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By Larry Stock,
MD, FACEP

Emergency Medicine is an Essential Component
of an Integrated Health Care Model
Dear Colleagues,
Last month I began a journey to describe an internal narrative for California ACEP.
My goal is to begin a discussion, find common ground, and have a coherent message for our
membership as we encounter policy makers, the public, and others within health care. In an era
of doing more with less, we all need clarity about our emergency medicine (EM) roles, where we fit
within the health care system, and what value we bring to our patients.
Last month I focused on the patient. I argued that there are no inappropriate emergency department
(ED) visits. The patient gets to decide if they need to be seen and it is our job to seek to understand the
meaning behind each visit. This month we will examine emergency medicine’s role within the health
care system. Next month we will discuss how emergency medicine provides value.
In Emergency Care: Then, Now, and Next Kellermann, et al describe
the key roles of emergency care: providing life saving care to individuals
and disaster care to groups, performing complex diagnostic workups,
offering convenient acute care access, and providing safety net care.
They describe four trends that will likely shape the future of emergency
care: integration, innovation, prevention, and regionalization (1).
Prevention is the key to better individual and population health and
lowering health care costs. Regionalization, for time-dependent
interventions in emergency care (trauma, STEMI, stroke, etc), is a
growing trend to achieve better outcomes by focusing specific
resources at higher levels of care. Innovation is essential as we attempt
to get better outcomes at lower costs and to direct high intensity care
to the right patients.
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Integration involves the alignment of our work with that of our
inpatient and outpatient colleagues. In the past, EM has been accused
of working independently of other parts of the health care system,
but this concept is being replaced by a new idea: that emergency
care is an essential component of an integrated health care model.
Health information technology that works within systems of care and
between systems of care is overcoming the sense of fragmentation
and siloed thinking once common in health care systems and within
organizations. Integration can improve efficiency, quality, and safety (1).
Former California ACEP Chapter President Wes Fields has a recently
published paper in which he describes significant health care system
successes we in California should celebrate (2). If California was a country,
rather than a state, it would have a lower per capita ED utilization rate

than Canada (444/1,000 people), the United Kingdom (420/1,000),
or the United States as a whole (423/1,000). At a rate of 364/1,000,
California joins the lowest ED utilization cohort of states in the US.
Higher rates of ED utilization are seen, by health policy researchers,
as a marker of lower access to primary care and unscheduled
ambulatory care, delays in access to specialty care, and other barriers
to care. California’s relatively low ED utilization can be explained in part
by going all in with the Affordable Care Act to improve health care
coverage and access to care.
Importantly, our relatively long history with Health Maintenance
Organizations and Accountable Care Organizations has changed the
way patients access care and the way we in the ED practice.
Kaiser Permanente (KP), as an integrated health care system, has ED
utilization data that reflects a promising pathway forward for the US.
Within California, KP has physicians, hospitals, and clinics, as well as a
non-profit health insurance program. An electronic health record helps
integrate all components of KP system-wide. As an ACO, KP works to
achieve the triple aim of better population health, better individual care,
and lower overall health care costs (3). Fields found that KP members
overall and those under 65 years of age had a lower ED utilization rate
than non-KP Californians. KP members over 65 had higher rates of ED
utilization, but lower hospital admission rates than non–KP California
seniors (2). While many ACOs view every ED visit as a system failure,
the KP model views the ED as the best place to perform complex
diagnostic workups and manage exacerbations of chronic disease. KP
also provides resources for alternatives to borderline admissions, such
as next day appointments with real time case manager assistance.
While I do not work for KP, my hospital is a KP “Plan” hospital and my ED
group works in close partnership with KP physicians. Our partnership
with this ACO and other ACOs has resulted in a change in practice
to improve value-based decision-making. We maximize our use of
information and communication in making decisions about testing,
treatment, and disposition options. While not part of an integrated
health care system, I do practice in an integrated health care model
and these value-oriented practice habits carry over to the other
patient populations I serve. The ED utilization data suggests that most
California EM physicians have achieved similar successes by virtue
of practicing with HMO/ACO partners. California EM physicians are
squeezing more efficiency out of each patient encounter, lowering
costs while maintaining quality.
Donald Berwick wrote in A User’s Manual for the IOM’s ‘Quality
Chasm’ Report about the need to improve health care system
performance in six dimensions: equity, efficiency, effectiveness, safety,
timeliness, and patient-centeredness. He went on to write about
the four levels of the health care system that serve as a framework
for system reform: the experience of the patient, the micro-systems
or teams that deliver care (think ED, Cath Lab, OR), the organizations
that house/support the micro-systems, and the environment of policy,
payment, regulation, and accreditation (4). The patient is at the center
of this model and the ED is one of the key micro-systems that deliver
care to the patient. Berwick’s six dimensions of performance are
best addressed when the ED is seen not only as essential, but as an
essential component of an integrated health care model. Our central

