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Myth of the Inappropriate
Emergency Room Visit

By Larry Stock,
MD, FACEP

“People get ready. You don’t need no ticket. You just get on board.”
-Bruce Springsteen, from Land of Hope and Dreams
Dear Colleagues,
Happy Spring to all. Just over half way through my term as California ACEP President, it continues to be an
honor of the highest order to serve the Chapter’s members and to be an incredible learning opportunity.
Through listening, reading, speaking, and writing I have been thinking about a California ACEP narrative
that I would like to share. One of the roles of the Chapter President is to build consensus around identity
(who we are), purpose (our reason for existing), and goals (what we hope to achieve).
My observation is that we as an organization of emergency medicine
(EM) physicians have a need to build greater consensus around an
internal narrative. To the extent we are successful, we will be able to
speak more clearly as an organization to those external to EM: others
in the House of Medicine, policy makers, and the public. I will begin
this effort by attempting to bust one of the most common myths in
EM: that of the inappropriate emergency department (ED) visit. This
myth is a key focus because of the current interest of government
and health plans in reducing ED utilization as a cost cutting strategy.
In countering the myth of the “inappropriate ED visit,” I hope to begin
a discussion around our EM brand. In the subsequent two months I
will attempt to build on this narrative by celebrating what California
and EM in California have achieved in building coverage, access, and
integrated care models; and what extra value EM provides to those ED
populations we can impact.
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There is probably not one of us, at some point in our EM career, who
has not looked at a chief complaint, the time of day, and rolled our
eyes thinking, “Really? You are here for this, now?” The myth is about the
seemingly misguided, ill informed, or irresponsible patient who called
911 or presented to the ED with a complaint that could have or should
have been handled somewhere else, at some other time, including
never. Some problems seem appropriate for a primary care or mental
health clinic, and some don’t seem to be medical in nature at all. We
are told to worry about health care costs and the need to re-educate
these patients to go to the right place. We think that perhaps new
information system tools or new health care delivery models can be
used to identify these “mis-utilizers”. We think timely access to quality
care must exist elsewhere, but does it? This myth is born out of provider
exhaustion, lack of resources, and is an easy trap to fall into when we
are paid by the hour. EMTs, nurses, and emergency physicians express

the myth with a vibe of patient shame and blame. I’ve been there. We
have all been there. Worse, it’s a myth that plays into the hands of the
payment deniers who join in with the chant of “The emergency room
is the most expensive place to get care.”
When we are in a better space (rested, less vulnerable ourselves) we can
consider an alternative: no ED visits are inappropriate (1). As physicians
our primary patient goal is better health. As emergency physicians our
first strategy is to understand, not judge. There is a reason behind every
ED visit and our job is to get to that reason. Our second strategy is
to uncover: we must identify any emergency medical conditions that
exist, stabilize them to the best of our capability by performing critical
actions, and transfer to a higher level of care if appropriate, or, provide
simple care for those minor episodic problems. Our third strategy is
to clarify goals with our patients through brief counseling, education,
help with decision-making, and instructions for after care. Our fourth
strategy is care coordination: to link our patients to resources of value
or to a primary provider through information sharing. These four
strategies can not only lead to better health, but may also result in the
patient spending less time in crisis and reduce the need for them to
return to the ED.
We play multiple roles in EM. We provide immediate life saving
emergency care for individuals, as well as to groups during disasters.
We play a central role in complex diagnostic work ups. We have a safety
net function and a standby function. Lastly we provide convenience
care (2). Cross-cutting all these functions we aim to provide high
quality, high value, evidence informed care.
ED visits in the U.S. have increased steadily and dramatically for the
past few decades. Currently about 40% of the population will visit an
ER each year. This is at least partially a measure of a successful health
care delivery model: patients are voting with their feet and lining up
to be seen. What it tells us is that the ED model is often one of the
preferred choices for people of all walks of life seeking medical care
for both severe and minor problems. Try as hard as government and
health plans do, they can’t deflect their patients from coming. Why?—
because ERs offer quick, competent care on the patient’s schedule.
Trusted one stop shopping with immediate back up if an unlikely but
feared event proves to be true. Oddly, we have a business model where
we’re told that our chief problem is that too many people want our
service.
We are told that EDs are busier because they are the only access to care
for patients with limited health care coverage or no other options. That
may be true but shouldn’t ED visits be declining in those communities
of affluence? But they’re not. Even highly insured people like the
convenience, competence, and effectiveness of emergency medicine.
And shouldn’t the ACA with its extended coverage have reduced ED
visits? But it did not. Perhaps we should rethink the role of the ED in
the delivery of healthcare. Patients have. They have told us loud and
clear that they like having a vibrant emergency care system available
to them.
Health policy experts view ED utilization rates as the inverse of access
to alternative forms of ambulatory care. As I will show next month,
although California ED utilization is rising, it is still significantly lower

