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Practical Management of the 
Suicidal Patient in the Emergency 

Department

Many of us have known someone, a relative, a colleague perhaps, who has 
attempted or died by suicide. Most of the time these tragedies come as a surprise. 
There are often few indicators that the person was contemplating taking his or her 
life. 

It is often difficult to determine which patients are suicidal, especially if they 
are really intent on dying, and those who are simply making statements to attract 
attention. The new Joint Commission standard calls for extended if not universal 
screening for suicide ideology. Their intention is well-meaning; the literature sug-
gests that many patients who later attempt suicide come to the emergency depart-
ment (ED). However, many of these patients come to the ED for non-mental health 
reasons. Further, with more than 100 million visits per year, the ED simply sees a 
lot of patients and could theoretically be used to screen for anything.

Screening is one thing, but there then needs to be a plan for patients who screen 
positive. Current mental health resources are completely overwhelmed in most com-
munities, particularly for the uninsured and those without adequate coverage. 
Adding more patients to a system that is already overflowing into our emergency 
departments will jeopardize care for many.  

Finally, mental health procedures are legally more complex than physical health 
issues. Clearly there are legal implications if we discharge a patient who later 
harms himself. There are also implications, legally and emotionally, if we detain a 
patient against his or her will. Further, the rules regarding detention vary by state 
and may even mandate release of a patient who is not transferred to an inpatient 
facility within a set timeframe. 

— Sandra M. Schneider, MD, Editor

Introduction
Although rarely discussed as a major mortality factor such as cancer and heart 

disease, suicide is nonetheless one of the top 10 causes of death in the United 
States.1 Further, those with elevated suicidal risk may comprise a significant per-
centage of individuals presenting to emergency departments; thus, to increase 
detection, prevention, and treatment of suicidality, emergency departments 
would appear to be an ideal location for enhanced assessment of dangerous-
ness to self.2 Recognizing this, The Joint Commission created National Patient 
Safety Goal (NPSG) 15.01.01 in 2010, which requires “behavioral health care 
organizations, psychiatric hospitals, and general hospitals treating individuals for 
emotional or behavioral disorders to identify patients at risk for suicide.”3

This NPSG has raised controversy in numerous EDs for several reasons. First, 
it is unknown how many patients visit an ED as opposed to their primary care 
clinic before suicide.4 Second, there are legitimate concerns among emergency 
clinicians that the detention of a subset of patients for additional mental health 
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evaluations, solely due to the results 
of universal screening, could poten-
tially escalate overcrowding and 
delays in emergency departments. 
Finally, there has been no research 
showing reduced mortality from uni-
versal screening in the ED.5 

The fact that a majority of patients 
visit a primary care provider before 
suicide has been well documented. 
A meta-analysis of 40 such studies 
concluded that the vast majority of 
patients had visited a primary care 
provider within one year of suicide, 
and 20% had contact with mental 
health services in the month before 
their suicide.6 Although practice pat-
terns for suicide evaluation can vary 
widely in U.S. emergency depart-
ments, there is reason to believe that 
the ED has been an important iden-
tification point for patients, albeit 
with varying levels of sensitivity and 
specificity.7 One study indicated that 
39% of patients who died by suicide 
in Leeds, England, from 1994-1999 
had presented to an emergency 
department within 12 months.8 
Another study by Kemball and col-
leagues indicated that only 25% of 
patients who disclosed suicidal ide-
ation when asked had any mention 
of this noted on the chart, and only 
10% were admitted or transferred 
to psychiatric services after their ED 
visit.9 

Rationale for Knowledge 
of Suicide Assessment by 
Emergency Clinicians

Although the ED may have a piv-
otal role for patients with thoughts 

of self-harm, training for emergency 
clinicians in this area has been scant. 
In part, this is because specialized 
training on behavioral crises is a rela-
tively new concept; indeed, training 
in any behavioral emergencies was 
almost non-existent before the 19th 
century.10 Prior to this, individuals 
with mental illness, when treated by 
physicians at all, were typically cared 
for by general practitioners with little 
expertise in psychiatry. 

Unfortunately, the situation has 
not improved much in modern 
times, with most emergency physi-
cians also receiving little or no formal 
training in behavioral emergencies, 
despite the increasing numbers of 
psychiatric patients who present to 
a typical general emergency depart-
ment.11-13 This suggests an imbalance 
between patient demand and expert 
availability for treatment, and also 
suggests a possible explanation for 
the low concordance rates between 
emergency medicine clinicians and 
psychiatrists about the appropriate 
disposition for patients with behav-
ioral emergencies.14 

Despite the lack of formal resi-
dency training in suicide assessment, 
emergency clinicians now should add 
these skills for at least two reasons. 
First, despite the increasing number 
of psychiatric patients, not all EDs 
have consistent access to mental 
health specialists. In one study by 
Baraff et al (2006), 23% of emer-
gency department directors stated 
that suicidal patients in their ED 
were occasionally discharged with-
out an evaluation by a mental health 

professional, and 8.5% reported that 
this was done 10% of the time or 
more.7 Second, even if emergency 
clinicians are fortunate enough to 
have 24-hour access to mental health 
professionals, many of these are not 
physicians, and emergency clinicians 
must be able to judge the sound-
ness of consultant recommendations 
before admitting or discharging a 
patient in their care.

The following manuscript, 
therefore, written in cooperation 
with experts from the American 
Association for Emergency 
Psychiatry, will present the funda-
mentals of suicide assessment. The 
focus of this review is for the ben-
efit of the emergency clinician. No 
formal training in suicide or mental 
health assessment is assumed.

Initial Approach to the 
Patient with Suicidal 
Ideation

Proper planning for suicidal 
patients in the ED starts prior to 
any patient arrival. The ED has been 
termed the “de facto option for ini-
tial identification and treatment of 
suicidal patients,” and so it should 
have a system in place to identify 
these patients early, preferably at tri-
age.15 Once patients are identified 
as being at risk for self-harm, they 
should not be returned to the wait-
ing room unsupervised; instead, they 
should be placed in a specially pre-
pared patient room within the emer-
gency department. This space should 
be free of the normal array of sharp 

 z Recently The Joint Commission created a new stan-
dard, which calls for the identification of ED patients 
who are suicidal. This is based, in part, on the fact that 
a significant proportion of patients who die by suicide 
are seen in the ED in the months prior to their suicide. 
However, many of these patients are seen for non-men-
tal health reasons.

 z When a patient presents with suicidal ideation, atten-
tion to the patient’s safety, as well as to their acquain-
tances and the ED staff, is paramount. Patients should 

be searched for weapons and placed in a prepared room 
without potential weapons.

 z The initial evaluation should attempt to identify high-
risk factors, such as substance abuse, feelings of hope-
lessness or purposelessness, and a plan.

 z Use of a contract to prevent suicide has not been 100% 
effective. It is suggested that discharged patients should 
develop a “safe plan” of action should they have suicide 
ideation in the future.

Executive Summary
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medically oriented tools found in the 
average ED room, and should allow 
for easy visualization of patients at all 
times. Ideally, this room should also 
be readied in advance so as to save 
patients the humiliation of watching 
staff “prepare their area” by remov-
ing all objects. 

Clinicians or safety staff should ask 
patients about any weapons or medi-
cations that they may have on their 
person. Even though the suicidal 
patient is in a more controlled envi-
ronment, there still may be signifi-
cant risk for the patient who is firmly 
set on dying; unfortunately, suicides 
completed by patients within the ED 
are far too common.16 If the patient 
does have medications from home, 
these should be secured prior to leav-
ing the patient alone in the room.

Next, the emergency clinician 
should make a rapid assessment of 
provider safety. Although many sui-
cidal patients are withdrawn or quiet, 
patients who are suffering from hal-
lucinations, mania, alcohol intoxica-
tion, or drug intoxication may be 
agitated and aggressive. Patients who 
are agitated and who have a history 
of violence may become dangerous; 
in fact, a history of violence is the 
best predictor for future violence. 
Staff should be cautious with any 
such patients, particularly if they 
have ever been violent in health 
care settings.17 If the patient has not 
already been through a screening 
process, providers should rapidly 
ascertain if the patient brought any 
weapons (or objects that could be 
used as weapons) to the emergency 
department, and ensure any that 
are discovered are removed. Some 
facilities routinely ask such patients 
to pass through a metal detector or 
wand them for metallic objects.

During the initial screening, 
patients should be asked about 
thoughts of harming others, which 
can often accompany suicidal ide-
ation. If a patient is determined to be 
a danger to others as well as self, the 
patient should be isolated from indi-
viduals to whom they might cause 
harm.

After ensuring provider safety, 
emergency clinicians next should 

perform a rapid but thorough 
medical assessment. If the patient 
has already attempted to end his or 
her life, resuscitative measures take 
priority. The ABCs (airway, breath-
ing, circulation) should be man-
aged first, bleeding controlled, and 
life-threatening toxidromes treated 
immediately. Sometimes, a patient 
wishing to end his or her life may 
not be forthcoming about an inges-
tion. Careful attention will need to 
be paid if overdose is suspected. 

Unfortunately, a tension often 
exists between emergency clinicians 
who wish to expedite these steps 
of triage, medical assessment, and 
resuscitative measures and patients 
who may be frightened by the large 
numbers of ED staff who are sud-
denly assessing them. If the patient 
suddenly decides to leave, the emer-
gency clinician may be called upon 
to perform a quick assessment of the 
patient’s capacity for decision-making 
and whether some other form of hold 
is required (see “Discharging the 
Patient with Suicidal Ideation”). In 
general, although slightly more time-
consuming, it is best to use finesse 
instead of force in these situations: 
Introduce the clinicians by name, 
reassure the patients that they are 
safe and no harm will come to them, 
explain why additional staff is needed, 
and let the patient know what will be 
happening.

Restraints and 
Involuntary Holds for 
Patients with Suicidal 
Ideation

Most suicidal patients who pres-
ent to the ED have come voluntarily 
and will not need to be restrained if 
they try to leave. In most cases, these 
patients will stay with some reassur-
ance about the process. Occasionally, 
patients who are violent toward 
others, imminently violent toward 
themselves, or are unable to make 
decisions may require some form 
of restraint. Most ED clinicians are 
quite familiar with the concept of 
restraining patients, and the benefits 
of doing so often might seem obvi-
ous.18 However, many ED clinicians 

may not be so familiar with the 
controversy surrounding the use of 
restraints.18-20

The use of restraints has been 
discouraged by most medical and 
professional societies. Although the 
complication rate of restraints in one 
prospective study was low, restraint-
related injuries were the seventh 
most frequently reported event to 
The Joint Commission.20-21 In addi-
tion, although there are no studies 
that support the use of restraints, 
there are by now a number of studies 
documenting the harm of this prac-
tice.22-25 Finally, patients who have 
had a history of traumatic assault, 
especially rape, have noted that 
being restrained caused feelings of 
re-victimization.26 As a result, many 
nursing organizations, most psy-
chiatry organizations, and a recent 
expert consensus panel from the 
American Association for Emergency 
Psychiatry have called for limiting 
the use of restraints to exceptional 
circumstances, and only as a last 
resort.27-29

If restraints are used, they are 
acceptable only in an emergency situ-
ation in which there is an immediate 
danger to self or others. Emergency 
clinicians have been successfully sued 
for restraining patients when only a 
minor probability of harm exists and 
for not documenting that less restric-
tive interventions were tried first.30 
Restraints cannot be used on patients 
who are merely loud or disruptive, 
who refuse medication, or simply 
to aid in undressing patients who 
refuse to get unclothed.18,31 Patients 
who are restrained must be observed 
according to applicable regulations 
and hospital protocol, with frequent 
reassessments.

Emergency clinicians may also 
sometimes be asked to place suicidal 
patients on an involuntary mental 
health hold. Although state statutes 
for mental health holds vary, most 
courts have held that adults who 
are not under conservatorship have 
a fundamental right to refuse even 
needed treatment, as long as they 
do not pose a serious risk of harm 
to themselves or others in the near 
future.31 If a patient is placed on an 
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involuntary hold, the clinician should 
know and follow all local and state 
regulations regarding this practice. 
Although emergency physicians have 
occasionally been sued for invol-
untary detention of patients, this is 
rarely successful unless the clinician 
fails to follow appropriate laws or 
does not document the case well.30 
In most cases, courts have found that 
safety, related to the imminent dan-
ger the patient posed, outweighed 
the liberty interest set forth in the 
Constitution. 

Initial Psychiatric 
Assessment

Although it has been fairly consis-
tent that approximately 11.3 United 
States citizens per 100,000 will die 
by suicide, it has proven extremely 
difficult to accurately predict which 
individuals will do so.32 For every 
suicide death, the United States 
Centers for Disease Control and 
Prevention reports that approxi-
mately 11 more suicide attempts 
have occurred, although some 
sources cite much higher numbers in 
the range of 10-20 attempts per sui-
cide death.1,33 In part, the complex-
ity of suicide prediction is increased 
by the necessity of assessing a large 
number of potential risk factors 
(suicide risk assessment), as well as 
the ambiguity of compiling these 
data into a general opinion about 
the degree of suicidal risk (suicide 
risk formulation). For mental health 
clinicians, the exact art of suicide risk 
assessment and formulation is honed 
over the course of training and 

experience in the specialty. As noted 
above, most emergency medicine 
physicians do not have this training 
and experience as part of their resi-
dency. Even if they have been able 
to acquire such a skill set, there is 
rarely enough time for an attending 
to conduct a thorough suicide assess-
ment in a busy ED. Consequently, 
emergency clinicians should mostly 
err on the side of caution by obtain-
ing expert consultation for all but 
the lowest risk patients (see “Who Is 
a Low-risk Patient?”).

Although the exact method of 
establishing suicide risk may vary 
from provider to provider, most men-
tal health clinicians believe this is best 
determined by performing a struc-
tured evaluation of three domains: 
assessment of current suicidal 
thoughts, assessment of risk factors, 
and assessment of protective factors.34 
These three domains are then com-
bined, using professional judgment, 
into a final formulation of risk. 

Of note, several major organiza-
tions have sponsored a risk-assess-
ment tool that takes the clinician 
through this process and aids in the 
formulation and disposition. The 
tool is called the Suicide Assessment 
Five-step Evaluation and Triage 
(“SAFE-T”). It was specifically 
designed for mental health profes-
sionals, but may be helpful to have as 
a resource. This pocket-card resource 
reminds the busy clinician of the 
major risks and protective factors 
and questions to use in the suicide 
inquiry.35 (For more information, see 
reference 35.)

New standards by The Joint 
Commission recommend the identi-
fication of patients at risk for suicide 
among the patients who seek care in 
the ED. While many patients who 
later attempt suicide are seen in the 
ED prior to their act, many of them 
are not seen for a mental health 
issue.

The first step after identifying a 
patient at risk for self-harm is to 
place the patient in a “safe” room 
away from potential weapons and 
rapidly screen for safety concerns for 
the patient, staff, and other individu-
als. Restraints are used only when 
necessary and then documentation 
should be adequate.

Patients should be asked about 
feelings of hopelessness, suicidal-
ity, past suicide attempts, substance 
abuse, and whether they have a plan 
for completing their suicide. 

Contracts with patients regard-
ing future suicide attempts have 
not been 100% effective. Instead, 
patients who are discharged should 
have a written “safe” plan, which 
outlines what they can do if they 
start to feel suicidal.

Notably, not all mental health 
professionals agree with this model. 
Some argue that clinical assessment, 
focusing solely on the treatment 
needs of patients, is more important 
than perceived risk formulations.36 
Some providers also incorporate 
more information than that con-
tained in a traditional risk assess-
ment. Depending on the mental 
health provider, this assessment may 
involve various unique factors, such 
as intuition, experience, and famil-
iarity with the patient.37 In a system 
with mental health clinicians who 
rely solely on a clinical assessment for 
evaluation, emergency clinicians may 
find it difficult to accurately predict 
what their mental health colleagues 
would have done for a particular 
patient. Thus, more rather than less 
expert consultation may be required, 
and emergency clinicians should 
defer to the practice standard at their 
institution.

