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By Larry Stock,
MD, FACEP

Patients Seeking Mental Health Care in the ED
An 11 year-old male with a history of ADHD, living in a group home with an open Department of Child and
Family Services case, was brought to your emergency department (ED) for violent behavior directed towards staff
and other resident children. He is now calm and cooperative. He is neither psychotic nor suicidal. He has been
medically cleared. Your hospital is an LPS facility with an inpatient psychiatric unit that is only licensed for adults.
The patient waits for an entire 24-hour day for the county assessment team. Upon arrival they decide to write
a 5150, citing danger to others, then depart, leaving the child behind. The patient remains living in your ED for
another 7 days until a bed becomes available at a LPS facility that cares for children. During that 7 days the child
lives, eats, and sleeps on a gurney in a busy chaotic ED with a security guard sitting at the bedside. After a week he
is finally transferred for inpatient care. Sound familiar? Sound reasonable?

CHALLENGES
When I speak with emergency physicians throughout California,
managing the care and flow of patients with mental health (MH) needs
is at the top of the list of frustrating and growing emergency medicine
(EM) practice issues. Whether practicing at a LPS facility (one with a
designated inpatient psychiatric unit) or a non-LPS facility, everyone
seems to feel a growing demand for services and a decreasing supply
of tools for what is needed to treat these patients. Mangaing these
problems highlight our lack of resources, including lack of system
capacity and linkages between services. Children and adult patients
with MH diagnoses end up having the longest ED lengths of stay, time
frequently measured in days or longer.
Patients can present in decompensated states after running out of
their medications due to lack of outpatient mental health care capacity.
Psychotic patients with substance abuse alone, with a primary
psychiatric problem, or with MH and substance abuse combined,
can require chemical and/or physical restraints. Homelessness,
substance abuse and MH conditions are a common triad. We may
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be experts at medically clearing patients for MH evaluations but
achieving medical clearance may take time for metabolism to occur
for this subset of patietns. Once a patient has been medically cleared,
obtaining a MH evaluation by a designated provider may take time or
may not be available at your hospital. Access to outside MH services
are problematic: mobile psychiatric services are slow to arrive and
contracted tele-psych services often don't send home low risk patients,
seeming to manage their own risk rather than the patient’s risk.
Non-LPS facilities with uninsured patients can spend countless hours
trying to transfer those patients to a higher level of care at an LPS
facility. Resources for children, the elderly, and patients with medical
and MH needs are scarce. At the root of the scarcity of resources is
the lack of adequate economic support for inpatient and outpatient
capacity. Additionally, there is a county-by-county variation on how
California law is applied. EMTALA is not routinely enforced for hospitals
participating in the Medicare program and not all MH facilities are
bound by EMTALA. No wonder we are frustrated.

PROPOSED SOLUTIONS: LEGISLATIVE

psychiatric risk stratification

As a result of these obstacles, California ACEP began approaching
solutions to this complex issue. Immediate Past President Marc
Futernick, President-Elect Aimee Moulin, Board Member Kevin Jones,
Executive Director Elena Lopez-Gusman, and our lobbyist Tim Madden
have worked tirelessly to understand the issues facing different
practice environments and to meet with stakeholders including
patient advocacy groups, county mental heath leaders, psychiatrists,
and unions, to better understand the problem as they see it. Although
our comprehensive bill from the 2014-15 legislative session, AB 1300,
did not become law, our work was an investment in education and
relationship building. We have demonstrated to the MH community
that EM is committed to a pro patient solution.

initiating therapeutic interventions in the ED

We have redoubled our efforts by visiting with the major stakeholders
to listen and better understand their perspectives and ideas for solving
these challenges. We now better understand their concerns regarding
MH care in the ED and are in a better position to seek win-win solutions.
Based on these meetings, we created four main legislative goals for
2017 to improve the delivery of MH services to patients seeking care
in the ED:
1. Require all acute psychiatric hospitals to accept emergency
psychiatric transfers, regardless of the patient’s ability to pay. This
expands the spirit of EMTALA to all psychiatric hospitals, including
those who have an ED and thus are not subject to California's
EMTALA law.
2. Clarify that providers do not need patient consent to share
medical information for the purposes of emergency mental
health treatment.
3. Extend liability protections to ambulance transport providers
when transferring patients from a non-LPS ED to an LPS facility.
4. Clarify that a hospital may not require a patient to be on a 5150
hold in order to accept them.
Additionally exploring the possibility of raising the Medicaid Fee
schedule for outpatient and inpatient MH care could be an effective
path to improving capacity for our patients. In the past a change in
Medicaid Fees for OB care resulted in an expansion of providers willing
to care for these patients.
We are at the very start of a two-year legislative session and these
legislative ideas are a work in progress in the early steps of the process.
Stay tuned for updates.