than the US as a whole. That is because of the significant investment
we as a state have made in improving health coverage, access to care,
and how we practice EM in California.
Politicians like to say the “the ER is the most expensive place to get
medical care.” That’s simply not true. My initial response is, compared to
what? Not compared to a two-day hospital stay, which is the value we
often provide in a 6-hour ED visit. It ignores the fixed costs of already
having a hospital and ED wherein the marginal cost of seeing another
runny nose or sprained ankle is incredibly cheap (3). (Warning—don’t
confuse billing with costs. Billing is a labyrinthine dance of cost shifting
and payment avoidance.) Also, cost models don't account for the
opportunity cost of having to schedule a doctor’s appointment during
the workweek—a huge hidden cost. The slice of the total healthcare
budget allocated to EDs is very small. But the benefit, not just in health
but also in service, is large. EDs might be one of the best values in
medicine.
During the recent life and death of the American Health Care Act,
ACEP reminded us all of two core EM policy principles: emergency
care as an essential health benefit and the prudent layperson standard.
Emergency care should be a health benefit covered by all health plans
because it is an essential public service. EMTALA has made emergency
care a federal health care safety net program (4). EMTALA, combined
with the prudent layperson standard, means the patient, not anyone
else, gets to decide if he or she needs to be seen for a potential
emergency. Health plans need to base coverage of emergency care on
a patient’s symptoms, not the final diagnosis.
In summary this narrative fits the model of the ED as a hub of care. The
medical screening exam is not a cursory triage exam but covers all the
care we provide during the ED encounter. Policy makers and health
plans should recognize that emergency care offers a quality step that
can be quick or exhaustive, but appropriate and valuable. The patient
decides if they need to be seen. Our job is to understand and uncover.
There is a reason behind every visit. All aboard this train. n

Larry

Thanks,
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PROP 56 BUDGET NEGOTIATIONS

FIGHTING FOR MEDI-CAL & GME FUNDING
Author: Elena Lopez-Gusman & Kelsey McQuaid, MPA

Last November, California voters overwhelmingly passed Proposition 56 to increase
the tobacco tax and fund health care programs, including increasing Medi-Cal provider
reimbursements, as well as increasing funding for training primary care and emergency
physicians to address workforce shortages and access gaps for patients. The Governor has
proposed to direct Prop. 56 revenues toward supplanting existing funding to Medi-Cal
programs, rather than increasing funding to them as specifically required by the initiative.
We are meeting with legislators and engaging stakeholders to restore funding as required
by the initiative and uphold the will of the voters.
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GRADUATE MEDICAL EDUCATION
FUNDING
(c) Moneys from the CALIFORNIA
HEALTHCARE/ RESEARCH AND PREVENTION
TOBACCO TAX ACT OF 2016 Fund in the
amount of forty million dollars ($40,000,000)
annually shall be used to provide funding to
the University of California for the purpose
and goal of increasing the number of
primary care and emergency physicians
trained in California. This goal shall be
achieved by providing this funding to the
University of California to sustain retain
and expand graduate medical education
programs to achieve the goal of increasing
the number of primary care and emergency
physicians in the State of California based
on demonstrated workforce needs and
priorities.
Prop. 56 allocates $40 million to training
primary care and emergency physicians, yet
the Governor’s budget directs these needed
funds elsewhere. In 2015, Californians visited
the emergency department over 14.2 million
times – a number that continues to grow
each year, regardless of improvements in
health insurance coverage. According to a
2014 ACEP report, California received an F
in access to emergency care with only 10.5
board-certified emergency physicians per
100,000 people. There are currently only 17
emergency medicine residencies in California
which will graduate 166 physicians in 2017.
In order to better address our workforce
shortage, we must increase residency slots.
We are working with our board members
who oversee residency programs to ensure
emergency medicine residencies will be able
to fully access these funds. The Legislature
must follow the will of the voters and allocate
these funds to train additional emergency
physicians in order to improve access to care
for patients.

