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HOMELESS

By Marc Futernick,
MD, FACEP

As Emergency Physicians, we care for homeless patients nearly every shift. We see up close the
health impacts of not having stable shelter, a place to rest, recover, and care for oneself. Despite
efforts to combat homelessness, this remains a significant societal problem. The number of
homeless is increasing dramatically in our largest cities, and the financial impact is substantial.
Recent national surveys estimate that 600 to 750 thousand people are
unsheltered on any given night, including up to four million people
at some point in any given year. The number of homeless children
is much more difficult to track, and some surveys estimate as many
as 2.5 million children could be homeless at some point each year.
It is believed that 1 of 4 people without a permanent residence are
under the age of 18. This includes small children as well as teens who
have escaped difficult home environments, including abusive and
neglectful situations.
There is some good news at the national level as the overall rate has
decreased about 10% between 2007 and 2014. However, there have
been huge increases in some big cities, where the overall rate has
increased. It appears there is a shift towards the large urban areas
where more homeless services are in place. For instance, New York
City and Los Angeles combine for nearly 20 % of the nation’s total
homeless population. It is estimated that Los Angeles County has
about 40,000 unsheltered people each night, including about 10,000
in Downtown LA, with the majority located in a small area knows
as Skid Row (which happens to be just a few blocks from where I
practice). These figures reflect a 12% increase in LA in the past 2 years.
Studies of this population reveal that about half have mental illness
and/or substance abuse issues.
California leads the nation in the total number of homeless people, and
San Francisco and San Diego are also in the top 10 cities nationwide.
Again, the good news is that the total number in the state has been
slowly decreasing, and the latest estimates are that about 115,000
Californians lack a regular place to stay at night, which is about 22%
of the national total.
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The causes of homelessness are manifold, and each contributes
uniquely to the ongoing challenge of caring for this population. These
include increasing wealth disparities, the recent mortgage crisis, a
lack of affordable housing particularly in big cities (exacerbated by
the redevelopment of downtown areas), unemployment, domestic
violence, child abuse, mental illness and substance abuse (exacerbated
by the push for de-inistitutionalization of psychiatric patients as well
as non-violent criminals), inadequate disability support for people
unable to work due to physical ailments, and natural disasters, which
disproportionately affect low income housing, such as trailer parks.
Another area that I think deserves special mention is the increasing
rate of teenagers and young adults that are becoming homeless. It is
estimated that half of all foster children become homeless when they
turn 18. Their foster parents stop getting financial support, and these
new adults are unprepared to support themselves financially. How will
these kids ever break out of this circumstance if they are starting out
their adult lives on the streets? Negative familial attitudes and beliefs
about being openly LGBT represent another factor in increased youth
homelessness. This has become such a serious problem that there are
specific homeless services for this group.
As we all know from our daily practice, homeless patients can have
a significant impact on our practice. This data can be difficult to
track accurately, but most studies report that homeless patients
account for about 0.5% of all ED visits nationwide. However, as with
the situation in the big cities, there is a significant concentration of
homeless patients in certain areas, and some facilities have reported
rates as high as 30%.

Homeless patients often utilize more medical resources than other
patients, partially due to malingering and ulterior motives. They may
want to stay in an ED bed for as long as possible, as opposed to most
patients who just want to go home. We are all familiar with patients
who check in with chest pain and other serious complaints, just
to get a comfortable place to lie down for a while. I was pleasantly
surprised by the honesty of one patient during my last shift who told
me directly that he had no medical complaint and just wanted to
lie down for a while. I’m more accustomed to the patient sleeping
in the waiting room who won’t even answer when his or her name
is called unless specifically woken up and asked if they want to be
seen, which often prompts a reply of, “Yes, I have 10/10 chest pain.”
This behavior can be frustrating for emergency personnel as we have
to struggle with figuring out what is real and what is not, on top of the
challenges already inherent in evaluating these high risk complaints
in patients without these secondary gains at play. I know of many
stories where such patients cried wolf a few too many times and there
were delays to diagnose serious conditions when they did develop,
which is inevitable in these high risk patients who
are often older and have multiple risk factors and
medical comorbidities.

extra mile to care for their medical and social needs.
Regardless of where one falls on this spectrum, there are reasons to
work together to alleviate this serious problem. From a purely financial
standpoint, we have good evidence that housing people saves money
overall. The amount spent on medical care, incarceration, and other
social support, is dramatically reduced when people are provided
permanent housing. It has been estimated that the average homeless
patient costs the community about $30,000 per year in medical care,
law enforcement resources, and jail expenses. Supportive housing
costs about $10,000 per year, so housing the homeless has pure
financial benefits, in addition to the obvious personal benefits to each
individual provided with a place to reside.

All of this can negatively affect staff morale, as they
may feel that resources are being diverted from the
primary mission of keeping our patients safe, and
evaluating everyone in a timely and expert fashion.
Most of our emergency departments are busy places
with insufficient resources to care for everyone as
rapidly as we’d like, so any such distractions can be
detrimental to other patients. Of course, the vast
majority of us want to care for all patients, regardless
of financial or social circumstances, but the mental
energy and time spent trying to tease out what is
real and what is not can be frustrating and counter-productive. As
I’m sure many EDs do, we have a frequent visitor with multiple risk
factors who comes in nearly every night complaining of chest pain.
What is the appropriate workup for this patient? Nothing because he’s
been worked up before, just an EKG, plus a chest x-ray, or maybe a full
evaluation? Odds are that he will some day have a heart attack. How
will he be cared for on that day, and what will be the impact on the
staff if a bad outcome results?

There is a program in Los Angeles that focuses on the “Top Decile”
of homeless patients in terms of financial expenditures. They have
developed an evaluation that includes ER and hospital admission
history, as well as incarceration, that helps to determine if a particular
patient is in this top 10% of homeless patients who
are the most costly in terms of public funds. This
program aims to provide permanent supportive
housing for all patients presenting to hospitals
that fit this category, and also includes extensive
wrap-around supportive services for behavioral
health and substance abuse treatment, as well as
job training. Although this increases the cost of
the program for each enrollee, they estimate that
society still saves about $50,000 dollars per year
per enrollee who remains housed, and these extra
services help to achieve that. The hospital system
where I work participates in this program and over
the past four years has contributed $187,000 dollars,
but has calculated an overall savings of $875,000,
which is a considerable return on investment. The
remarkable part to me is that this amount was saved by housing just
38 people. Consider the impact of expanding this program to the
thousands of people just in LA that meet the top decile criteria, and
then imagine if the entire state had similar programs in place. The
rough estimate would be that the state could save $500 million a year
if we could apply this concept to the 10,000 homeless people that
would meet top decile criteria throughout California.