PROPOSED SOLUTIONS: CLINICAL
Emergency physicians have always solved problems by stepping up
and doing more. I believe we have the tools to serve our patients with
MH conditions better than we currently do. President-Elect Aimee
Moulin is leading our Mental Health Work Group. The Work Group is
looking at evidence-based tools that can be shared with the California
ACEP membership. These tools are in the areas of:
exploring past history of medical and MH conditions

ongoing care of medical problems and general care of the patient
with MH conditions awaiting disposition
safe transitions of care from shift to shift
I believe that part of the solution lies in our ability to approach patients
with mental health conditions in the same manner we do patients with
other medical conditions. Both require some art and some science,
great listening and detective skills, and use of evidence and time. Our
assessments and risk stratification, in conjunction with selective use of
our specialty consultants, will result in early discharge and referral of
our low risk patients, admission/higher level of care transfer of our high
risk patients, and further monitoring and reassessment of our middle
risk patients. Given the current shortage of inpatient MH beds, being
good stewards of resources is critical. Outpatient MH care, ED care,
crisis stabilization units/psychiatric urgent care facilities, and inpatient
units all have a role to play. The social factors involved with some of our
patients’ arrival in the ED demand involvement of care coordination
and case management services.

CONCLUSION
California ACEP is committed to improving the care, capacity, and
linkage of services for our patients presenting with MH conditions. This
is a complex problem requiring a multi-faceted approach. Legislative,
economic, and clinical solutions exist but require time, expertise,
relationships, and the can do attitude that is the hallmark of EM.
If you have any thoughts on this topic please contact California
ACEP at info@californiaacep.org. We can use your ideas, insights, and
expertise. n

Larry
Thanks,

Section 5150 is a section of the California Welfare and Institutions Code (in particular, the
Lanterman–Petris–Short Act or "LPS") which authorizes a qualified officer or clinician at
an LPS facility to involuntarily confine a person suspected to have a mental disorder that
makes them a danger to themselves, a danger to others, and/or gravely disabled. Section
1799 is a section of the California Health and Safety Code (section 1799.111) which
authorizes professional staff at a non-LPS facility to involuntarily confine a patient up to
24 hours for the same reasons as a 5150, allowing time for the patient to become stable
for discharge or be transferred to an LPS facility. Section 5585 is a section of the California
Welfare and Institutions Code that is similar to section 5150 but applies to minors. To
clarify, the “5150” document is an application for a 72 hour hold. The application permits
the involuntary confinement of a patient for an assessment, evaluation, and crisis
intervention, which may lead to a hold (resulting in admission or transfer) or discharge
and referral for out patient follow-up.

streamlining medical clearance
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LEGISLATION SPOTLIGHT:
CURES Technology Integration
By Elena Lopez-Gusman & Kelsey McQuaid, MPA

It’s the start of a new two year legislative
cycle in the State of California. As California
ACEP staff prepares to sort through the
approximately two thousand bills that will
be introduced in 2017, we thought we
would update you on a bill of our own, AB
40 by Assembly Member Miguel Santiago.
Emergency departments (EDs) across
California use health information technology,
such as electronic medical records and health
information exchanges; software that draws
upon patient information from multiple
healthcare providers. This type of information
is particularly helpful when patients come
into the ED.
At many EDs, the emergency physician
will receive a report on a patient’s known
information, including current care plans,
history of violence, and recent imaging
and tests, prior to seeing that patient. This
information provides emergency physicians
with a more complete picture of the patient’s
health history. What is currently lacking
from this patient information is the patient’s

prescription history from the Controlled
Substances Utilization Review and Evaluation
System (CURES).

receive timely care. While this seems like it
should be easy to do, current law does not
allow for it.

AB 40 (Santiago) would allow health
information technologies to integrate with
and automatically query CURES on behalf of a
registered provider. This means a summary of
a patient’s opioid prescription history would
be given directly to the emergency physician
without taking time away from patient care to
manually check CURES.

The bill was introduced on December 5, 2016
at the start of the new legislative session. Per
legislative rules, the bill must be in print for
at least 30 days before it can be heard. AB 40
will likely be heard in committee in March
when committee hearings start up for the
year. There is an urgency clause attached to
AB 40, which means that it would go into
effect immediately if the Governor signs it. As
such, the bill will require a two-thirds vote of
the Legislature to pass. Staff is meeting with
stakeholders to ensure that the bill moves
smoothly through the legislative process.

The Chapter has heard from our members
who want to access CURES information early
without spending precious time to manually
obtain the information in order to better
inform the best course of treatment for the
patient.
AB 40 (Santiago) will allow CURES to integrate
with health information technologies will
allow prescription information to be included
in the same patient information that many
physicians already receive. This will help
reduce stress on California’s overcrowded EDs
by allowing emergency physicians to more
efficiently treat patients, ensuring all patients

6 | LIFELINE a forum for emergency physicians in california

At the time this article was written, bills were
still being introduced. The Government Affairs
Committee will be reviewing legislation in
March and making recommendations to the
Board of Directors for adoption in mid-March.
The Chapter will keep you up to date on AB
40 (Santiago) and other important legislation
impacting emergency physicians throughout
this legislative session. n

OH DEER!
IS IT TIME TO
RENEW?

