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President’s Corner
Nathan MacDonald, MD, FACEP

The word network is both a noun and a verb. At it’s most literal a 
“network” is a system of wires, circuits, or devices interconnected to 
complete a task or relay information. In the more abstract a “network” 
can be any group of people or organizations working to share ideas or 
achieve a common goal. As a verb “to network” can mean to interact 
or engage in communication with others for mutual assistance or 

support. Lastly a “network” can broadcast a signal simultaneously to places and 
people both near and remote.

As an organization and as a network, MACEP strives to achieve all of the above. 
One of the cornerstones of our strategic plan is to improve communication both 
to and from our members in ways that will provide value to both the organization 
and our membership. To this end we will launch this year a literal “network” in the 
form of a new MACEP website with the capability to host multiple online forums 
for the cultivation and dissemination of ideas to and from emergency physicians 
from all across Massachusetts.  We will achieve this as the fulfillment of a grant 
that MACEP was awarded by national ACEP earlier in 2013. This new website 
will be able to serve as a “go to” source for information, not just about MACEP 
and MACEP events, but for questions and answers and opinions on all aspects 
of emergency medicine. The opportunity to engage in this kind of dialogue with 
other emergency physicians on the challenges that we all face in our daily practice 
should prove to be a valuable networking opportunity.

Across the state there are myriad specialty organizations, regulatory agencies, 
and advocacy groups that work on or for particular issues within healthcare. 
MACEP is part of that network and in the coming year we will continue to work 
closely with those organizations and agencies on matters that impact emergency 
care in Massachusetts. With continued participation in the Massachusetts Medical 
Society’s inter-specialty committee we can share ideas and join forces with other 
physicians during a time of unprecedented change in medicine. MACEP members 
will also continue to serve on numerous statewide committees addressing issues 
including behavioral health boarding, regulations associated with the state-wide 
prescription monitoring program, and other matters relevant to our daily practice 
of emergency medicine. It is certain that the coming year will once again provide 
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MACEP Legislative Update 
Ronna Wallace, Legislative Consultant

SUCCESS IN THE STATE BUDGET 
Thanks in large part to the advocacy of MACEP, an outside section of the final 
FY’2014 state budget will amend Chapter 244 of the Acts of 2012 to require 
physicians to check the Prescription Monitoring Program only when prescribing 
a schedule II or III narcotic to a patient for the first time.  Prior to the passage of 
this provision in the budget, the Department of Public Health (DPH) was working 
on regulations that would have required physicians to utilize the PMP for every 
new patient, regardless of age, diagnosis or intent to prescribe a scheduled 
medication.  MACEP appreciates the efforts of Senator John Keenan, Chair of 
the Public Health Committee and the chief architect of Chapter 244, with whom 
MACEP worked closely to get the compromise language adopted in the Senate 
and included in the final FY’14 state budget. 

Now that this provision has survived Governor Patrick’s veto pen and has been 
signed into law, the DPH is charged with promulgating regulations to implement 
Chapter 244, as revised.  Again, expect MACEP to be at the table every step of 
the way!

www.macep.org

SAVE THE DATE
MACEP Ultrasound Course 

November 9, 2013
7:30 AM - 7:00 PM

MMS Conference Center
Waltham, MA
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ample opportunity for MACEP members to make important 
contributions as the future of health care is shaped (and 
reshaped) in our state.

At both the state and national levels MACEP will also 
continue to be active in working with our legislators and 
elected officials. An example is the advocacy MACEP 
members are currently providing for the Massachusetts 
House and Senate bill that includes protections for 
healthcare professionals delivering EMTALA mandated care 
with particular protection for those rendering aid in declared 
disaster situations. Nationally, MACEP participates every 
year with other state chapters at ACEPs Leadership and 
Advocacy conference in Washington, D.C. In May of 2013, 
MACEP members made the trek to the Capitol where we met 
in the offices of Massachusetts’ United States Senators and 
Representatives to advocate and (yes) network on issues 
facing emergency medicine across the country. Problems 
including malpractice reform, the role of the Independent 
Payment Advisory Board within the Affordable Care Act, the 
Medicare 3-day hospitalization rule, and mental health parity 
were discussed with national legislators and staff. When 
topics arise that may impact our emergency departments 
in Massachusetts, MACEP depends on our network of 
emergency physicians to provide expertise, testimony, and 
support as we continue to engage our legislators on behalf 
of our specialty and our patients.

In the coming year, MACEP is committed to enhancing 
our network and networking capability. We will broadcast 
information on Facebook and Twitter and update you on 
important emergency medicine issues and on MACEP 
activities. We will bring you new CME opportunities on the 
topics you want and need and provide new ways for you to 
access educational materials via our website. We will call 
you to action when we need your voice and your expertise 
and we will hopefully engage those emergency physicians 
in Massachusetts who will become the next wave of leaders 
for our specialty. It is my hope that we will become a vehicle 
for emergency physicians to create their own networks with 
and through MACEP.

Implied in the concept of a network is the idea that a system 
can achieve greater results than any individual part. This 
is unequivocally true for an organization like MACEP. Our 
talents and strengths are multiplied when we work together 
to a common goal and our most powerful network is the 
membership that this organization serves and depends 
on. As the President of MACEP, I would like to invite all 
emergency physicians to engage with MACEP and with 
each other, to share your expertise, learn from colleagues, 
and get involved in the important work of protecting and 
improving emergency care for our patients. MACEP is your 
organization – join the network! 