PROVIDER REIMBURSEMENT RATES
After deducting and transferring the
necessary funds pursuant to Section
30130.54 and subdivisions (a), (b), (c), (d),
and (e) of Section 30130.57, the Controller
shall annually allocate and transfer the
remaining funds in the California Healthcare,
Research and Prevention Tobacco Tax Act of
2016 Fund as follows:

(a) Eighty-two percent shall be transferred
to the Healthcare Treatment Fund, which
is hereby created, and shall be used by the
State Department of Health Care Services to
increase funding for the existing healthcare
programs and services described in Chapter
7 (commencing with Section 14000) to
Chapter 8.9 (commencing with Section
14700), inclusive, of Part 3 of Division 9 of
the Welfare and Institutions Code, including
those that provide healthcare, treatment,
and services for Californians with tobaccorelated diseases and conditions, by providing
improved payments, for all healthcare,
treatment, and services described in Chapter
7 (commencing with Section 14000) to
Chapter 8.9 (commencing with Section
14700), inclusive, of Part 3 of Division 9 of
the Welfare and Institutions Code. To the
extent possible given the limits of funding
under this article, payments and support
for the nonfederal share of payments for
healthcare, services, and treatment shall be
increased based on criteria developed and
periodically updated as part of the annual
state budget process, provided that these
funds shall not be used to supplant existing
state general funds for these same purposes.
These criteria shall include, but not be limited
to, ensuring timely access, limiting specific
geographic shortages of services, or ensuring
quality care. Consistent with federal law, the
funding shall be used to draw down federal
funds. The funding shall be used only for
care provided by health care professionals,
clinics, health facilities that are licensed
pursuant to Section 1250 of the Health and
Safety Code, and to health plans contracting
with the State Department of Health Care
Services to provide health benefits pursuant
to this section. The funding can be used
for the nonfederal share of payments from
governmental entities where
applicable. The department
shall, if required, seek any
necessary federal approval
for the implementation of
this section.

developed their own proposals for how these
funds should be spent. We reviewed those
proposals and developed our own proposal.
Specifically, we recommend Prop 56 funds
be used to create an incentive program for
providers, regardless of practice environment,
to provide care afterhours and weekends.
A 2013 study by Rand Health entitled The
Evolving Role of the Emergency Departments
in the United States, indicates that timeliness
plays a significant role in emergency
department (ED) use. Research into patients
who seek treatment in EDs for non-urgent
conditions found that the primary motivator
is lack of options, not lack of judgment. A
survey by the Centers for Disease Control and
Prevention (CDC) conducted in 2011 showed
that about 80 percent of adults who visited an
ED did so because they lacked access to other
providers. Nearly half reported “the doctor’s
office was not open” as the reason for their
most recent ED visit (CDC, 2012). Targeting
Prop. 56 funds to after hours and weekend
care addresses the key access barrier patients
report facing. Additionally, it addresses the
reality for providers – afterhours and weekend
care is more expensive to provide and
therefore not cost-effective to offer.
The Assembly has expressed interest in
addressing Prop. 56 funds in their budget
negotiations, but the Senate has been less
inclined to act. We will continue to hone our
proposal and push legislators to respect the
will of the voters and use Prop. 56 funds as
they were intended.
As with all of our advocacy efforts, we welcome
your input and hope that you will join us in
our efforts to advance emergency medicine
in California. If you have any questions, please
contact us at info@californiaacep.org. n