role between the inpatient and outpatient spheres makes us well
positioned to make critical decisions, care for emergencies big and
small, play a role in prevention and public health, and provide valuebased care. Information and communication can be used between
providers and with patients to achieve better health. n

Larry
Thanks,
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LEGISLATION SPOTLIGHT:
IMPROVING MENTAL HEALTH CARE
Author: Elena Lopez-Gusman & Kelsey McQuaid, MPA

Improving psychiatric care has been a priority for the Chapter, but a 2013 survey
of Chapter members about the status of emergency psychiatric care in California
reaffirmed just how badly reform was needed. Approximately 60% of survey
respondents reported an average boarding time of over 12 hours for mental health
patients. We also observed a wide variety of access to psychiatric resources and
inconsistent application of the Lanterman Petris Short (LPS) Act across counties.
It was in this context that the Chapter joined
with the California Hospital Association (CHA)
and the California Psychiatric Association
(CPA) in 2015to co-sponsor AB 1300 (RidleyThomas) to alleviate some of the obstacles
in providing emergency psychiatric care.
AB 1300 was defeated in 2016, but out of its
defeat came a productive series of stakeholder
discussions that allowed us to find common
ground with other organizations interested
in improving mental health care. Those
meetings led to the introduction of two of
our 2017 sponsored bills: AB 451 by Assembly

Member Joaquin Arambula, MD and AB 1119
by Assembly Member Monique Limόn.
AB 451 (ARAMBULA) – PATIENT ACCESS
TO PSYCHIATRIC CARE
After an evaluation by an emergency
physician some patients need additional
psychiatric services and require transfer to a
psychiatric hospital to receive a higher level
of mental health care. Unfortunately, patients
encounter barriers to getting this care. AB 451
seeks to remove several of those barriers.
Our 2013 member survey revealed that,
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almost universally, hospitals require patients
to be on a 5150 hold or they will not accept
transfer of that patient from the emergency
department (ED). There is no such mandate in
law. This requirement by hospitals places an
unnecessary barrier to care for patients who
seek treatment voluntarily. AB 451 clarifies
that hospitals may not require a patient to be
on a 5150 hold as a condition of accepting
transfer of that patient from an ED.
Chapter members also report that psychiatric
hospitals routinely ask for the insurance
status of a patient before determining if they

will accept the transfer. Similar to EMTALA,
California law prohibits patient dumping
and ensures that everyone who comes to
an ED is treated for their emergency medical
condition, regardless of their ability to pay.
Because not all hospitals have the capability –
due to lack of available specialists or capacity to treat every condition, this law also requires
hospitals to accept transfers of patients with
emergency medical conditions from another
hospital. Hospitals are expected to accept an
appropriate transfer of an unstable patient
and cannot ask about payment until the
patient is both medically and psychiatrically
stabilized. AB 451 ensures that this law also
applies to acute psychiatric hospitals.
AB 1119 (LIMÓN) - ACCESS TO COMPLETE
MEDICAL RECORDS
Chapter members report that when they are
treating patients with mental illness, they
often have limited access to health records for
their patients. While both the Health Insurance
Portability and Accountability Act (HIPAA)

and the even more protective California laws,
the Lanterman Petris Short (LPS) Act and
the Confidentiality of Medical Information
Act (CMIA), allow providers to share patient
information for treatment purposes, there is
confusion on the part of many providers who
have interpreted the law to require patient
consent to share that information. This is a
substantial barrier to effective care in the
ED where patients are in crisis and timely
consent is not always possible. Different
interpretations mean that some health
records are incomplete and others aren’t
released to emergency physicians at all.
AB 1119 seeks to provide the clarification
recommended by a 2015 California Health
Care Foundation report entitled “Fine Print:
Rules for Exchanging Behavioral Health
Information in California.” Doing so will
provide emergency physicians with improved
access to important medical records, allowing
you to provide better care for your patients.
This bill will make it easier to access a patient’s
existing care plan and reconnect that patient