CHECK YOUR
MEMBERSHIP INFO
AT ACEP.ORG
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The ER is Not a Good Substitute for Coverage
By Myles Riner, MD, FACEP

As Liam Yore (Movin’ Meat) noted in a tweet recently, now that repeal of Obamacare is likely, and replacement with an
alternative will probably leave many millions more without health insurance coverage; we are beginning to hear once again
the refrain that ‘the uninsured can always go to the ER’. There was the recent comment by Eric Bolling, co-host of Fox News,
who, in response to a concern that those who may lose insurance coverage after repeal would end up on the street (i.e. with
no health care coverage), said: “They’re not on the street. You still have Medicare and Medicaid. So that’s always going to be
there. And you have emergency rooms, which we had before. Until another plan is floated, that’s acceptable.” Rush Limbaugh,
who said in 2010 critiquing the ACA, that we have already have health care for the poor: it’s called the Emergency Room, was
not the first to offer this cynical thought. President Bush in 2007 said famously: “The immediate goal is to make sure there
are more people on private insurance plans. I mean, people have access to health care in America. After all, you just go to an
emergency room.” In 2012 on CBS’s 60 Minutes, Mitt Romney suggested that emergency room care suffices as a substitute for
the uninsured. Mr. Trump has recently declared that once Obamacare is repealed, he will not leave people to die in the street
for lack of insurance, presumably relying on the ER to cover the millions that Trumpcare leaves uncovered.
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In my 34 year career practicing emergency medicine, probably half of
the near 100,000 patients I treated were under-insured (Medicaid) or
uninsured. Many of these people were the working poor, some were
recently laid off, some uncovered because of pre-existing conditions or
changes in employment. In other words, a lot of them probably were,
or would have been, Trump supporters. A lot of these patients came
to the ER because they had no where else to go to get health care,
and because EMTALA regulations meant that if they had a medical
emergency, or just a medical ‘urgency’; they would likely get evaluated
and treated for their medical problem(s), regardless of their lack or
insurance or ability to pay. Honestly, if I had been resentful of these
people for relying on this mandate, or on government subsidized
health insurance coverage (note: Medicare is a subsidized program,
too); I don’t think I could possibly have endured practicing this
specialty. Yet resentment appears to be the common link to various
expressions of the disdain that leads so many political leaders and
opinion-makers to look to the ER as the default safety-net provider for
the under- and uninsured.
There is so much about this default role for the ER that is antithetical
to conservative ‘family values’ and prudent fiscal policy that it boggles
the mind. ER care is not a cost-effective way to provide insurance
coverage to these patients; and ultimately these additional costs are
shifted to the taxpayer, the premium payer, and employers. Back in
2009, “the average U.S. family and their employers paid an extra $1,017
in health care premiums …. to compensate for the uninsured.” Families
USA. found that “about 37% of health care costs for people without
insurance — or a total of $42.7 billion — went unpaid last year.” That
cost eventually was shifted to the insured through higher premiums,
according to the group. You can bet the cost shift will be much higher
if the repeal of Obamacare leaves millions more uncovered. We know
that being uninsured or underinsured leads people to put off necessary
care until their conditions become much more expensive to diagnose
and treat; and how can it possibly be good for corporate America to
have an employee base that is chronically ill? Emergency care providers
and ERs can only do so much for patients with chronically untreated or
smoldering illness, with unmet preventative care needs, with ignored
mental health conditions, or lack of a long-term relationship with a
primary care provider.
Dumping these patients on the ER to keep them from ‘dying in the
streets’ is the height of hypocrisy, especially for politicians who claim to
be practicing Christians. If Christ had turned a blind or unsympathetic
eye to the poor and infirm, he wouldn’t have been revered, he would
have been ignored. How can you reconcile complaints about ‘abuse
of the ER for non-emergency care’ with policies that force patients to
rely on the ER to get this care? Rush also said: “Pre-existing condition
coverage is not insurance; it’s welfare”. You would think someone who
suffered from a prescription drug addiction would understand that
allowing health plans to reinstitute coverage exclusions for those with
pre-existing conditions would make it difficult for him to get insurance,

even with his millions. Of course, he can afford to go bare, but few of us
are so fortunate. Somehow we need to get our leaders to understand
that ER care is not a good substitute for health insurance coverage,
even in the short-term; and that ‘repeal and replace’, if it relies on the ER
to backstop a huge pool of newly uninsured, will undermine the ability
of emergency care providers to take care of anyone that might have a
medical emergency, regardless of their social or political standing. n

NOTE: This article, which
was originally published on
12/04/2016, is reprinted with
the permission of Dr. Riner. The
views and opinions expressed
in this article do not necessarily
represent those of California
ACEP. You can read Dr. Riner’s
blog at www.ficklefinger.net.
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Many emergency department (ED) psychiatric patients present after
traveling. Although such travel, or peregrination, has long been
associated with factitious disorder, other diagnoses are more common
among travelers, including psychotic disorders, personality disorders,
and substance abuse. Travelers’ intense psychopathology, disrupted
social networks, lack of collateral informants, and unawareness of
local resources complicate treatment. These patients can consume
disproportionate time and resources from emergency providers.
We review the literature on the emergency psychiatric treatment of
peregrinating patients and use case examples to illustrate common
presentations and treatment strategies. Difficulties in studying this
population and suggestions for future research are discussed. [West J
Emerg Med. 2016;17(5)600-606.]

