǊƴ ƻǾŜǊ ŀƴŘ ǿŀƭƪ ƻŦŦΦ LΩƭƭ ŎƻƴǘƛƴǳŜ ǘƻ ƧƻƪŜ 
and laugh during my shifts as this makes the day 
more enjoyable and pass faster.  However, joking 
too much can cause a loss of situational awareness, 
ŀƴŘ ŀǎ ƛƴ ǘƘŜ ŀǾƛŀǘƛƻƴ ŎƻƳƳǳƴƛǘȅΣ ƭƻǎǎ ƻŦ ȅƻǳǊ ά{!έ 
can have devastating consequences. 

(Continued from page 9) 

Old Sawbones saysé  

Everyone likes a good joke. No one 
likes a good joke at the expense of pull-
ing their lung out of their chest! Person-
ally I think the old senior chief likely 
made you flinch from fear! People love 
the ñfunnyò doctor who makes work a 

little more enjoyable, but itôs often a fine line be-
tween hero and goat in our business, and you 
almost got caught eating the trash on this one!  

 

Tricks of the trade (Continued from page 8)  

Hereôs how you do it: 

* Supplies:  4ò fiberglass splint material (ex:  Ortho-Glass®), 2 stockinettes, an elastic bandage (ex:  

ACE®), good pain control 
* Pre-measure the splint material.  Measure from one side of the waist to the other and out to the affected 
palm (in this case it was a little over 3 feet).  Make the stockinettes about twice as long.   
* Immerse fiberglass splint material in water, remove excess water. Put splint into stockinette, leaving tails 
on either side. Mold splint into slight external rotation (~10º).  Keep hand and wrist in position of function.   
* Continue to mold the splint along the remainder of the forearm and into the waist.  Crease the splint at 

the junction of the elbow and waist, then continue wrapping the splint material along the abdominals and 
end at other side of waist.  Wrap hand/forearm with an ace wrap.  Use tails from stockinette and additional 
stockinette to secure around body.   
* Add a sling for additional support. 
 
Eat your heart out, MacGyver!  The sling provided excellent support and stability and was comfort-
able to wear.  His pain remained controlled.  
 
Itoi et al.  Immobilization in external rotation after shoulder dislocation reduces the risk of recurrence. A randomized controlled trial.  J Bone 

Joint Surg Am. 2007 Oct;89(10):2124-31. 

file:///C:/Documents%20and%20Settings/todd.parker/Local%20Settings/Temporary%20Internet%20Files/Local%20Settings/Temporary%20Internet%20Files/pubmed/17908886%3fordinalpos=19&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DefaultReportPanel.Pubm
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Recently, I have come to realize that the 
nurses in triage are not always trying to make my 
life more difficult.  We have all picked up charts with 
problems in the triage note.  The chief complaint 
may have nothing to do with why the patient is in 
the Emergency Department, the chart could have 
vital signs missing, or other parts of the triage note 
might make little sense.  A classic example is the 2 
year-old with a triage summary stating something 
ƭƛƪŜΣ άCŜǾŜǊΣ ƭŜǘƘŀǊƎȅΣ ƘŜŀŘŀŎƘŜ ŀƴŘ ǎǘƛŦŦ ƴŜŎƪέΦ  ¸ƻǳ 
then go in to find an afebrile child who is bouncing 
around the exam room and clearly does not need a 
ƴŜŜŘƭŜ ƛƴ Ƙƛǎ ōŀŎƪΦ  ¢Ƙƛǎ Ƴŀȅ ōŜ ŎƻŘŜ ŦƻǊ άƴŜǊǾƻǳǎ 
ǇŀǊŜƴǘǎέ ƻǊ ƛǘ Ƴŀȅ ƳŜŀƴ ǘƘŀǘ ǘƘŜ ¢ǊƛŀƎŜ ǎǘŀŦŦ ƴƻπ
ticed something concerning about the kid.  I have 
had a few cases recently that have made me realize 
that embedded in that triage note may be a mes-
sage from a nurse that should not be ignored. 
 