with their primary care provider, psychiatrist,
or therapist. Improved information could also
make it easier to restart medication or make
a follow up appointment before discharging
the patient. Enacting this clarifying language
is an important step toward improving mental
health care in the ED.
At the time this article was written, AB 451
(Arambula) had passed out of the Assembly
and was awaiting its first hearing in the
State Senate. AB 1119 (Limόn) passed out
of the Assembly Health Committee with a
unanimous vote and was awaiting a vote
on the Assembly Floor. Staff is meeting with
stakeholders to ensure that both bills move
smoothly through the legislative process.
California ACEP continues to monitor and
review legislation throughout the year as bills
are amended. The Chapter will keep you up to
date on AB 451 (Arambula), AB 1119 (Limόn),
and other important legislation impacting
emergency physicians during this legislative
session. n
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WHITE COAT

When graduating residency I never thought I would become a white coat-wearing emergency physician. I used to take pride the
fact that I wore the traditional emergency medicine (EM) “uniform” – scrubs, stethoscope around my neck, trauma sheers in a back
pocket, and a long 14 gauge needle and 11 blade sticking out of the front breast pocket. I had always hated wearing my white coat
since medical school. The standard issues never seemed to fit and as a young looking physician frankly most of the time made me
look even younger swimming in my father's oversized jacket. In addition, the coat always seemed to get stuck on a chair and ended
up getting stuffed with unnecessary pocket books that were referenced but weighed down my neck. Since emergency medicine is
so procedure heavy, the constant donning and doffing just seemed cumbersome. Lastly, in my opinion the long white coat brand
has been diluted. Everyone has a long white coat. I personally have no issue with physician assistants or nurse practioners having
a long white coat but I found it odd when EKG techs and dieticians were wearing a long white coat and I would witness patients
confused as to who was the physician.
hile these were all my reasons for not wearing a white,
subconsciously, I always wanted to look my mentors.
Majority of my seniors and the attendings I admired rarely
wore a white coat. And let’s face it emergency medicine has never
fully embraced wearing a white coat. Even at our national legislative
day 500 EM physicians look more like bankers or lobbyists in suits
then health care providers. As I have reflected as to why EM seems
to ditched the white coat I think it dates back to how we came about
as a specialty. Our founders were the rebels of medicine and we as a
specialty are proud of this. Our founders had to fight to distinguish
themselves from the internists and surgeons. With the heavy influence
in the creation of the EMS community and general interactions it is no
surprise we adopted more of a tactical look.
When I joined my group initially I was also issued a white coat that
frankly was boxy and see through. I ended up looking like I was a
teenager, but this didn’t bother me because I really had no intention
of wearing a white coat. However for years ago I took a position with
California ACEP to become the health policy fellow and found myself
in front of legislators frequently and would often wear a suit. One of
my colleagues recommended getting a white coat just to meet with
legislators and recommended a company that made higher quality
10 | LIFELINE a forum for emergency physicians in california

coats that had options of fit to get the fit that was best for me. This is
obviously no different then what I do with my suits so decided to give
it a try.
Upon wearing the white coat to my first legislative experience I noted
the conversation just felt different. The legislators seemed much more
receptive to what I had to say, which was ironic because my message
did not change. Puzzled by this interaction I decided to test the waters
in my own department. What stood out to me was that all of a sudden
patients and families seemed much more receptive to my plans
regardless of the complaints. In addition while I feel like I have a strong
relationship with my nursing colleagues let’s face it when you are a
newer physician there are some nurses who always challenge every
order. When the coat was on it stopped.
Thinking this was a fluke I decided to test my theory out further. I
bought three more coats and decided to wear the white coat for
every shift for 3 months. Each day on shift the interactions between
patients, families and my own staff seemed to be easier. The mother
who wanted antibiotics for her child’s ear infection seemed more
open to understanding that antibiotics could be more harmful than
beneficial. The chest pain patient seemed to understand the idea of