INTRODUCTION
Patients who travel long distances and present for psychiatric care
are familiar to emergency providers. Yet the epidemiology, diagnoses,
and treatment needs of these “travelers” remain largely unknown. The
ready accessibility of emergency department (ED) care compared to
outpatient or inpatient mental health services is attractive to traveling
patients who are unfamiliar with local healthcare providers or have
few local social supports and no healthcare providers.1 This paucity of
local resources complicates ED providers’ treatment and disposition
planning. The act of traveling itself may occur as the result of mental
illness or introduce stressors that exacerbate psychopathology.
Travel by psychiatric patients was first recognized as a complication
of Munchausen’s syndrome.2,3 In Munchausen’s, or factitious disorder,
patients present with the unconscious production of somatic
symptoms and are prone to traveling long distances to seek care from
new providers. In this context, peregrination – derived from the Latin
peregrinating, “to travel abroad” – was used to describe a patient’s
traveling. However, Munchausen’s is quite rare (<1% of consultation
liaison consults) relative to the observed frequency of long distance
patients presenting for emergency mental healthcare (6.6% in one
study).4,5 Thus, factitious disorder is not likely the most common
diagnosis among most peregrinating psychiatric patients.
This paper reviews the literature on patients who present for emergency
psychiatric care after traveling long distances. The diagnostic and
treatment considerations raised through a systematic literature review
are framed with case examples. The authors then share strategies for
managing peregrinating psychiatric patients based on the literature
and their experience as medical directors of psychiatric emergency
services at large public safety-net hospitals.

METHODS
We reviewed the scientific literature for articles describing the
prevalence, pathology, or treatment of patients who present to the
ED after traveling. A search using the unrestricted terms “travel” and
“psychiatry” was conducted in the PubMed and PsycINFO databases.
No date limiters were used. Papers’ titles and abstracts were screened
for a full-text review. PubMed’s “Related Articles” feature and a review
of included papers’ bibliographies provided additional records. Figure
demonstrates a flow chart of the article selection process.6
Overview of the Literature
We identified 21 articles as potentially relevant to the treatment of
traveling psychiatric patients in the ED. The most relevant articles
included case series (two articles),7,8 case reports (three articles),9-11 and
a review of pertinent pathology (one article).3 Four papers compared
traveling ED patients to nontraveling controls.5,12-14 Another 12 papers
addressed psychiatric sequelae of acute travel, including seven articles
on jet lag. Because these patients may present to EDs for care, these
articles were included in this review. Articles were almost entirely
limited to descriptions of traveling patients or relevant pathology: Only
one article focused on treatment recommendations – to help patients
with psychotic disorders prevent decompensation due to jet lag – but
was focused on outpatient, preventative treatment.15

Records screened after
removal of duplicates (n=437)

Full-text articles assessed
for eligibility (n=35)

Additional full-text articles identified
from above and reviewed (n=7)

Records excluded (n=402)

Full-text articles excluded (n=21)
• Not in English (n=2)
• Not specific to psychiatric presentations
(n=1)
• Not relevant to ED care (n=11)
• Not relevant to review (n=7)

Articles Included in review
(n=21)
Figure. Article selection flow chart.
ED, emergency department

Identifying Travelers
Terminology and case definitions of patients who travel vary greatly.
One study of ED patients used the term “longdistance patients,”
defined as those arriving to the ED from greater than 100 miles away.5
Investigators in Hawaii studied travelers who had arrived to the state in
the preceding four months7 or changed at least two time zones in the
preceding 10 days.12 An Israeli study compared tourists traveling three
or fewer time zones to those traveling seven or more.16
Other available definitions are not specifically used for emergency
care. For example, an examination of psychiatric re-admission rates
among inpatients with schizophrenia in Taiwan compared patients
from “remote” and “non-remote” towns using a government definition
accounting for “location, geography, and medical availability.”17
Government definitions of mobility not specific to clinical care include
persons moving greater than 500 miles or across county or state
lines.18,19
Travel and residential moves are common in American life, but it is
unclear how these migration patterns apply to healthcare settings.18
In census data, very few Americans cite health reasons as the purpose
of their move. Seriously mentally ill patients who lack residences are
not readily captured or easily represented by census data.20 Similarly,
persons not staying in paid accommodations are unlikely to be tallied
by travel associations. Such homeless persons are exactly those
frequently seen in psychiatric emergency services. And while health
reasons are rarely a reason for moving or traveling, patients who do
travel for healthcare might be expected to be sicker and use greater
healthcare resources.
Prevalence of Travelers in the ED
Only one study describes the prevalence of patients who travel long
distances for emergency psychiatric care. In that cohort study of
traveling patients, 6.6% of patients in a psychiatric emergency service
lived more than 100 miles from the hospital’s city.5 Because the hospital
was located in a rural area, the authors suspected a higher prevalence
may exist among urban hospitals.
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Presentations of the Traveling Psychiatric Patient
The following brief cases illustrate ED presentations commonly
described in the literature or treated by the authors. In studies that
have compared travelers to non-travelers, patients appear more
likely to have depressive, manic, or psychotic episodes.12,16 Patients
coming to the ED from farther away within a metropolitan area may
be relatively more likely to have severe mental illness and involuntary
presentations.13,14
CASE 1
A 30-year-old man presents with suicidal ideation after relapsing
on alcohol. He recently moved to the area after a long period of
unemployment, anticipating work with an oil drilling company. However,
the job fell through, he has no local friends or family, and he lacks money
to return home. This anxiety and new homelessness triggered his relapse.
Persons who move to a new area to seek employment, new residential
amenities, or for family/relationship reasons may present to EDs in
crisis. These patients are unable to access their usual coping skills and
social supports owing geographic isolation. Loneliness, frustration,
or regret may be prominent; patients may present with depression
and perhaps after a suicide attempt.7 In general, residential mobility
is associated with greater neuroticism and lower conscientiousness.19
Because neuroticism is associated with adverse health outcomes at a
population level, it may be that persons who move are more likely to
require psychiatry and medical care.21
Tourists and short-term residents often present with acute anxiety
reactions, often precipitated by a minor event in the context of
separation from social supports, fatigue from prolonged travel, and
jet lag:
CASE 2
A 40-year-old man presents with chest pain and shortness of breath.
The emergency physician diagnoses a panic attack. The patient has
been in town caring for his terminally ill mother, which has proven a
financial burden and emotionally exhausting. Today, the patient became
overwhelmed with anxiety that his wife and children may be ill as well.
The patient has history of an anxiety disorder but recently ran out of
medications after missing a follow-up appointment in his hometown.
These patients may present to the ED with panic attacks, somatic
reactions, seemingly paranoid thoughts (e.g., “something terrible
is happening to my family”), or disorganization and psychotic
reactions.8,22 Anxiety reactions may be more common among patients
traveling for funerals or illnesses in the family.12
Patients with mental illness are prone to decompensation while
traveling. For example, patients with a history of depression or mania
are at elevated risk for depression or mania when travelling across
time zones.15,16,23 Travel disrupts medication adherence and limits
access to a patient’s mental health professionals.12 More serious
medical complications are possible: One report describes two patients
with schizophrenia who developed possible neuroleptic malignant
syndrome upon traveling to a warm tropical country.24
CASE 3
A 45-year-old woman comes to the ED from a rural part of the state. She
14 | LIFELINE a forum for emergency physicians in california