If patients are evaluated with a 
traditional structured assessment, 
this typically begins by asking about 

Table 1: Warning Signs of Imminent Suicide38

IS PATH WARM?
• Ideation
• Substance abuse
• Purposelessness
• Anxiety
• Trapped
• Hopelessness
• Withdrawal
• Anger
• Recklessness
• Mood changes
• ? You must ask
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current suicidal thoughts. Effective, 
targeted questions to ask include 
“Have you ever felt that life was 
not worth living?” or “Have things 
reached the point where you’ve 
thought of harming yourself?”38 If 
the patient answers yes, clinicians 
should inquire about a plan and ask 
about the availability of weapons. 
Subsequent questions to ask include 
“Have you made a specific plan to 
harm or kill yourself? What does the 
plan include?”38 

Patients may have suicidal 
thoughts that involve a plan, but 
do not include any real intent to 
act on the plan. It is important to 
understand the patient’s intent to 
act, such as by asking “I hear that 
you wish you were not alive and can 
imagine overdosing on pills; how 
likely are you to do this?” Clinicians 
should ask about precipitating fac-
tors by asking “What led up to 
these thoughts? What happened 
afterward?” It is also very impor-
tant to ask about previous self-harm 
behaviors and attempts. The clinician 
should specifically focus on lethality 
of previous suicide attempts, which 
have been found to be a strong indi-
cator of future lethality.38

Next, clinicians should evalu-
ate risk factors. These are typically 
divided into chronic (also called 
baseline or non-modifiable) and 
acute (or potentially modifiable) fac-
tors. This method of appraisal has 
been likened to the assessment of 
myocardial infarction.39 Not every 
elderly male with a past medical his-
tory of diabetes and hypertension 
will have a myocardial infarction, 
for instance, but an individual male 
with this past medical history (base-
line risk factors) who presents to the 
ED with chest pain and shortness of 
breath (acute signs) should be care-
fully assessed, even if his symptoms 
initially are somewhat atypical.

Perhaps by training, emergency 
clinicians often focus on acute fac-
tors instead of chronic or baseline 
risk factors.40 Along these lines, the 
American Association for Suicidology 
has put a high priority on recogniz-
ing particularly concerning acute fac-
tors, termed warning signs. Warning 
signs have been defined as a “detect-
able observation that is associated 
with, hence suggests, heightened 
risk for suicide in the near-time (i.e., 
within hours or days).”41 Patients 
displaying any of these warning signs 

in Table 1 should be considered to 
be at significant risk.

Hopelessness is a particularly con-
cerning sign, typically assessed by the 
question “Do you think that things 
are ever going to get better?”38

The complete list of risk factors for 
suicide includes numerous factors, 
with the last American Psychiatric 
Association guideline on suicide risk 
assessment listing several dozen. 
Many of the important risk factors 
for suicide that are often ascertained 
during a standard ED history and 
physical examination are listed in 
Table 2.

In psychological studies of patients 
who have died by suicide (the so-
called “psychological autopsy”), a 
vast majority met criteria for a mental 
disorder.42 Studies have shown that 
approximately 90% of suicide com-
pleters have a psychiatric diagnosis 
at the time death.43-44 In particular, 
a psychiatric diagnosis of depression 
is an important risk factor.45 Mood 
disorders,46 substance-use disor-
ders,47-49 psychotic disorders,46,48 and 
borderline personality disorder49-50 
all elevate risk. Anxiety disorders also 
increase risk of suicide, particularly 
if occurring with depression.51-52 
Incidentally, one underappreciated 
risk factor may simply be seeking 
treatment at an emergency depart-
ment. Crandall et al noted that the 
suicide rate for patients seen in the 
emergency department for suicidal 
ideation, self-harm, or overdose were 
5.8 times as likely to die by suicide as 
other patients.53

One other important and fre-
quently noted acute risk factor in 
the ED is substance abuse. Most 
ED clinicians are quite familiar with 
alcohol-intoxicated patients who 
present with thoughts of self-harm. 
Complicating their assessment, it 
is often difficult to obtain a good 
history from intoxicated patients. 
Consequently, emergency clinicians 
should wait until the patient is sober 
enough to provide a good history 
before assessing suicidal intent. The 
exact definition of “sober enough” 
is frequently a matter of contention 
between psychiatry and emergency 
clinicians. However, the American 

Table 2: Important Selected Risk Factors for Suicide

• Presence or absence of a plan
• Lethality of the plan
• Presence of a weapon at home
• Psychosocial stressors
• Previous attempts and their lethality
• Presence of hopelessness
• Presence of psychosis
• Family history of suicide or mental illness
• Physical illness
• Demographics: older than the age of 65 years, males, Caucasian
• Current psychiatric diagnosis
• Previous psychiatric history: depression or a personality disorder

Table 3: Important Selected Protective Factors

• Religious beliefs around suicide
• Life satisfaction
• Good social/family support
• Ability to cope with stress
• Responsibility to children or pets
• Future planning/goals
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College of Emergency Physicians’ 
clinical policy on assessment of 
psychiatric patients in the ED rec-
ommends that “the patient’s cogni-
tive abilities, rather than a specific 
alcohol level, should be the basis on 
which clinicians begin the psychiatric 
assessment.”54

Alcohol use elevates the risk 
of self-harm, particularly when 
the patient’s thinking process is 
impaired, or if the patient becomes 
more impulsive while drinking. 
However, studies have indicated that 
alcohol use also elevates the risk of 
self-harm even when patients are not 
intoxicated.4 In one study of 298 
patients with alcohol-use disorder, 
19% had a history of at least one sui-
cide attempt.55 

As the patient sobers, thoughts of 
self-harm often abate. However, even 
though these patients may be sober 
and completely denying suicidal 
thoughts, it is important to refer 
patients for substance-abuse treat-
ment and counseling upon discharge, 
especially if the clinician thinks 
that the patient is likely to resume 
drinking. 

Many patients with thoughts of 
self-harm may be poor historians, 
even if their thinking process is not 
impaired by alcohol or other drugs. 

As such, collateral information from 
family, friends, outpatient providers, 
and/or past medical records should 
be used, and are considered an 
important part of suicide risk assess-
ment. Close family members or other 
loved ones may provide a distinctly 
different history than that provided 
by the individuals themselves, espe-
cially if a patient still wishes to die 
by suicide. The suicidal patient may 
minimize past treatment, attempts, 
and current symptoms. Emergency 
clinicians, therefore, should use all 
available sources of information, as 
well as asking a patient for the phone 
numbers of close friends or relatives, 
before discharging a patient with 
suicidal ideation. Reluctance of a 
patient to give out contact informa-
tion for any family or friends should 
be of concern. (See “Discharging the 
Patient with Suicidal Ideation.”)

Some factors may decrease the risk 
of suicide.56-57 As the third step of 
the suicidality evaluation, clinicians 
should assess the presence of protec-
tive factors, some of which are noted 
in Table 3. There should be caution 
around the idea that being “reli-
gious” is, in and of itself, a protective 
factor. In fact, it is the belief system 
around suicide that is the important 
aspect. Some beliefs include hell or 

purgatory for those who die by sui-
cide, while others believe that God is 
understanding and forgiving about 
the act. This second interpretation, 
as might be imagined, does not deter 
suicide, while the former can be a 
compelling mitigating factor pre-
venting suicide.

After assessment of the factors in 
Tables 2 and 3, the formulation of 
risk is undertaken by weighing the 
balance of factors. Risk and protec-
tive factors should not be considered 
one-to-one, or “balancing each other 
out.” Instead, the clinician will need 
to weigh the importance of each 
in making a safety formulation.56-57 
Based on the perceived level of risk, 
the clinician will also need to weigh 
several factors when determining 
whether to admit the patient, espe-
cially if the admission is involuntary. 
If the patient is deemed to be immi-
nently dangerous to self, admission 
or further observation is clearly nec-
essary. It is much more of a difficult 
situation when the patient has vague 
or moderate suicidal thoughts, a plan 
but no current intent, and mixed risk 
and protective factors. Specialists in 
mental health should be brought in 
for these cases to assist in making the 
final decision on disposition. 

Other factors to weigh in deter-
mining need for hospitalization 
include judging whether the inpa-
tient stay would be beneficial in 
reducing the patient’s risk of suicide 
(especially if the patient is chroni-
cally suicidal), or whether it would 
be more harmful in terms of such 
things as lost pay at work, expensive 
hospital bills, social stigma, and the 
coercion involved in involuntary 
hospitalization. 

Use of Screening Tools
Given the large numbers of poten-

tial risk factors and the observation 
that some variables (such as hopeless-
ness and ideation with specific lethal 
means) are weighted more heavily in 
risk assessment, much research effort 
has attempted to develop simplified 
scoring systems for suicide predic-
tion. In general, these efforts have 
failed to produce a scoring instru-
ment that is perfectly predictive of 

Table 4: The Modified SAD PERSONS Score

Factors Points
S Sex: male 1
A Age: < 19 or > 45 years 1
D Depression or hopelessness 2
P Previous attempts or psychiatric care 1
E Excessive alcohol or drug use 1
R Rational thinking loss 2
S Separated/divorced/widowed 1
O Organized or serious attempt 2
N No social supports 1
S Stated future intent 2

Table 5: The Manchester Self-Harm Rule

• Any history of self-harm
• Previous psychiatric treatment
• Benzodiazepine use in attempt
• Any current psychiatric treatment



www.emreports.com  Emergency Medicine Reports / Volume 35, Number 1 / January 5, 2014 7

imminent suicide. Most current 
scoring systems indicate heightened 
risk of suicide, but are not sensitive 
enough to detect which particular 
individual high-risk patients will 
attempt suicide.58

Some ED researchers have taken 
the opposite approach, namely the 
development of scoring systems 
that identify patients at lowest risk 
of suicide (see “Who Is a Low-risk 
Patient?”). Although this approach 
has generally been more successful, 
existing scoring systems have not 
been developed for this purpose. 
Although multiple screening tools 
exist, two current systems, the modi-
fied SAD PERSONS score (see Table 
4) and the Manchester Self-Harm 
Rule (see Table 5), have been pro-
posed specifically for use in the emer-
gency department. The modified 
SAD PERSONS score incorporates 
10 criteria for assessment of poten-
tial suicidal patients with differential 
weighting for each factor. Both the 
modified SAD PERSONS and the 
original SAD PERSONS scale on 
which it is based have shown poor 
predictive value for future suicide 
attempts.59

In a 1988 article, however, 
Hockberger and Rothstein showed 
that patients with suicidal ideation 
who had a score of 6 or more were 
consistently hospitalized by the 
UCLA Department of Psychiatry.60 
This rule, although limited by the 
practice of a single center, correctly 
categorized patients with a sensitiv-
ity of 94% and a specificity of 71%. 
This may indicate that the rule per-
forms better on categorizing low-risk 
patients for ED discharge than it 
does for predicting suicide in higher-
risk patients. However, it remains to 
be seen through further research if 
this scale can be generalized to other 
types of patients or institutions.

The Manchester Self-Harm Rule, 
comprised of four questions, was 
designed to determine the risk of 
suicide within six months in patients 
presenting after self-harm.61 In the 
validation cohort, the rule per-
formed impressively well, with a 
sensitivity of 94% and a specificity 
of 25%. However, like the modified 

SAD PERSONS score, the rule may 
have limited generalizability. In the 
Manchester derivation cohort, ben-
zodiazepine overdose was a signifi-
cant predictor of eventual suicide. 
This is not true of other localities, 
such as the United States, where 
firearms are the most common 
method of suicide. Further, in cities 
like San Diego, only a small num-
ber of individuals who have died by 
suicide test positive for benzodiaz-
epines at autopsy.62 In addition, the 
Manchester Self-Harm Rule does not 
include other important risk factors 
such as those in Table 1 or most in 
Table 2.

At the current time, clinical risk 
scores such as these cannot predict 
suicide in an individual, and a par-
ticular score should not be used to 
justify admission to the hospital.58 
There are several groups inves-
tigating better assessment tools. 
There is also some early work on 
biomarkers.63

Who Is a Low-risk 
Patient?

If the definition of a high-risk 
patient depends on the formulation 
of risk after careful assessment of a 
number of variables, which factors 
predict a low-risk patient? In other 
words, are there any patients whom 
emergency clinicians can discharge 
without a time-consuming wait for a 
mental health consultation?

Although the exact answer to this 
is controversial, with some clinicians 
advocating for a full risk assess-
ment in all mental-health patients, 
some guidelines for the discharge of 
extremely low-risk patients can be 
proposed for the emergency depart-
ment. In general, an extremely 
low-risk patient has either no desire 
or very vague desire for self-harm, 
does not have a lethal plan for self-
harm, has no weapons at home, 
is not hopeless, is optimistic and 
making future plans, has not made 
previous suicide attempts, and is 
able to engage with the interviewer. 
Conversely, patients who attempt to 
conceal information from the inter-
viewer or who have impaired think-
ing because of psychosis or substance 

use should be presumed to be at 
higher risk. Of course, consultation 
should be obtained for all patients 
in whom the ED clinician cannot 
effectively establish that the risk is 
very low, or if the clinician feels any 
degree of uncertainty.

Who Gets Hospitalized?
The exact method of combining 

variables obtained in a suicide risk 
assessment into a suicide risk formu-
lation is complex, and can vary by 
practitioner (see “Initial Psychiatric 
Assessment”). In general, patients 
hospitalized for suicidality are the 
opposite of low-risk patients, and 
are individuals who are at near-term 
risk for self-harm. This of course 
leaves a large continuum of patients 
in the middle. These patients may 
have some risk factors or may have 
a chronic waxing and waning level 
of suicidal ideation. Mental health 
consultants are particularly useful 
for these patients, and may be able 
to offer many types of support other 
than hospitalization, such as brief 
interventions, crisis housing, acute 
diversion units, or expedited mental 
health appointments.57

Discharging the Patient 
with Suicidal Ideation

Discharge of the patient with sui-
cidal ideation can sometimes be ethi-
cally challenging. For instance, when 
is it appropriate to allow a patient 
with thoughts of self-harm to make 
decisions about his or her own care? 
When can these patients be trusted 
to leave against medical advice with-
out further structured care for their 
thoughts of self-harm? Should sui-
cidal patients be restrained or placed 
on involuntary holds to prevent their 
leaving the emergency department?

In general, when deciding whether 
a suicidal patient is able to leave the 
ED, the same standards as for other 
patients should be applied. Although 
competency is a legal determina-
tion, capacity is a clinical concept 
that refers to the patient’s ability to 
make decisions about their medi-
cal care. In order to be considered 
capable, patients must have a factual 
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understanding of the nature of the 
proposed treatment, the risks of 
that treatment, and alternatives to 
treatment.

Informed refusal implies that 
the patient understands the conse-
quences of refusing that treatment, 
and is able to rationally weigh the 
risks and benefits of rejecting care. 
Unless there is a clear reason to 
believe that the patient’s decision-
making capacity is impaired in some 
way, patients should be allowed to 
make choices about their situation. 
Simply put, is the patient capable of 
understanding the benefits of, and 
the risks of refusing, the proposed 
treatment? If so, the patient has 
capacity to refuse, just as any non-
psychiatric patient has the ability to 
decline even what might be consid-
ered necessary treatment.31 

Patients who are deemed to have 
decisional capacity may not be 
restrained or placed on involun-
tary holds for refusing treatment 
unless they are determined to be 
at imminent risk of harming them-
selves or others (see “Restraints and 
Involuntary Holds for Patients with 
Suicidal Ideation”).

There is sometimes a temptation 
upon discharge to “contract a patient 
for safety,” i.e., have patients sign 
a written contract stating that they 
will not harm themselves. In general, 
contracts for safety are neither safe 
nor good contracts. Many patients 
have attempted suicide after signing 
safety contracts, and such contracts 
have been dismissed by both courts 
and legal analysts.64 

Instead, providers should help 
a patient formulate a good safety 
plan prior to discharge. Safety plans 
should be written by the patient and 
attempt to identify coping strategies 
that the patient can use when start-
ing to feel unsafe. This plan could 
include listening to music, watching 
television, taking a walk, calling a 
family member or friend, or call-
ing a support line. The American 
Association of Suicidology recom-
mends specific, clear discharge infor-
mation to include education about 
suicide, including warning signs, 
increased risks of suicide following 

discharge, the need for medication 
and taking this as directed, the need 
for stopping intoxicating substances, 
and the risks of having weapons 
available.65 This information should 
be provided in written form if possi-
ble. Phone numbers to support lines 
or suicide hotlines should be given 
with discharge instructions as further 
support. The patient should also be 
told to return to the ED with return 
or worsening of symptoms, especially 
is there is a safety concern. 