From working at or near a variety of ERs, and speaking with lots of
emergency providers, there seems to be a wide variety of attitudes
towards homeless patients. Some places really do only the bare
minimum required by law, such as a basic screening exam and rapid
discharge. Some places have specific protocols to bring homeless
patients directly into the ED for rapid evaluation and discharge, with
escort off the premises, in order to keep homeless patients from being
in the waiting room. These ERs believe this process is a deterrent to
malingering behavior. Many hospital administrations are concerned
about the affect homeless patients have on attracting other patients
with better insurance coverage, and this pressure can influence these
practices. Others ERs see caring for the homeless populations as an
important part of the mission of emergency medicine, and go the

The California legislature is also making big plans to combat
homelessness, in addition to some of the bigger cities and counties.
The Senate has proposed a $2 Billion bond measure that would utilize
a broad approach to the problem, and would also repurpose money
from Prop 63, the Mental Health Services Act, in order to focus more
funds on homeless people suffering from mental illness. The Assembly
has also announced a plan to budget $1.3 Billion to support affordable
housing, primarily through tax credits and grant programs. The
Senate’s approach includes a “housing first” strategy, which is a new
concept in housing services. The old paradigm was that people who
were able to stay off drugs, remain compliant with their psychiatric
meds, and stay out of trouble, would be rewarded with supportive
housing. Modern programs have achieved more long-lasting success

The amount spent
on medical care,
incarceration, and
other social support, is
dramatically reduced
when people are
provided permanent
housing.
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by employing a housing first strategy, with wrap around services, to
reach those same goals, but within a stable housing situation that is
the first step, not the last. The Senate proposal includes a focus on
people with mental illness, families, short-term housing options, and
increasing SSI payments for disabled individuals. Los Angeles County
and City officials have proposed local initiatives as well, including
some more forward thinking ideas, such as financial support for those
at risk of losing their residence, knowing it is far less costly to keep
people in their current homes than to deal with the consequences
once they become homeless. They also propose having mobile
shower units and more public restrooms in areas with concentrated
homelessness, and even designated parking areas for people living in
their cars, in hopes of increasing safety for this vulnerable group which
often includes families. In addition, SB 82, the Investment in Mental
Wellness Act, has provided grant money for Residential Treatment
Centers, which provide up to 30 days in a residential unit with social
and mental health services for homeless patients that are discharged
from emergency departments, crisis stabilization units, and inpatient
psychiatric facilities. Many of these are already under construction, and
hopefully will help homeless patients to stabilize, get back on their feet,
and avoid the ED recidivism so common with this group of patients.
It’s gratifying to see that both of these vulnerable populations, the
homeless and those with mental illness, are getting the attention and
support they need from our elected officials.
What role should we play, as emergency physicians? I think it’s pretty
clear that patients with a stable residence and social support will
have better medical outcomes. Homelessness makes even the most
basic measures challenging. Consider the standard treatment for
acute injuries - rest, ice, elevation, and good wound hygiene. With
nowhere to rest, elevate, or obtain ice, even minor sprains may fail to
heal in the normal time frame. With the inability to keep simple cuts
and scrapes clean, minor wounds may become infected and fester,
and sometimes turn into chronic problems rather than just a minor
nuisance. Imagine the challenge of obtaining medications, storing
and taking them properly, and following up for after-care. It’s no
wonder the average homeless patient generates many thousands of
dollars per year in medical expenses, far above the norm. In addition to
the humanitarian reasons to support housing initiatives, the financial
incentives are compelling.
I recall listening to a lecture proposing out of the box thinking in
terms of controlling medical expenses. The speaker described the
known medical costs incurred during heat waves due to many elderly
patients not having air conditioning. Numerous excess hospitalizations
occur due to dehydration, exacerbations of congestive heart failure,
sepsis, and even heart attacks, all of which have been documented to
increase during heat waves. What if the insurance companies paid for
air conditioning for all of their members? They would save all of that
money, and their enrollees would fare better medically and be much
happier. Unfortunately, insurance companies, or even government
sponsored medical plans, might reflexively react that they’re not in
the business of providing air conditioning. However, when presented
with the evidence that they will save money, and their enrollees will
live happier and healthier lives, maybe they would see it as worthwhile.
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This same philosophy can be applied to the homeless population,
certainly those with chronic medical and psychiatric conditions. One
study showed that housing high utilizer homeless patients led to a
decrease of 60% in ED visits and 75% in hospitalizations. There was a
bill introduced this year that would allow Medi-Cal to spend money
on supportive housing. These types of programs simultaneously save
money and provide support to the most vulnerable members of
our communities. I believe we should support such novel initiatives,
studying the results closely so that we can expand programs that
demonstrate success.
We also can support these endeavors in our own departments,
supporting patients one at a time. We should be familiar with the
social and medical resources available for indigent populations, and
encourage our patients to establish themselves as regular recipients
of these services. This may take some time with a sympathetic social
worker or case manager, who can help direct patients to resources
that can accommodate their unique circumstances. We also should
have systems set up to take advantage of local housing initiatives and
wrap-around services. For instance, Los Angeles has a single system,
called the Coordinated Entry System, where homeless patients can
be registered for supportive housing. Having a single list allows for
proper prioritization as well as fairness in terms of accessing available
resources. Having a system in place that enrolls patients routinely, and
checks for updates at each visit, will allow patients to access these
services. It may be infrequent, but by participating in these programs,
occasionally one of our patients reaches the top of the list, and they
are placed in supportive housing rather than returning to the streets.
We should be aware of what is available in our communities, and
push for implementing systems that help our patients access them.
Sometimes when problems are long-standing and widespread they
seem insurmountable. When faced with such situations, I often
think of the following story, which is well known and told in various
ways. A boy and a man are walking on a beach, and a giant wave
washes innumerable fish onto the beach as far as they can see in
both directions. As they flop around struggling to breathe, the boy
starts throwing the fish back into the water, one by one. The man asks,
“What are you doing? Can’t you see how many fish there are on the
beach? You can’t possibly make a difference.” The boy responds, after
throwing another fish into the water, “I made a difference to that one.”
As emergency physicians, we spend every shift helping people one
individual at a time. At California ACEP, we try to address issues at a
higher level, hopefully affecting many people at a time. We should
never lose sight of the fact that helping each individual has great
merit, and we all have the power to do this, each and every day. I’m
proud to be an emergency physician, and to be a member of this
great organization, capable of helping people individually, and across
the entire state. n
Thanks,
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Legislative Victories