has borderline personality disorder and a history of over a dozen overdoses.
She recently lost her girlfriend, which prompted an overdose and inpatient
admission near her home. However, she had a conflict with her inpatient
team, left, and now arrives to your academic medical center “for a second
opinion” to help her “stabilize on medications.”
This case exemplifies the presentation of an “intentional” traveler
who travels consciously and purposefully to obtain care at a specific
facility.5 In most ways, intentional travelers are not demographically
or diagnostically different than local patients. In the study defining
intentional patients, these patients appeared to travel to access
the resources of a larger hospital or avoid the stigma of psychiatric
treatment in their home communities.21 Some patients indulge in a
“rescue fantasy” that they have traveled to a hospital that will help
them; this fantasy can complicate discharge or disposition planning.
Personality disorders are common among intentional patients.
As opposed to these intentional patients, “incidental” travelers do not
specifically seek psychiatric care but nonetheless come to the ED’s
attention. This group often includes patients who are hitchhiking
or homeless and brought in by police or ambulance. These patients
are significantly more likely than locals to have had prior psychiatric
treatment, suffer psychotic and substance use disorders, and require
inpatient hospitalization.5 Case four describes such a patient:
CASE 4
A 25-year-old man with a history of schizophrenia calls 911 from a
homeless shelter because of intense command auditory hallucinations to
hurt himself. He has been in town for six days from out of state. He tells
you he moved “because I needed to” and that he often remains in a city for
about a month. He will leave town “when the voices tell me to.”
Patients with schizophrenia and delusional disorder often present
after traveling from another state with vague intentions or paranoia;
for example, they may “want a change” or to “see the mountains.”
Their knowledge of local resources is often similarly unclear, and they
may be uncertain where to obtain shelter, food, or medication. Some
patients present after calling 911 with suicidal ideation. An assessment
quickly reveals that the patient uses this strategy repeatedly in new
cities to obtain treatment and orient to local resources. These patients
may become high utilizers over a short period before moving on to
another city.
Patients with bipolar disorder are also prone to peregrination during
manic episodes. These patients are unlikely to seek out care once in
a new city. More likely, they present via police or ambulance after
causing a disruption in the community. Co-occurring substance use
is not uncommon.
Patients with personality, dissociative, and factitious disorders often
arrive to emergency care in dramatic fashion:
CASE 5
A 53-year-old man presents to the ED with memory loss. He had flagged
down a bus driver seeking help. He describes having recently arrived to
the city but cannot remember where he came from or even who he is. He
cannot recall who his family members are and lacks any identifying papers
(but has $600 in his sock).25