Finally, the individual should be 
assessed for the potential of harm to 
others. If the patient is dangerous to 
a particular individual, then clinicians 
have a duty to warn the person or 
persons involved. As with other laws, 
various states have interpreted this 
mandate differently, and the clini-
cian should have an understanding of 
local statutes.66

Conclusions
Given the increasing numbers of 

mental health patients coming to 
emergency departments, and the 
common lack of access to mental 
health professionals, emergency 
clinicians need to understand the 
basics of suicide assessment. In the 
ED, identification of patients at 
risk for suicide should begin early, 
preferentially at triage. This requires 
institutional support so that once 
identified, patients can be promptly 
diverted into “safe” rooms that do 
not contain objects that could be 
used as weapons, nor access to medi-
cations nor poisons. 

Providers should rapidly make an 
assessment of safety as part of, or 
before commencing, medical evalu-
ation. It should be recognized that 
most suicidal patients are not immi-
nently dangerous, do not require 
restraint or locked seclusion, and are 
capable of making decisions about 
their own treatment. 

Once medical evaluation is com-
plete, clinicians should perform a 
basic psychiatric assessment. This 
assessment, using collateral informa-
tion from family and others if pos-
sible, should include the presence of 
suicidal ideation, the nature of any 
plans for suicide, the lethality of that 

plan, level of intent to act on the 
plan, and delineation of precipitat-
ing factors that led to suicidality. In 
general, emergency clinicians should 
err on the side of caution by obtain-
ing mental health consultation for all 
patients who are not definitively low 
risk.

Discharge of patients with suicidal 
ideation from the ED should involve 
a good patient safety plan. Contracts 
for safety may not be appropriate, 
but emergency clinicians should 
involve family or friends in the dis-
charge process to further support 
the patient and the safety/discharge 
plan. Patients should always feel 
welcome to return to the ED as 
necessary.
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CME Questions

1. Which of the following statements is true?
A. A majority of patients visit a physician 

before suicide.
B. About half of the patients visit a  

physician before suicide.
C. Less than half of the patients visit a 

physician before suicide.
D. Very few patients visit a physician 

before suicide.

2. Which of the following statements is most 
true?
A. Proper assessment of a suicidal patient 

often takes intensive staff resources so 
that it can be done quickly.

B. Proper planning for a suicidal patient 
should start before the patient even 
arrives.

C. Suicidal patients always disclose 
thoughts of self-harm, usually to nurs-
ing staff, if they are being seen in the 
ED.

D. Physicians should avoid asking friends 
or family for information about the 
patient.

3. Which of the following statements is most 
true?
A. In general, medications are often 

required for suicidal patients in the 
ED.

B. In general, restraints are often 
required for suicidal patients who 
attempt to leave the ED without com-
pleting a full psychiatric assessment.

C. In general, involuntary mental health 
holds are always required for suicidal 
patients who attempt to leave the ED 
without completing a full psychiatric 
assessment.

D. A suicidal patient should be mostly 
sober before completing a psychiatric 
assessment.

4. One good way to approach the topic of 
suicide with patients is by asking which of 
the following questions?
A. “Have you reached the point where 

you’ve thought of harming yourself?”
B. “Have you thought about suicide?”
C. “Have you thought about death?”
D. “Why did you come to the ED 

today?”

5. Warning signs of imminent suicide 
include which of the following?
A. psychosis
B. presence of a weapon at home
C. hopelessness
D. physical illness

6. Risk factors for suicide include which of 
the following?
A. age older than 50 years for women, 

age older than 65 years for men
B. responsibility to pets
C. life dissatisfaction
D. previous serious attempts

7. Protective factors for suicide include 
which of the following?
A. age older than 50 years for women, 

age older than 65 years for men
B. responsibility to pets
C. life dissatisfaction
D. previous serious attempts

8. Which of the following is true?
A. Suicide risk assessment and suicide 

risk formulation are an exact science.
B. When performing a traditional risk 

assessment, clinicians often count the 
number of risk factors and the num-
ber of protective factors. If there are 
more protective factors than risk fac-
tors, the patient is safe for discharge 
(and vice versa).

C. When performing a traditional risk 
assessment, clinicians often weigh 
risk factors and protective factors. If 
protective factors outweigh risk fac-
tors or if protective factors outweigh 
the harm caused by psychiatric hos-
pitalization, the patient will likely be 
discharged.

D. When performing a traditional risk 
assessment, clinicians often ask  
questions in four domains.
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9. Which of the following is most true?
A. Screening tools are recommended to 

help the clinician remember to ask all 
of the important questions in suicide 
assessment.

B. Screening tools may be useful in 
identifying patients at higher or lower 
risk of suicide, but cannot be used to 
justify hospital admission.

C. Screening tools have been shown to 
reduce mortality by catching patients 
at the earliest stage of self-harm 
thoughts.

D. Several selected screening tools have 
been shown to have excellent predic-
tive value when identifying individual 
patients who will commit suicide.

10. Which of the following is most true?
A. Informed refusal involves the follow-

ing elements: factual understanding of 
the procedure or treatment; risks of 
the procedure or treatment; and alter-
natives to the procedure or treatment.

B. Courts often defer to decisions by 
emergency clinicians regarding com-
petency.

C. Suicidal patients may be restrained 
if they do not wish to comply with 
needed treatment to prevent self-
harm.

D. Mental health patients, by virtue of 
their disease, are often presumed not 
to have clear decision-making capacity.
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Exclusive to our subscribers Rapid Access Management Guidelines

Practical  
Management of 

the Suicidal  
Patient in the ED

Warning Signs of Imminent Suicide

IS PATH WARM?
• Ideation
• Substance abuse
• Purposelessness
• Anxiety
• Trapped
• Hopelessness
• Withdrawal
• Anger
• Recklessness
• Mood changes
• ? You must ask

• Presence or absence of a plan
• Lethality of the plan
• Presence of a weapon at home
• Psychosocial stressors
• Previous attempts and their lethality
• Presence of hopelessness
• Presence of psychosis
• Family history of suicide or mental illness
• Physical illness
• Demographics: older than the age of 65 years, males, Caucasian
• Current psychiatric diagnosis
• Previous psychiatric history: depression or a personality disorder

• Religious beliefs around suicide
• Life satisfaction
• Good social/family support
• Ability to cope with stress
• Responsibility to children or pets
• Future planning/goals

Factors Points
S Sex: male 1
A Age: < 19 or > 45 years 1
D Depression or hopelessness 2
P Previous attempts or psychiatric care 1
E Excessive alcohol or drug use 1
R Rational thinking loss 2
S Separated/divorced/widowed 1
O Organized or serious attempt 2
N No social supports 1
S Stated future intent 2

• Any history of self-harm
• Previous psychiatric treatment
• Benzodiazepine use in attempt
• Any current psychiatric treatment

Important Selected Risk Factors for  
Suicide

Important Selected Protective Factors

The Modified SAD PERSONS Score

The Manchester Self-Harm Rule

Supplement to Emergency Medicine Reports, January 5, 2014: “Practical Management of the Suicidal 
Patient in the Emergency Department.” Authors: Michael P. Wilson, MD, PhD, FAAEM, Attending 
Physician, University of California–San Diego Department of Emergency Medicine, Director, Depart-
ment of Emergency Medicine Behavioral Emergencies Research (DEMBER) Lab, University of Cali-
fornia–San Diego Health System; Kimberly Nordstrom, MD, JD, Assistant Professor, University of 
Colorado, Denver; Psychiatric Emergency Service, Denver Health Medical Center, Denver, CO; Scott 
L. Zeller, MD, Chief, Psychiatric Emergency Services, Alameda Health System, Oakland, CA.

Emergency Medicine Reports’ “Rapid Access Guidelines.” Copyright © 2014 AHC Media LLC, Atlanta, 
GA. Editors: Sandra M. Schneider, MD, FACEP, and J. Stephan Stapczynski, MD. Editorial Direc-
tor: Lee Landenberger. Executive Editor: Shelly Morrow Mark. Managing Editor: Leslie Hamlin. 
For customer service, call: 1-800-688-2421. This is an educational publication designed to present 
scientific information and opinion to health care professionals. It does not provide advice regarding 
medical diagnosis or treatment for any individual case. Not intended for use by the layman.
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A
AAST. See American Association for the  

 Surgery of Trauma
Abscesses, lung, 17:205–206, 205f
Abuse
 burn patterns consistent with,  

 25:293–294
 documentation of suspected abuse,  

 25:294, 294t, 297
 drug misuse or abuse, 5:50t
 features of bruises suggestive of,  

 25:291, 291t
 opioid use/abuse, 5:49–58
 physical abuse of children, 25:289–299
 of prescription drugs, 5:50–51, 50t
 of prescription opioids, 5:49, 50–51
 red flags for, 25:294–295, 295t
 risk factors for, 25:290
 sexual, 25:296
Abusive head trauma (AHT), 25:293
ACCF. See American College of  

 Cardiology Foundation
Acclimatization, 13:147
ACD. See Allergic contact dermatitis
Acetaminophen (Tylenol), 7:77, 77t
Acetaminophen/hydrocodone  

 (Lortab/Norco)
 equianalgesic dosing, 5:53t
 for pediatric pain management, 7:77t
Acetaminophen/oxycodone  

 (Percocet)
 equianalgesic dosing, 5:53t
 for pediatric pain management, 7:77t
Acetazolamide, 13:150t, 151, 152
Acetylsalicylic acid (ASA). See Aspirin
ACL. See Anterior cruciate ligament
Acne, neonatal, 4:39
ACS. See Acute coronary syndrome
Actiq (transmucosal fentanyl), 5:53t
Activated charcoal, 14:164

Acute chest pain, 18:209–219
Acute coronary syndrome (ACS),  

 18:209
 coronary artery calcium scoring and,  

 18:216–217
 evaluation of, 18:215–216
 ischemic, 18:211
 suspected, 18:212, 212t
Acute heart failure
 history and physical examination in,  

 2:21
 peripheral edema with, 2:15
Acute mountain sickness (AMS),  

 13:145, 148
 end-stage, 13:148t
 Lake Louise criteria, 13:148, 148t
 pathophysiology of, 13:147
 prevention of, 13:148–149
 risk factors for, 13:148, 149t
 treatment of, 13:148–149, 152–153
Acute myocardial infarction (AMI),  

 18:209
 definition of, 18:209, 210, 210t
 rapid AMI protocol, 18:213
Acute pancreatitis
 Bedside Index for Severity of Acute  

 Pancreatitis (BISAP), 6:65–66, 65t
 causes of, 6:64t
 management of, 6:67t
Acute Physiology and Chronic  

 Health Evaluation (APACHE II)  
 scale, 6:65

Acute respiratory failure, 16:191
Acute severe asthma, 16:181–194
 interventions for, 16:186t
 markers of, 16:183, 183t
 medications for, 16:188t
 risk factors for, 16:181–182, 183t
Acute trauma, 23:273. See also Trauma
Acute ulnar collateral ligament  

 (UCL) injury, 21:249

Acyclovir, 4:45, 15:174t
Addiction, 5:54t, 55
Adenosine stress tests, 3:31
ADHD drugs, 5:50t
Adolescent history
 key components, 15:171t
 taking, 15:169–170
Adolescents
 general approach to female patients,  

 15:169–170
 gynecologic complaints in, 15:169–179
 risk factors for STIs in, 15:173
 sexually transmitted infections in,  

 15:173
Advance care plans, 10:112, 112t
Advance directives, 10:110, 114–115
Advocacy, child, 25:297
Affect, pseudobulbar (PBA), 24:286
Affordable Care Act, 10:111
AFO. See Ankle-foot orthosis
AHA. See American Heart Association
AHT. See Abusive head trauma
Air embolism, bronchovascular,  

 19:222
Alanine aminotransferase (ALT), 6:63
Albuterol, 16:187, 188t
Alcohol abuse, 5:51
Allergic contact dermatitis, 4:41
Alliance of States with Prescription  

 Monitoring Programs, 5:51
Altavera, 15:177t
Alteplase, 19:225, 226t
Altered mental status, 6:66
Altitude illness
 high altitude illness, 13:145–155
 physiologic changes with altitude,  

 13:146–147
Aluminum foam finger splints,  

 21:252, 252f
AMA. See American Medical Association
American Academy of Pain Medicine  
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 (AAPM), 5:52
American Association for the Surgery  

 of Trauma (AAST), 9:101, 101t
American College of Cardiology  

 Foundation (ACCF), 3:32
American College of Emergency  

 Medicine, 7:74
American College of Emergency  

 Physicians (ACEP)
 clinical policy on CT scan criteria for  

 mild TBI, 11:124, 124t, 127
 policy statement on advance directives  

 and end-of-life care, 10:110
 Washington Emergency Department  

 Opioid Prescribing Guidelines, 5:55t,56
American College of Physicians  

 (ACP), 5:56–57
American College of Surgeons  

 Committee on Trauma, 19:221
American Congress of Rehabilitation  

 Medicine, 11:122
American ginseng (Panax quinquefo- 

 lius), 20:238
American Heart Association (AHA) 

 ACLS Guidelines, 19:225
 Guidelines for stroke recovery, 24:282
American Medical Association  

 (AMA), 5:56
American Urological Association  

 (AUA), 9:103–104
Amethia, 15:177t
Amethia Lo (combination progestin  

 and estrogen), 15:177t
Amethyst (combination progestin  

 and estrogen), 15:177t
Aminophylline, 16:188t, 189
AMS. See Acute mountain sickness
Amylase, 6:63
Analgesics
 equianalgesic dosing charts, 5:52–54,  

 53t
 for pediatric patients, 7:77, 77t, 78, 78t
 for shoulder dislocation, 22:262
Anasarca, 2:13, 17t
Anatomy
 coronary, 3:26
 of intercostal nerve, 12:140f
 penile, 9:97–98, 103f
 of shoulder, 22:257
 of testicle, 8:91–92, 91f
Anesthetics
 inhalational, 16:191
 local, 7:79–80, 79t
 for pediatric patients, 7:78t, 79–80, 79t
 topical, 7:80
 volatile, 16:191
Angina, unstable, 18:209

Angiography
 computed tomography angiography,  

 18:213–215
 coronary computed tomographic  

 angiography (CCTA), 18:209, 215,  
 215f, 216, 216t, 217

 coronary computed tomography,  
 18:215, 215f

Ankle-foot orthosis (AFO), 24:284
Anterior cruciate ligament (ACL)  

 injuries, 23:270
Anterior urethral injuries, 9:101
Anti-anxiety drugs, 5:50t
Antibiotics
 for atopic dermatitis, 4:44
 for pancreatitis, 6:67
Anticholinergic therapy
 for acute severe asthma, 16:187–188
 for terminal secretions, 10:115–116
Anticoagulants, 11:125–126
 oral, 14:163–165
Antidiabetic drugs
 adverse effects of, 14:162
 new, 14:161–162
 overdose, 14:161–163
Antifungal drugs, topical, 4:41t
Antimicrobials. See also Antibiotics
 for community-acquired pneumonia in  

 children, 17:203
Anti-platelet agents, 11:125–126
Antipsychotics, 5:50t
Anxiolytics
 abuse of, 5:50t
 discharge/homecare instructions, 7:82
 for pediatric patients, 7:80–81, 81t
Apixaban overdose, 14:163, 164
Apnea, 26:303
Appendix testis, 8:90
Appropriate Use Criteria (AUC) for  

 Cardiac Radionuclide Imaging, 3:32
APS, 5:52
Aristocort HP (triamcinolone  

 acetonide), 4:40t
Arm training, robot-assisted, 24:284
ASA (acetylsalicylic acid). See Aspirin
Ascites, 2:13, 17t
Asian ginseng (Panax ginseng), 20:238
Aspiration pneumonia, 17:201
Aspirin, 13:152
Assessment. See Rapid Palliative Care  