&

Fixes

By Elena Lopez-Gusman & Kelsey McQuaid, MPA

The 2016 legislative session is in full swing and the deadline for bills to pass
out of their house of origin is quickly approaching on June 3rd. This legislative
session has already proved to be a busy one for
emergency medicine and staff has been hard
at work to pass our sponsored
legislation and to amend
problematic legislation.
Some active legislative areas in healthcare
this session are: access to care, provider
reimbursement, and mental health care.
The following are bills that California ACEP
has sponsored or that advocacy staff has
worked to amend to lessen the burden on
emergency physicians and their patients.
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KEY CALIFORNIA ACEP LEGISLATION
SB 867 (Roth)

AB 2439 (Nazarian)

SB 1033 (Hill)

The Chapter is sponsoring this bill that will
extend the sunset date of a portion of the
Maddy Fund for an additional 10 years.
The Maddy EMS Fund is used to reimburse
physicians and hospitals who treat uninsured
patients in the ED. In addition, it would
continue allocating 15% of the funds
collected to “Richie’s Fund,” which supports
pediatric trauma centers.

The Chapter originally took an oppose
position on AB 2439. As introduced, this bill
sought to require an HIV test be performed
on every patient who is already receiving a
blood test in an emergency department.

The Chapter took an oppose unless amended
position on SB 1033. As introduced, this
bill would require physicians to disclose
their probationary status to a patient, the
patient’s guardian, or a health care surrogate
prior to the patient’s first visit following
the probationary order. Due to the unique
nature of treating patients in the emergency
department, we requested that this bill
exempt emergency medical services.

SB 867 passed out of the Senate and is slated
to be heard in its first Assembly committee
in June.

With an amendment to make the bill a
voluntary pilot program, we moved to a
neutral position on AB 2439.

SB 1076 (Hernandez)

This Chapter-sponsored bill will create a
center for research into firearm-related
violence at the University of California. The
center will conduct research with a mission
to provide the scientific evidence on which
sound firearm violence prevention policies
and programs can be based.

As introduced, this bill mandated that a
patient receive notice that they are receiving
observation services, immediately upon
receiving those services. The Chapter
opposed this bill because the criterion was
inconsistent with current federal law. We
had concerns that emergency physicians
would be put in the difficult place of trying
to provide appropriate care to patients while
threading the needle between conflicting
state and federal law.

SB 1006 passed out of the Senate and is
slated to be heard in the Assembly Higher
Education and Public Safety Committees in
mid-June.

Chapter staff worked with the author
and sponsor to exempt the emergency
department. Once amended, we took a
neutral position on SB 1076.

SB 1006 (Wolk)

The author amended the bill to provide an
exemption when the patient is unconscious.
This amendment failed to address every
situation in the emergency department and
the Chapter continued to oppose bill. SB
1033 was defeated on the Senate Floor on
June 1st.

The Chapter monitors and works on
hundreds of bills each year. If you have any
questions about the legislation mentioned
here, or in general, please email us at info@
californiaacep.org. n
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GETTING COMFORTABLE WITH
THE NEWER ANTI-PSYCHOTIC MEDICATIONS
By Valerie Norton, MD, FACEP, California ACEP Board Member

These days, each shift brings multiple psychiatric challenges.
A typical sampling from my last few shifts included:
A patient with schizoaffective disorder and auditory hallucinations
who hadn’t taken her Abilify in weeks
A suicidal patient with bipolar affective disorder who couldn’t
sleep and said lithium wasn’t working
A patient who was agitated and “methicidal” and kept telling me
that the people outside the room were going to hurt him
A homeless patient with schizophrenia who had no idea what his
meds were supposed to be
I could medically clear all these patients easily, but how could I help
them with their disabling psychiatric symptoms? The psych liaison
wouldn’t see them for hours, and it would often be 24 hours or more
before they’d get seen by a psychiatrist; and that’s if I decided to keep
them. Not all of them needed a psychiatric admission, and many of
them would not follow up if I told them to go see a psychiatrist as an
outpatient.
We are all seeing many more psychiatric patients these days, and
prolonged boarding of psych patients has become commonplace
in many EDs. In the past, we would medically clear these patients
and wait for our psychiatric colleagues to manage their medications.
Agitated or hallucinating patients got Haldol and/or Ativan, and we
didn’t know much or care much about other anti-psychotics.
However, in the past decade or so, many more choices have become
available. All of the newer anti-psychotics have fewer extra-pyramidal
side effects than the older agents, which is a huge step forward.
Risperidone (Risperdal) gets prescribed to many patients who used
to be on Haldol. Olanzapine (Zyprexa) comes with an orally dissolving
tablet (ODT) option. Aripiprazole (Abilify) and ziprasidone (Geodon)
have become popular in the outpatient setting because they cause
fewer metabolic side effects than risperidone and olanzapine.
Quetiapine (Seroquel) at bedtime has gained popularity because of
10 | LIFELINE a forum for emergency physicians in california

its sedative properties, which makes it benzodiazepine-sparing.
As the newer anti-psychotic agents have become more available,
many ED physicians have gained experience with ordering them
for patients who need to have their usual meds continued while
boarding in the ED, or for patients who are non-compliant with their
meds but know what worked for them in the past. In many cases,
we find that the non-compliant patients improve enough with restarting their medication that they are no longer psychotic or suicidal
by the time they get evaluated by the psych team several hours later,
and are able to be discharged with outpatient resources. We also
find that patients with methamphetamine-induced psychosis often
improve rapidly with one of these agents and can be discharged in a
few hours. Because ED beds are at a premium, getting comfortable
with managing psychiatric medications is a win-win when it allows
you to make a disposition more quickly.
The next challenge for us as ED physicians is gaining comfort with
starting anti-psychotic medications for the first time, or trying to ferret
out whether a patient is experiencing unacceptable side effects on
a current medication. Keeping track of the side effect profiles and
drug-drug interactions is no easy task. I could never remember which
ones were a problem with QT interval (Haldol, Geodon), which ones
cause the most weight gain (Zyprexa) or the least weight gain (Abilify),
and which ones could be given IM with quick onset (Haldol, Zyprexa,
Abilify, and Geodon). Orthostasis is more common with Seroquel,
Geodon, and Risperdal. Sedation is greatest with Seroquel, Risperdal,
and Zyprexa.
In an effort to organize the most useful information in one place, I
created a table of newer anti-psychotic medications with the help
of my hospital’s Pharmacy and Psychiatry departments. After seeing
how well these medications can work in patients with primary or
drug-induced psychosis, my hope is that we can become more facile
with ordering these meds in the ED in appropriate patients. A good
place to start is to ask patients what has worked well for them in the
past. Patients will get definitive treatment long before they are seen
by the psychiatric team, and sometimes the psychiatric disposition
will be quicker and easier as a result. n