  

The exact language of Section 87 is as follows:  

SECTION 87. Subsection (c) of section 24A of said chapter 
94C is hereby further amended by striking out the second 
paragraph, added by section 8 of chapter 244 of the 
acts of 2012, and inserting in place thereof the following 
paragraph:- 

The department shall promulgate rules and regulations 
relative to the use of the prescription monitoring program 
by registered participants, which shall include requiring 
participants to utilize the prescription monitoring program 
prior to the issuance, to a patient for the first time, of a 
prescription for a narcotic drug that is contained in schedule 
II or III. The department may require participants to utilize 
the prescription monitoring program prior to the issuance, to 
a patient for the first time, of benzodiazepines or any other 
schedule IV or V prescription drug, which is commonly 
abused and may lead to physical or psychological 
dependence or which causes patients with a history of 
substance dependence to experience significant addictive 
symptoms. The regulations shall specify the circumstances 
under which such narcotics may be prescribed without 
first utilizing the prescription monitoring program. The 
regulations may also specify the circumstances under which 
support staff may use the prescription monitoring program 
on behalf of a registered participant. When promulgating 
the rules and regulations, the department shall also require 
that pharmacists be trained in the use of the prescription 
monitoring program as part of the continuing education 
requirements mandated for licensure by the board of 
registration in pharmacy, under section 24A of chapter 112. 
The department shall also study the feasibility and value of 
expanding the prescription monitoring program to include 
schedule VI prescription drugs.

MORE GOOD NEWS IN THE BUDGET
Outside Section 91 of the FY’14 budget would ensure that 
payments made under the Disclosure, Apology and Offer 
program are exempt from inclusion in Medicine Board 
physician profiles.  

Exact language of Section 91 is as follows:  

SECTION 91. Clause (f) of the sixth paragraph of section 5 
of chapter 112 of the General Laws, as appearing in section 
115 of chapter 139 of the acts of 2012, is hereby amended 
by inserting after the words “that are pending” the following 
words:- ; provided, however, that payments made as part 
of a disclosure, apology and early offer program, shall not 
be construed to be reportable to or by the board against 
the physician, absent a determination of substandard care 
rendered on the part of said physician.  

Following the completion of the budget process, the state 
legislature will likely recess for the summer, meeting in 
informal sessions only.  Have a safe and happy summer! 
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NEW JERSEY
Capital Health System, Mercer County
Three Facility Campus: Two, full-service hospitals plus 
a stand-alone ED. 100,000+ combined annual ED visits.

Community Medical Center, Toms River
A 592-bed acute care hospital with 
100,000+ annual ED visits.

Kimball Medical Center, Lakewood
A 350-bed community hospital with 
52,000 annual ED visits.

NEW YORK
Columbia Memorial Hospital, Hudson
A 192-bed acute care hospital with 
34,000 annual ED visits.

HealthAlliance Hospital, Kingston
A 145-bed community hospital with 
47,000 annual ED visits.

Richmond University Medical Center, Staten Island
A 450-bed teaching hospital with 63,000 annual ED visits.

St. Peter’s Hospital, Albany
A 440-bed community teaching hospital with 52,000 
annual ED visits.

NORTH CAROLINA
Southeastern Regional Medical Center, Lumberton
A 443-bed community hospital with 80,000 annual 
ED visits.

RHODE ISLAND
Our Lady of Fatima Hospital, North Providence
A 269-bed hospital with 29,000 annual ED visits.

Roger Williams Medical Center, Providence
A 220-bed general medical and surgical hospital 
with 25,000 annual ED visits.

An Equal Voice in Everything We Do

An Equal Share in Everything We Own

Unparalleled Support (i.e. Scribes and 
Associate Practitioners) to Live the Life 
You Deserve

Equity Partnership

NEW
SITE

NEW
SITE

Positions Available for BC/BE EM Physicians 
in NJ, NY, NC and RI

Learn why most physicians stay with us for their entire career.
Contact EMA — Recruiting | (973) 251-1162 |  Careers@EMA.net  |  www.EMA.net/careers

EMA PHYSICIANS ENJOY:

NEW
SITE

Please

Stop By

Booth #1333

at ACEP 2013

and

Booth #7 at

ACOEP 2013



4Advancing Emergency Care

EMS Committee Update
Joseph Tennyson, MD, FACEP, Chair, EMS Committee

There have been a number of significant changes in the 
world of EMS in Massachusetts this past year.  Last June, 
MACEP cooperated with the Department of Public Health 
(DPH) to host a one-day course for EMS Medical Directors 
provided by the National Association of EMS Physicians.  
Participation was free thanks to a grant from DPH.  The 
course was well-received and provided an idea of what 
training for EMS Medical Directors could look like in the 
future in Massachusetts.

Dr. Restuccia and Dr. Gautreau from the EMS committee 
are participating in a working group with the Office of 
Emergency Medical Services on medical direction.  This 
group is working to define the role of the Affiliate Hospital 
Medical Director in Massachusetts.  They will also be 
working to determine what the minimal level of education 
or training should be for a physician to qualify for the role of 
Affiliate Hospital Medical Director.

After a search and interview process of several months, 
Jamie Pianka was named the new Director of the Office 
of Emergency Medical Services.  Jamie comes from a 
background of both private and fire-based EMS as well as 
experience in public entity management.   He has made it 
clear in multiple EMS stakeholder meetings that it is the goal 
of OEMS to increase the degree of physician involvement 
and participation in EMS in the Commonwealth.