 Assessment
Asthma
 acute severe, 16:181–194
 Becker asthma score, 16:183, 184t
 community-acquired pneumonia in  

 children with, 17:199
 complications of, 16:183, 185t

 life-threatening episodes, 16:181, 182t
 potentially fatal, 16:181–182, 182t, 183t
 severity, 16:183, 184t, 185t
Atherosclerosis, 3:26–27
Ativan (lorazepam), 7:80–81, 81t
Atlanta Classification of Severe Acute  

 Pancreatitis, 6:65
Atopic dermatitis, 4:43–44, 44f
Atrophy, 4:39t
Atropine, 10:115
“Aubergine sign,” 9:99
AUC criteria. See Appropriate Use  

 Criteria (AUC) for Cardiac  
 Radionuclide Imaging

Auto-PEEP, 16:182–183, 190
Azithromycin, 15:175t, 176

B
Bacteremia, 26:305
Bacterial infections
 pneumonia, in children, 17:198t, 199,  

 200–201, 201t
 serious bacterial infection (SBI), 26:305
 vaginosis, 15:174t
Bankart lesion, 22:261, 263f
BANs. See Breath-actuated nebulizers
Barium swallow, modified (MBS),  

 24:285, 285f
Barometric pressure (Pb), 13:147
Bechler, Joshua, 20:235
Becker asthma score, 16:183, 184t
Bedside dysphagia screening,  

 24:284t, 285
Bedside Index for Severity of Acute  

 Pancreatitis (BISAP), 6:65–66, 65t
Bedside ultrasound, 22:263, 264f
Bennett fractures, 21:248–249, 248f
Benzathine penicillin G, 15:175t
Benzocaine (Hurricaine spray), 7:80
Benzodiazepines
 abuse of, 5:50, 50t
 for pain management in pediatric  

 patients, 7:80–81, 81t
 for painful procedures, 7:82
Betamethasone dipropionate  

 (Diprolene, Diprosone), 4:40t
Betamethasone valerate (Valisone),  

 4:40t
β2-adrenergic agonists, 16:186t, 187,  

 188t
Bier block, 7:80
Bilevel positive airway pressure  

 (BiPAP), 16:190
Bioness L300, 24:284
Biotin, 20:240
BISAP. See Bedside Index for Severity  

 of Acute Pancreatitis
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Bite marks, 25:291
Bitter orange (Citrus aurantium),  

 20:238
Black dot tinea capitis, 4:42
“Black salve,” 20:239
Bleeding
 dysfunctional uterine bleeding (DUB),  

 15:171
 intrathoracic hemorrhage, 19:222
 retinal hemorrhage, 25:293, 296
 subdiaphragmatic hemorrhage, 19:222
 vaginal, 15:170–173
Blood pressure, elevated. See  

 Hypertension
Blood transfusion, 14:164
Blood urea nitrogen (BUN), 6:63
Bloodroot (Sanguinaria canadensis),  

 20:239
“Blue dot” sign, 8:90
Blunt trauma
 criteria for ED thoracotomy, 19:221
 with recent loss of signs of life, 19:221
Bobsledding, 23:276
Body-weight-supported treadmill  

 training (BWSTT), 24:283
“Bolus tracking,” 18:214
Boxer’s fracture, 21:252–253, 253f
Brain injury, traumatic
 definition of, 11:121
 inflicted, 25:293
 mild, 11:121–128
Breath-actuated nebulizers (BANs),  

 16:187
Bronchitis, high altitude, 13:153
Bronchodilators
 for acute severe asthma, 16:186t
 for RSV, 26:305–306, 306t, 308–309
Bronchovascular air embolism, 19:222
Bronkaid®, 20:238
Bruises
 in children, 25:290–291
 features suggestive of abuse, 25:291,  

 291t
Buchanan, Vern, 5:51
Bucket handle fractures, 25:292, 292f
Buck’s fascia, 9:98
Bullae, 4:38t
Bupivacaine, 7:79t
Buprenorphine, 14:159
Buprenorphine overdose, 14:159– 

 160, 160f
Burns
 child abuse, 25:293–294
 cigarette, 25:293, 295
Butterbur (Petasites hybridus), 20:237
Button batteries, 1:5, 7–8
Button battery ingestions

 complications of, 1:9
 pediatric, 1:2–3, 7–8
“Buzzy”®, 7:80
BWSTT. See Body-weight-supported  

 treadmill training
Byetta™ (exenatide), 14:161–162
Bypass, cardiopulmonary, 19:227–228

C
CACS. See Coronary artery calcium  

 scoring
CAD. See Coronary artery disease
Caffeine, 20:240
Calcium
 coronary artery, 18:216–217
 side effects of, 20:241
CAM. See Complementary and alterna- 

 tive medicine
Canadian Cervical Spine Rule (CCS),  

 12:134–135, 136t
Canadian CT Head Rule, 11:124– 

 125, 124t, 127
Cancer pain, 5:51, 56–57
CAP. See Community-acquired  

 pneumonia
Carbon monoxide poisoning, 13:153
Cardiac death, 3:31f
Cardiac muscle, 18:209
Cardiac radionuclide imaging, 3:32
Cardiac troponin assays, 18:209–210,  

 210–211
Cardiac troponins
 and chest pain management, 18:211– 

 212, 212t
 high-sensitivity (hs-cTn), 18:209–211,  

 212–213
 in non-ischemic conditions, 18:211,  

 211t, 212
 as preferred biomarker and diagnostic  

 threshold, 18:210
 rise and/or fall of, 18:211
 and suspected ACS, 18:212, 212t
Cardiolite®, 3:28, 30
Cardiomyopathy
 constrictive, 2:15–16
 restrictive, 2:15–16, 20
Cardiopulmonary bypass, emergency,  

 19:227–228
Cardiopulmonary resuscitation,  

 extracorporeal (E-CPR), 19:227, 228
Caregivers, 10:112, 112t
Cartilage, 12:137
CCS. See Canadian Cervical Spine Rule
CCTA. See Coronary computed tomo- 

 graphic angiography
Cefixime, 15:176
Ceftriaxone, 15:175t, 176

Center to Advance Palliative Care,  
 10:117

Cerebral edema, high-altitude  
 (HACE), 13:145, 148t, 149–150

Cervical spine injury
 Canadian Cervical Spine Rule (CCS),  

 12:134–135, 136t
 plain film radiography of, 12:136–137,  

 137f, 138f
 treatment of, 12:138
Cervical strain, 12:138
Cesarean section, perimortem,  

 19:223–224
Chaparral toxicity, 20:237
Charcoal, activated, 14:164
Chest pain
 acute, 18:209–219
 evaluation of, 18:211–212, 213–215
 management strategies for, 18:211– 

 212, 212t
Chest radiography
 in children, 17:201t, 202
 indications for, 12:139–140, 17:201t,  

 202
Chest trauma
 admission criteria, 12:140–141
 discharge criteria, 12:141
 history of, 12:139
 minor, 12:139–141
 physical examination of, 12:139
 treatment of, 12:140
Child abuse
 ancillary studies, 25:296
 clinical evaluation of, 25:294–295
 diagnosis of, 25:296, 297t
 differential diagnosis, 25:295–296
 epidemiology of, 25:289–290
 evaluation for, 25:294
 imaging considerations, 25:296, 296t
 medical, 25:294
 medico-legal considerations,  

 25:296–297
 physical, 25:289–299
 psychosocial evaluation of, 25:296
 risk factors for, 25:290
 sequelae of, 25:290
 what to do when considering a diag- 

 nosis of, 25:296–297, 297t
Child advocacy, 25:297
Children. See also Infants
 bacterial pneumonia in, 17:198t, 199
 buprenorphine overdose in, 14:159– 

 160, 160f
 community-acquired pneumonia in,  

 17:197–206, 198t, 199t, 200t, 204t
 distal radius fractures in, 21:245
 esophageal foreign body obstruction  
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 in, 1:3–4, 3f
 foreign body ingestions in, 1:1–10,  

 2f, 3t, 4f, 5f, 6f
 fractures in, 25:291–292
 hand and wrist injuries in, 21:245,  

 246
 ILE therapy for, 14:161
 injuries to, 25:290–291
 maltreatment of, 25:289
 neglect of, 25:289
 pain management for, 7:73–83, 76t
 physical abuse of, 25:289–299
 pneumonia in, 17:197, 201t
 RSV in, 26:301, 303, 304–305,  

 305–308, 306t, 307f
 skin rashes in, 4:37–46
 viral pneumonia in, 17:200, 203
China, 20:233
Chinese licorice (Glycyrrhiza  

 uralensis), 20:238
Chinese traditional medicine,  

 20:234–235
Chlamydia
 alternative treatment options,  

 15:174–176
 testing for, 15:173–174
 treatment of, 15:173, 174, 175t
Chromium, 20:241
Chronic disease, 5:51, 51t
Chronic Hill-Sachs deformity,  

 22:261, 262f
Chronic mountain sickness, 13:153
Chronic pain
 incidence of, 5:51, 51t
 management of, 5:51
 strategies for dealing with, 5:56
Chronic pancreatitis, 6:68–69
Ciclopirox (Loprox), 4:41t
Cigarette burns, 25:293, 295
CIMT. See Constraint-induced move- 

 ment therapy
CIN. See Contrast-induced  

 nephropathy
Cirrhosis
 history and physical examination of,  

 2:20
 peripheral edema with, 2:17
Clavicle fractures, 23:272–273
Clindamycin, 15:174t
Clobetasol propionate (Temovate),  

 4:40t
Clopidogrel, 11:125–126
Clotrimazole (Lotrimin), 4:41t
CNS stimulants, 5:50t
CNS trauma
 to children, 25:292–293
 differential diagnosis, 25:296

Cocaine, 5:51
Cocaine toxicity, 14:160
Coccyx fracture, 23:274, 274t
Code of Ethics (AMA), 5:56
Codeine
 equianalgesic dosing, 5:53t
 equipotent opioid conversions,  

 10:115t
 for pain management in pediatric  

 patients, 7:78
Coefficient of variation (CV), 18:210
Cognitive function, 11:123
Cognitive rehabilitation, 24:285
Coins, esophageal, 1:5, 5f
Cold sores, 4:45
Cold sprays (vapocoolant sprays),  

 7:76
Colles’ fracture, 23:272
Coma, 11:122t
Comfrey (Symphytum officinale,  

 Symphytum asperum, and  
 Symphytum x uplandicum), 20:237

COMM, 5:52t
Community-acquired pneumonia  

 in children, 17:197–206
 causes of, 17:197, 198t, 199
 clinical manifestations of, 17:200, 200t
 complications of, 17:204t
 diagnostic clues, 17:199t
 differential diagnosis, 17:201–202
 evaluation of, 17:202
 management of, 17:202–203, 202t
 monitoring, 17:203–204
 prognosis for, 17:206
 prolonged, 17:201
 viral causes of, 17:199
Complementary and alternative  

 medicine (CAM)
 The Professional’s Handbook  

 of Complementary and Alternative  
 Medicines, 20:236

 use of, 20:233, 235f, 236f, 237f
Comprehensive Stroke Centers,  

 24:282
Computed tomography
 ACEP clinical policy on criteria for  

 mild TBI, 11:124, 124t, 127
 Canadian CT Head Rule, 11:124– 

 125, 124t, 127
 multi-detector (MDCT),  

 18:213–214
 of subdural hematoma, 23:272f
Computed tomography angiography
 considerations for performing, 18:214
 coronary (CCTA), 18:209, 215,  

 215f, 216, 216t, 217
 in evaluation of chest pain,  

 18:213–215
 quality of, 18:213–214
 “triple rule out” (TRO-CTA),  

 18:214–215
Concussion
 ice hockey injuries, 23:274–275
 post-concussive syndrome, 11:126
 signs and symptoms of, 23:273t,  

 274–275
Confidentiality
 with emergency contraception, 15:178
 updates on issues of, 15:170
Congenital heart disease, 17:199
Constraint-induced movement  

 therapy (CIMT), 24:283
Constrictive cardiomyopathy,  

 2:15–16
Constrictive pericarditis, 2:15–16, 20
Contact dermatitis, 4:41–42
Contraception, emergency, 15:176– 

 178, 176t
Contrast-induced nephropathy,  

 18:214
Copper intrauterine device (IUD),  

 15:176
Coronary anatomy, 3:26
Coronary angiography
CT, 18:209, 215, 215f, 216, 216t, 217
 invasive, 18:215
Coronary artery calcium scoring  

 (CACS), 18:216–217
Coronary artery disease (CAD),  

 3:26–27
 false-negative stress MPI tests in,  

 3:29t, 30
 identification of, 18:209
 non-invasive tests for, 3:30, 30t
Coronary computed tomographic  

 angiography (CCTA), 18:209, 215,  
 215f, 217

 considerations for patient selection,  
 18:216, 216t

 current evidence for, 18:216, 216t
 long-term consequences of, 18:216
 short-term benefits of, 18:216
Corticosteroids
 abuse of, 5:51
 for acute severe asthma, 16:186–187,  

 186t, 188t
 for atopic dermatitis, 4:44
 for RSV, 26:306, 306t
 topical, 4:39–40, 40t
Cradle cap, 4:39
C-reactive protein (CRP), 6:63–64
Creatine, 20:240
Cremasteric contraction, 8:92
Cremasteric reflex, 8:92



www.emreports.com  Emergency Medicine Reports / Volume 34, 2013 Subject Index 5

Cross-country skiing injuries,  
 23:272t, 273–274

CT. See Computed tomography
CT Severity Index (CTSI), 6:64
CTA. See Computed tomography  

 angiography
CTSI. See CT Severity Index
Cultures, 17:202
Cunningham technique, 22:260,  

 260t
Cupping, 25:295
Current Good Manufacturing  

 Practices (FDA), 20:235
CV. See Coefficient of variation
Cystic fibrosis, 17:199

D
Dabigatran overdose, 14:163, 164,  

 165
Dartos fascia, 9:98
Datura stramonium (jimsonweed),  

 20:239–240
Decision-making capacity, 10:112,  

 112t
Deep sedation, 7:81–82
Dehydration, 16:185
Dental injuries, 23:275
Depression, 24:286t
Dermatitis
 atopic, 4:43–44, 44f
 contact, 4:41–42
 seborrheic, 4:39–40, 40f
Dermatomes, 12:134, 135f
Desonide (DesOwen), 4:40t
DesOwen (desonide), 4:40t
Detergent pod ingestion, 14:157–159
Dexamethasone
 for high altitude illness, 13:150t,  

 151, 152
 for high-altitude cerebral edema,  

 13:150
 for high-altitude pulmonary edema,  

 13:150
Dextrose, 14:163
Diabetes, 14:161
Diagnosis Intractability Risk  

 Efficacy Tool (DIRE), 5:52, 52t
Diaper rash, 4:41–42, 42f
Diazepam (Valium), 7:80–81, 81t
Dietary Supplement Health and  

 Education Act of 1994 (DSHEA),  
 20:234

Dietary supplements, 20:233–242
Dilaudid (hydromorphone)
 equianalgesic dosing, 5:53t
 for pain management in pediatric  

 patients, 7:78, 78t

DILI. See Drug-induced liver injury
Dipeptylpeptidase-4 (DPP-4),  

 14:162
Diprolene (betamethasone dipro- 

 pionate), 4:40t
Diprosone (betamethasone dipro- 

 pionate), 4:40t
DIRE. See Diagnosis Intractability  

 Risk Efficacy Tool
Dislocation
 finger, 21:251–252
 proximal interphalangeal joint (PIP),  

 21:251–252, 251f
 shoulder, 22:257–266, 258f
 thumb, 21:251–252, 251f
Distal radius fractures, 21:245
Distracting injuries, 12:135–136
Distraction, voluntary, 7:76
DNR orders, 10:114–115
Dobutamine stress test, 3:30–31
Doctor shopping, 5:55
Documentation of suspected abuse,  

 25:294, 294t, 297
Dorsal avulsion fracture, 21:251
Dorsal nerve block, penile, 9:103
Dosing, equianalgesic, 5:52–54, 53t
Downhill skiing injuries, 23:270–271
 head injuries, 23:271
 multisystem trauma, 23:271
 shoulder injuries, 23:270–271, 271t
 spinal injuries, 23:271
Doxycycline
 for epididymitis, 8:88–89
 for gonorrhea, 15:176
 for gynecologic infections, 15:175t
DPP-4. See Dipeptylpeptidase-4
Dropsy, 2:13
Drug misuse or abuse, 5:49–50, 50t
Drug overdose, 5:50–51
Drug-induced liver injury (DILI),  