Antipsychotics in the Management of Acute Agitation & Psychosis in the ED
Name

Usual oral dosage Usual IM dosage

common side
effects

drug-drug
interactions

other notes

Haloperidol
(Haldol)

initial 1 -2 mg; average
5-10 mg; max 20 mg/
dose or 30 mg/day

initial 2.5 mg; average
5-10 mg; max 20 mg/
dose or 30 mg/day

sedation (+), EPS,
prolonged QTc with IV
doses

avoid with other drugs
that prolong QTc

Olanzapine
(Zyprexa)

initial 2.5-10 mg;
average 5-10 mg; max
30 mg/day

initial 5-10 mg; average
5-10 mg; max 30 mg/day

anticholinergic,
sedation, metabolic
(+++), seizure (1%)

separate IM Zyprexa
from IM Ativan by 2
hours due to risk of
respiratory depression

initial 0.25-1 mg
average 1-2 mg max 6
mg/day

(Not available in
immediate release IM
form, only long-lasting
Q 2 weeks)

orthostasis (+),
sedation, metabolic
(++)

dose adjustment
needed if taken with
cytochrome P450
inducers (increase) or
inhibitors (decrease)

initial 12.5-50 mg
max 400 mg

N/A

sedation (++),
orthostatic hypotension
(++), metabolic (+)

dose adjustment
needed if taken with
cytochrome P450
inducers (increase) or
inhibitors (decrease)

initial 2-5 mg;
max 30 mg/day

5.25 -15 mg; max 30
mg/day; Not available at
some sites

weight gain (mild)

dose adjustment
needed if taken with
cytochrome P450
inducers (increase) or
inhibitors (decrease)

delayed onset of action

initial 20-40 mg;
average 40-80 mg;
max 160 mg/day

initial 10-20 IM; average
20 mg/dose; max 40
mg/day IM

metabolic, orthostasis,
can increase QTc

avoid with other drugs
that prolong QTc

must be given with
> 500 calories for
adequate absorption

Risperidone
(Risperdal)

Quetiapine
(Seroquel)

Aripiprazole
(Abilify)

Ziprasidone
(Geodon)

EPS: Extra-pyramidal symptoms
Metabolic: weight gain, DM, HL
Cytochrome P450: Typical inducers: rifampin, anti-epileptics. Typical
inhibitors: protease inhibitors, azole antifungals, fluoxetine
Typical onset: oral: 20 -30 minutes; IM 2 -5 minutes

heavy smokers require
higher doses, available
as ODT

Use all agents with caution in the elderly and start at lower doses,
especially those causing hypotension and prolonged QTc (quetiapine,
ziprasidone).
Not recommended for ongoing use in patients with dementia.
created by Valerie Norton, MD, FACEP March 2016
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THE PATHOPHYSIOLOGY &
TREATMENT OF BURNOUT
By Dike Drummond MD, CEO TheHappyMD.com

In my work with over stressed
physicians I have noticed a consistent misunderstanding of the
pathophysiology of burnout - the
hidden methods burnout uses to
sap your energy and steal your
passion for medicine. In this post
I will show you how Physician
Burnout does its dirty work.
This is vitally important because once you can
clearly understand how physician burnout
operates, you will begin to see the simple
ways you can keep the normal stresses of
being a doctor -- from crossing the line into
threatening your career, your marriage and
even your life.

Stress vs. Burnout
Let’s begin by acknowledging that the
activities and responsibility of being a

physician are always stressful. Each and
every shift in the clinic or hospital requires
a significant input of our energy. As doctors,
we are drained on multiple levels by the
demands of the clinical practice of medicine
every single time we see patients.
In addition to the "normal" stresses of our
clinical practice, we are also drained by
dozens of additional stressors that have
nothing to do with your clinical activities.
I have written on this previously and as
examples of these extra stresses, here are just
a few ... billing, coding, your EMR, malpractice
risk, clinic culture and political uncertainty.
Stress is when you are drained and still able
to recover
Physician Burnout begins when you are
drained and NOT able to recover between
your shifts
Burnout can take you on a relentless
downward spiral that has been graphically
described by the original burnout researcher
as, "… an erosion of the soul caused by a
deterioration of one’s values, dignity, spirit
and will.”
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Physician Burnout
Pathophysiology - the 3
Energetic Bank Accounts
When you cross the line from the "normal"
stresses of being a doctor into physician
burnout you will begin to notice one or more
of the following symptoms. NOTE: these three
main symptoms of physician burnout are
measured by a standardized research survey
tool called the Maslach Burnout Inventory
(MBI). They are
1. Exhaustion
2. "Depersonalization" usually showing
up as Compassion Fatigue, sarcasm,
cynicism and blaming your patients
3. "Lack of Efficacy" presenting as thoughts
of "what's the use", doubting that your
work makes any difference and/or
questioning the quality of your work.
NOTE: I have written previously on recent
research showing gender differences in the
order in which these symptoms occur.
It is common to use a battery metaphor to
describe stress and burnout. "My batteries are
run down" or "recharging my batteries" are

common phrases you might hear. And that
analogy is inaccurate. I will demonstrate why
with this question.
What happens to a child’s toy when the
batteries run out? It stops working, right?
As physicians, we are perfectly capable of
“running on empty" and continuing to
see patients long after we are completely
drained and exhausted. Building this capacity
to work despite complete exhaustion is a
core component of our medical education.
Learning how to keep going no matter what
is part of surviving residency.
This survival mechanism makes sense if you
have a defined end point ... like graduation.
However, once you get out into private
practice ... your whole life stretches out
ahead of you. There is only so long that you
can continue to practice on empty before
something bad happens. And empty is just
the beginning for many of us.
A more accurate metaphor is that of an
"Energetic Bank Account". And like most
bank accounts ... they can have a negative
balance. You can overdraw your energetic
bank accounts and continue to see patients.
Your work will not be the very best you can
do AND you will keep at it - just like you did
as a resident.

metaphor to understand physician burnout
and its treatment.
Each time you are in the clinic or hospital
you expend physical, emotional and spiritual
energy as you see patients. Once you become
aware of the existence of the three energetic
bank accounts ... your job becomes very
clear - Keep all three accounts in a positive
balance. Let's see where you are right now
with a simple visual representation of one of
the accounts.
Take a look at the image of an energetic bank
account below and using your finger ... point
to where you feel your current balance is in
each of the three accounts

Your Energetic Bank Accounts

FULL

WHERE IS
YOUR BALANCE?