delta tropions and a possible discharge for an outpatient stress test.
The opioid seeker didn’t challenge me as much on the fact that our
policy was we don’t refill chronic medications. And when a patient
and family had to wait due to volumes they seemed to be more likely
to forgive the delay.
While obviously my perception caused me to continue to wear the
coat, what shocked me was that my satisfaction scores jumped
10 points over the three month period. Still thinking there is no
way this was possible, for the next three months I went back to my
embroidered scrubs and the traditional EM uniform that got me
through residency. There was a palpable difference in interactions
with patients. Three months later, the satisfaction scores were back
down 10 points.
This is obviously just my experience and an N of one. I would not
advocate that we create a mandate to wear white coats in the
emergency department, but I will say it changed my perception of
the white coat. And as my father always told me first impressions
matter. And this could not be more important than in emergency
medicine. Our patients never have met us and only interact with
us briefly. Sure we work on their case for hours on end, but the
actual face time with patients and families is limited. Anything
that can help us with the first impression is important. And while
we as practioners are able to spot an emergency provider in a
crowded hospital cafeteria, the fact of the matter is the general
public still assume physicians wear white coats. It’s how we are
depicted in media. It’s the reasons why other organizations
have been encroaching and wearing white coats.
Wearing a white coat does have its possible downsides. Most
notably is the white coat may actually harbor infections that
can lead to the spread of disease as studies have noted. But
hopefully over time fabrics will continue to evolve that may
help curb this. And for me personally the coat goes into a bag
at the end of each shift to be washed and a new one is used at the
start of every shift. And still the getting stuck on chairs and gurneys
occurs. But I have realized I don’t actually don and doff as much as
I thought I would.
Choosing to wear a white coat is a personal decision. If you have
been resistant I would recommend you consider trying it, you
may end up having a similar experience. I would recommend
you consider getting your coat to fit you by either investing in
appropriately fitting white coat or visiting a local tailor to have it
altered. Your conversations may go a little easier and you may be
pleasantly surprised to see your satisfaction scores rise.
DISCLOSURE:
I am currently a Medelita ambassador and have received free
products from meditate. However the experience I reference above
was prior to becoming and ambassador and before I received any
free products and my opinion of professional dress wearing white
coats was formulated prior to becoming an ambassador.
I am also a current California Chapter American College of
Emergency Physician board member. n
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WIDE VARIABILITY IN EMERGENCY
PHYSICIAN ADMISSION RATES:
A Target to Reduce Costs Without Compromising Quality
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INTRODUCTION: Attending physician judgment is the traditional standard of care for emergency department (ED) admission
decisions. The extent to which variability in admission decisions affect cost and quality is not well understood. We sought to
determine the impact of variability in admission decisions on cost and quality.
METHODS: We performed a retrospective observational study of patients presenting to a university-affiliated, urban ED from
October 1, 2007, through September 30, 2008. The main outcome measures were admission rate, fiscal indicators (Medicaid-denied
payment days), and quality indicators (15- and 30-day ED returns; delayed hospital admissions). We asked each Attending to estimate
their inpatient admission rate and correlated their personal assessment with actual admission rates.
RESULTS: Admission rates, even after adjusting for known confounders, were highly variable (15.2%-32.0%) and correlated with
Medicaid denied-payment day rates (p=0.038). There was no correlation with quality outcome measures (30-day ED return or
delayed hospital admission). There was no significant correlation between actual and self-described admission rate; the range of
mis-estimation was 0% to 117%.
CONCLUSION: Emergency medicine attending admission rates at this institution are highly variable, unexplained by known
confounding variables, and unrelated to quality of care, as measured by 30-day ED return or delayed hospital admission. Admission
optimization represents an important untapped potential for cost reduction through avoidable hospitalizations, with no apparent
adverse effects on quality. [West J Emerg Med. 2016;17(5)561-566.]

INTRODUCTION
Healthcare costs are at the forefront of discussions of the United States
healthcare system.1 The U.S. spends more than any other country on
medical care2 without demonstrable differential in positive outcomes
for many conditions.3 Inpatient hospitalizations drive one-third of total
healthcare expenditure in the U.S.4,5 Forty percent of all admissions,3
and as many as 70% of admissions for major service lines such as
general medicine, pulmonary, gastrointestinal, general surgery, and
orthopedics6 originate in the emergency department (ED). Publicly
supported EDs and uninsured patients have higher ED admission rates
than private sector hospitals.7
Emergency physicians’ decisions to admit rely on assorted cues and
information from patients. This framework4,5 is the basis for most
clinical decision-making today. Objective criteria and scoring systems
have been proposed to supplant this subjective model.8,9 However,
attending physician judgment remains the standard of care for ED
admission decisions. Inter-physician variability in admission decisions
and its impact on cost and quality have not been studied in detail.