 20:237
Drug-induced peripheral edema,  

 2:17
DSHEA. See Dietary Supplement  

 Health and Education Act of 1994
Dual isotope studies, 3:33
DUB. See Dysfunctional uterine  

 bleeding
Dying patients, 10:115
Dynamic hyperinflation, 16:182–183
Dysfunctional uterine bleeding  

 (DUB), 15:171, 172t
Dysphagia, 24:284t, 285
Dyspnea, 2:17t

E
Echinacea purpurea (purple cone- 

 flower), 20:239
ECMO. See Extracorporeal mem- 

 brane oxygenation
Eczema, 4:43–44
Eczema herpeticum, 4:45, 45f
ED. See Emergency Department
Edema
 clinical presentations, 2:15, 16f
 definition of, 2:13
 idiopathic, 2:18–19, 21
 localized, 2:21
 lymphedema, 2:17–18, 21
 myxedema, 2:18
 peripheral, 2:13–23
 physical findings, 2:17t
 pitting, 2:20
 pulmonary, 2:17t
EDT. See Emergency department  

 thoracotomy
Education in Palliative and End- 

 of-Life Care for Emergency  
 Medicine (EPEC-EM), 10:110, 117

“Eggplant sign,” 9:99
Ehlers-Danlos syndrome, 25:295
Elderly. See Older adults
Eleutherococcus senticosus (Siberian  

 ginseng), 20:238
Elixir Sulfanilamide, 20:234
Ella (ulipristal acetate), 15:176, 177t
Elocon (triamcinolone acetonide),  

 4:40t
Embolism
 bronchovascular air, 19:222
 pulmonary (PE), 19:224–225
Emergency cardiopulmonary  

 bypass, 19:227–228
Emergency contraception,  

 15:176–178
 indications for, 15:176, 176t
 oral contraceptives that can be used  

 for, 15:176, 177t
Emergency Contraception website,  

 15:176
Emergency department
 ACS evaluation in, 18:215–216
 avoiding transfers to, 10:113–114
 chest pain evaluation in, 18:211– 

 212, 214–215
 coronary artery calcium scoring and  

 ACS in, 18:216–217
 illness trajectories for patients in,  

 10:111–112
 ouchless, 7:82
Emergency department thoracot- 

 omy (EDT), 19:221–223
 indications for, 19:221, 223t
 survivability, 19:223, 224t



6 Emergency Medicine Reports / Volume 34, 2013 Subject Index www.emreports.com

Emergency medicine
 culture of, 10:112
 as expanding field, 10:110–111
Emergency palliative care, 10:109– 

 110, 116–117
 barriers to, 10:116, 116t
Emergency physicians, 24:281
EMLA (eutectic mixture of lido- 

 caine and prilocaine), 7:79t, 80
Empyema, 17:205–206, 205f, 206f
End-expiratory pressure (EPAP),  

 16:190
End-of-life care, 10:110, 115–116
Education in Palliative and End-of- 

 Life Care for Emergency Medicine  
 (EPEC-EM), 10:110, 117

 practice guidelines for, 5:56–57
Endoscopic retrograde cholangio- 

 pancreatography (ERCP), 6:67
Endoscopic ultrasound, 6:67–68
End-stage acute mountain sickness,  

 13:148t
Enzyte®, 20:238
Eosinophilia-myalgia syndrome,  

 20:234
EPAP (end-expiratory pressure),  

 16:190
EPEC-EM. See Education in  

 Palliative and End-of-Life Care for  
 Emergency Medicine

Ephedra, 20:235, 238
Epididymitis, 8:88–89
Epididymo-orchitis, 8:88–89
Epinephrine
 for acute severe asthma, 16:187
 LET (lidocaine, epinephrine, and  

 tetracaine), 7:79t, 80
 for pain management in pediatric  

 patients, 7:79t, 80
Equianalgesic dosing charts, 5:52– 

 54, 53t
ERCP. See Endoscopic retrograde  

 cholangiopancreatography
Erectile dysfunction, 20:238
Erection, 9:98
Erosions, 4:39t
Erythema multiforme, 25:295
Erythema toxicum neonatorum  

 (ETN), 4:39, 39f
Erythromycin, 15:176
Eskimo technique, 22:260t, 261
Esophageal foreign bodies
 in children, 1:3–4, 3f, 3t, 4f, 5f
 diagnostics, 1:4f, 5, 5f
 symptoms, 1:3t, 4
Estradiol, ethinyl, 15:172t
Estrogen and progestin pills, 15:177t

Ethinyl estradiol, 15:172t
ETN. See Erythema toxicum  

 neonatorum
Europe, 20:233
Excoriation, 4:39t
Exenatide (Byetta™), 14:161–162
Exercise testing
 alternatives to, 3:30–31
 normal, 3:27–28, 27f
 stress tests, 3:27–28, 27f, 29
Extracorporeal cardiopulmonary  

 resuscitation (E-CPR), 19:227, 228
Extracorporeal membrane oxygen- 

 ation (ECMO), 19:227–228
Extreme altitude exposure,  

 13:145–146
Extreme measures, 19:221–231

F
“Faces” pain scale, 7:73
Facial injuries, 25:294
Factor VIIa, recombinant (rFVIIa)
 for oral anticoagulant overdose,  

 14:164, 165
 for rapid reversal of INR, 11:126
Falls, 12:133
Famciclovir, 15:174t
Family issues, 7:75–76
FDP. See Flexor digitorum profundus
FEIBA, 14:165
Females, adolescent, 15:169–179
Fentanyl (Sublimaze)
 equianalgesic dosing, 5:53t
 equipotent opioid conversions,  

 10:115t
 for pain management in pediatric  

 patients, 7:78, 78t, 79
 transdermal, 5:53t
 transmucosal (Actiq), 5:53t
Fentanyl patch (transdermal  

 fentanyl), 5:53t
FES. See Functional electrical  

 stimulation
Fever blisters, 4:45
Fiber supplements, 20:238
Fibrinolytics
 dosing, 19:226t
 for pulmonary embolus, 19:224–225
“Finger breadth rule,” 19:224
Finger buddy taping, 21:253f
Finger dislocations, 21:251–252
Fish oil, 20:238
Fissures, 4:39t
FLACC (faces, legs, activity, cry,  

 consolability) scale, 7:73–74
Flax seeds, 20:238
Flexor digitorum profundus (FDP)  

 injury, 21:251
Fluconazole, 15:174t
Fluid balance abnormalities, 16:185
Fluid resuscitation, 6:66–67
Fluid therapy, 6:66–67
Flumazenil (Romazicon), 7:80–81
Fluocinolone, 4:44
Fluocinolone acetonide (Synalar),  

 4:40t
Fluocinonide (Lidex), 4:40t
Food, Drug, and Cosmetic Act of  

 1938, 20:233–234
Food and Drug Administration  

 (FDA)
 “187 Fake Cancer ‘Cures’  

 Consumers Should Avoid,” 20:239
 Current Good Manufacturing  

 Practices, 20:235
 regulation of herbal and supplemen- 

 tal medications by, 20:234
Foot drop, 24:284
Forced ingestion, 25:294
Foreign body ingestions
 esophageal, 1:3–4, 3f, 3t, 5f
 pathophysiology of, 1:2–4
 pediatric, 1:1–10, 2f, 4f, 5f, 6f
 removal options, 1:8–9
Fournier, Jean-Alfred, 8:86
Fournier’s gangrene, 8:85–87, 87f
Fractures
 Bennett, 21:248–249, 248f
 boxer’s fracture, 21:252–253, 253f
 in children, 25:291–292
 clavicle, 23:272–273
 of coccyx, 23:274, 274t
 discharge criteria, 12:141
 distal radius, 21:245
 hand/wrist, 21:245
 metacarpal, 21:252t
 metaphyseal bucket handle fracture,  

 25:292, 292f
 open, 23:274, 274t
 penile injury, 9:97–99, 98f
 phalanx, 21:252, 252t
 posterior rib, 25:292, 292f
 proximal thumb metacarpal, 21:245
 rib, 12:139–140, 140–141, 25:292,  

 292f
 Rolando, 21:249, 249f
 scaphoid, 21:245, 247–248
 with shoulder dislocation, 22:261
 skeletal, 25:295
 skull, 25:292
 thumb metacarpal, 21:248–249
 Tuft, 21:250, 250f
 upper extremity, 21:245
Frailty, 10:111



www.emreports.com  Emergency Medicine Reports / Volume 34, 2013 Subject Index 7

Fresh frozen plasma, 11:126
Frostbite, 13:153
Frozen shoulder, 23:271, 273
Functional electrical stimulation  

 (FES), 24:283–284
Furosemide, 2:22
Future directions, 18:209–219

G
Gabapentin, 13:152
Gait training, 24:283
Gamekeeper or skier’s thumb,  

 23:270–271
Gamma cameras, 3:27
Gangrene, Fournier’s, 8:85–87, 87f
Garlic, 20:238
Gastroesophageal reflux disease,  

 17:199
Gate theory, 7:76
 for pain blockade in pediatric  

 patients, 7:80
Gated SPECT imaging, 3:30
GCS. See Glasgow Coma Scale
Gender differences, 21:246
Genital emergencies, 8:85
 male, 8:85–94, 9:97–107
Genital herpes simplex virus (HSV)  

 infection, 15:174t
GERD. See Gastroesophageal reflux  

 disease
Germany, 20:233
Gila monsters, 6:62
Ginger, 20:238
Ginkgo biloba
 for high altitude illness, 13:152
 toxicities, 20:238
Ginseng, 20:238
GIP. See Glucose-dependent insulino- 

 tropic peptide
Glasgow Coma Scale, 11:122, 122t
GLP-1. See Glucagon-like peptide-1  

 (GLP-1)
Glucagon-like peptide-1 (GLP-1),  

 14:161–162
Glucose-dependent insulinotropic  

 peptide (GIP), 14:161–162
Glycopyrrolate, 10:115
Glycyrrhiza glabra (licorice), 20:238
Glycyrrhiza uralensis (Chinese  

 licorice), 20:238
Goals of care, 10:112
Gonorrhea
 alternative treatment options,  

 15:174–176
 prevalence of, 15:173
 testing for, 15:173–174
 treatment of, 15:173, 174, 175t

Griseofulvin, 4:42
Gutter splints, 21:253f
Gynecologic complaints, 15:169–179
Gynecologic examination,  

 adolescent, 15:170
Gynecologic infections, 15:173,  

 174t–175t

H
HACE. See High-altitude cerebral  

 edema
HAI. See High altitude illness
Hand injuries, 21:245–254
 epidemiology of, 21:246
 etiology of, 21:246–247
 fractures, 21:245
 pathophysiology of, 21:246–247
Hand-held metal detectors  

 (HHMDs), 1:7
HAPE. See High-altitude pulmonary  

 edema
HAPS. See Harmless Acute  

 Pancreatitis Score
Harmless Acute Pancreatitis Score  

 (HAPS), 6:65–66, 66t
Hatchet deformity, 22:261
Head injuries. See also Traumatic  

 brain injury
 abusive trauma, 25:293
 in downhill skiing, 23:271
 epidemiology of, 11:121
 in older adults, 23:276
 patterns of, 23:271t
 in snowboarding, 23:271–272
Headache pain, 5:51
Heart failure
 acute, 2:15
 history and physical examination in,  

 2:21
Helium-oxygen mixtures (heliox),  

 16:189
Hematocrit, 6:63
Hematoma
 subdural, 23:272, 272f
 subungual, 21:250, 251f
Hemodialysis, 14:164
Hemorrhage
 intrathoracic, 19:222
 retinal, 25:293, 296
 subdiaphragmatic, 19:222
Hemorrhagic shock, 19:222
Herbal medications
 “187 Fake Cancer ‘Cures’  

 Consumers Should Avoid” (FDA),  
 20:239

 complications of, 20:233–242
 gastrointestinal toxicity, 20:237–238

 regulation of, 20:233–236
 spending on, 20:233
 use of, 20:233
Herbal supplements, 20:236–237
Herbs at a Glance (NCCAM),  

 20:236
Herpes labialis, 4:45
Herpes simplex virus (HSV)  

 infections
 genital, 15:174t
 management of, 4:45, 15:174t
Herpetic gingivostomatitis, 4:45
Herpetic whitlow, 4:45, 45f
HHMDs. See Hand-held metal  

 detectors
High altitude
 categories, 13:147t
 extreme altitude, 13:145
 health considerations, 13:153
 physiologic changes with, 13:146–147
 problems exacerbated by, 13:147t
 sample locations, altitudes, and  

 PIO2, 13:145, 146t
High altitude bronchitis, 13:153
High altitude illness, 13:145–155
 extreme altitude exposure,  

 13:145–146
 medications for, 13:150t, 151–152
 treatment modalities for, 13:152–153
High altitude renal syndrome,  

 13:153
High altitude retinopathy, 13:153
High-altitude cerebral edema  

 (HACE), 13:145, 149–150
 Lake Louise criteria, 13:148t
 treatment of, 13:152–153
High-altitude pulmonary edema  

 (HAPE), 13:145, 150–151
 incidence of, 13:150–151, 150t
 Lake Louise criteria, 13:148t
 pathophysiology of, 13:147–148
 treatment of, 13:152–153
High-frequency oscillatory ventila- 

 tion, 16:191
High-sensitivity cardiac troponin  

 (hs-cTn) assays, 18:209–211, 212
 analytical performance and sensitivity  

 of, 18:212, 213f
 negative predictive value, 18:212–213
 positive predictive value, 18:213
 rapid AMI protocol, 18:213
 serial sampling, 18:213
Hill-Sachs lesion, 22:261, 262f, 263f
 reverse, 22:261, 262f
Hippocratic method, 22:260t
History taking
 with adolescent female patients,  



8 Emergency Medicine Reports / Volume 34, 2013 Subject Index www.emreports.com

 15:169–170, 171t
 in evaluation for child abuse, 25:294
 for suspected STIs, 15:173
HIV. See Human immunodeficiency  

 virus
Hospice, 10:111, 112
Hospice care, 10:111
“Hot dot” sign, 8:90
H.R. 1065: Pill Mill Crackdown Act  

 of 2011, 5:51
hs-cTn. See High-sensitivity cardiac  

 troponin
HSV. See Herpes simplex virus
HTS. See Hypertonic saline
Human immunodeficiency virus  

 (HIV) infection, 15:175t
Hurricaine spray (benzocaine), 7:80
Hydrocodone
 acetaminophen/hydrocodone  

 (Lortab/Norco), 5:53t, 7:77t
 equianalgesic dosing, 5:53t
 equipotent opioid conversions, 10:115t
 for pediatric pain management, 7:78
Hydrocodone abuse, 5:50, 50t
Hydrocortisone (Hytone), 4:40t, 44
Hydrocortisone butyrate (Locoid),  

 4:40t
Hydrocortisone valerate (Westcort),  

 4:40t
Hydromorphone (Dilaudid)
 equianalgesic dosing, 5:53t
 equipotent opioid conversions, 10:115,  

 115t
 for pediatric pain management, 7:78,  

 78t
Hydropsy, 2:13
Hydrothorax, 2:13
Hyperbaric oxygen therapy
 for high-altitude illness, 13:152–153
 for high-altitude pulmonary edema,  

 13:150
Hypercapneic ventilatory response  

 (HCVR), 13:147
Hyperglycemia, 16:185
Hypericum perforatum (St. John’s  

 wort), 20:239
Hyperinflation, dynamic, 16:182–183
Hypertension, pulmonary, 2:16–17,  

 13:147, 147t
Hypertonic saline, 26:306, 306t
Hypnosis, 7:76
Hypokalemia, 16:184
Hypoproteinemia, 2:17
Hypothermia, 13:153
 induced, 19:225–227
Hypothyroidism, 2:21
Hypoxemia, 16:183–184