EMPTY

The key to understanding the pathophysiology of physician burnout is to recognize that
each of these scales on the Maslach Burnout
Inventory correspond to their own "Energetic
Bank Account" within the individual physician. Let me show you what I mean.

Physical - how is your energy? Are you in a
positive balance?

MBI Symptoms and the 3
Energetic Bank Accounts

Emotional - how are you feeling emotionally?
Are you getting your needs met with regards
to your most important relationships?

When you look at the three scales of
the Maslach Burnout Inventory - each
corresponds to a negative balance in its own
Energetic Bank Account.

Spiritual - how connected are you to feeling
like your work makes a difference and is a
meaningful path for you?

1. Exhaustion = your Physical Bank Account
2. Sarcasm, Cynicism, Blaming = your
Emotional Bank Account
3. "What's the use?" = your Spiritual Bank
Account.
NOTE: By "spiritual" here I mean your deeper
connection with meaning and purpose in your
practice.
Let’s use this energetic bank account

Physical-Emotional-Spiritual

Preventing Physician Burnout the 2 Core Methods
With the 3 Energetic Bank Accounts as a way
to understand how physician burnout does
its dirty work, it quickly becomes obvious
there are two main ways to both prevent and
treat physician burnout.
1. Decrease the Drain
2. Become Skilled at Making Deposits

Sounds simple doesn’t it? The truth is that
preventing and treating burnout involves a
series of simple steps ... and none of them
are easy for a practicing physician because
they sit in a huge blind spot created by your
medical education.
You have never been taught how to lower
your stress levels or create work life balance.
There is a whole wall of shame and guilt
around getting your own needs met.
There is a second wall of denial that prevents
doctors from asking for help or support, no
matter how burnout out you might be because that would be admitting you aren’t
tough enough to take it
We have deeply ingrained unconscious
habits from our training that set us up for
burnout in the first place.
AND preventing physician burnout is not a
“flip of a switch”. It is a series of little steps,
done consistently, that collectively produce
significant changes. It is a process that takes
some time and will absolutely require you
to do things differently. I don’t advise any
sudden moves here... like resigning. In my
experience, 70% of the time you will be able
to get back to positive balances without
having to quit your current position. Here’s
how you can get started.

Decrease the Drain
When you think back over the last several
months...
How draining is your average shift at work?
What are the situations, people, activities and
things that drain you the most?
How can you set yourself up to do LESS of
those?
What are the things you find the most
rewarding and enjoyable at work?
How can you set yourself up to do MORE of
those?
Decreasing the drain begins when you take a
good hard look at what you hate about work
... accept it for what it is ... stop the blaming,
complaining and making excuses ... and
make some changes to eliminate some of
that stress. Here are some examples:
Learn how to lead your team more effectively
so that they do some of the activities you find
draining AND don’t require an MD in the first
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place. (you know the ones I am talking about
... delegate them now!)
Get some lessons on how to become a Power
User of your EMR from the person in your
practice who is acknowledged to be the best
at it and the least stressed by it.
Exercise ANY flexibility you have over work
hours and days. Make your schedule work for
you.
Work less, give up call and refer to a hospitalist
service, stop taking an insurance that is a
major pain
What can YOU do now to decrease the stress
of the things that bug you the most?
You can also decrease the drain by doing
more of the things you love at work. Here are
some possible examples:
What types of patients and/or procedures do
you really enjoy? How can you get more of
them on your schedule? If you are expert at a
particular diagnosis/treatment you love to do
... who doesn’t know about your skills in your
local community and when and how will you
reach out and tell them? These people are
potential referral sources who could help you
have a better day.

Increase your Deposits

PHYSICAL:
What things do you do outside of work that
you find the most restful and rejuvenating?
When can you do more of those?
How can you take better care of exercise and
eating right?
Which of these things could you begin to
incorporate into your office day?
EMOTIONAL:
What relationships in your life give you the
most joy and satisfaction?
When was the last time you paid them
significant attention?
When can you spend some quality time with
these people? (schedule it now!)

The Paradox of Purpose
Your Spiritual Bank Account is the only one
where triple deposits are possible. Whenever
you have a patient encounter that leaves you
feeling so good you say to yourself, "Oh yeah,
THAT is why I became a doctor" - you have
just made a deposit into your Spiritual Bank
Account. At the same time you will notice
increased Physical and Emotional energy.
Connecting with purpose and meaning in
your practice is a leveraged activity that
drops deposits in all three accounts.

What are your favorite
recharging activities? Let’s
look at the three bank
accounts in turn.

How can you get more
of those encounters in
your work day?
First you have to be clear on
the kinds of things that feed

your spirit at work. Remember the last
office encounter that gave you the feeling
I describe above? Take a moment and write
down the details of that patient/problem/
situation/diagnosis so that you are very clear
on who and what you are looking for.
How can you structure your week so that
there is a higher likelihood of having these
types of interactions? What if you set an
intention at the start of each office day to
be on the lookout for an interaction like
this? One of my clients calls this creating a
“treasure hunt”. You can do it too.

Next Steps
As you look at the lists of options above ... pick
one and get started. Notice the difference
this change makes in how you feel on the
very first day you try it out. If you would
like specific advice and support on getting
started ... I highly recommend a Discovery
Session with me. This is a full one hour phone
burnout prevention consult. No cost, no
obligation ... completely confidential.

Your Goal
...is to develop new habits that maintain a
positive balance in all three accounts. If you
look closely at your colleagues who never
seem to be stressed or burned out... they
have all accomplished this feat. Very rarely it
happens naturally. More often it is because of
a brush with physician burnout that motivated
them to do the exact work outlined above at
some point in their careers. n

This article is reprinted with the
permission of Dr. Drummond. The views
and opinions expressed herein are not
necessarily those of California ACEP.