Earlier this year I had a 58-year-old patient in 
the Emergency Department with the chief complaint 
of dizziness.  The triage note stated something like, 
άру-year-old, pale-appearing woman with dizzi-
ƴŜǎǎΦέ  ¢ƘŜ Ǿƛǘŀƭǎ ǿŜǊŜ ŎƻƳǇƭŜǘŜ ƻƴ ǘƘŜ ŎƘŀǊǘ ŀƴŘ 
unremarkable.  I went into the exam room and 
found a pleasant African-American woman who said 
that she was driving up from South Carolina and 
kept having to stop because she was having dizzy 
ǎǇŜƭƭǎΦ  L ŀǎƪŜŘ Ƴȅ ǎǘŀƴŘŀǊŘ ǉǳŜǎǘƛƻƴΣ ά²ƘŜƴ ȅƻǳ 
ǎŀȅ ŘƛȊȊȅΣ Řƻ ȅƻǳ ƳŜŀƴ ƭƛƎƘǘƘŜŀŘŜŘ ƭƛƪŜ ȅƻǳΩǊŜ ƎƻƛƴƎ 
ǘƻ Ǉŀǎǎ ƻǳǘΣ ƻǊ ǘƘŀǘ ǘƘŜ ǊƻƻƳ ƛǎ ǎǇƛƴƴƛƴƎ ŀǊƻǳƴŘΚέ  
She responded that things did seem to be spinning 
after she stood up and walked.  I proceeded to do a 

Dix-Hallpike test and found it to be positive but with 
lateral nystagmus in both directions.  I decided that 
her dizziness was benign vertigo and got ready to 
discharge her with some meclizine.  As I was finish-
ing up the chart, I noticed the triage note again and 
ǘƘŜ ǿƻǊŘǎ ΨǇŀƭŜ ŀǇǇŜŀǊƛƴƎ ǿƻƳŀƴΩ ŎŀǳƎƘǘ Ƴȅ ŜȅŜΦ  
This lady was African-American, and at first glance 
did not appear overtly pale. I decided that I would 
road test her to make myself feel better about let-
ting her go home.  She walked around the depart-
ment with no problems and when she made it back 
to her bed, I went to put up her chart for discharge.  
A minute later her nurse came over to me and said 
that our patient did not look very good.  I went back 
into the room to find this lady drenched with sweat, 
breathing hard, and stating that the dizziness was 
back.  I asked if it always happened after she walked 
and she said that it usually did.  Realizing that I may 
have missed something, I asked if she had recently 
had bloody or black stools.  She said that she had, in 
fact, been having very black and tar like stool for the 
past two months and looked very impressed that I 
had guessed this.  Her hemoglobin turned out to be 
about, oh, five and she was admitted for GI bleed 
and a transfusion. 
 
 I wish this was the only time this happened, 
but the next day I had a 6-year-old girl who was sent 
to the ED from the Orthopedics clinic.  She had re-
cently fallen and had a distal radius buckle fracture 
and a long arm cast.  She was seeing Ortho that day 
for a follow up appointment and her mom had men-
tioned to them that she had a fever, mild cough and 
runny nose. The mom was concerned because her 
daughter had pneumonia earlier this year and also 
was curious if the fever could be from the cast.  I 
looked at the triage note and saw that she was feb-
rile with a temp of 102° F and had been given some 
Tylenol® out front.  When I examined her, I found a 
healthy-looking but shy 6-year-old girl with a normal 
lung exam.  I asked if she had any belly pain or if she 
had any discomfort when she urinated and she said 
ΨbƻΦΩ  L ǘƻƭŘ ǘƘŜ ƳƻƳ ǘƘŀǘ L ŘƛŘ ƴƻǘ ǘƘƛƴƪ ǎƘŜ ƘŀŘ 

(Continued on page 12) 

THEY A RE TRYING  TO  TELL US SOMETHING ! 

ñEmbedded in that 
triage note may be 
a message from a 
nurse that should 
not be ignored!ò  
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 pneumonia but we would do a chest x-ray to be 
sure.  I reassured her that the fever was not likely 
related to her new cast.  The x-ray was completely 
normal and I got ready to discharge her with the 
diagnosis of fever.  As I was going through the chart 
I noticed a small check in the box next to urinalysis 
at the bottom of the triage note.  Earlier, after the 
history and exam, I had decided that I would not 
get a urine test.  I reluctantly pulled up CHCS on my 
computer to look at the lab and, of course, she had 
a urinary tract infection. I shredded all of my dis-
charge paperwork and started some UTI instruc-
tions with an antibiotic prescription. 
 
 In both of these cases the triage nurse was 
trying to tell me something.  The more I am around 
this business, the more I realize that every piece of 
data could be an important clue. We all have ex-
perienced historical alternans and patients may say 
something to a triage nurse and omit that piece of 
information when talking to the physician.  In the 
first case, the nurse had a better eye for pallor in an 
African-American woman than I did and was trying 
to tell me to check her hemoglobin and hematocrit 
levels.  In the second case, something prompted 
the triage nurse to order a urine test.  I think that 
the lesson learned here is that I need to very care-
fully read the triage note and if there is any part 
that sends up a red flag ς either check it out for my-
self or take the short walk out front and find out 
what concerns the triage nurse may have.  We are 
all one team, and it is important to recognize the 
input of every member of that team. 