Hypoxic ventilatory response  
 (HVR), 13:147

Hytone (hydrocortisone), 4:40t

I
Ibuprofen
 for high altitude illness, 13:150t, 152
 for pain management in pediatric  

 patients, 7:77
 for pediatric pain management, 7:77t
ICD. See Irritant contact dermatitis
Ice skating injuries, 23:274
ICH. See Intracranial hemorrhage
ILE. See Intravenous lipid emulsion
Illicit drugs, 5:50t
Illness trajectories, 10:111–112
Imaging. See also specific modalities
 for child abuse, 25:296, 296t
 for community-acquired pneumonia in  

 children, 17:202
 myocardial perfusion imaging, 3:25–34
 of shoulder dislocation, 22:262–264,  

 262f, 263f
Immunodeficiency
 community-acquired pneumonia in  

 children with, 17:199
 HIV infection, 15:175t
Improving Palliative Care in  

 Emergency Medicine Project  
 (IPAL-EM), 10:117

Incretin enhancers, 14:161–162
Incretin mimetics, 14:161–162
Indian snakeroot (Rauwolfia serpen- 

 tina), 20:239
Indian traditional medicine,  

 20:234–235
Infantile scabies, 4:40, 41f
Infants
 neonatal herpes, 4:45
 neonatal rashes, 4:38–41
 neonatal scabies, 4:40–41
 pneumonia in neonates, 17:197–199,  

 200
 RSV in, 26:301, 303, 304–305, 305– 

 308, 306t
Infection(s). See also specific diseases
 gynecologic, 15:174t–175t
 serious bacterial infection (SBI), 26:305
 sexually transmitted, 15:173–176,  

 174t–175t
Infectious Diseases Society of  

 America (IDSA), 8:87
Ingestions
 detergent pod, 14:157–159
 forced, 25:294
 foreign body, pediatric, 1:1–10
Inhalational anesthetics, 16:191

Inhaled nitric oxide, 16:191
Injury
 acute ulnar collateral ligament (UCL),  

 21:249
 to children, 25:290–291
 cross-country skiing injuries, 23:272t
 distracting injuries, 12:135–136
 facial, 25:294
 to flexor digitorum profundus (FDP),  

 21:251
 head injury patterns, 23:271t
 ice hockey, 23:274–275
 ice skating, 23:274
 mild traumatic brain injury, 11:121–128
 penile fracture, 9:97–99, 98f
 penile zipper injuries, 9:104, 104f
 phalanx, 21:250–251
 skeletal, 25:292
 skier’s thumb, 21:245, 249–250, 249f,  

 23:270–271, 273
 sledding, 23:275–276
 snowboarding, 23:271–273
 snowmobiling, 23:275
 spinal cord level of, 12:133–134, 134f,  

 136–137, 137f
 thumb axis, 21:245–246
 urethral injuries, 9:99–102, 100f
 winter sports injuries, 23:269–278
 wrist and hand, 21:245–254
Inpatient rehabilitation facilities  

 (IRFs), 24:282
Insomnia drugs, 5:50t
Inspiratory pressure (IPAP), 16:190
Intercostal nerve block, 12:140, 140f
International normalization ratios  

 (INR), 11:125–126
Intracranial hemorrhage
 delayed, 11:126
 immediate traumatic, 11:126
Intrathoracic hemorrhage, 19:222
Intrauterine device (IUD), 15:176
Intravenous lipid emulsion (ILE),  

 14:160
 new uses, 14:160–161
 in pediatric patients, 14:161
 risks/complications of, 14:161
Intrinsic positive end-expiratory  

 pressure (PEEPi), 16:182–183
Invasive coronary angiography, 18:215
Ionizing radiation, 3:33
IPAL-EM. See Improving Palliative  

 Care in Emergency Medicine Project
Ipratropium bromide, 16:186t, 188t
IRFs. See Inpatient rehabilitation  

 facilities
Iron, 13:152
Irritant contact dermatitis, 4:41–42



www.emreports.com  Emergency Medicine Reports / Volume 34, 2013 Subject Index 9

Irritant diaper dermatitis, 4:41–42,  
 42f

Ischemia, 3:26, 26f
Ischemic heart disease, 18:209
Isoflurane, 16:191
IUD. See Intrauterine device
IV contrast reactions, 18:214

J
Januvia™ (sitagliptin), 14:162
Jersey finger, 21:251
Jimsonweed (Datura stramonium),  

 20:239–240
Jock itch, 4:42–43
The Joint Commission, 24:282
J-tip®, 7:80

K
Kava kava, 20:237–238
Kefauver-Harris Drug  

 Amendments, 20:234
Kenalog (triamcinolone acetonide),  

 4:40t
Keratitis, ultraviolet, 13:153
Ketamine
 for acute severe asthma, 16:189–190,  

 190
 for painful procedures, 7:81–82
 for pediatric pain management, 7:78t
Ketoconazole (Nizoral), 4:41t, 42, 43
Ketorolac (Toradol), 7:77, 78t
Knee pain, 5:51
Knee sprains, 23:270
Kocher method, 22:259, 260t

L
Labels, 20:234
Lachman test, 23:270
Lactic acidosis, 16:184
LAD artery. See Left anterior  

 descending artery
Lake Louise criteria, 13:148
Lamisil (terbinafine), 4:41t
Language rehabilitation, 24:284–285
L-arginine, 20:238
Laundry detergent pod ingestion,  

 14:157–159
LCX artery. See Left circumflex  

 artery
Left anterior descending (LAD)  

 artery, 3:26
Left circumflex (LCX) artery, 3:26
Left ventricle anterior wall defect,  

 3:27f, 28f, 29
Left ventricle apical wall defect,  

 3:27f
Left ventricle inferior wall defect,  

 3:27f
Legal considerations
 for child abuse, 25:296–297
 for emergency contraception, 15:178
Lessina (combination progestin and  

 estrogen), 15:177t
LET (lidocaine, epinephrine, and  

 tetracaine), 7:79t, 80
Leukotriene A4 (LTA4), 16:190
Leukotriene modifiers, 16:188t, 190
Levalbuterol (R-albuterol), 16:187
Leverage methods, 22:259–260
Levofloxacin, 15:176
Levonorgestrel (Plan B/Next  

 Choice)
 contraindications to, 15:178
 for emergency contraception,  

 15:176, 177t, 178
Levora (combination progestin and  

 estrogen), 15:177t
Lexiscan® (regadenoson) stress  

 tests, 3:31
Lichenification, 4:39t
Licorice (Glycyrrhiza glabra), 20:238
Lidex (fluocinonide), 4:40t
Lidocaine (LET, LMX4, EMLA)
 for pediatric pain management,  

 7:79–80, 79t
 for shoulder dislocation, 22:262
Life-limiting illness, 10:111
Life-threatening situations,  

 19:221–231
Ligands, 3:25
Limit of detection (LoD), 18:210
Linagliptin, 14:162
Lipase, 6:63
“Lipid sink” theory, 14:160
Liquid detergent pods (liquitabs,  

 sachets, or capsules), 14:157
Liraglutide, 14:162
Liver injury, drug-induced (DILI),  

 20:237
LMX4 (lidocaine embedded within  

 liposomes), 7:79t
 for pain management in pediatric  

 patients, 7:80
Local anesthetics
 for pediatric pain management,  

 7:79–80, 79t
 for penile dorsal nerve block, 9:103
Localized edema, 2:21
Locoid (hydrocortisone butyrate),  

 4:40t
LoD. See Limit of detection
Lo/Ovral (combination progestin  

 and estrogen), 15:177t
Loprox (ciclopirox), 4:41t

Lorazepam (Ativan)
 for pediatric pain management,  

 7:80–81, 81t
 for tachypnea, 10:116
Lortab/Norco (acetaminophen/ 

 hydrocodone)
 equianalgesic dosing, 5:53t
 for pediatric pain management, 7:77t
Lotrimin (clotrimazole), 4:41t
Low back pain, 5:51
Low-Ogestrel (progestin and  

 estrogen), 15:177t
L-tryptophan, 20:234
Luge, 23:276
Lung abscesses, 17:205–206, 205f
Lymphedema, 2:17–18, 18f, 21

M
Ma huang (Ephedra sinica), 20:235,  

 238
Macules, 4:38t
Magnesium
 for acute severe asthma, 16:188–189
 complications of, 20:241
Magnesium sulfate, 16:186t, 188t,  

 189
Magnetic resonance imaging
 of minor neck trauma, 12:136
 of shoulder dislocation, 22:263–264,  

 263f
Magnetic retrograde cholangiopan- 

 creatography (MRCP), 6:67
Male enhancement, 20:238
Male genital emergencies, 8:85–94,  

 9:97–107
Male urethra, adult, 9:99–100
Mallet finger, 21:251
Maltreatment
 of children, 25:289
 definition of, 25:289
Manchin, Joe, 5:51
Manganese, 20:241
Marijuana, 5:51
Massive intrathoracic hemorrhage,  

 19:222
Mauna Kea, 13:145
McGill Quality of Life index, 10:110
MCL. See Medial collateral ligament
MDCT. See Multi-detector computed  

 tomography
Mechanical ventilation
 for acute severe asthma, 16:190–191
 for children, 16:191
Medial collateral ligament (MCL)  

 injuries, 23:270
Medical child abuse, 25:294
Medications. See also specific drugs  
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 and medications
 antibiotics, 4:44, 6:67
 anticholinergics, 10:115–116,  

 16:187–188
 anticoagulants, 11:125–126
 antidiabetic drug overdose,  

 14:161–163
 antimicrobials, 17:203
 anti-platelet agents, 11:125–126
 anxiolytics, 5:50t, 7:80–81, 81t, 82
 drug-induced liver injury (DILI),  

 20:237
 drug-induced peripheral edema, 2:17
 for high altitude illness, 13:150t,  

 151–152
 misuse or abuse of, 5:49–50, 50t
 nonsteroidal anti-inflammatory drugs  

 (NSAIDs), 7:77, 77t, 78t
 oral anticoagulants, 14:163–165
 oral contraceptive pills (OCPs),  

 15:172t, 176, 177t
 for pain management in pediatric  

 patients, 7:76–77
 pharmacologic anxiolysis, 7:80–81
 prescription drug abuse, 5:49,  

 50–51, 50t, 52t
 topical anesthetics, 7:80
 topical antifungal drugs, 4:41t
 topical corticosteroids, 4:39–40, 40t
Medico-legal considerations
 for child abuse, 25:296–297
 for emergency contraception, 15:178
Meperidine, 10:115t
Metabolic acidosis, 16:184
Metacarpal fractures
 boxer’s fracture, 21:252–253, 253f
 splints for, 21:252t
 thumb, 21:245, 248–249, 252t
Metal detectors, hand-held  

 (HHMDs), 1:7
Metaphyseal fractures, 25:292, 292f
Metered-dose inhalers (MDIs),  

 16:187
Methadone (Dolophine)
 equianalgesic dosing, 5:53t
 for pediatric pain management, 7:78
Methamphetamines, 5:51
Methylprednisolone
 for acute severe asthma, 16:186
 for cervical spine injury, 12:138
Metoclopramide, 14:162
Metronidazole, 15:174t
MI. See Myocardial infarction
Miconazole (Monistat), 4:41t
Midazolam (Versed)
 for painful procedures, 7:82
 for pediatric pain management,  

 7:80–81, 81t
Migraine, 5:51
Milch technique, 22:259–260, 260t
Mild traumatic brain injury,  

 11:121–128
 ACEP clinical policy on CT scan  

 criteria, 11:124, 124t, 127
 admission criteria, 11:127
 Canadian CT Head Rule, 11:124– 

 125, 124t, 127
 definition of, 11:122
 discharge criteria, 11:127
 discharge instructions, 11:127
 history in, 11:122–123
 laboratory evaluation of, 11:125
 management of, 11:125–126
 mechanism of injury, 11:122–123
 New Orleans Criteria, 11:124–125,  

 124t, 127
 physical findings, 11:123
 radiographic indications, 11:123–125
 resuming sports activities after, 11:127
 signs and symptoms of, 11:123, 123t
Miliaria, 4:38–39
Miliaria crystalline, 4:38–39
Miliaria rubra, 4:39, 39f
Minerals, 20:240, 241
“Mirror image” burns, 25:293
Mistletoe, 20:238
Modified Barium swallow (MBS)  

 study, 24:285, 285f
Mondor’s disease, 9:99
“Mongolian spots,” 25:295
Monistat (miconazole), 4:41t
Montelukast (Singulair), 16:186t,  

 188t, 190
“Morning-after pill,” 15:178
Morphine (MS Contin)
 equianalgesic dosing, 5:53t
 equipotent opioid conversions,  

 10:115, 115t
 for pediatric pain management, 7:78,  

 78t
 for tachypnea, 10:116
Motor rehabilitation, 24:283–284,  

 283f
Motor vehicle collisions (MVCs),  

 12:133
Mount Everest, 13:145
MPI. See Myocardial perfusion  

 imaging
MRCP. See Magnetic retrograde  

 cholangiopancreatography
MRI. See Magnetic resonance  

 imaging
MS Contin (morphine), 5:53t
Multi-detector computed tomogra- 

 phy (MDCT), 18:213–214
Multisystem trauma, 23:271
Munchausen syndrome by proxy,  

 25:294
Mupirocin, 4:44
Muscle relaxants, 5:50t
Mycoplasma pneumoniae infection,  

 17:201
Myocardial infarction, 3:26–27
 acute, 18:209
 annual rates, 3:31f
 classification of, 18:211, 211t
 non-ACS, 18:211
Myocardial perfusion imaging,  

 3:25–34, 26f, 27f, 28f
 dual isotope studies, 3:33
 effective doses, 3:33
 exercise tests, 3:27f, 29
 false-negative stress tests, 3:29t, 30
 normal studies, 3:27–28, 27f
 radiation from, 3:33
 recommended uses, 3:32–33, 32f
 rest views, 3:27f, 29
 risk stratification, 3:31–32
 stress tests, 3:28f, 29–30
 typical doses, 3:33
Myoview® (tetrofosmin), 3:28
Myxedema, 2:18, 21

N
Nalbuphine (Nubain), 7:78, 78t
Naloxone (Narcan)
 with buprenorphine (Suboxone®),  

 14:159
 for pediatric buprenorphine over- 

 dose, 14:160
 for pediatric pain management, 7:79
Naproxen (Naprosyn), 7:77, 77t
Narcan (naloxone), 7:79
Narcotic pain relievers, 5:50t
National Asthma Education  

 Program (NAEP) Expert Panel,  
 16:189

National Center for  
 Complementary and Alternative  
 Medicine (NCCAM), 20:236

National Emergency  
 X-Radiography Utilization Study  
 (NEXUS), 12:134, 135, 135t

National Heart, Lung, and Blood  
 Institute (NHLBI ), 16:183, 185t

National Institute for Health and  
 Care Excellence (NICE), 24:282

National Institutes of Health  
 (NIH), 20:236

National Pain Centre, 5:52t
NCCAM. See National Center  
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Nebulizers, 16:187
Neck trauma
 anteroposterior view, 12:137, 138f
 cross-table lateral view, 12:136–137,  

 137f
 discharge criteria for, 12:138–139
 flexion and extension views, 12:138
 history in, 12:133
 management of, 12:138
 minor, 12:133–139
 oblique views, 12:137
 odontoid view, 12:137, 137f
 physical examination in, 12:133–134
 plain radiographs of, 12:136–138
 pre-hospital treatment of, 12:138
 radiographic evaluation of, 12:136
 spinal cord level, 12:136–137, 137f
 swimmer’s lateral view, 12:137–138
Necrotizing pneumonia, 17:205,  

 205f
Neglect
 of children, 25:289
 definition of, 25:289
 risk factors for, 25:290
Neisseria gonorrhoeae, 15:176
Neonatal herpes, 4:45
Neonatal pneumonia, 17:197–199,  

 200
Neonatal rashes, 4:38–41
Neonatal scabies, 4:40–41
Nephropathy, contrast-induced,  

 18:214
Nephrotic syndrome, 2:16, 20
New Orleans Criteria, 11:124–125,  

 124t, 127
Newborns. See under Neonatal
Next Choice (levonorgestrel),  

 15:176, 177t
NEXUS. See National Emergency  

 X-Radiography Utilization Study
Niacin (vitamin B3), 20:240
NIDA, 5:52, 52t
Nifedipine, 13:150t, 151, 152
NIH. See National Institutes of  