Dike Drummond, M.D., is a family
physician, executive coach, trainer
and consultant specializing in the
treatment and prevention of physician
burnout. Learn over 117 specific ways
to stop burnout at his website www.
TheHappyMD.com
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Southern California
JOB OPPORTUNITIES
•

Excellent Opportunities for
Emergency Physicians

•

Very Competitive Compensation

•

Hospitals include Arcadia Methodist &
Glendale Memorial (Top heart programs).

•

Available practice settings in the Greater
Los Angeles area.

Contact Debbie Corn for more information
(909) 634-3172 or email CV to dcorn@emmamd.com

Clinically trained team
Billing management services
All of our clients are references
Reimbursement coding by registered nurses
C O N TA C T
Andrea Brault M.D., MMM, FACEP
(877)346-2211, ext. 278 | andrea@emergencygroupsoffice.com
180 Via Verde Suite 100 | San Dimas, California 91773
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CEMAF
Donors

ANNOUNCEMENTS |

The California Emergency Medicine Advocacy Fund
(CEMAF) has transformed California ACEP’s advocacy efforts from primarily legislative to robust
efforts in the legislative, regulatory, legal, and
through the Emergency Medical Political Action
Committee, political arenas. Few, if any, organization

of our size can boast of an advocacy program like California
ACEP’s; a program that has helped block Medi-Cal provider
rate cuts, stop the $100 million raid on the Maddy EMS
Fund, and fight for ED overcrowding solutions – and that’s
just the last year! The efforts could not be sustained without the generous support from the groups listed below,
some of whom have donated as much as $0.25 per chart to
ensure that California ACEP can fight for emergency medicine. Thank you to our 2015-16 contributors (in al-

phabetical order):
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Alvarado Emergency Medical Associates
Antelope Valley Emergency Medical Associates
Beach Emergency Medical Associates
Berkeley Emergency Medical Group
CEP America
Chino Emergency Medical Associates
Coastline Emergency Physicians Medical Group
Culver City Emergency Medical Group
Eden Emergency Medical Group
EMP Management Group
Grossmont Emergency Medical Group
Hollywood Presbyterian Emergency Medical
Associates
Mills Peninsula Emergency Medical Group
Montclair Emergency Medical Associates
Napa Valley Emergency Medical Group
Orange County Emergency Medical Associates
Pacific Emergency Providers
Pacifica Emergency Medical Associates
Riverside Emergency Physicians
San Dimas Emergency Medical Associates
San Francisco Emergency Medical Associates, Inc.
Sherman Oaks Emergency Medical Associates
South Coast Emergency Medical Group, Inc.
Tarzana Emergency Medical Associates
TeamHealth
Temecula Valley Emergency Physicians, Inc.
Tri-City Emergency Medical Group
Valley Emergency Medical Associates
VEP Healthcare, Inc.
West Hills Emergency Medical Associates
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CALIFORNIA ACEP SPONSORED CONFERENCES
• ADVANCED, Orange County, CA

Tuesday, September 20, 2016

| CALIFORNIA ACEP UPCOMING MEETINGS & DEADLINES
For more information on upcoming meetings, please e-mail us at info@californiaacep.org; unless otherwise noted,
all meetings are held via conference call.