Rather than follow the
intent of Prop. 56, Governor
Brown has diverted the funds
allocated under this section to
cover general Medi-Cal funding.
A number of stakeholders have
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INTRODUCTION: An increasing number of behavioral health (BH) patients are presenting to the emergency department (ED) while
O’Neil et al.
Implications of Transfer for Psychiatric Be
BH resources continue to decline. This situation may lead to more external transfers to find care.
35.6]) were within 50 miles, 63 (35.6%; 95% CI = [28.9-

that patients with suicidal or homicidal ideation had

85; range, 41-280] miles; P<0.001). The distance for patients

external facility (OR [95% CI], 3.46 [1.93-6.19]; P

The characteristics of patients who were admitted to our

were still found to be more likely to be transferred

METHODS: This is a retrospective cohort study of consecutive
patients presenting to a tertiary care academic
ED from February 1,
43.2]) were transferred between 50 and 100 miles, and 46
increased risk of requiring transport to an external
2013, through January 31, 2014. Patients were identified(26.0%;
through
health
record
documentation
psychiatric
consultation
[95% CI], 1.93
[1.22-3.06]; P=0.005). Patient
95%electronic
CI = [19.8-33.2])
were
transferred
between 100 of(OR
and 200for
miles.
Children and patients
older than 65diagnoses,
years also payer
also significantly
associated
during ED evaluation. We reviewed electronic health records
demographic
characteristics,
source, ED
length with
of increased risk of
transfer. Children younger than 18 years were more
required longer transport distances. The median distance
stay, ED disposition, arrival method, and distance traveled
to
an
external
facility
for
inpatient
admission.
Univariable
and
multivariable
to require transfer than patients aged 18 to 65 years
to the external facility for patients younger than 18 years
associations with transfer to an external facility in comparison
with83-141;
patients
admitted
internally
were evaluated
with
regression
[95%
CI],logistic
2.34 [1.60-3.40];
P<0.001). In addition,
(102 [IQR,
range,
72-262] miles)
was significantly
older than 65 years were more likely to require tran
greater than for patients aged 18 to 65 years (60 [IQR, 42models and summarized with odds ratios (OR).

Lastly,
with inpatient
noncommercial medical insura
than resulted
65 years (83
59.5-144.5;
range,
RESULTS: We identified 2,585 BH visits, of which 1,083 older
(41.9%)
in [IQR,
discharge.
A total
of 42-226]
1,502 patient
visitspatients
required
miles) also was significantly greater than for patients aged 18 were more likely to be transferred to an external fa
psychiatric admission, and of these cases, 177 patients (11.8%;
95%
CI
=
[10.2-13.5])
required
transfer
to
an
external
facility.
The
median
independent of patient age (Medicare or Medicaid,
to 65 years (P=0.04).
ED length of stay for transferred patients was 13.9 hours (interquartile
range
[IQR],
9.3-20.2
hours;
range, 3.0-243.0
hours).
The median
CI], 1.54
[1.04-2.27],
P=0.03; self-pay/other, OR [
The median ED
LOS for
patients
transferred
to an
external
psychiatric
facility
was 13.9 hours (IQR,
9.3-20.2;
distance for transport was 83 miles (IQR, 42-111 miles; range,
42-237
miles).
In multivariable
analysis,
patients 2.08
with[1.30-3.32],
suicidal orP=0.002).
homicidal
We also analyzed associations with transfer to
range, 3.0-243.0 hours). Patients who did not require transfer
ideation had increased risk of transfer (odds ratio [OR] [95%
CI], 1.93
[1.22-3.06];
P=0.005).
than
18 facility
years (OR
[95% CI],to our hospital in the
external
vs admission
and were
admitted
to inpatient
psychiatricChildren
services inyounger
house
of adult
and pediatric
cohorts.
shorter
stays (4.4 [IQR,
3.4-6.7;were
range,more
0.3- likely
2.34 [1.60- 3.40]; P<0.001) and adults older than 65 years had
(ORsignificantly
[95% CI], 3.46
[1.93-6.19];
P<0.001)
to require
transfer
andIn these univariable
adults with a diagnosis of suicidal or homicidal ide
76.0] hours; P<0.001).
travel farther to access care.