In addition to reducing costs, avoiding unnecessary admissions
reduces patient exposure to high-risk patient safety events such as
venous thromboembolism (VTE),10 central line-associated blood
stream infections (CLABSI),11 catheterassociated urinary tract infections
(CAUTI),12 falls,13 and medication errors.14
Observations by the authors led us to suspect there would be significant
differences between emergency physicians in their admission rates at
our institution. We sought to understand these admission patterns
and their effects on financial and quality indicators. We hypothesized
a positive correlation between admission rates and inappropriate
admissions, and a negative correlation between admission rates and
repeat ED visits or delayed hospital admission (as such patients were
admitted at the index visit).
As a proxy for inappropriate admissions, we used rates of Medicaid
(Medi-Cal) denied-payment days. To ensure appropriate admissions,
Medicaid (“Medi-Cal” in California) reviews admission documentation
and may deny payment for admission on the basis of inadequate
documentation, delays in care, and lack of medical necessity for
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All Patients presenting to triage
October 1, 2007 - September 30, 2008
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All day denied & all but 1
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4,131
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admission.15 We analyzed the relationship between rates of inpatient
admission, quality indicators (15- and 30-day return visits, delayed
hospital admissions), and insurance denial of reimbursement for
inpatient days. Variability not explained by known risk factors for
admission might suggest other means of decreasing admission rates,
thereby controlling costs.

METHODS
This retrospective, observational study was conducted at a 377-licensed
bed, publicly supported, academic teaching hospital. It is staffed
to 200 beds and serves a medicallyindigent population, without
cardiothoracic, neurosurgical, or inpatient orthopedic services. During
the study period, the ED had 23 beds and provided over 41,000 visits
annually. While not a trauma center, it is one of two principal training
sites for an emergency medicine (EM) residency training program.
Patients are evaluated and cared for by EM, internal medicine, or family
practice residents, with EM attending supervision. Patient visits are
associated with each treating (resident) and supervising (attending)
provider. Non-emergent patients triaged during daytime hours are
seen in separate urgent care clinics staffed by general internists and
pediatricians. Patients seen in non-emergent areas were excluded
from this study.
Around-the-clock EM attending coverage is provided by full- and
part-time faculty board certified in EM. Many are also board certified
in internal medicine. Insurance coverage of the inpatient population
included 51% Medicaid, 38% uninsured, 8% Medicare, and 3% private
insurance. Sixtythree percent of inpatient admissions originate in the
ED. This above-average rate of ED admissions is consistent with public
hospitals serving medically-indigent populations.7
All ED encounters from October 1, 2007, through September 30,
2008, were included in the study. Those admitted to the hospital were
associated with the ED attending physician at the time the decision to
admit was made. Attending physicians with fewer than 100 admissions
during the study period were excluded from analysis to reduce
spurious results from small-number analysis. Study physicians covered
the ED more than 85% of the time. The study population is depicted
graphically in the figure.
This study used data contained in the Advanced Triage and
Emergency Medicine Management (ATEMM) system. ATEMM is a fullycomputerized operational workflow program providing and collecting
real-time point-of-care ED information. No separate data collection
was required for data elements related to patient-specific activity in
the ED.
We obtained utilization review (UR) data for Medicaid patients from an
electronic system used by the medical director for utilization review.
Data on board certification status and practice duration were gleaned
from medical staff records. The attending schedule was abstracted
from the AmIOn scheduling system (Spiral Software: Norwich, VT).
For each hospital admission, the UR database was cross-referenced to
identify Medicaid beneficiaries. The UR database has a framework for
categorization of Medicaid denied-payment days. One categorization
is “physicianattributable denied days,” which refers to days whose