Among the projects undertaken by OEMS this year is 
the conversion of the Massachusetts EMT certification 
standards to one that parallels the National EMS Scope 
of Practice.  This involves moving to a certification and 
recertification process utilizing the National Association 
of EMTs.  This will require some additional training and a 
new process for tracking continuing education for both 
providers and services.  Included below are links to the 
OEMS website and to the stakeholder’s announcement.  
There are several other documents available on the 
website which will help to answer questions about this 
change for EMTs, EMS services, and training institutions. 

http: / /www.mass.gov/eohhs/gov/departments/
dph/programs/hcq/oems/national-registry-for-
massachusetts-emts.html

http://www.mass.gov/eohhs/docs/dph/emergency-
services/nremt/nremt-announcement-stakeholders.pdf

Finally, a long awaited change in EMS practice is now 
available.  OEMS has approved the proposed Selective 
Spinal Immobilization Protocol as recommended by Region 
IV and the Emergency Medical Care Advisory Board 
(EMCAB) Medical Services Committee.  This protocol is 
currently a service option, requiring detailed tracking of use 
and provision of the quality assurance data to the appropriate 
regional office.  The protocol mirrors that which has been in 
place in Maine for 10 years and utilizes an algorithm based 
on the decision tool published by the NEXUS researchers.
The EMS committee has not met for some time as a group.  
We plan to have our next meeting in September of 2013 
and encourage all who are interested to participate.  If you 
are so interested, please email me at joseph.tennyson@
umassmemorial.org or Tanya Pearson at  tpearson@macep.
org.  We will be sending out a scheduling planner so we can 
best meet the needs of the group.

  

ACEP Leadership and Advocacy 
Conference 2013

Massachusetts was represented by Leon Adelman MD; 
Stephen Epstein MD, FACEP; Brad Judson MD, FACEP; 
Kathleen Kerrigan MD; Sam Licciardo MD; Nathan 
MacDonald, MD, FACEP; Sharif Nankoe, MD; Sushama 
Saijwani, MD; Michele Schroeder, MD; Jeremiah Schuur 
MD, FACEP; Niels Rathlev MD, FACEP; Scott Weiner MD, 
FACEP.  Our members met with top legislative aides for 
Sen. Mo Cowan, Rep. Niki Tsongsas, Rep. Stephen Lynch, 
Rep. Michael Capuano, Rep Edward Markey and Rep. 
Joseph Kennedy and were able to speak directly with Rep. 
James McGovern, Rep. Richard Neal and newly elected 
Sen. Elizabeth Warren.

  

Sharif Nankoe MD, Kathleen 
Kerrigan MD, Niels Rathlev 
MD, Rep. James McGovern, 
Sam Licciardo MD and Brad 
Judson MD

Brad Judson MD, Rep. Raul Ruiz (EM 
Physician from CA), Leon Adelman MD, and 

MACEP President Nathan MacDonald MD

Stephen Epstein, MD 
receives ACEP’s Excellence 
in Communication award 
during the conference

MACEP members with Senator Warren

http://www.mass.gov/eohhs/gov/departments/dph/programs/hcq/oems/national-registry-for-massachusetts-emts.html
http://www.mass.gov/eohhs/gov/departments/dph/programs/hcq/oems/national-registry-for-massachusetts-emts.html
http://www.mass.gov/eohhs/gov/departments/dph/programs/hcq/oems/national-registry-for-massachusetts-emts.html
http://www.mass.gov/eohhs/docs/dph/emergency-services/nremt/nremt-announcement-stakeholders.pdf
http://www.mass.gov/eohhs/docs/dph/emergency-services/nremt/nremt-announcement-stakeholders.pdf
maito:joseph.tennyson@umassmemorial.org
maito:joseph.tennyson@umassmemorial.org
mailto:tpearson@macep.org
mailto:tpearson@macep.org
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MACEP Emergency Medicine  
Ultrasound Course

Saturday, November 9, 2013
7:30 am – 7:00 pm

Massachusetts Medical Society, Waltham, MA

Limited Space… Register Today

This one-day course, tailored for Emergency Medicine 
physicians is based on a synthesis of the SAEM 
Ultrasound Core Curriculum, the ACEP Emergency 
Ultrasound Guidelines, and discussions from multiple 
EM Ultrasound Fellowship Directors. The course will 
provide didactics and hands-on training for the novice 
sonographer as well as enhancing and reinforcing 
techniques for more experienced participants.

This course will cover all the core applications of 
emergency ultrasounds, including discussion of new 
and exciting advanced applications and will meet 
ACEP Level 1 provider requirements. This course 
will include: Knoboloby & Instrumentation; Biliary and 
Renal Sonography; DVT; Pelvic Ultrasound; Trauma 
Sonography (E-FAST); Echocardiography; Vascular 
Ultrasound; Abdominal Ultrasound; Procedural and Soft 
Tissue Ultrasound; Hands-on Workshop and Pictorial 
Review. Upon completion of this course, participants will 
be able to describe the indications for and limitations of 
using emergency ultrasound; demonstrate knowledge 
and ability to perform emergency ultrasound and 
improve their technical ultrasound skills.

EARLY REGISTRATION DEADLINE
Register by October 9, 2013 and save $75 off the 
registration fee!  Registration fee includes continental 
breakfast, lunch and refreshments.