external ED
facility
(OR [95%
CI], 2.17 [1.23-3.81]; P
vs those
who required
an external
facility
CONCLUSION: Patients requiring external transfer for hospital
inpatient
psychiatric
caretransfer
were tofound
to have
prolonged
lengths
of stay.
however, there was no longer a significant associat
for admission are summarized in Table 2, with the results of
Patients with suicidal and homicidal ideation as well as children
and
adults
older
than
65
years
are
more
likely
to
require
transfer.
[West
the pediatric population (OR [95% CI], 1.18 [0.56the univariable and multivariable models to predict transfer
J Emerg Med. 2016;17(6)783-90.]
to an external facility. The multivariable analysis indicated
P=0.67) (Table 3).

INTRODUCTION
The population of patients in need of mental health care continues
to grow despite increasing limitations in resources available for
these patients.1-5 Behavioral health (BH) patients presenting to the
emergency department (ED) who require transfer to other facilities,
children and adults older than 65 years, and those with a history of
violence or cognitive disorder are more likely to have prolonged ED
length of stay (LOS) while a facility with capacity to care for them is
identified.6-8 Long LOS strains ED resources and places the patient at
increased risk of harm by prolonging the stay in a facility that may be
inadequately equipped to prevent patient self-harm and other adverse
events, including placing staff safety at risk.9-11

The necessity for patient transfer to an external psychiatric facility
results in prolonged ED LOS.3,7 Although prolonged lengths of stay
for BH patients have been well documented,3,6-8 little is known about
the subsequent effects on the patients themselves. Specifically, the
distance that patients must be transported to be admitted has not
been studied. The objectives of this study were to characterize the ED
patients who require external transport to psychiatric facilities
andLocations
to
Figure.
for patients requiring transfer to an external facility for inpatient psychiatric care. Median transport distance
miles; the longest distance
was 280
miles.for patients requiring transfer to an external facility for inpatient psychiatric
Figure
Locations
track the distances they must travel due to insufficient local psychiatric
care. Median transport distance was 83 miles; the longest distance was 280 miles.
inpatient capacity.
Volume XVII, no. 6: November 2016

785

Western Journal of Emergenc
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Table 1. Summary of patient characteristics collected for behavioral health visits to
the emergency department.
All ED BH patient visits
(n=2,585)

Patient visits resulting
in discharge (n=1,083)

Patient visits resulting
in psychiatric
admission (n=1,502)

P value

31 (20-47; 4-93)

30 (20-46; 4-93)

32 (20-48; 5-90)

0.07

<18

510 (20)

212 (20)

298 (20)

0.96

18-65

1,941 (75)

816 (75)

1,125 (75)

134 (5)

55 (5)

79 (5)

Female

1,392 (54)

585 (54)

807 (54)

Male

1,193 (46)

498 (46)

695 (46)

MODE OF ARRIVAL

(n=2,579)b

Personal transport

1,761 (68)

728 (67)

1,033 (69)

EMS

494 (19)

209 (19)

285 (19)

Law enforcement

324 (13)

145 (13)

179 (12)

Commercial

945 (37)

357 (33)

588 (39)

Medicare or Medicaid

1,132 (44)

461 (43)

671 (45)

Other/self-pay

508 (20)

265 (24)

243 (16)

Mood disorder

629 (24)

246 (23)

383 (26)

Suicidal or homicidal ideation

848 (33)

219 (20)

629 (42)

Altered thought processes

243 (9)

93 (9)

150 (10)

All others

865 (33)

525 (48)

340 (23)

TRANSFER TO EXTERNAL FACILITY

177 (7)

0

177 (12)

4.4

3.8

4.8

0.2-243.0 (3.1-7.2)

0.2-74.6 (2.7-5.8)

0.3-243.0 (3.5-8.9)

Characteristica
Age, median (IQR; range), y
AGE, Y

>65
GENDER

0.88

(n=1,497)b
0.51

PAYMENT TYPE
<0.001

DIAGNOSIS

LOS, median, h
LOS, range (IQR), h

BH, behavioral health; ED, emergency department; EMS, emergency medical services; IQR, interquartile range; LOS, length of stay.
a - Values are presented as number (percentage) of patients unless specified otherwise.
b - Sample size for characteristics with missing data.
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<0.001