payment denial was related to inappropriate admission or inadequate
documentation, rather than to administrative reasons such as difficulty
transferring to a higher level of service. We classified admissions with
one or fewer approved days as a proxy for a denied admission. Patients
admitted, only to be sent home by the inpatient admission team the
same day, were counted as one denied day. We analyzed physicianattributable and non-attributable (e.g., awaiting transfer, placement,
or administrative actions) denied days separately. Each attending
physician’s admission rate was correlated with the percentage of
admissions with at least one denied day and with quality indicators
(ED repeat visits and delayed hospitalizations within 15 and 30 days of
the index ED discharge).
We defined ED repeat visits as a return to our ED or urgent care clinic
for any reason within 15 and 30 days following an index presentation.
Delayed hospitalizations were defined as hospitalization at our
institution for any reason (via the ED or not) within 30 days of an index
presentation for which the patient was discharged from the ED.
We analyzed data for known confounders of admission rate: distribution
of attending shifts in the day, evening, or night; percentage of pediatric
patients; distribution of patient arrivals in the day, evening, or night;
percentage of patients who arrived by ambulance,16 and suspected
confounders of admission rate: number of years as an EM attending;
and fullor part-time faculty status. Finally, we asked each attending to
estimate their inpatient admission rate and correlated their personal
assessment with actual admission rates.
Statistics were performed using SPSS 11.5 (Chicago, IL) and Microsoft
Excel 2003 Data Analysis Tool Pack (Redmond, WA). For all analyses, p
<0.05 was considered significant.
The study was approved by the institutional review board.

RESULTS
A total of 41,248 ED visits occurred during the study timeframe; 31,373
(76.1%) were discharged, 8,813 (21.4%) were admitted, and 1,062 (2.6%)
had another disposition (e.g., left against medical advice, transferred,
etc.). Eight thousand eighty-eight patients (19.6%) were admitted by
20 attending physicians. Nine attending physicians were full time; 12
had additional board certification, all in internal medicine. Attendings
had practiced between one and 27 years. Individual physician shift
distribution ranged from 2.8% to 68.1% day shifts, 31.4% to 87%
evening shifts, and 0% to 58.6% night shifts. Comparing demographic
characteristics of patients seen by various attendings, the range of
mean ages, percent who were male, and percent who arrived by
ambulance of all patients seen by individual attending physicians was
37 to 43 years, 46.8% to 52.2%, and 5.9% to 7.8%, respectively.
Results are summarized in the table. Admission rates by attending
ranged from 15.2% to 32.0%. Physician-attributable Medicaid denied
days by attending ranged from 0% to 14.5%. There remained a
significant, positive correlation (p = 0.038) between admission rate
and percent of patients with at least one denied day after multivariate
adjustment for distribution of attending shifts and patient arrival times,
percentage of pediatric and ambulance-arrival patients, number of
years as an EM attending, and full- or part-time faculty status. There
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ATTENDING PHYSICIAN PATIENT PROFILES
Admission
rate (%)†