CASE 6
A 30-year-old woman presents to the ED with chest pain and shortness of
breath. She states she has protein C deficiency and a history of pulmonary
emboli. New to town, she describes prior surgeries – she has a prominent
midline abdominal incision – for “life-threatening” medical issues without
manifest anxiety. She is talkative and cooperative with care but vague as to
prior interventions and treating physicians.
Despite their intact thought process, these patients describe profound
hallucinations, delusions, or cognitive symptoms that belie their ability
to travel long distances. Case 6 characterizes classic Munchausen’s, in
which patients peregrinate; change providers; seek recurrent medical
interventions; and disclose dramatic but vague histories of present
illness.3 (This patient may have true protein C deficiency as well.)
Patients with dissociative fugue present complaining of amnesia or
confusion.9,10 Elucidating the patient’s history through a collateral
informant, clinicians typically identify a profound social stressor
precipitating migration. Gander syndrome, another dissociative
disorder, may be present among travelers and is characterized by
vorbeireden, in which approximate answers are given to questions, but
those answers suggest the patient has a sense of the correct answer.11
(E.g., How many legs does a dog have? Five.)
Malingering should be considered in patients who are uncooperative,
demand controlled substances, display atypical or inconsistent
symptoms, and have evident secondary gain.26 Malingering is seen
among patients with antisocial personality disorder who travel to
avoid legal prosecution or violent reprisals.
CASE 7
A 30-year-old woman is brought in by ambulance after being found
unconscious at a bus station. She awakes with the administration of
intravenous naloxone. She reports that she is traveling cross-country and
used heroin during an overnight layover. Disinterested in treatment, she
desires discharge to catch her bus.
Substance use is present in most psychiatric emergencies and prevalent
among travelers.27 Vacationers, particularly students on spring break,
are prone to excessive alcohol use.28 Some patients miss bus or airplane
connections because they have been using substances; patients
may then be approached by security services or self-present seeking
detoxification in the ED. If stranded and unable to continue home,
their distress only increases. The psychotic symptoms of schizophrenia
or bipolar disorder may be exacerbated by stimulant, hallucinogen,
or marijuana use. The availability of drugs may itself promote travel:
the legalization of marijuana in Colorado and Washington states has
prompted migration of homeless persons to those states.29,30
The act of travel itself may induce biological stress that induces
psychiatric illness. Air travel has been associated with cognitive
impairment, delirium, and psychosis among elderly patients.31,32 These
acute complications likely arise from fatigue as well as disruptions in
circadian rhythms and diurnal cortisol regulation.16,33
Approach to Treating Travelers
Ill, isolated, and in need of treatment, the traveling patient in the ED
presents unique challenges for treatment. Our review revealed no
treatment recommendations for the treatment of traveling patients

in the ED. We provide some guidance based on our experience in
emergency psychiatry.
Table 1. Key questions for evaluating the peregrinating emergency department patient.
Question

Clinical information

How long have you been in this city?

Collect history of present illness and consider time
course of symptoms.

What brought you to this city?

Understand motivation.

Where are you staying? Where do you eat? What is Assess for grave disability and identify basic needs.
your income source?
How often do you move?

Learn pattern of behavior and usual coping styles.

Who do you know here? Any friends? Family?

Identify sources of support.

How long do you plan to stay here?

Begin planning for follow-up care.

Solicit a history
An evaluation of patients who travel must begin with a history of
present illness that includes for how long the patient has been in town
and why the patient moved. The timing of peregrination provides
clues to changes in functioning, symptom severity, and reasons for
presentation. This line of questioning naturally leads to an assessment
of the patient’s self-care: Where is the patient staying? What are sources
of food, clothing, and income? Do they have a cell phone to facilitate
follow up? Table 1 lists several key questions for evaluation.
Understanding the patient’s travel pattern is important for treatment
planning in the ED. How long does the patient typically stay in a city?
How did the patient pay for travel previously? Patients who move
every few weeks are unlikely to engage in case management. The
need for inpatient hospitalization must be determined based on
acute safety concerns, but we find that many traveling patients do not
participate in subsequent follow-up care. Thus, for chronic travelers,
inpatient hospitalization is typically unhelpful for improving prognosis
or engagement in treatment.
Assess familiarity with local resources
Clinicians then identify the patient’s local resources: What family or
friends live in the area? What employment opportunities exist for
the patient? Patients new to town often require orientation to local
healthcare and shelter resources. Oftentimes, patient express suicidal
ideation that may be ameliorated by a brief introduction to the city,
meal sites, day shelters, and crisis services. A map that locates these
services and provides phone numbers is invaluable. For patients
without a local social network, the clinician should learn where the
patient’s supportive persons reside and how to connect the patient
with them.
Obtain collateral information
Obtaining prior medical records or identifying collateral informants
for travelers can be difficult. Patients may be resistant to disclosure
or unaware of where they received treatment. In these cases, several
strategies are helpful. Insurance companies often have on-call
clinicians who will review claims, share diagnoses, and even provide
treatment notes regardless of geographic location; a patient disclosure
authorization is not required to talk to the insurer. Chronically mentally
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ill patients are often treated by community mental health providers
that closely collaborate with local crisis lines. We have found that calling
the regional crisis line in the patient’s prior residence can elucidate
contact information for a recent case manager or treatment records;
at least, the crisis counselor can provide clues as to local hospitals and
agencies that are likely to have treated the patient. Major city hospitals
and mental health agencies in the traveler’s city of origin may be
found through an Internet search or an informal survey of colleagues
in the ED. Many peregrinating patients present to EDs with discharge
paperwork from another hospital; these records are vital. Multi-state
record systems such as ED information exchanges or prescription
drug monitoring databases can report where patients have previously
received care.
Contact information for family or friends may be identified through
outside hospital records, among the patient’s belongings, or in the
patient’s cell phone. These persons may offer information helpful for
an evaluation as well as provide the patient a social network to assist in
disposition or other problem-solving.
Focus on safety and the acute presentation
Like any patient presenting to the ED, travelers merit treatment of acute
pathology and a comprehensive assessment of suicide and violence
risk. As with local patients, longdistance patients may benefit from
pharmacotherapy for agitation, psychosis, or anxiety; detoxification
and substance treatment services should be considered.
Specific interventions and disposition planning should reflect the
patient’s local resources, individual strengths, and personal goals.
Brief psychotherapy for traveling patients starts with a supportive
stance that explores patients’ strengths and sources of resilience –
after all, the same cognitive, financial, and social capacities required
to travel may also facilitate treatment. In our experience, travelers with
paranoia or involuntary ED presentations are resistant to accessing
care: emergency providers should strive to help these patients feel
comfortable returning to the ED should new problems arise.
Tourists and travelers with reliable plans to return to usual care in
another city may be assisted with bridging prescriptions or guidance
to urgent care providers for help until returning to a usual provider (as
with Case 2). Absent concerning side effects, changes in psychiatric
medications and dosing are best handled by the patient’s regular
provider rather than in an acute ED visit.
“Bus therapy”
Some hospitals provide a one-way bus ticket to another state for
patients with challenging psychiatric presentation and recurrent
service utilization.34,35 This practice is pejoratively called “Greyhound
Therapy.”34 There are no data as to the outcomes of bus therapy. In
some instances, travelers specifically request help with a bus ticket,
and clinicians are able to speak with family members or outpatient
providers in the city to which patients wish to return. Under these
circumstances it is reasonable to facilitate travel in hopes of helping the
patient re-establish contact with an established social and healthcare
network.
However, providing a bus ticket to a patient with no plan for shelter or
resources in the destination city is “patient dumping.”35 Bus therapy
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in this fashion is unethical and discouraged. Dumping constitutes a
failure of the duty to care for patients and distorts the just distribution
of mental health resources.