   Before 10/9:    After 10/9:
MACEP Members $375     $450      
Non Members  $420  $495 

To register contact the MACEP office by email 
tpearson@macep.org or call 781-890-4407.

Case Management: Tuberculous 
Meningitis
Boston Medical Center, Department of Emergency Medicine 
Brandon Libby, MD, Resident Author 
Sushama Scalera, MD, Resident Editor 
Kristin Carmody, MD, Faculty Reviewer

CC:  Headache and confusion.

HPI:  A 39-year-old male with h/o GERD was brought into 
the Emergency Department (ED) by his family because of 
headache and worsening confusion. The patient arrived in 
the United States from Haiti two weeks ago. According to his 
family, he had been in his usual state of health until 3 weeks 
ago when he developed low-grade fevers. The patient had 
gone to his physician in Haiti when the symptoms started. 
He was given albendazole and prednisone for a presumed 
parasitic infection. Shortly thereafter, he started to complain 
of a severe headache and subsequently developed left leg 
numbness and weakness, which prompted the family to 
bring him to the United States for further medical care. Since 
arriving, the patient has had a progressive neurological 
decline, including an inability to ambulate, intermittent 
incontinence, dysphagia and episodes of delirium. Shortly 
prior to presenting in the ED, the family reports that the 
patient stopped talking and following commands.

PMHx:  GERD.   

SOCHx:  Non-smoker. Occasional alcohol use. No illicit 
drug use. Lives in Haiti with his wife and two children. Works 
as a manager at a customs office. 

Medications:  A proton pump inhibitor for GERD.  

Allergies:  NKDA.

PHYSICAL EXAM
Vitals: T: 98.2F BP: 190/147 P: 126 RR: 18 SpO2: 98% on 
RA 
Gen:  Uncomfortable appearing, according to the interpreter 
he was confused, disoriented and incoherent.
HEENT: PERRLA (3mm->2mm), +corneal reflexes b/l, 
+blink to threat b/l, left medial rectus palsy, left sided ptosis, 
fundoscopic exam revealed blurring of optic disc margins 
b/l. Neck with limited ROM. Meningismus present. 
Respiratory: Clear to auscultation b/l. No respiratory 
distress.
Cardiac:  Tachycardic. No murmurs. 
Abdomen: Soft, non-tender, non-distended, normal bowel 
sounds.
Skin: Warm, dry, no rashes.
Neuro:  Not following commands. Garbled speech. Left CN 
III palsy. Spontaneous movement in all extremities against 
gravity. Withdrawal to pain. DTRs 2+ in all extremities w/o 
clonus. Negative Babinski b/l.
CASE continued on page six

mailto:tpearson@macep.org
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    CASE continued from page five

CASE continued from page five

MACEP ASKS ALL RESIDENTS, 
ARE YOU…

CURIOUS about what life after residency will be 
like?
CONCERNED about how to make a good 
impression when interviewing?
INTERESTED in learning more about signing a 
contract?
WONDERING about how to negotiate?
THINKING about where to practice after you 
complete your residency?
LOOKING to meet personally with ED directors 
from across the state?

Join your fellow residents for a FREE DINNER 
and a chance to network with New England ED 
Directors on THURSDAY, OCTOBER 24, 
2013 from 6-8 pm at The Millennium Hotel, 
Boston, MA.  To register contact the MACEP 
office at 781.890.4407 or tpearson@
macep.org.

ED COURSE
In the ED, the patient was placed on a monitor and a #20 
gauge IV was established in the right hand. Blood was drawn 
for testing and culture. A chest x-ray and electrocardiogram 
were obtained. The patient was taken expeditiously for a 
CT Brain, which showed acute hydrocephalus with diffuse 
edema. An LP was not performed in the emergency 
department because of concern for increased intracranial 
pressure. Infectious disease was consulted due to the 
concern for infectious etiology and the patient was started 
on broad spectrum antimicrobials including Vancomycin, 
Ceftriaxone, Clindamycin, Acyclovir and Quinidine. 
Thereafter, the patient became combative. After being pre-
medicated with Lidocaine and Fentanyl, he was intubated 
for airway protection and to facilitate further care. He 
was also given dexamethasone and mannitol for concern 
of increasing intracranial pressure. After intubation, the 
patient was taken to MRI. Neurosurgery and neurology 
were consulted and he was admitted to the surgical ICU.

STUDIES
Laboratory studies were significant for a leukocytosis of 
12.6, Na 125, ALT 122, AST 73. Serum and urine toxicology 
screens and blood smear for malaria were normal. An EKG 
showed sinus tachycardia without ischemic changes. A 
CT Brain showed acute hydrocephalus with diffuse sulcal 
and basal cistern effacement. Subsequent MRI showed 
diffuse cerebral edema and effacement of the suprasellar, 
intraventricular and perimesencephalic cisterns, with 
resultant hydrocephalus and transependymal flow of CSF 
in the lateral ventricles. Multiple scattered foci of increased 
FLAIR signal were seen as well as diffuse leptomeningeal 
enhancement. 

HOSPITAL COURSE
When the patient arrived to the ICU, neurosurgery placed 
an external ventricular drain to accurately monitor his 
intracranial pressure and cerebrospinal fluid (CSF) was 
obtained. He had a CT of his chest, abdomen, and pelvis 
to look for additional foci of infection, which revealed 
apical lung infiltrates bilaterally in addition to extensive 
retroperitoneal and mesenteric lymphadenopathy. The 
patient also had enhancing lesions on his spinal MRI and 
a positive PPD. Cerebrospinal fluid analysis revealed a 
lymphocytosis. The constellation of signs and symptoms 
were concerning for tuberculous meningitis, and he was 
started on a 4 drug regimen that consisted of isoniazid, 
rifampicin, pyrazinamide and levofloxacin. 