% Medicaid
admissions
‡

% of
Medicaid
admissions
with 1
or more
physicianattributable denied
days‡

MD 1

32.0

34.6

10.7

10.8

17.5

1.6

3.2

5.9

49.2

42

MD 2

30.0

32.8

9.5

12.8

18.5

2.2

4.2

6.3

48.0

42

MD 3

29.9

35.6

9.0

11.0

16.3

2.8

3.7

6.1

49.9

41

MD 4

29.1

33.9

14.5

9.2

14.1

1.8

2.2

7.8

49.4

42

MD 5

26.7

32.4

8.2

13.5

18.1

2.6

3.4

5.2

50.7

40

MD 6

26.5

41.3

6.5

10.5

14.5

1.9

2.7

5.0

46.8

43

MD 7

25.0

34.9

11.8

9.7

14.1

2.0

3.0

6.6

47.2

41

MD 8

24.0

34.4

8.6

12.1

16.9

1.2

2.0

6.5

49.7

40

MD 9

22.2

30.9

5.6

9.2

14.9

2.7

4.2

6.8

52.0

41

MD 10

21.7

30.2

12.1

11.0

15.6

1.7

2.5

5.9

48.8

41

MD 11

21.4

33.0

7.5

11.4

16.3

2.6

3.9

5.5

48.7

40

MD 12

20.6

36.6

7.7

11.5

17.7

2.2

3.4

6.0

47.6

41

MD 13

20.0

30.6

7.5

11.5

19.1

2.7

4.5

5.8

49.7

40

MD 14

19.3

36.2

9.6

8.3

13.4

1.5

2.4

6.2

48.8

40

MD 15

19.2

23.4

0.0

10.2

14.7

1.9

2.4

5.5

52.2

40

MD 16

18.7

39.0

5.5

8.0

12.5

1.6

2.8

5.5

48.1

41

MD 17

18.4

35.8

6.9

13.2

18.9

3.6

5.6

6.0

48.8

40

MD 18

18.4

35.0

11.1

11.3

15.9

3.3

4.2

5.4

50.3

40

MD 19

18.2

35.8

4.4

12.3

16.7

3.0

4.1

6.4

48.5

41

MD 20

16.3

36.1

7.2

10.3

14.7

2.7

3.6

5.1

50.3

41

Attending
alias

15-Day
returns to
ED (%)†

30-Day
returns to
ED (%)†

15-Day
delayed
admission
(%)†

30-Day
delayed
admission
(%)†

% Arrive by
ambulance
†

% Male
gender†

Mean
patient
age†

Data Sources: †Advanced Triage and Emergency Medicine Management (ATEMM), ‡Utilization Review database.
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was no correlation between admission rate and total number of
denied days.
Returns to the ED after initial ED discharge ranged from 8.0% to 13.5%
within 15 days and 12.5% to 19.1% within 30 days. Delayed inpatient
admissions ranged from 1.2% to 3.6% within 15 days and 2.0% to 5.6%
within 30 days of an index presentation for which the patient was
discharged from the ED. The correlations between admission rate and
15-day and 30-day ED returns, and between admission rate and 15-day
and 30-day delayed admission, were not significant.
Attending physician estimates of their admission rate ranged
from 7% to 33%. Seventy-one percent overestimated and 24%
underestimated their actual admission rate. The range of misestimation was 0% to 117%. Forty-eight percent estimated their
admission rate within 20% of their actual admission rate; 24% were
between 20 and 50% of their actual rate; 29% of the estimates were
beyond 50%. There was no significant correlation between actual
and self-described admission rate.

DISCUSSION
There was more than 100% variability among ED attending physicians in
their decision to admit, with admission rates of some providers greater
than twice the rates of others, unexplained by known confounders.
This enormous variability has important implications for healthcare
cost and quality. Inpatient admissions account for $600-800 billion
expenditure annually.17,18 Emergency physicians are in a key position
to moderate escalating healthcare costs associated with inpatient
care, as their decisions impact at least 40% of admissions.3 Reducing
admissions by 10-25% (well below the variation observed in this study)
could save approximately 1.0-2.5% of total health expenditures.19
Additional benefit could be achieved through avoiding high-risk events
such as VTE, CLABSI, CAUTI, falls, and medication errors. The potential
economic and patient care impact of optimizing physician admission
decisions from the ED remains an underappreciated component of
healthcare redesign. Admitting practice patterns should promote
appropriate and efficient use of the healthcare delivery system without
sacrificing quality of care. Greater collaboration between hospitalist
physicians and greater care coordination/case management may
reduce unnecessary admissions. Variable admission patterns based
on differences in patient,20 hospital,21 and geographic characteristics22
have been shown, with consequent variation in resource expenditure.23
Physician-level differences have been shown to influence cost of care,
for example, in the intensive care unit, where such differences were not
associated with lower mortality rates.24 To our knowledge, this is the
first demonstration of physicianlevel variability in adult ED admission
rates and has significant implications for national healthcare cost
control.
Variability in admission rate appears to be due, in part, to variation
in emergency physician risk preference.25 If all physicians in our
cohort had the same admission behaviors as the theoretical “optimal”
physician (lowest admission, denied day, revisit, and delayed hospital
admission rate), then, at this hospital alone, there would have been
2,518 fewer inpatient admissions, 430 fewer delayed hospitalizations,

and 2,466 fewer repeat ED visits during the study period. The inpatient
cost savings are clear; the corresponding increase in outpatient cost
associated with non-inpatient care delivery is less well-defined.
This study found a significant positive correlation between admission
rate and Medicaid denied days at this ED. The “optimal” admission
rate depends on point of view. A hospital with a predominantly feefor-service private insurance population will benefit fiscally from
emergency physicians with high admission rates if those providers
do not have correspondingly-high denied day rates. In a capitated
integrated delivery network, ED physicians with high admission rates
will adversely affect net income because additional admissions accrue
costs without corresponding reimbursement.
Evidence-based ED admission decision-support systems,such as
InterQual®, which have been implemented in real time in some
institutions, often conflict with attending physician admission
decisions; Glassman, et al. found an appropriateness rate of only 49%
comparing medical admissions based on clinician discretion against
InterQual® Criteria (1995).9 Determining admission appropriateness
based on severity of illness and intensity of service criteria may not
capture certain elements relevant to disposition decision-making (e.g.,
patient self-efficacy with home care).
There is need to improve methods of real-time or nearreal- time
feedback on the appropriateness of admission decisions to EM
trainees and practitioners. This must not be limited to “edge cases”
of dramatically-bad decisions but, rather, the differences in routine
decisions we found among our high-volume, board certified attending
physicians. It remains unclear what combination of subjective
judgment and objective criteria are most advantageous. There remains
much work to be done to determine the appropriate methodology
for teaching, assessing, and providing feedback to optimize admission
decision-making. Contributing to the dilemma is that many of those
who teach others had little insight into their own admission rates.