FUTURE DIRECTIONS
Much about patient peregrination remains to be discovered. The
frequency and costs associated with peregrination are unknown, as
are firm data regarding psychiatric and medical morbidity among
these patients. Studying these patients is difficult: Travelers move
across regions and healthcare systems, change insurance providers
frequently, and are unlikely to participate in longitudinal studies.
Widespread adoption of electronic medical records may facilitate an
investigation of these patients. At a local level, hospitals can develop
case definitions and collect information on the care needs of travelers.
It is unclear what outcomes would be of value in evaluating the care
of traveling patients.
Table 2. Common diagnoses among peregrinating psychiatric patients.
Anxiety, depression, or crisis after re-location for work or personal reasons
Schizophrenia
Bipolar mania
Delusional disorder
Substance abuse
Personality disorders, including borderline and antisocial
Factitious disorder
Dissociative disorders
Malingering
Delirium, cognitive impairment, or psychosis secondary to jet travel

CONCLUSION
Peregrinating psychiatric patients are commonly seen in the ED. These
patients consume significant attention and resources in the emergency
department. The historical association of traveling with factitious
disorder has obscured the broad range of diagnoses associated with
traveling patients (Table 2). Indeed, clinical practice and limited data
suggest that travelers represent a patient population with significant
psychopathology. Emergency clinicians’ assessment and treatment
must reflect the unique needs of the peregrinating patient. n
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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, lock in $500 million for the Maddy EMS Fund over
the next 10 years, and fight for ED overcrowding solutions!
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 on your behalf. Thank you to our 2015-16

contributors (in alphabetical order):
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Alvarado Emergency Medical Associates
Antelope Valley Emergency Medical Associates
Beach Emergency Medical Associates
Berkeley Emergency Medical Group
Centinela Freeman Emergency Medical Associates
CEP America
Chino Emergency Medical Associates
Coastline Emergency Physicians Medical Group
Culver Emergency Medical Group
Eden 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 Coast Emergency Medical Associates
Pacific Emergency Providers
Pacifica Emergency Medical Associates
Riverside Emergency Physicians
San Dimas Emergency Medical Associates
Sherman Oaks Emergency Medical Associates
South Coast Emergency Medical Group, Inc.
Tarzana Emergency Medical Associates
TeamHealth
Temecula Valley Emergency Physicians, Inc.
US Acute Care Solutions
Valley Emergency Medical Associates
VEP Healthcare, Inc.
Valley Presbyterian Emergency Medical Associates
West Hills Emergency Medical Associates
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Conference Call
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Washington, DC

16th at 10am
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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.
CALIFORNIA, CENTRAL COAST SAN LUIS OBISPO: A fantastic job opportunity.
Seeking residency trained, BC/BE Emergency Physician. Democratic, established
group with equal partnership and full benefit package. Progressive hospitals on
the beautiful Central California Coast, half way between LA and SF. A spectacular
place to live, work and play. The perfect place to build your career and raise your
family.
Call 805-434-1869. E-mail: ccep@tcsn.net.
DOWNTOWN LOS ANGELES: Emergency Physician needed. $350,000 +
incentive per year, malpractice paid, half days, half nights. ABEM ABOEM with
experience. Present core group average 23 yrs tenure. 36,000 annual visits,
paramedic receiving (no peds) STEMI Stroke, physician coverage 36-40 hrs/day,
NP & PA coverage 12-20 hrs/day
FAX CV to 213 482 0577 or call 213 482 0588 or neubauerjanice@gmail.com
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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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
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
SOUTHERN CALIFORNIA OPPORTUNITIES:
• Tustin, CA - Orange County - 73-bed community hospital, 8-bed ER, paramedic receiving, low
volume. 10 x 24hr = $240,000/yr + incentive
• East Los Angeles - 120-bed community hospital urgent care (non paramedic receiving) volume
700/mo. Guarantee $100/hr.
• Norwalk, CA - 60-bed hospital. 500-600 patient/mo. Paramedic receiving. $110/hr.
FAX CV to 213 482 0577 or call 213 482 0588 or
email neubauerjanice@gmail.com
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American Health Education, Inc
Perry Hookey, EMT-P
7300B Amador Plaza Road, Dublin, CA 94568
Phone: (800) 483-3615
Email: info@americanhealtheducation.com
Web: www.americanhealtheducation.com