In addition, the patient had studies for acid-fast bacilli, 
Human immunodeficiency virus, Herpes simplex virus, 
Varicella Zoster virus, Syphilis, Cryptococcal antigen and 
Cysticercosis antibody performed, all of which were normal. 
Mycobacterium cultures and a lymphoma panel were also 
normal. He did, however, have a positive hepatitis B core 
antibody.

The patient remained in the hospital for 4 months. During 
his hospital course, he developed an enterococcus/
acinetobacter ventriculitis, which was treated with 
vancomycin and meropenem. Following treatment, he had 
a ventriculoperitoneal shunt placed. At the time of discharge 
to a rehabilitation facility, the patient was able to follow some 
commands and move all extremities, but had not made a 
full neurologic recovery.
 

INTRODUCTION
It is estimated that over one-third of the world’s population 
is currently infected with latent tuberculosis. In 2011, the 
WHO reported a global prevalence of 12 million active 
tuberculosis cases, an incidence of 8.7 million new cases 
of active tuberculosis and a mortality of 1.4 million per 
year.1 Of the 12 million active cases, it is estimated that 
1.2 million have tuberculosis affecting the central nervous 
system. Tuberculous meningitis is the most severe form of 
extrapulmonary tuberculosis.2 It is therefore important for 
emergency physicians to recognize the signs and symptoms 
of this disease and promptly initiate proper management  

What are the symptoms of tuberculous meningitis?
Tuberculosis meningitis can vary widely in its presenting 
symptoms, which makes diagnosis difficult. Initial symptoms 
may include headache, fatigue, low-grade fevers, nausea 
and vomiting and progress to confusion, lethargy, cranial 
nerve palsies, paralysis, seizures, stupor and coma.3  In a 
case series of 101 patients, the most common presenting 
symptoms were headache (96%), fever (91.1%), nuchal 

CASE continued on page seven

mailto:tpearson@macep.org
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rigidity (91.1%), vomiting 
(81.2%), meningismus 
(79.2%) and altered mental 
status (72.3%).4 In another 
case series of 50 patients, 
headache only occurred 
in 72% of patients, fever in 
84% of patients, and nuchal 
rigidity in 42% of patients, 
thus depicting the variable 
presentation of this disease.5 
Cranial nerve palsies may 
be present in up to 25% 
of cases of tuberculous 
meningitis.3 In contrast to 
acute bacterial meningitis, 
patients with tuberculous 
meningitis tend to have a 
more indolent course and a 
longer time to presentation. 
The median time to 
presentation for tuberculous 
meningitis ranges from 12 to 
30 days versus 2 days for 
acute bacterial meningitis.6

The British Medical Research 
Council developed clinical 
stages, which categorizes 
patients based on presenting 
symptoms and correlates to 
the severity of illness:

Stage I: Normal level of consciousness, non-specific 
symptoms, no focal neurological deficits
Stage II: Confused, lethargic, cranial nerve palsies
Stage III: Stupor, coma, seizures, paralysis 

In patients who present with stage I disease, mortality 
approaches 20%, with stage II, mortality approaches 30%, 
and with stage III, mortality approaches 55%. In patients 
who also have HIV, mortality approaches 40%, 52%, and 
75% respectively.7, 2

How is tuberculous meningitis diagnosed?
Currently, there is no rapid, sensitive, and cost-effective 
diagnostic test for tuberculous meningitis.2 Therefore, its 
diagnosis relies on a combination of clinical, laboratory, 
and radiographic findings. In 2009, an international group 
of leading tuberculous meningitis researchers established 
a consensus case definition.  They divided the diagnosis of 
tuberculous meningitis into definite, probable, possible, and 
not tuberculous meningitis based on the following criteria 
(Table 1)8: 

All patients must exhibit symptoms of meningitis including 
one or more of the following:

•

•
•

CASE continued from page six

Headache, meningismus, fever, seizures, vomiting, 
focal neurological deficits, lethargy, altered mental 
status

Definite tuberculous meningitis
Either of the following:

Acid-fast bacilli seen in the CSF; Mycobacterium 
tuberculosis cultured from the CSF; or a CSF positive 
commercial nucleic acid amplification test
Acid-fast bacilli seen in the context of histological 
changes consistent with tuberculosis in the brain or 
spinal cord with suggestive symptoms or signs and 
CSF changes, or visible meningitis (on autopsy)

Probable tuberculous meningitis
Diagnostic score of 10 (when imaging is not available) 
or 12 (when imaging is available), plus exclusion of 
alternative diagnoses. *At least 2 points should come 
from either CSF or radiographic imaging. 

Possible tuberculous meningitis
Diagnostic score of 6-9 (when imaging is not available) 
or 6-11 (when imaging is available), plus exclusion of 
alternative diagnoses. *A lumbar puncture or cerebral 
imaging must be performed.

•

1.

2.