JUNE 2016

JUNE 2016

SUN

2nd at 10am

Chapter Board of Directors Meeting
Sacramento, CA

7th

Statewide Primary Election

15th

Deadline for State Budget to be Passed

JULY 2016
1st

Legislative Summer Recess Begins Upon Adjournment;
State Fiscal Year Begins

4th

Independence Day
Chapter Office Closed

12th at 9am

Reimbursement Committee
Conference Call

14th at 10am

Government Affairs Committee
Conference Call

15th at 10am

Practice Management Committee
Conference Call

AUGUST 2016
1st

MON

TUES

12th at 10am

Member Services Committee
Conference Call

15th - 31st

Floor Session Only

19th

Last Day to Amend Legislation

31st

End of Session

FRI

SAT

1

2

3

4

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30

JULY 2016
SUN

MON

TUES

WED

THURS

FRI

SAT

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30

31

AUGUST 2016
SUN

Chapter Board of Directors Retreat
Sacramento, CA

THURS

5

Legislature Reconvenes

3rd - 5th

WED

MON

TUES

WED

THURS

FRI

SAT

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30

31
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CAREER OPPORTUNITIES |
ANAHEIM, CALIFORNIA: Anaheim Regional Medical Center’s Democratic ED
Physician group has immediate part time/full time positions available for BC /
BE Emergency Physicians. We have a busy, high acuity department with 44,000
annual visits. Shifts are 9-10 hours long with night shift/holiday differential
and double coverage during peak hours. We offer a competitive salary, paid
malpractice and full partnership opportunities.
Interested physicians E-mail your CV and references to vijay4@aol.com,
amit4ten@aol.com or call us at 714-999-5112.
BAKERSFIELD, CALIFORNIA: Pinnacle Emergency Physicians (2007-present)
with 3 local ED's (10h shifts) seeking FT/PT, BC/BE docs (all trauma goes to the
County Hospital)
• Memorial Hospital: 80k/y, STEMI, Stroke & Burn Receiving Center, currently 24/7 Peds,
PICU, OB and adult hospitalist services…Peds ED opening 4/2017
• Mercy Downtown: 37k/y, Stroke Receiving Center w/ adult hospitalist services
• Mercy Southwest: 52k/y, Stroke Receiving Center w/ adult hospitalist services
Staffed by 40 FT/PT physicians and 40 FT/PT mid-levels. PT: $230/h, hotel
provided.
FT: 120h/mo, full profit sharing after 2 1/2y plus CME, health, retirement
contribution, paid malpractice with no tail, quarterly bonus, sign on bonus,
interest free loan for moving expenses.
Income in top 5-10% nationwide. Low cost of living, white water rafting,
mountain biking/hiking, 2h to DTN LA or central coast beaches, 4h to
Mammoth, Las Vegas, San Francisco, San Diego.
Contact: Les Burson, DO, Medical Director phogku@aol.com 661-332-1064 or
Dr. Kian Azimian, MD, Assistant Medical Director kianazimian@yahoo.com
661-616-8930
CENTRAL COAST: MMC Emergency Physicians Medical Group at Marian
Regional Medical Center-Santa Maria-seeking a qualified BC/BE Emergency
Physician to join a stable, independent, single hospital, democratic group.
Partnership opportunity available in this well-supported ED with growing census
of >80,000 visits/year. New hospital/new ED opened in 2012. Practice alongside
experienced colleagues at a STEMI receiving center, a Level III Trauma Center
and a certified Stroke Center that offers 24/7 in-house hospitalists, OB laborists
and intensivists in addition to a NICU, peds hospitalists and FP residents. Live
on the beautiful Central Coast, anywhere from San Luis Obispo to Santa Ynez/
Solvang, with easy commutes to work and easy access to beaches/mountains/
wine country along with all types of outdoor recreation. This is the job your
residency director told you to find.
For more details, contact David Ketelaar, MD at dketelaar62@gmail.com
Phone (805) 440-0837
FULLERTON, CALIFORNIA: Join our ED team in beautiful north OC at St Jude
Med Ctr. Our 36 bed state of the art ED serves >60K pts/yr with 54 hrs MD, 44
hrs PA and 100% scribe coverage per day, 9 hr shifts. We have held this stable
contract for >36 years, have excellent back-up, 24hr in house Critical Care, OB,
neonatologist and hospitalists. We are a STEMI receiving center and “Advanced
Comprehensive Stroke Center” and provide excellent compensation with night
differential. EM BC/BE mandatory.
Interested physicians send CV to kohparker23@yahoo.com
NORWALK, CALIFORNIA: Emergency Medicine experienced doctor needed
for a low volume ER (600 pts/month) in Norwalk, Calif. $110/hr plus bonus for
increased volume.
Please contact Ron Lieberman at 323-788-5142 or norwalk.admin@gmail.com.
NORTHERN & CENTRAL CALIFORNIA: Kaiser Permanente is looking for
excellent BE/BC Emergency Medicine physicians interested in full time or less
than full time position with dynamic physician group throughout Northern and
Central California.
The Permanente Medical Group, Inc. offers:
• Competitive salary
• Recruitment bonus
• Mortgage loan program (approval required)
• Comprehensive benefits package, including excellent retirement plans
• Malpractice insurance coverage
• Cutting-edge technology
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TPMG, Inc. allows you to combine a medical practice of which you can be proud
and a quality of life you deserve.
To apply, send your curriculum vitae to Narlyn Villaruel at Narlyn.Villaruel@
kp.org or call (800) 777-4912. http://physiciancareers-ncal.kp.org
OCCUPATIONAL MEDICINE PHYSICIAN/ CENTRAL VALLEY: Memorial
Occupational Medicine in Bakersfield, CA has an immediate opening for a
staff physician. This is an excellent opportunity for an ER physician looking to
transition to a different specialty. Primary duties would be treat and manage
workers’ compensation injury/illness, physical/DOT exams and medical
surveillance. Day shifts with no weekends and no on-call. Very competitive salary
and benefits package including company paid malpractice, license/DEA fees,
Medical/ Dental, 401K matching, paid CME and PTO.
For immediate consideration, email current C.V to Steve Laird, Director of Business
Development at slaird@memorialoccupational.com or call 661-889-0184.
RIVERSIDE, CALIFORNIA: PARKVIEW MEDICAL CENTER – Great opportunity
to join a 14 year ER group. Group seeks BC/BE Emergency Physician to work
Part/Full Time as an independent contractor. Excellent Top Tier Compensation
based on productivity with malpractice paid. Ten hour shifts with MD double
coverage and 12 Hour PA. Computerized equitable shift scheduling. Efficient
Computerized Charting and PACS! Soon to break ground on New Emergency
Department.
Email CV and references to cclark@repmg.com or Phone (951) 898-0823
SAN DIEGO, CALIFORNIA: Coastal San Diego emergency department seeking
qualified, board-certified/eligible emergency medicine physician to join our
independent, democratic group. Location is by the beach in Northern San Diego
with year round outdoor life and outstanding schools. Tri-City Medical Center
Emergency Department is a dynamic, high-acuity department with an excellent
specialty call-panel, PGY3&4 Emergency Medicine Residents, and advanced
practice PA's. Practice is designed with quality of life in mind, including 8 hour
shifts with overlap and extensive provider coverage. Salary potential reaches top
3% nationally. "A"- Rated malpractice insurance with tail coverage provided.
Forward CV to Teresa Riesgo email: triesgo@tcemg.net phone: 760-439-1963
SANTA BARBARA, CALIFORNIA: SEEKING BC/BE EMERGENCY PHYSICIANS
South Coast Emergency Medical Group, an independent physician group is
seeking to hire BC/BE emergency physicians at our two hospitals in Santa
Barbara. Santa Barbara Cottage Hospital is a 483 bed tertiary care hospital with
46,000 ED visits. Santa Barbara Cottage is a STEMI receiving center, a stroke
center, level 2 trauma center and teaching hospital. Goleta Valley Cottage
Hospital is a busy community hospital with a new state of the art medical facility
and over 20,000 emergency department visits.
We are looking for part-time, possibly full-time physician for both hospitals.
Some weekend and overnight shifts are expected. We offer a minimum of
double physician coverage at Santa Barbara, 12-16 hours of double coverage
from an APP daily at Goleta and nearly 24/7 scribe coverage. Our malpractice
coverage with tail is excellent and we offer the benefit of living in a beautiful
beachside community with great schools, little traffic and year round sun. Over
90% of our EDMDs who have joined our group have chosen to stay because we
have top caliber physicians and staff.
If you are interested in this rare opportunity to live and work in an amazing
place, please email your CV to Sylvia Kim, MD at sylviakim9@gmail.com.
SOUTHERN CALIFORNIA – ORANGE COUNTY: Full time and part time
independent contracting emergency physicians needed for high volume, high
acuity practices. Chest Pain Center, Stroke Center, Pediatric Level II trauma
center - large independent group with forty years of clinical excellence for two
acute care facilities. Expanding group needs BC/BE emergency physicians and
pediatric emergency physicians. Excellent compensation, malpractice paid,
scribes, midlevel providers, 8 – 9 hour shifts, excellent call panel coverage.
Email CV and references to EMSOC@emsoc.net, fax to 714-543-8914
To advertise with Lifeline and to take advantage of our circulation of over
3,000 readers, including Emergency Physicians, Groups, and Administrators
throughout California who are eager to learn about what your business has
to offer them, please contact us at info@californiaacep.org or give us a call
at (916) 325-5455.
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M
MREF offers
EEM
EM