 Health
Nitrates, 20:238
Nitric oxide, inhaled, 16:191
Nitrous oxide (N2O), 7:81, 81t
Nizoral (ketoconazole), 4:41t
Nodules, 4:38t
Nonsteroidal anti-inflammatory  

 drugs (NSAIDs), 7:77, 77t, 78t
Norco (acetaminophen/ 

 hydrocodone)
 equianalgesic dosing, 5:53t

 for pediatric pain management, 7:77t
Nordette (progestin and estrogen),  

 15:177t
Norgestrel
 for dysfunctional uterine bleeding,  

 15:172t
 for emergency contraception, 15:177t
NSAIDs. See Nonsteroidal anti- 

 inflammatory drugs
Nubain (nalbuphine), 7:78, 78t
Nuclear medicine, 3:25
Nuclear myocardial perfusion  

 imaging, 3:32–33, 32f
Nutrition, 6:67
Nutritional supplements, 20:233–242
Nystatin (Mycostatin), 4:41t, 42

O
OCPs. See Oral contraceptive pills
Odontoid view, 12:137, 137f
Ofloxacin, 15:176
Ogestrel (combination progestin  

 and estrogen), 15:177t
OI. See Osteogenesis imperfecta
Older adults
 head injuries in, 23:276
 RSV in, 26:303–304
 winter sports injuries among, 23:276
 “187 Fake Cancer ‘Cures’  

 Consumers Should Avoid” (FDA),  
 20:239

Opiates, 7:78, 78t
Opioid agreements, 5:52, 56
Opioid Risk Tool (ORT), 5:52, 52t
Opioid tolerance, 5:52
Opioids
 equianalgesic dosing, 5:52–54, 53t
 equipotent conversions, 10:115, 115t
 for pain management, 5:54–55
 for pain management at end of life,  

 5:56–57
 for palliative care pain management,  

 5:56–57
 for pediatric pain management,  

 7:77–79, 77t, 78t
 prescribing guidelines for, 5:55t
 use/abuse of, 5:49–58, 52t
Oral anticoagulants, 14:163–165
Oral contraceptive pills (OCPs)
 for dysfunctional uterine bleeding,  

 15:172t
 for emergency contraception,  

 15:176, 177t
Organ failure, 10:111
Orofacial injuries, 25:294
ORT. See Opioid Risk Tool
Orthopedic injuries, 22:261–262

Orthoses, ankle-foot (AFO), 24:284
Oseltamivir (Tamiflu), 17:203
Osteogenesis imperfecta (OI),  

 25:295–296
Oucher scale, 7:73
“Ouchless” ED, 7:82
Outpatient pediatric skin rashes,  

 4:37–46
Overdose, drug, 5:50–51
Overuse injuries, 23:273
Oxycodone (OxyContin)
 abuse of, 5:50, 50t
 acetaminophen/oxycodone  

 (Percocet), 5:53t, 7:77t
 equianalgesic dosing, 5:53t
 equipotent opioid conversions,  

 10:115t
 for pediatric pain management, 7:78
“Oxy-free,” 5:56
Oxygen partial pressure (PO2),  

 13:147
Oxygen therapy
 for acute severe asthma, 16:186, 186t
 for community-acquired pneumonia  

 in children, 17:203
 for high-altitude illness, 13:150t,  

 152–153
 for high-altitude pulmonary edema,  

 13:150

P
Packed red blood cells (PRBC),  

 14:164, 165
Pain
 acute chest pain, 18:209–219
 breakthrough, 5:52
 cancer, 5:51
 chronic, 5:51, 51t, 56
 as fifth vital sign, 7:73
 knee, 5:51
 low back, 5:51
 in pediatric patients, 7:73–83
Pain assessment, 7:73–74
Pain management
 at end of life, 5:56–57
 gate theory of, 7:76
 with opioids, 5:54–55
 palliative care, 5:56–57
 in pancreatitis, 6:66
 in pediatric patients, 7:73–83
 for rib fractures, 12:140
Pain relievers, 5:50t
Palivizumab, 26:306t, 308, 309
Palliative care
 barriers to, 10:116, 116t
 case example, 10:116–117
 core competencies, 10:110, 111t



 definition of, 10:109, 111
 in ED, 10:109–118
 Education in Palliative and End- 

 of-Life Care for Emergency Medicine  
 (EPEC-EM), 10:110

 emergency, 10:109–110, 116–117
 management of patients in, 5:56–57
 Rapid Palliative Care Assessment,  

 10:112, 112t, 114, 116
Panax ginseng (Asian ginseng), 20:238
Panax quinquefolius (American  

 ginseng), 20:238
Pancreatitis, 6:61–71
 acute, 6:64t, 67t
 chronic, 6:68–69
 CT Severity Index (CTSI) for, 6:64
 Ranson’s criteria for, 6:63t, 64, 65
Pancreatography, 6:67
Pantothenic acid (vitamin B), 20:240
Papules, 4:38t
Paraphimosis, 9:104–105
Paraphimosis mimics, 9:105
Parapneumonic effusions (PPE),  

 17:204–205, 204f
Partial pressure of inspired oxygen  

 (PIO2), 13:145, 146t, 147
Partial pressure of oxygen (PO2),  

 13:147
Patches, 4:38t
PBA. See Pseudobulbar affect
PCC. See Prothrombin complex  

 concentrates
PCOS. See Polycystic ovarian syndrome
PE. See Pulmonary embolism
Peak expiratory flow rate (PEFR),  

 16:184
Pediatrics. See Children
PEFR. See Peak expiratory flow rate
Penetrating trauma
 criteria for ED thoracotomy, 19:221
 with recent loss of signs of life, 19:221
Penicillin, 15:175t
Penile anatomy, 9:97–98, 103f
Penile dorsal nerve block, 9:103
Penile fracture injury, 9:97–99, 98f
 activities associated with, 9:98, 99t
Penile zipper injuries, 9:104, 104f
Penny pincers, 1:8
Pennyroyal, 20:238
Percocet (acetaminophen/oxycodone)
 equianalgesic dosing, 5:53t
 for pediatric pain management, 7:77t
Perfusion imaging, myocardial, 3:25– 

 34, 26f, 27f, 28f
Pericardial tamponade, 19:221–222
Pericarditis, constrictive, 2:15–16, 20
Peripheral edema

 case examples, 2:13
 causes of, 2:15, 15t, 16f
 clinical presentation of, 2:15, 16f
 differential diagnoses, 2:15–19, 16f
 evaluation of, 2:13–23
 history taking in, 2:19–21, 19t
 idiopathic, 2:18–19, 21
 management of, 2:21–22
 pathophysiology of, 2:14–15
 patient disposition in, 2:21–22
 physical examination in, 2:19–21
 physical findings, 2:17t
Permethrin, 4:41
Petasites hybridus (butterbur), 20:237
Petechiae, 4:38t
Phalanx fractures
 management of, 21:252
 splints for, 21:252, 252t
Phalanx injuries, 21:250–251
Pharmacologic anxiolysis, 7:80–81
Phenylephrine, 9:103
Phimosis, 9:104–105
Phosphodiesterase (PDE) inhibitors
 drug interactions, 20:238
 for high altitude illness, 13:151–152
Physical abuse
 of children, 25:289–299
 definition of, 25:289
 sequelae of, 25:290
Physical examination
 adolescent gynecologic exam, 15:170
 in evaluation for child abuse,  

 25:294–295
 tests for skier’s thumb, 21:249
Physiology, 2:14
Pike’s Peak, 13:145
Pill Mill Crackdown Act of 2011  

 (H.R. 1065), 5:51
Pill Mill Crackdown Act of 2011 (S.  

 1760), 5:51
Pill mills, 5:51
Pincer grasp testing, 21:249
Pitting edema, 2:20
Pityriasis rosea (PR), 4:43
Pivot shift test, 23:270
Plain film radiography, 12:136–137,  

 137f, 138f
Plan B (levonorgestrel), 15:176, 177t
Plaques, 4:38t
Pneumatocele, 17:204f, 205
Pneumonia
 aspiration, 17:201
 bacterial, 17:198t, 199, 200–201, 201t
 in children, 17:197–206, 198t, 199t,  

 200t, 201, 201t
 community-acquired, 17:197–206,  

 198t, 199t, 200t

 epidemiology of, 17:197
 etiology of, 17:197
 necrotizing, 17:205, 205f
 in neonates, 17:197–199, 200
 viral, 17:199, 200, 201t, 203
Poison Control Centers (PCCs),  

 14:158
Polycystic ovarian syndrome  

 (PCOS), 15:171
Polymerase chain reaction, 17:202
Positive end-expiratory pressure  

 (PEEP)
 for acute severe asthma, 16:191
 auto-PEEP, 16:182–183, 190
 intrinsic (PEEPi), 16:182–183
Post-concussive syndrome, 11:126
Posterior rib fractures, 25:292, 292f
Posterior urethral injuries, 9:100–101
PPE. See Parapneumonic effusions
PR. See Pityriasis rosea
PRBC. See Packed red blood cells
Prednisone, 16:186
Pregnancy
 peripheral edema in, 2:18, 20–21
 physiologic changes with altitude,  

 13:146–147
 teen, 15:176
Premarin, 15:172t
Prescription drug abuse
 prevalence of, 5:49, 50–51, 50t
 screening tools for, 5:52t
Priapism, 9:102–104, 102t
Priapus, 9:102
Prilocaine
 EMLA (eutectic mixture of lidocaine  

 and prilocaine), 7:79t, 80
 for pain management in pediatric  

 patients, 7:79t
Primary Stroke Centers, 24:282
Primatene®, 20:238
Procaine, 7:79t
Prochlorperazine, 13:150t, 152
The Professional’s Handbook of  

 Complementary and Alternative  
 Medicines, 20:236

Progesterone, 15:176
Progestin, 15:177t
Promethazine, 13:152
Propranolol overdose, 14:161
Prothrombin complex concentrates  

 (PCC)
 for oral anticoagulant overdose, 14:165
 for rapid reversal of INR, 11:126
Proximal interphalangeal joint  

 (PIP) dislocation, 21:251–252, 251f
Proximal thumb metacarpal  

 fractures, 21:245
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Pseudoaddiction, 5:54t, 55
Pseudobulbar affect (PBA), 24:286
Psoriasis, 4:41
Psychological stroke recovery,  

 24:285–286
Psychosocial issues
 evaluation of suspected child abuse,  

 25:296
 after stroke, 24:286
Pulmonary edema
 high-altitude pulmonary edema  

 (HAPE), 13:145, 147–148, 148t,  
 150–151, 150t

 physical findings, 2:17t
Pulmonary embolism (PE)
 fibrinolytics for, 19:224–225
 massive, 19:224
Pulmonary hypertension
 and high altitude, 13:147, 147t
 peripheral edema with, 2:16–17
Purple coneflower (Echinacea  

 purpurea), 20:239
Purpura, 4:38t
Pustules, 4:38t
Pyridoxine (vitamin B6), 20:240

Q
Quality of life, 10:110

R
“Raccoon eyes,” 25:294
Race differences, 25:289–290
Radial gutter splints, 21:253f
Radiation exposure
 with CT scanners, 18:214
 with nuclear myocardial perfusion  

 imaging, 3:33
Radiography
 of cervical spine, 12:136–137, 137f,  

 138f
 indications for chest radiography,  

 12:139–140
 indications for chest radiography in  

 children, 17:201t, 202
 of minor neck trauma, 12:136
 of pediatric foreign body ingestions,  

 1:1, 2f
 plain film, 12:136–137, 137f, 138f
 of scaphoid fractures, 21:247, 247f
 “scaphoid” or “navicular” view,  

 21:248
 of shoulder dislocation, 22:262–263,  

 263f
 of skier’s thumb, 21:249–250, 249f
 of subungual hematomas, 21:250,  

 251f
 of Tuft fractures, 21:250, 250f

 of urethral injuries, 9:100f, 101
Radionuclide imaging, 3:32
Radiotracers, 3:25, 28
R-albuterol (levalbuterol or  

 Xopenex®), 16:187
Ranson’s criteria, 6:63t, 64, 65
Rapid Palliative Care Assessment,  

 10:112, 112t
 case example, 10:114, 116
Rashes
 outpatient pediatric skin rashes,  

 4:37–46
 scaly, 4:43–44
 vesicular, 4:44–45
Rauwolfia serpentina (Indian snake- 

 root), 20:239
RCA. See Right coronary artery
RDA. See Recommended daily  

 allowance
Reactive airway disease
 history of, 17:201
 RSV association with, 26:302
Recombinant factor VIIa (rFVIIa)
 for oral anticoagulant overdose,  

 14:164, 165
 for rapid reversal of INR, 11:126
Recommended daily allowance  

 (RDA), 20:240
Red yeast rice, 20:239
Regadenoson (Lexiscan®) stress  

 tests, 3:31
Regional rashes, 4:41
Regulation, 20:233–236
Rehabilitation
 cognitive rehabilitation, 24:285
 motor rehabilitation, 24:283–284,  

 283f
 speech and language, 24:284–285
 stroke rehabilitation, 24:282
Relenza (zanamivir), 17:203
Repetitive transcranial magnetic  

 stimulation (rTMS), 24:284
Resistant Neisseria gonorrhoeae,  

 15:176
Respiratory distress, pediatric,  

 17:200, 200t
Respiratory failure
 acute, 16:191
 secondary to status asthmaticus,  

 16:191
Respiratory syncytial virus (RSV),  

 26:301, 304f
Respiratory syncytial virus (RSV)  

 infection, 26:301–311
 in adults, 26:301–302, 303–304,  

 305, 306t, 308–309
 in elderly, 26:303–304

 evaluation of, 26:307f
 in infants and children, 26:301, 303,  

 304–305, 305–308, 306t, 307f
 management of, 26:305–308
 seasonal duration, 26:301, 303f
 seasonal variation, 26:301, 304f
 treatment options, 26:306t
 vaccination against, 26:307–308
Restrictive cardiomyopathy, 2:15– 

 16, 20
Resuscitation, acute, 10:112
Reteplase
 dosing, 19:226t
 for pulmonary embolism, 19:225
Retinal hemorrhage, 25:293, 296
Retinopathy, high-altitude, 13:153
Reverse Hill-Sachs lesion, 22:261,  

 262f
Rib fractures
 admission criteria, 12:140–141
 in children, 25:292, 292f
 history of, 12:139
 indications for chest radiograph,  

 12:139–140
 management of, 12:140
 posterior, 25:292, 292f
Ribavirin, 26:306–307, 306t, 309
Riboflavin (vitamin B2), 20:240
Right coronary artery (RCA), 3:26
Rigid chest syndrome, 7:78
Risk Evaluation and Mitigation  

 Strategies (REMS), 5:51–52
Rivaroxaban overdose, 14:163, 164,  

 165
Robot-assisted training, 24:284
Rolando fractures, 21:249, 249f
Roxicodone, 5:53t
RSV. See Respiratory syncytial virus
rTMS. See Repetitive transcranial  

 magnetic stimulation

S
S. 1760: Pill Mill Crackdown Act  

 of 2011, 5:51
S100B, 11:125
S-albuterol, 16:187
Saline, hypertonic, 26:306, 306t
Salmeterol
 for high-altitude illness, 13:150t, 152
 for high-altitude pulmonary edema,  

 13:151
Sanguinaria canadensis (blood 

 root), 20:239
Saxagliptin, 14:162
Scabies
 infantile, 4:40, 41f
 neonatal, 4:40–41
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Scale, 4:39t
Scaly rashes, 4:43–44
Scaphoid fractures, 21:245, 247–248
 mechanism of, 21:247, 247f
 radiography of, 21:247, 247f
 splint for, 21:252t
 treatment system for, 21:248
Scaphoid tubercle tenderness, 21:247
Scapular manipulation, 22:260, 260t
SCD. See Sickle cell disease
Scopolamine, 10:115–116
Scorpion bites, 6:62
Screener and Opioid Assessment  

 for Patients with Pain (SOAPP/ 
 SOAPP-R), 5:52, 52t

Screening tools
 for abuse potential, 5:52, 52t
 samples for clinical use, 5:52t
Screening toxicology, 5:52
Scrotal gangrene, Fournier’s, 8:85,  