•

•

Table 1: Diagnostic criteria for classification of definite, probable, possible, and not tuberculous meningitis.8

CASE continued on page eight



8Advancing Emergency Care

Not tuberculous meningitis
An alternative diagnosis is established without evidence 
of tuberculous meningitis

What are the common laboratory and radiographic 
findings of tuberculous meningitis?
Patients who present with tuberculous meningitis typically 
have laboratory and radiographic findings that differ greatly 
from patients who present with acute bacterial meningitis. 
In tuberculous meningitis, the white blood cell count may be 
normal. CSF analysis typically reveals low white cell count 
with a lymphocytic predominance, low glucose level, and 
a high protein concentration.6 Despite these differences, 
isolating Mycobacterium tuberculosis in the CSF is still the 
‘gold standard’.2  As in other neurological disorders, patients 
may become hyponatremic from inappropriate antidiuretic 
hormone secretion or from cerebral salt wasting. Protracted 
vomiting in the case of increased intracranial pressure may 
also result in hyponatremia.2, 3

The most common radiographic findings consistent with 
tuberculous meningitis on CT are hydrocephalus and basal 
meningeal enhancement. Infarcts and tuberculomas may 
also be present.8 One study found the combination of basal 
meningeal enhancement, infarcts, and hydrocephalus 
to be 100% specific for tuberculous meningitis.9 MRI has 
higher sensitivity than CT for detecting abnormalities of the 
brainstem and meninges, as well as, detecting infarcts and 
tuberculomas.10

What is the treatment for tuberculous meningitis?
Treatment guidelines for tuberculous meningitis are still 
based on the regimen for pulmonary tuberculosis and 
have not been evaluated with randomized controlled 
trials. The WHO currently recommends an initial intensive 
phase treatment with isoniazid, rifampicin, pyrazinamide 
and ethambutol for 2 months, followed by, isoniazid and 
rifampicin for an additional 7 to 10 months.11, 12

It is known that anti-tuberculous medications have variable 
CSF penetration. Isoniazid and pyrazinamide readily cross 
the blood brain barrier. However, only 10% to 20% of the 
plasma concentration of rifampicin enters the CSF.2 Studies 
are currently being conducted to see if higher doses of 
rifampicin could be beneficial in the treatment of tuberculous 
meningitis. Another possible avenue for treatment is 
the use of fluoroquinolones, which have excellent CSF 
penetration.14 

What is the role of corticosteroids in the treatment for 
tuberculous meningitis?
The WHO currently recommends adjuvant treatment of 
tuberculous meningitis with corticosteroids. A Cochrane 
Review showed that corticosteroids reduced the risk of 
death (RR 0.78, 95% CI 0.67 to 0.91; 1140 participants, 7 

•

CASE continued from page seven trials) and death or residual neurological deficit (RR 0.82, 
95% CI 0.70 to 0.97; 720 participants, 3 trials). There was 
insufficient evidence to establish recommendations on the 
type of corticosteroid; however, most studies used either 
dexamethasone or prednisolone.15, 16

SUMMARY
The diagnosis of tuberculous meningitis remains elusive 
to clinicians due to its initial indolent course, spectrum of 
presenting symptoms and lack of a rapid, sensitive, and 
affordable diagnostic test. Early diagnosis, according 
to established criteria, and treatment is instrumental in 
preventing mortality. Basal meningeal enhancement, 
infarcts, and hydrocephalus on imaging are very specific 
for tuberculous meningitis, and can guide therapy in case 
a lumbar puncture cannot be performed due to concern 
for increased intracranial pressure. Initial therapy should 
include isoniazid, rifampicin, pyrazinamide and ethambutol. 
The addition of corticosteroids has been shown to reduce 
mortality.
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MACEP Announces Resident Grant 
Opportunity

MACEP will once again provide all Emergency Medicine 
Massachusetts residents with the opportunity to apply for 
a grant to help fund their research project in 2013-14. After 
a careful review of all applications, a total of up to three 
grants will be awarded for $2,000 each. 

Resident Grant Application deadline is October 15, 
2013.

APPLICATION PROCESS
MACEP will provide 3 grant awards for up to $2,000 each 
to those recipients chosen after a review of all submitted 
applications by a panel of MACEP members.  The purpose 
of these grant awards is to encourage emergency medicine 
residents to use their energy and creativity to advance 
the field of emergency medicine in our state and beyond.  
Residents can apply in areas that are not routinely funded 
to pursue projects in public policy, international emergency 
care or to initiate a research study.  Specific requirements 
include:

1. Public Policy and Emergency Medicine:  An 
application should address a current topic of importance 
to emergency medicine in Massachusetts. The award 
recipient will identify a topic that could include such areas 
as emergency department crowding, care of those with 
behavioral health issues, disaster preparedness, access 
to care and “liability.” A grant could provide support in 
order to work with an appropriate state government 
official appropriate for the selected topic. Appropriate 
mentorship from the MACEP Chair of the Legislative 
Committee and the MACEP Lobbyist is encouraged. 
The proposal will define a topic, planned work product 
(legislation, policy report appropriate for distribution to 
key policy makers, etc).

2. International Emergency Medicine:  Applicants 
should define a project that will advance the field of 
emergency medicine in a developing country or similar 
setting. The proposal should include explicit goals and 
objectives (example: educational program on pre-
hospital care evaluation and treatment, resuscitation, 
injury prevention etc) as well as a letter of support 
from the proposed site of the project. If formal data are 
gathered, the grant will require approval from the host 
IRB and institutional IRB. The proposal must define a 
specific objective. Support for clinical rotations will not 
be considered. 