LIMITATIONS
This study has several limitations. It was conducted at a single academic
site treating a medically-indigent population. Re-presentations and
re-admissions were captured only from this institution. Inpatient
denied days is an imperfect proxy for appropriateness of admission,
as designation of days as “denied” or “covered” depends on activities
beyond control of the ED physician (e.g., daily documentation of need
for continued hospitalization). Emergency physician decision to admit
is influenced by many factors, including the availability of consultants
and timely outpatient follow up, arrival time, means of arrival and,
occasionally, patient preference. It was not possible to control for all
potential confounders to isolate provider variation as the singular
determinant behind widelydisparate admission rates.

CONCLUSION
Variability in emergency physician admitting patterns impacts the
global cost and quality of healthcare. A mechanism to routinely
JUNE 2017 | 17

track and provide feedback of admission decisions and subsequent
outcomes to EM physicians in training and practice could decrease
variability and produce more predictable patterns. The dramatic
variability in admission rates should be confirmed in other teaching
and non-teaching environments and with other payers to determine if
the results can be generalized.

Address for Correspondence: Mark J. Richman, MD, MPH, Long Island
Jewish Medical Center, Department of Emergency Medicine, 270-05
76th Ave. New Hyde Park, NY 11040. Email: mrgbuspm@gmail.com.
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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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ADVANCED 2017: CALIFORNIA ACEP ANNUAL ASSEMBLY
September 23, 2017, The Westin Pasadena, Pasadena, CA

CALIFORNIA ACEP CO-SPONSORED COURSES
40th Annual Emergency Medicine in Yosemite, January 10-13, 2018
Yosemite National Park, CA

| 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 2017
8th at 10 am

JUNE 2017
Board of Directors Meeting
Sacramento, CA

JULY 2017
3rd - 4th

Independence Day Holiday
Chapter Office Closed

11th at 9am

Reimbursement Meeting
Conference Call

13th at 10 am

Government Affairs Committee
Conference Call
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AUGUST 2017
16th - 17th

Chapter Board of Directors Retreat
Sacramento, CA
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CAREER OPPORTUNITIES |

EMERGENCY MEDICINE OPPORTUNITIES AT LEVEL 1 TRAUMA CENTER IN
SAN FRANCISCO BAY AREA! VEP Healthcare is recruiting for EM trained board
certified/prepared physicians to work at Santa Clara Valley Medical Center in
San Jose, CA. Located in SF’s south bay, in the heart of Silicon Valley and a short
distance to all the amenities the San Francisco Bay Area offers. This medical
center is affiliated with Stanford Emergency Medicine Program and offers a
pathway to professorship.
For more information, contact Ben Aguilar at baguilar@vephealthcare.com or
925-482-8253.

SOUTHERN CALIFORNIA: LA/OC area single hospital democratic group 40+
year contract holder with low turnover seeks BC/BE Emergency Physician
for FT/PT position. We are a STEMI/Stroke Receiving Center with an 80K/year
census. We have 24/7 in-house hospitalist and intensivist coverage along with
a NICU and FP residency. The ED has 60 beds including Fast Track with PA/NP
coverage, provider in triage, Scribes, and triple physician coverage during peak
hours. Competitive compensation with night differential, paid malpractice, and
educational support.
Email CV to iemg@dslextreme.com or Fax to 562-945-5283

LAKE TAHOE, CALIFORNIA: Enjoy the benefits of partnership from day one in
our stable, independent, democratic group. We are looking for a full-time BC/
BP Emergency Physician to replace a retiring partner. We staff two EDs: a level 3
trauma center with annual volume of 20k and a critical access rural hospital with
annual volume of 12k. In the winter months, we also staff clinics at three local
ski resorts. Flexible scheduling allows you to take advantage of the abundant
year-round outdoor activities beautiful Lake Tahoe and the Sierra Nevada’s have
to offer.
For more information email to orrlm@hotmail.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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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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