 87f
Seasonale (progestin and estrogen),  

 15:177t
Seasonique (progestin and  

 estrogen), 15:177t
Seborrheic dermatitis, neonatal,  

 4:39–40, 40f
Secretions, terminal, 10:115–116
Sedation, deep, 7:81–82
Sedatives, 7:81t
Selenium, 20:240, 241
Selenium overdose, 20:241
Selenium sulfide lotion, 4:43
Serious bacterial infection (SBI),  

 26:305
Serotonin syndrome, 20:239
Sestamibi (Cardiolite®), 3:28, 30, 33
Sexual abuse, 25:296
Sexually transmitted infections  

 (STIs), 15:173–176
 management of, 15:173, 174t–175t
“Shaken-baby syndrome,” 25:293
Shock, hemorrhagic, 19:222
Shot blocker instruments, 7:76
Shoulder, 22:257
Shoulder dislocation, 22:257–266
 anterior, 22:258, 258f, 259f
 associated injuries, 22:261–262,  

 261t, 262
 follow-up care, 22:264
 imaging of, 22:262–264, 262f, 263f,  

 264f
 posterior, 22:258, 261f, 262f, 263f,  

 264f
 recommendations for, 22:264
 recurrence of, 22:258, 258t, 264
 types of, 22:258–259, 259t

Shoulder injuries
 dislocation, 22:257–266
 in downhill skiing, 23:270–271, 271t
 in snowboarding, 23:271t, 272
Shoulder relocation, 22:260–261
 Cunningham technique for, 22:260,  

 260t
 Eskimo technique, 22:260t, 261
 Hippocratic method, 22:260, 260t
 leverage methods, 22:259–260
 Milch technique, 22:259–260, 260t
 reduction techniques, 22:259
 Spaso technique, 22:260, 260t
 Stimson method, 22:260, 260t
 techniques for, 22:260t
Shoulder traction, 22:260–261
 Hippocratic method, 22:260
 techniques for, 22:261
Siberian ginseng (Eleutherococcus  

 senticosus), 20:238
Sickle cell disease
 community-acquired pneumonia in  

 children with, 17:199
 physiologic changes with altitude,  

 13:146–147, 147t
Signs of life, 19:221
Sildenafil, 13:150t, 151–152
Single-photon emission computed  

 tomography
 gated imaging, 3:30
 normal studies, 3:27–28, 27f
Singulair (montelukast), 16:188t
Sitagliptin (Januvia™)
 adverse effects of, 14:162
 overdose of, 14:162–163
Skeletal fractures, 25:295
Skeletal injuries, 25:292
Skeletal muscle, 18:209
Skier’s thumb, 21:245, 249–250,  

 249f, 23:270–271, 273
Skiing
 cross-country skiing injuries,  

 23:272t, 273–274
 downhill skiing injuries, 23:270–271
Skin rashes
 diagnosis of, 4:38
 distribution/configuration of, 4:38
 evaluation of, 4:37–38
 history taking in, 4:37
 neonatal, 4:38–41
 pediatric, 4:37–46
 primary lesions, 4:37–38, 38t
 regional, 4:41
 secondary lesions, 4:38, 39t
Skull fractures, 25:292
SLAP (Superior Labral tear,  

 Anterior to Posterior), 22:261

Slate-gray spots, 25:295
Sledding, 23:275
Sledding injuries, 23:275–276
“Snow blindness,” 13:153
Snowbird technique, 22:260–261
Snowboarding, 23:271
Snowboarding injuries, 23:271–273
 clavicle fractures, 23:272–273
 head injuries, 23:271–272, 271t
 shoulder injuries, 23:271t, 272
 wrist injuries, 23:272
Snowmobiling injuries, 23:275
Snuff box tenderness, 21:247
SOAPP/SOAPP-R. See Screener  

 and Opioid Assessment for Patients  
 with Pain

Sodium bicarbonate, 7:79–80
Soft-tissue injury
 non-specific, 12:138
 plain radiographic assessment of,  

 12:137
Speech and language rehabilitation,  

 24:284–285
Sphincter of Oddi dysfunction, 6:69
Spinal cord injury
 in downhill skiing, 23:271
 incidence of, 12:133
 level of injury, 12:133–134, 134f,  

 136–137, 137f
 radiographic indications, 12:134–135
 spinal cord level of injury, 12:133– 

 134, 134f, 136–137, 137f
Splinting
 aluminum foam finger splint, 21:252,  

 252f
 for hand and wrist injuries, 21:252t,  

 253
 radial gutter splints, 21:253f
 thumb spica splint, 21:248, 248f
 types of splints, 21:252, 252t
 ulnar gutter splints, 21:253f
Sports injuries
 resuming activities after, 11:127
 winter sports injuries, 23:269–278
SRS. See Summed Rest Score
SS. See Serotonin syndrome
SSS. See Summed Stress Score
St. John’s wort (Hypericum  

 perforatum), 20:237, 239
Starling forces, 2:14, 14f
Starvation, 25:294
Status asthmaticus
 definition of, 16:181
 refractory, 16:191
 respiratory failure secondary to,  

 16:191
 treatment of, 16:191



www.emreports.com  Emergency Medicine Reports / Volume 34, 2013 Subject Index 15

Stemmer sign, 2:21
Steroids. See Corticosteroids
Stimson method, 22:260, 260t
STIs. See Sexually transmitted  

 infections
Streptokinase
 dosing, 19:226t
 for pulmonary embolism, 19:225
Stress tests, 3:29–30, 18:209
 adenosine, 3:31
 dobutamine, 3:30–31
 false-negative, 3:29t, 30
 regadenoson (Lexiscan®), 3:31
 technetium-99m-sestamibi, 3:28f, 29
Stroke recovery, 24:281–287
 grading system for, 24:282, 283t
Stroke rehabilitation, 24:282
 cognitive rehabilitation, 24:285
 motor rehabilitation, 24:283–284
 speech and language rehabilitation,  

 24:284–285
Subdiaphragmatic hemorrhage,  

 19:222
Subdural hematoma, 23:272, 272f
Sublimaze (fentanyl), 5:53t
Suboxone® (naloxone with  

 buprenorphine), 14:159
Substance abuse, 5:55
Subungual hematomas, 21:250, 251f
Subutex® (sublingual buprenor- 

 phine), 14:159
Sucrose, 7:77, 77t
Sudden death, 10:111, 112
Summed Rest Score (SRS), 3:29
Summed Stress Score (SSS), 3:29,  

 29t
Supplement labels, 20:234
Supplements
 cardiovascular toxicity, 20:238–239
 complications of, 20:233–242
 Current Good Manufacturing  

 Practices for, 20:235
 gastrointestinal toxicity, 20:237–238
 hematologic toxicity, 20:238–239
 herbal, 20:236–237
 in medicine, 20:236
 regulation of, 20:233–236
 resources for, 20:236
Surgery
 for pancreatitis, 6:68
 for urethral injuries, 9:101
Swimmer’s lateral view, 12:137–138
Symphytum officinale, Symphytum  

 asperum, and Symphytum x  
 uplandicum (comfrey), 20:237

Synalar (fluocinolone acetonide),  
 4:40t

Syphilis, 15:175t

T
TAC (tetracaine, adrenaline, and  

 cocaine), 7:79t, 80
Tachypnea, 10:116
Tadalafil, 13:150t, 151–152
Tamiflu (oseltamivir), 17:203
Taping, finger buddy, 21:253f
Taqaandan (or taghaandan), 9:98
TBI. See Traumatic brain injury
tDCS. See Transcranial direct current 

  stimulation
Technetium-99m, 3:27–28
 typical doses, 3:33
Technetium-99m-sestamibi stress  

 tests, 3:28f, 29
Teen pregnancy, 15:176
Temazepam, 13:150t, 152
Temovate (clobetasol propionate),  

 4:40t
Tenderness
 scaphoid tubercle, 21:247
 snuff box, 21:247
Tenecteplase
 dosing, 19:226t
 for pulmonary embolism, 19:225
Terbinafine (Lamisil), 4:41t
Terbutaline, 16:188t
Terminal illness
 avoiding ED transfer in, 10:113–114
 common presentations, 10:112–113
 ED deaths of patients with, 10:113
 trajectory for ED patients, 10:111,  

 112
Terminology
 for primary lesions, 4:38t
 for secondary lesions, 4:39t
“Test boluses,” 18:214
Testicles, 8:91–92, 91f
Testicular appendage torsion,  

 8:89–90, 89f
Testicular torsion, 8:90–92, 91f
Tetracaine, 7:79t, 80
Tetrofosmin (Myoview®), 3:28, 33
Thallium scans, 3:28
Thallium-201, 3:27–28
 typical doses, 3:33
Theophylline
 for acute severe asthma, 16:189
 for high altitude illness, 13:152
Thiamin (vitamin B1), 20:240
Thoracotomy, emergency depart- 

 ment, 19:221–223
 indications for, 19:223t
 survivability, 19:223, 224t
 3-vessel disease, 3:30

Thumb, 21:247–248
Thumb axis injuries, 21:245–246
Thumb dislocation, 21:251–252,  

 251f
Thumb injuries
 proximal thumb metacarpal fractures,  

 21:245
 skier’s thumb injuries, 21:245, 249– 

 250, 249f, 23:270–271, 273
Thumb metacarpal fractures,  

 21:245, 248–249
 splint for, 21:252t
Thumb spica splint, 21:248, 248f
Thumb sprains, 23:273
Tinactin (tolnaftate), 4:41t
Tinea, 4:42–43
Tinea capitis, 4:42
Tinea corporis, 4:42, 43f
Tinea cruris, 4:42
Tinea pedis, 4:42
Tinea versicolor, 4:43, 43f
Tolnaftate (Tinactin), 4:41t
Topical anesthetics, 7:80
Topical antifungal drugs, 4:41t
Topical corticosteroids, 4:39–40, 40t
Toradol (ketorolac), 7:78t
Torsion
 testicular, 8:90–92, 91f
 testicular appendage, 8:89–90, 89f
Toxicology, 14:157–167
 screening, 5:52
Traction, 22:260–261
 Eskimo technique, 22:260t, 261
 shoulder, 22:260–261
 Spaso technique, 22:260, 260t
 Stimson method, 22:260, 260t
Traction/counter-traction, 22:260,  

 260t
Traditional Chinese medicine,  

 20:234–235
Tramadol (Ultram)
 equianalgesic dosing, 5:53t
 for pediatric pain management,  

 7:78–79, 78t
Transcranial direct current stimula- 

 tion (tDCS), 24:284
Transcranial magnetic stimulation,  

 24:283, 283f
 repetitive (rTMS), 24:284
Transdermal fentanyl (fentanyl  

 patch), 5:53t
Transfers, ED, 10:113–114
Transmucosal fentanyl (Actiq), 5:53t
Trauma
 abusive head trauma (AHT), 25:293
 acute, 23:273
 blunt, 19:221
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 chest trauma, 12:139–141
 CNS, 25:292–293, 296
 in cross-country skiing, 23:273
 inflicted traumatic brain injury,  

 25:293
 mild traumatic brain injury,  

 11:121–128
 minor, 11:121–130, 12:133–142
 multisystem, 23:271
 neck trauma, 12:133–139
 penetrating, 19:221
 red flags for abuse, 25:294–295, 295t
Traumatic brain injury
 definition of, 11:121
 inflicted, 25:293
 mild, 11:121–128
Treadmill training, 24:283
Trephination, 21:250–251
Triamcinolone, 4:44
Triamcinolone acetonide  

 (Aristocort HP, Elocon, Kenalog),  
 4:40t

Triazolam, 13:152
Trichomonas, 15:174t–175t
“Triple rule out” CT angiography  

 (TRO-CTA), 18:214–215
Troponins
 cardiac troponin assays, 18:209–210
 high-sensitivity cardiac troponin (hs- 

 cTn), 18:209–211
 non-ischemic of elevation of, 18:211,  

 211t
 in skeletal and cardiac muscle, 18:209
Trypsinogen activation peptide  

 (TAP), 6:64
Tuft fractures, 21:250, 250f
Tumors, 4:38t
Tylenol (acetaminophen), 7:77t, 78

U
UA. See Unstable angina
UCL. See Ulnar collateral ligament
Ulcers, 4:39t
Ulipristal acetate (UPA, Ella),  

 15:176, 177t, 178
Ulnar collateral ligament (UCL)  

 injury, 21:249
Ulnar deviation, 21:247
Ulnar gutter splints, 21:253f
Ultram (tramadol)
 equianalgesic dosing, 5:53t
 for pediatric pain management,  

 7:78–79, 78t
Ultrasound
 endoscopic, 6:67–68
 point-of-care, 22:263
 of shoulder dislocation, 22:263,  

 263f, 264f
Ultraviolet keratitis, 13:153
United States
 CAM use in, 20:233, 235f
 spending on herbal supplements,  

 20:233
 supplements used in, 20:236t
Unstable angina (UA), 18:209
UPA (ulipristal acetate), 15:176, 178
Upper extremity fractures, 21:245
UpToDate.com, 20:236
Urethra, adult male, 9:99–100
Urethral injuries, 9:99–102, 100f
 AAST organ injury scale, 9:101, 101t
 radiographic imaging of, 9:100f, 101
 red flags for, 9:100, 100t
 treatment of, 9:101–102
Urethroplasty, 9:101
Urokinase
 dosing, 19:226t
 for pulmonary embolism, 19:225
U.S. Preventive Services Task Force  

 (USPSTF), 24:282, 283t
Uterine bleeding, dysfunctional  

 (DUB), 15:171

V
Vaccination against RSV, 26:307–308
Vaginal bleeding, 15:170–173
Vaginosis, bacterial, 15:174t
Valacyclovir, 15:174t
Valisone (betamethasone valerate),  

 4:40t
Valium (diazepam), 7:80–81, 81t
Vapocoolant sprays (cold sprays),  

 7:76, 80
Varicella zoster virus (VZV), 4:44– 

 45, 44f
Venous insufficiency/venous  

 occlusion
 history and physical examination, 2:21
 peripheral edema with, 2:16
Ventilation
 high-frequency oscillatory, 16:191
 mechanical, 16:190–191
Versed (midazolam), 7:80–81, 81t
Vesicles, 4:38t
Vesicular rashes, 4:44–45
Vicodin (hydrocodone combina- 

 tion), 5:53t
Violence, 12:133
Viral pneumonia, 17:199, 200,  

 201t, 203
Vital signs, fifth, 7:73
Vitamin A, 20:240
Vitamin B (pantothenic acid), 20:240
Vitamin B1 (thiamin), 20:240

Vitamin B2 (riboflavin), 20:240
Vitamin B3 (niacin), 20:240
Vitamin B6 (pyridoxine), 20:240
Vitamin B12, 20:240
Vitamin C, 20:240
Vitamin D, 20:240, 241
Vitamin E, 20:240–241
Vitamin K
 for rapid reversal of INR, 11:126
 side effects of, 20:240
Vitamins, 20:240–241
Volatile anesthetics, 16:191
Voluntary distraction, 7:76

W
Warfarin, 11:125–126
Washington Emergency  

 Department Opioid Prescribing  
 Guidelines, 5:55t, 56

Weight gain, 2:18
Westcort (hydrocortisone valerate),  

 4:40t
Western Trauma Association,  

 19:221–222
Wheals, 4:38t
Whiplash injury, 12:133
Whitlow, herpetic, 4:45, 45f
Willow bark, 20:238–239
Winter sports injuries, 23:269–278
Wong Baker Face scale, 7:73
World Health Organization (WHO)
 analgesic ladder for cancer pain, 5:56
 definition of acute myocardial infarc- 

 tion, 18:209
Wrist injuries, 21:245–254
 in snowboarding, 23:272
Wuchereria bancrofti, 2:18

X
Xopenex® (R-albuterol), 16:187

Y
Yeast infection, 15:174t
Yuzpe regimen
 contraindications to, 15:178
 for emergency contraception, 15:176

Z
Zafirlukast, 16:190
Zanamivir (Relenza), 17:203
Zero position, 22:259
Zinc, 20:240, 241
Zipper injuries, penile, 9:104, 104f
Zolpidem, 13:150t, 152
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