3. Emergency Medicine Research:  A resident can submit 
an application for an original research project. Such an 
application should follow standard grant applications 
(EMF, NIH) and include a detailed budget for the use 

of the award. Analyses of existing data as well as pilot 
studies to explore novel research hypotheses will be 
considered. Award is contingent on IRB approval from 
the institution. The proposal (2 pages max) should 
indicate the hypothesis, methods, planned analysis and 
required resources. 

Project descriptions should be concise on what is planned 
and why this research project would be important. All 
completed applications should be submitted by October 
15, 2013.  Applications will be blinded for the review with 
final decisions to be made by November 15, 2013.  In 
addition, grant recipients should seek IRB approval and 
inform MACEP when that process has been completed. 
MACEP is committed to advancing emergency medicine 
and supporting the future leaders of our specialty. 

If you have any questions in regards to the application 
process please contact Tanya Pearson, MACEP Executive 
Director at tpearson@macep.org or 781-890-4407. More 
information can be found on MACEP’s website www.
macep.org.

  

MACEP Welcomes New Members
 
Nissa Ali, MD
Hisham Alomar, MD
Alexandra Alvarez Calderon, MD
Nicholas G Ashenburg
Arseny Bezprozvanny, MD
Leslie A Bilello, MD
William C Brown, III, MD
Thomas E Czajkowski, MD
Alon Dagan, MD
Emily Grover, MD
Christopher Gruenberg, MD
Joseph Grueter, MD
Camilo E Gutierrez, MD
Kristen M Hertzler, MD
Wilbur Hu, MD
Lee Jacobson, MD
Christine Jung, MD
Anatoly Kazakin
John A Kealy, MD, FACEP
Heidi Harbison Kimberly, MD
Mark King, MD, FACEP
Michelle Kuo, MD
Anton T Manasco, MD
Andrew Moczula, MD
Aneesh T Narang, MD
Kathleen M O’Brien, MD
Michael James O’Connell, DO
Andrew Perechocky, MD
Aaron R Quarles
Douglas Rappaport, DO
Lauren Rice, MD

Ismael F Rivera
Ronald P Ruffing, MD
Megan Rybarczyk, MD
Ritu Sarin, MD
Kalpana N Shankar
Anil Shukla, MD
Jennifer Singleton, MD
Stephen Skinner, MD
Eric Stashko, MD
Ellana N Stinson, MD
Michael Stoker, MD
Tamara L Thome, MD
Audrey Tse, MD
David Tseng, MD
Daniel Willner, MD

mailto:tperarson@macep.org
http://www.macep.org
http://www.macep.org
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MACEP’s 2013 Annual Meeting May 8, 2013

140 MACEP members attended the Annual Educational and Business Meeting held at 
the MMS Conference Center in Waltham on May 8th. The Educational part of the meeting 
featured Dr. Richard Cantor on Mistakes you don’t want to make in Pediatric Patients; 
Disaster Response Panel with a distinguished list of panelists speaking to The Station Club 
RI Fire, Haiti Earthquake, Super Store Sandy and the Boston Marathon Bombings.

Once again, the Resident EM Jeopardy portion of the meeting 
proved both educational and entertaining with HAEMR besting 
the other residency teams to win this years’ trophy. During the 
luncheon presentation, members remained engaged as Dr. 
William Mallon gave his presentation on “Debunking Trauma 
Myths”.

During the close of the business part of the meeting and the 
elections, incoming MACEP President Dr. Nathan MacDonald 
presented Dr. Gregory Volturo with the MACEP President Award 

and thanked him for his hard work and dedicated service in guiding MACEP through 
another active and productive year.

2013 brought the introduction of three new annual awards:

Emergency Medicine Physician of the Year
Kristin Carmody, MD, FACEP, Boston Medical Center, Assistant Professor Dept. of Emergency Medicine 
Dr. Carmody has demonstrated an unrelenting commitment and dedication to the education of residents and faculty. 
She has contributed significantly to the care of ED patients at BMC and across the country. Within the 5 years she has 

been at BMC, she was the driving force behind the creation and implementation of their Ultrasound 
Fellowship program. As BMC’s Ultrasound Division Director and Ultrasound Fellowship Director, 
Dr. Carmody has enabled the ultrasound training program to be recognized as a national standard 
by which many other programs are measured. Dr. Carmody’s nomination was submitted by BMC 
EM Residents. I would like to read an excerpt from their nomination “While there are undoubtedly 
physicians at many institutions that have a passion for teaching, are recognized as outstanding 
clinicians, or have become nationally recognized leaders in emergency medicine, there are few 
individuals who are identified as the ‘gold standard’ in all of the above categories, and are a role 
model for trainees who seek to emulate her kind, caring clinical style.”

Emergency Medicine Resident of the Year
Sam Licciardo, MD, University of Massachusetts Business School
Dr. Licciardo embodies the spirit of this award through his unwavering commitment to emergency 
medicine as a specialty, and to the patient’s that he serves. Sam obtained his undergraduate 
degree in 2005 and a master’s degree in2006 from Clark University in Worcester. He then 
matriculated at New York Medical College and graduated in 2010. Sam then elected to pursue 
training in emergency medicine here at the University of Massachusetts Medical School, which he 

will complete this July. Sam is among the first of residents to volunteer 
for a community service project or to lend a hand. He frequently 
volunteers to work with rotating and visiting medical students in the emergency department; 
assists with simulation or suturing skills workshops; gives tours of the emergency department 
to interviewing medical students; and visits local high schools discussing careers in medicine 
and healthy lifestyles. Upon graduation, Sam will be staying at UMass as a fellow in emergency 
ultrasound nest year.  There is no doubt that he has a long and fruitful career ahead of him.