(Continued from page 11) 

Old Sawbones saysé 
Iôm not gonna beat ya over the head 
for being a mow-ron. Heck, Iôm proud 
of ya hoss!  Yur gittin the kind of wis-
dom Old Sawbones has learned the 
hard way over the years!  It takes 
more time to whine about how the 
nurse or corpsman might be trying to 

ñhurtò you than it does to figure out how they 
were tryinô to save yer backside.  Better to be 
lucky than good, son, and your patients were 
lucky yer nurses were a little smarter than you  
on these patients! 

If you have ever wondered why we do an 
ECG on older folks before we send them to the OR, 
let me tell you a story. One busy evening in the ED I 
saw a 68-year-old male who presented with a se-
verely swollen left upper extremity that developed 
several days after receiving an intra-articular shoul-
der injection. The extremity was erythematous, 
swollen from the finger tips to the shoulder, and 
very tender. If you made his left arm green, he 
would look like someone had attached the left arm 
ŦǊƻƳ ǘƘŜ άIǳƭƪέΗ IŜ ǿŀǎ ŦŜōǊƛƭŜ ǘƻ млнϲC Ҍ  ŀƴŘ Ƙƛǎ 
heart rate was above 100. His blood pressure was in 
the 140/90 range but his breathing was a bit fast at 
24 respirations per minute. He clearly had a se-
verely infected joint that had spread to his entire 
arm, and he was becoming septic.  Fortunately, he 
was not yet in septic shock but he was on his way. 
He clearly needed to go to the OR to have his left 
arm washed out in the hopes of keeping it. His joint 
was aspirated, x-rays and other labs obtained, cul-
tures sent, IV fluid boluses given, broad spectrum 
antibiotics started, and Orthopedics was consulted.  
Bread and butter emergency medicine, right? 

 
The patient had a history of type II DM, hy-

pertension, smoking, and elevated cholesterol, and 
was not very compliant with his medications. He 
denied chest pain or shortness of breath despite his 
tachypnea. He was only complaining of pain in his 
left shoulder. Although he did not need them from 
the ED perspective, since he was clearly going to the 
OR for his left arm, I figured the anesthesia team 
would want an ECG and chest x-ray due to his co-
morbidities. To my surprise, and near disbelief, the 
ECG revealed significant ST elevations in V1, V2, V3 
and V4 with reciprocal changes. My septic, 65-year-
old male, requiring an urgent trip to the OR to try to 
save his arm, now needed a detour to the cardiac 
catheterization lab to try and save his life. Options 
in the cath lab were very limited. Stents would  

HOW  TO  H IDE A  
STEMI!  
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likely be fatal due to the infection so the only hope 
was to find a lesion that could be cleaned out 
quickly allowing for a more definitive procedure 
later if he survived. The cardiologist was able to re-
establish marginal flow allowing the patient to go to 
the OR for his arm. While they did not find any le-
sions amenable to definitive treatment, the aspirin 
we gave him after we saw the ECG probably saved 
his life. Aspirin is not one of the medications we 
usually think of giving just prior to going to the oper-
ating room, but in this case it was essential. 

 
The patient survived the cath lab and the trip 

to the operating room.  But if the pre-op ECG had 
not been done and the STEMI was not found, it is 
very likely the patient would have died on the oper-
ŀǘƛƴƎ ǘŀōƭŜΦ ¢ȅǇƛŎŀƭƭȅ LƴǘŜǊƴŀƭ aŜŘƛŎƛƴŜ άŎƭŜŀǊǎέ 
older folks before they go to the operating room but 

if there is not enough time for that clearance, the 
Emergency Physician has to assume that role and 
make sure the patient is safe to operate on, or at 
least accurate information is provided to the sur-
geon and anesthesiologist about intra-operative 
risks.  I stumbled on this concept by accident, and 
fortunately, just in time for this man! 

 Staff physicians have too many patients to 
perform a comprehensive history and physical on 
every one, so we must rely on our residents.  Since I 
am responsible for half to all the beds, I simply can-
not do everything on every patient and still maintain 
ǘƘǊƻǳƎƘǇǳǘΦ  L ƘŀǾŜ ǘƻ ǘǊǳǎǘ ǘƘŜ ǊŜǎƛŘŜƴǘΩǎ ǇƘȅǎƛŎŀƭΣ 
but on most patients I always repeat the few critical 
complaint focused physical exam items. 
 
 One such patient presented overnight with a 
chief complaint of testicular pain.  The resident 
came out of the room, and mentioned that he was 
concerned about testicular torsion. The pain was 
sudden in onset about two hours prior, the left 
hemiscrotum was swollen, and most concerning was 
ǘƘŀǘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŎǊŜƳŀǎǘŜǊƛŎ ǊŜŦƭŜȄ ǿŀǎ ŀōǎŜƴǘΦ 
 
 I was about to assist an intern with a lumbar 
puncture in another room, but wanted to see how 
worried I should be. In the middle of the night, I am 
cognizant of my radiology and urology colleagues 
sleep before sounding the alarm over every testicu-
lar pain patient that comes in, so I try to get my own 
gestalt about how worried I should be.  I told the 

intern to wait one and detoured into the room. 
 