Fast Response
Response School
SchoolofofHealth
HealthCare
CareEducation
Education
FastDubnoff,
Response
School
of Health
Care Education
Lisa
MICP/RN,
Paramedic
Director
Lisa
Dubnoff,
MICP/RN,
Paramedic
Director
Dubnoff,
Paramedic
Director
Lisa Dubnoff,
MICP/RN,
Paramedic
Director
2075
Allston
Way,
Berkeley,
CA
94704
2075
Allston
Berkeley,
CA
AllstonWay,
Way,
Berkeley,
CA94704
94704
Allan Hancock
Hancock College
College
2075 Allston
Way,
Berkeley, CA 94704
Phone:
(510)
809-3646
Phone:
809-3646
Allan
Hancock
American
Health
Education,
Inc
Mike
DeLeo,
EMT
–– Course
Coordinator
Mike
DeLeo,
EMTCollege
Course
Coordinator
Phone:
(510)
809-3646
628-5876
Fax;
(866)
628-5876
Mike
EMT
– Course
Coordinator
PerryS.
Hookey,
EMT-P
800
800
S.DeLeo,
College,
College,
Santa
Santa
Maria,
Maria,CA
CA93454
93454
Fax;
(866)
628-5876
Email: ldubnoff@fastresponse.org
ldubnoff@fastresponse.org
Email:
ldubnoff@fastresponse.org
800
S. College,
Santa
CA 93454
7300B
Amador
Plaza Maria,
Road, Dublin,
CA 94568
Phone:
(805)
878-6259
878-6259
Email:www.fastresponse.org
ldubnoff@fastresponse.org
Web:
www.fastresponse.org
Phone:
(805)
878-6259
Phone:
(800)
483-3615
Fax:
(805)
922-5446
922-5446
Web: www.fastresponse.org
Fax:
(805)
922-5446
Email:
info@americanhealtheducation.com
Linda University
UniversityMedical
MedicalCenter
Center
Loma
Loma Linda
Email:
Email:
Mikedeleo52@msn.com
Mikedeleo52@msn.com
Loma
Linda
UniversityAssistant
Medical Center
Email:
Mikedeleo52@msn.com
Web:www.hancock.cc.ca.us
www.americanhealtheducation.com
Lyne
Jones,
Administrative
Assistant
Lyne
Administrative
Web:
www.hancock.cc.ca.us
Lyne Jones,ofof
Administrative
Assistant
Web: www.hancock.cc.ca.us
Department
Department
Emergency
EmergencyMedicine
Medicine
American
MedicalResponse
Response(AMR)
(AMR)
American Medical
Department
of Emergency
Medicine
11234
11234
Anderson
Anderson
St.,
A108,
A108,
Loma
92354
Anderson
St.
,
Loma Linda,
Linda, CA 92354
American
Medical
Response (AMR)
Ken
Bradford,
Operations
Bradford,
Operations
Operations
11234 Anderson
St., A108, Loma Linda, CA 92354
Phone:
Phone: (909) 558-4344
558-4344 xx 00
Ken
Bradford,
Operations
841
Latour Court,
Court, Ste
841 Latour
Ste D,
D, Napa,
Napa, CA
CA94558-6259
94558-6259
94558-6259
Phone:
(909)
558-4344 x 0
Fax:
(909)
558-0102
558-0102
841 Latour Court,
Ste D, Napa, CA 94558-6259
Phone:
953-5795
Phone: (707) 953-5795
Fax:
(909)
558-0102
Email:
Email: LJones@ahs.llumc.edu
LJones@ahs.llumc.edu
LJones@ahs.llumc.edu
Phone:ken.bradford2@gmail.com
(707) 953-5795
Email:
Email:
ken.bradford2@gmail.com
ken.bradford2@gmail.com
Email:www.llu.edu
LJones@ahs.llumc.edu
Web:
www.llu.edu
Email: ken.bradford2@gmail.com
Web:
www.llu.edu
A Work Safe Environment
Environment
Medic
Ambulance
Medic Ambulance
A Work
SafeEMTP
Environment
Steve
Bristow,
Bristow,
EMTP
Medic
Ambulance
Perry
Hookey,
EMTP,
Education
Perry
Hookey,
EMTP,
EducationCoordinator
Coordinator
James
Pierson,
EMT-P
Steve
Bristow,
EMTP
3140
Aldridge
3140 Aldridge
Way, El
AldridgeWay,
El Dorado
DoradoHills,
Hills,CACA95762
95762
PerryCouch
Hookey,
EMTP,
Education
Coordinator
506
Couch
Street,
Vallejo,
CA
506
Vallejo,
CA94590-2408
94590-2408
3140 Aldridge
Way, El Dorado Hills, CA 95762
Phone:
(925)
708-5377
708-5377
Phone:
506
Couch
Street,
Vallejo,
CA
94590-2408
Phone: (707) 644-1761
644-1761
Phone:worksafeenvironment@yahoo.com
(925) 708-5377
Email:
Email:
worksafeenvironment@yahoo.com
worksafeenvironment@yahoo.com
Phone:
(707)
644-1761
Fax:
(707)
644-1784
644-1784
Email:
worksafeenvironment@yahoo.com
Web: www.worksafeenvironment.com
www.worksafeenvironment.com
Fax:
(707)
644-1784
Email:
Email:
perry@medicambulance.net
Email: perry@medicambulance.net
jpierson@medicambulance.net
Web: www.worksafeenvironment.com
Email:www.medicambulance.net
perry@medicambulance.net
California
EMS
Academy
California
EMS
Academy
Web:
www.medicambulance.net
Compliance
Training
California
EMS
Academy
Web:
www.medicambulance.net
Nancy
Black,
Course
Coordinator
Nancy
Black, RN,
RN,EMS
Course
Coordinator
Jason Manning,
Course
Coordinator
Napa
Napa Valley
Valley College
College
NancyFoster
Black,City
RN,Blvd
Course
Coordinator
1170
Foster
City
#107,
Foster
CA
1170
Blvd
#107,
Foster City,
City,95709
CA94404
94404
Napa Valley
College
3188 Verde
Robles
Drive,
Camino,
CA
Gregory
Rose,
Co-Director
Gregory
EMS
Co-Director
Rose, EMS
1170
Foster
City
Blvd
#107,
Foster
City,
CA
94404
Phone:
(866) 429-5895
577-9197
577-9197
Gregory
Rose,
EMS Co-Director
Phone: (916)
2277
Napa
Highway,
Napa
2277
Napa
Highway,
Napa CA
CA 94558
94558
Phone:
(866)
577-9197
Fax:
(650)
701-1968
701-1968
2277 Napa
Highway, Napa CA 94558
Fax: (916) 256-4301
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