Speaker Richard Cantor, MD

Speaker William Mallon, MD

Jeopardy Moderator Jeff Hopkins, 
MD presents the MACEP Jeopardy 

Trophy to HAEMR Team Andrew 
Eyre, MD & Michael Billington, MD

President Greg Volturo, 
MD presents Kristin 
Carmody, MD with EM 
Physician of the Year 
award

President Greg Volturo, MD 
presents Sam Licciardo, 

MD with EM Resident of the 
Year award

ANNUAL MEETING continued on page eleven

Resident Grant Recipients:  
(l to r) Emily Aaronson MD,  
Brian Yun MD, Brian Geyer MD
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Medical Student of the Year
Joshua Feblowitz, Harvard Medical School
Preceding medical school, Joshua volunteered extensively on the patient wards at Children’s Hospital Boston. He has 
excelled in his Patient-Doctor courses at HMS, and these weekly sessions spent interviewing hospitalized patients are the 
highlight of his week. Throughout his first two years of medical school he has logged innumerable hours in the EDs at Beth 
Israel Deaconess Medical Center (BIDMC), Brigham and Women’s Hospital, and Children’s Hospital Boston. He has an 
exemplary bedside manner, communicating with patients in a professional, compassionate, and comprehensible manner. 
Within minutes, Joshua is able to put patients at ease and gain their trust; a critical skill for a budding emergency physician. 
Joshua is being recognized today as he is in the early stages of what is certain to be an impressive career in Emergency 
Medicine. He has accomplished more in the past two years than most medical students accomplish over four years.

MACEP was proud to present a Distinguished Service Award to Dr. Sam Licciardo for his exceptional efforts in promoting 
MACEP to residents and for creating MACEP’s first newsletter for EM Residents by EM Residents “EM Advocate”. 

The Vanguard award was created to honor MACEP members who have shown an uncommon 
commitment to the profession of Emergency Medicine in Massachusetts. Dr. John Santoro 
received the 2013 award. Dr. Santoro has been a member of MACEP almost from the start of 
the chapter. He has been a Fellow (FACEP) since 1982. Dr. Santoro has long been involved 
with EMS issues and has served as EMS director for Baystate Medical Center as well as several 
local and state EMS related committees and appointments. His other accomplishments include 

Assistant Professor at Tufts University School of Medicine, Vice Chair of 
the Baystate Department of Emergency Medicine as especially in his role 
as Chief of the Department of Emergency Medicine at Baystate Medical 
Center for 30 years. 

The final award presented was MACEP’s Pinnacle award. This is MACEP’s highest award, which is 
given to MACEP members who have made exceptional contributions to the chapter and to Emergency 
Medicine and presented to Dr. Kate Burke. Dr. Burke received this award for her on-going dedication 
to quality patient care, resident education, community service and operational efficiency both in her 
own hospital Emergency Department as well as in other Emergency Departments across the state 
of Massachusetts. Without the willingness of these members to give of their time and expertise, 
MACEP would not be as strong as an organization as it is today.

Save the Date – Next year’s annual meeting will be May 7, 2014

ANNUAL MEETING continued from page ten

President Greg Volturo, MD 
presents John Santoro, MD 

with MACEP’s Vanguard 
award

President Greg Volturo, MD presents Kate 
Burke, MD with MACEP’s  
Pinnacle Award

Disaster Response Panel (l to r)  
Selim Suner MD, Hilarie Cranmer MD, 
Silas Smith MD, Sophia Dyer MD, 
Mary-Elise Manuell MD

Newly elected MACEP President 
Nathan MacDonald presents 
immediate past president Greg 
Volturo, MD with MACEP’s 
Presidents Award

Jesse Rideout, MD presents Matt 
Hall, MD an iPad Mini for winning 
Exhibitor Bingo

MACEP would like to thank the following 
vendors for exhibiting at the  

2013 Annual Meeting:

Abbott Point of Care
Alexion

Allscripts
ArthroCare

CSL Behring
EmCare

Emergency Medicine Consulting at  
Harvard Medical Faculty Physicians at BIDMC

ForeFrun
Gebauer

Graphic Controls Medical
Janssen
MedData

Merck
US Army



November 22, 2013
Annual Reimbursement & Coding 
Course
MMS Conference Center
Waltham, MA
7:30 AM - 3:30 PM

November 26, 2013
MACEP Monthly Meeting
Marriott Courtyard Hotel
Marlboro, MA
4:30 - 6:30 PM

MASSACHUSETTS COLLEGE OF EMERGENCY PHYSICIANS

Calendar of Events
                        2013

October 24, 2013
Resident Night & Job Fair
Millennium Bostonian Hotel
Boston, MA
5:00 - 8:00 PM

November 9, 2013
Annual EM Ultrasound Course
MMS Conference Center
Waltham, MA
7:30 AM - 6:30 PM

September 24, 2013
MACEP Monthly Meeting
Marriott Courtyard Hotel
Marlboro, MA
4:30 - 6:30 PM 

October 22, 2013
MACEP Monthly Meeting
Marriott Courtyard Hotel
Marlboro, MA
4:30 - 6:30 PM 

For more information, about any of these upcoming events, call MACEP at (781) 890-4407 or visit our website at www.macep.org.