 The patient was a typical Marine who was 
clearly a gym rat.  Still in the midst of conversation 
with the resident about  torsion, I asked him to grab 
the ultrasound so we could look for the presence of 
arterial flow at the bedside (I never make the final 
diagnosis off my ultrasound, but if it is reassuring I 
may wait to call the urologist).  I immediately 
walked up to the patient and lifted up his gown.  
Without introducing myself, I proceeded to palpate 
Ƙƛǎ ǎŎǊƻǘǳƳΣ ǘƘŜƴ ōŜƎŀƴ άƭƛƎƘǘƭȅ ǎǘǊƻƪƛƴƎέ Ƙƛǎ ƳŜŘƛŀƭ 
thigh to test the cremasteric reflex.  While the cre-

W HOA , DOC! 

Old Sawbones saysé 

Another ER Doc thatôs been around 
almost as long as me is Corey Slovis, 
and if you havenôt heard him talk ya 
should!  Ole Corey says in an elderly 
patient the only indication you need for 
an EKG is ñoldò. Heôs joking of course, 
but Old Sawbones could fill a textbook 

with all the sea stories of atypical MI presenta-
tions Iôve seen.  If theyôre old and have pain be-
tween the head and belly, just do it! 
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master muscle did not contract, every other muscle 
did as he about jumped out of the bed and yelled 
ά²ƘƻŀΣ 5ƻŎΗέ 
 
 Recognizing impending disaster, the quick 
thinking resident (who fortunately had not gone to 
retrieve the ultrasound yet) immediately inter-
ƧŜŎǘŜŘΣ ά{ƛǊΣ ǘƘƛǎ ƛǎ 5ǊΦ !ǘǘŜƴŘƛƴƎΣ ƘŜ ƛǎ ǾŜǊȅ Ŏƻƴπ
cerned that you might have what is called testicular 
torsion, which means the testicle has twisted and 
cut off its blood supply.  He is just doing tests to 
help decide if you have it or not.  The one he did 
now is called the cremasteric reflex, which is often 
ŀōǎŜƴǘ ƛƴ ǘŜǎǘƛŎǳƭŀǊ ǘƻǊǎƛƻƴΦέ  ¢ƘŜ ȅƻǳƴƎ ƳŀǊƛƴŜ ǊŜπ
ƭŀȄŜŘΣ ŀƴŘ ǎŀƛŘ άhƘΣ ƻƪΣ ŦƻǊ ŀ ǎŜŎƻƴŘ ǘƘŜǊŜΧέ 
 
 I was instantly embarrassed and began pro-
fusely apologizing.  I guess technically the fact that 
he was in the Emergency Department and had 
agreed  to be examined implied consent, but more 
than a few sailors would interpret what I did as sex-
ual assault. I immediately introduced myself, ex-
plained again what I was doing and why, and again 
apologized for just barging in and going right to this 
sensitive exam. He laughed about it once he real-
ized what was going on, and even more importantly 
did not end up having  torsion. 
 

 To this day I still think about this encounter 
ŜǾŜǊȅ ǘƛƳŜ L Ǝƻ ƛƴǘƻ ŀ ǇŀǘƛŜƴǘΩǎ ǊƻƻƳΦ  ²Ŝ ƘŀǾŜ ǘƻ 
constantly remind ourselves that what is routine for 
us is often completely foreign and even frightening 
for the patient.  And this is just for routine physical 
exam items, let alone those involving sensitive ar-
eas. You may have done a thousand pelvic exams, 
but for any particular patient it might still be one of 
her first exams, and likely her first in the cold noisy 
environment of an ED.  This event was an important 
reminder that no matter how routine some aspect 
of a patient encounter is, for that patient it may be 
their first time ever, and we owe it to them to stop, 
compose ourselves, introduce ourselves properly, 
and explain what we are doing each and every 
time.  At the very least, it shows the patient respect 
and compassion.  At the most, it might save you a 
roundhouse to the jaw! 

(Continued from page 13) 

Old Sawbones saysé 
ñRed Light!ò Youôre just lucky he didnôt 
dot your eye doc! Even ñHey Buddy Iôm 
gonna grab yur boysò would have been 
better than what you did! Ya gotta talk 
to your patients, tell óem what youôre 
gonna do, what youôre doinô, and what 
was done! Remember the golden  rule, 

treat others like you wanna be treated yourself. 
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The lighter side of medicine 

 

The 12 Types of Medical Students  
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