Loma Linda University Medical Center
Lyne Jones, Admi ni strati ve Assi stant
Department of Emergency Medicine
11234 Anderson St., A108, Loma Linda, CA 92354
Phone: (909) 558-4344 x 0
Fax: (909) 558-0102
Email: LJones@ahs.llumc.edu
Web: www.llu.edu

American Medical Response (AMR)
Ken Bradford, Operations
841 Latour Court, Ste D, Napa, CA 94558-6259
Phone: (707) 953-5795
Email: ken.bradford2@gmail.com

Medic Ambulance
James Pierson, EMT-P
506 Couch Street, Vallejo, CA 94590-2408
Phone: (707) 644-1761
Fax: (707) 644-1784
Email: jpierson@medicambulance.net
Web: www.medicambulance.net

Compliance Training
Jason Manning, EMS Course Coordinator
3188 Verde Robles Drive, Camino, CA 95709
Phone: (916) 429-5895
Fax: (916) 256-4301
Email: Kurgan911@comcast.net

Napa Valley College
Gregory Rose, EMS Co-Director
2277 Napa Highway, Napa CA 94558
Phone: (707) 256-4596
Email: grose@napavalley.edu
Web: www.winecountrycpr.com

CSUS Prehospital Education Program
Derek Parker, Program Director
3000 State University Drive East, Napa Hall, Sacramento, CA
95819-6103
Office: (916) 278-4846
Mobile: (916) 316-7388
Email: dparker@csus.edu
Web: www.cce.csus.edu

NCTI – National College of Technical Instruction
Lena Rohrabaugh, Course Manager
333 Sunrise Ave Suite 500, Roseville, CA 95661
Phone: (916) 960-6284 x 105
Fax: (916) 960-6296
Email: jlcasa@caltel.com
Web: www.ncti-online.com

EMS Academy
Nancy Black, RN, Course Coordinator
1170 Foster City Blvd #107, Foster City, CA 94404
Phone: (866) 577-9197
Fax: (650) 701-1968
Email: nancy@caems-academy.com
Web: www.caems-academy.com
ETS – Emergency Training Services
Mike Thomas, Course Coordinator
3050 Paul Sweet Road, Santa Cruz, CA 95065
Phone: (831) 476-8813
Toll-Free: (800) 700-8444
Fax: (831) 477-4914
Email: mthomas@emergencytraining.com
Web: www.emergencytraining.com

Oakland Fire Department
Sheehan Gillis, EMT-P, EMS Coordinator
47 Clay Street, Oakland, CA 74607
Phone: (510) 238-6957
Fax: (510) 238-6959
Email: sean@baycj.com
Web: http://www.oaklandnet.com/fire/
PHI Air Medical, California
Graham Pierce, Course Coordinator
801 D Airport Way, Modesto, CA 95354
Phone: (209) 550-0884
Fax: (209) 550-0885
Email: gpierce@philhelico.com
Web: http://www.phiairmedical.com/

Riggs Ambulance Service
Greg Petersen, EMT-P, Clinical Care Coordinator
100 Riggs Ave, Merced, CA 95340
Phone: (209) 725-7010
Fax: (209) 725-7044
Email: Gregp@riggsambulance.com
Web: www.riggsambulance.com
Rocklin Fire Department
Chris Wade, Firefighter/Paramedic
3401 Crest Drive, Rocklin, CA 95765
Phone: (916) 625-5311
Fax: (209) 725-7044
Email: Chris.Wade@rocklin.ca.us
Web: www.rocklin.ca.us
Rural Metro Ambulance
Brian Green, EMT-P
1345 Vander Way, San Jose, CA 95112
Phone: (408) 645-7345
Fax: (408) 275-6744
Email: brian.green@rmetro.com
Web: www.rmetro.com
S anta R osa Juni or Col l e ge P ubl i c S afe ty
Training Center
Bryan Smith, EMT-P, Course Coordinator
5743 Skylane Blvd, Windsor, CA 95492
Phone: (707) 836-2907
Fax: (707) 836-2948
Email: medic9001@comcast.net
Web: www.santarosa.edu
WestMed College
Brian Green, EMT-P
5300 Stevens Creek Blvd., Suite 200, San Jose, CA 95129-1000
Phone: (408) 977-0723
Email: jonesds777@hotmail.com
Web: www.westmedcollege.com
Verihealth/Falck Northern California
Ken Bradford, Training Coordinator
2190 South McDowell Blvd, Petaluma, CA 94954
Phone: (707) 766-2400
Email: ken.bradford@falck.com
Web: www.verihealth.com

Search for upcoming courses: http://cms.itrauma.org/CourseSearch.aspx
EMREF is a proud sponsor of California ITLS courses.

Please call 916.325.5455 or
E-mail Lucia Romo: lromo@californiaacep.org for more information.
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The course physicians have trusted for 32 years!

OHIO ACEP EMERGENCY MEDICINE
BOARD REVIEW
February 9 - 13, 2017
Irvine, California

Ohio ACEP in partnership with
in February 2017 in Irvine, CA!

www.ohacep.org | (614) 792-6506
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