<0.001

METHODS

RESULTS

Study Design and Setting
This was a retrospective cohort study of consecutive patients who
presented to the ED of the Mayo Clinic Hospital - Rochester, Saint
Marys Campus from February 1, 2013, through January 31, 2014. The
hospital has a tertiary care academic ED with 73,000 annual patient
visits and includes a dedicated psychiatric hospital consisting of 73
psychiatric beds divided among a child and adolescent unit (18 beds),
an acute adult unit (25 beds), an adult mood disorders unit (16 beds),
and a medical psychiatry and geriatric psychiatry unit (14 beds). The
city of Rochester, Minnesota, also has the Community Behavioral
Health Hospital, which has 16 beds for adult patients.

During the study period, we identified 2,585 ED patient visits involving
an ED consultation by psychiatry services. Multiple patients presented
to the ED on more than one occasion. Of the 2,585 ED visits, there were
1,981 distinct patients seen in the ED. Of the ED visits, 1,083 (41.9%) were
patients evaluated and discharged from the ED and 1,502 (58.1%) were
patients evaluated and determined to require inpatient psychiatric
care. In the second group, 1,325 patients (83.9%) were admitted to the
affiliated hospital, 65 (4.3%) were transferred to the local community
behavioral health hospital, and 177 patients (11.8%; 95% CI = [10.213.5]) required transfer to a nonlocal external facility (Table 1).

The Mayo Clinic Institutional Review Board reviewed and accepted the
study protocol before study initiation. The reporting of study results
follows the reporting guidelines of Strengthening the Reporting of
Observational Studies in Epidemiology (STROBE).12
Selection of Participants
We identified all ED BH patients through documentation of a
psychiatric consult during ED evaluation in their electronic health
record. They were eligible for inclusion when they provided research
authorization in accordance with Minnesota law.
Data Collection and Outcome Measures
The electronic health record was reviewed for data that were
retrospectively collected, including patient demographic characteristics
(e.g., age), diagnosis, payer source, ED LOS, ED disposition, arrival
method, and distance traveled to an external facility for inpatient
disposition. All patient data could be electronically extracted using
the electronic health record in use (PulseCheck version 5.4; Optum)
and did not require manual chart review. We characterized patients as
transferred if they were discharged to a nonlocal external facility. Those
who required admission and were hospitalized at the affiliated hospital
were characterized as admitted. We subsequently calculated the
distance to transfer sites on the basis of the number of miles reported
on Google Maps.
Statistical Analysis
We summarized continuous features with median, interquartile range
(IQR), and absolute range; categorical features were summarized
with frequency count and percentage. Comparisons of patients who
received a psychiatric consultation and were discharged from the
ED with patients who received a psychiatric consultation and were
admitted for psychiatric care were evaluated with Wilcoxon rank sum
and χ2 tests. We evaluated the differences in distance to the external
facility between age groups with Wilcoxon rank sum tests. Univariable
and multivariable associations with transfer to an external facility
were evaluated with logistic regression models and summarized with
odds ratios (ORs) and 95% confidence intervals (CIs). We conducted
multivariable associations to determine if the significant associations
observed on univariable analysis remained after multivariable
adjustment. All variables of interest were used in both univariable
and multivariable analyses. Univariable associations with transfer
to an external facility were subsequently evaluated for the adult
and pediatric cohorts separately. We performed statistical analyses
with version 9.3 of the SAS software package (SAS Institute Inc). All
tests were two-sided, and P values less than 0.05 were considered
statistically significant.

The characteristics of admitted patients were similar to the dismissed
cohort (Table 1). The median age of BH patients was in the early third
decade. More than one-half (54.0%) of the patients were female. Most
patients arrived to the ED by personal transport. The cohorts differed
in payer source, as well as diagnosis. Admitted patients also had a
significantly longer LOS than the non-admitted patients.
The median distance required for transfer to outside facilities was 83
miles (IQR, 42-111; range, 41-280 miles) (Figure). Fifty patient transports
(28.2%; 95% CI = [21.9-35.6]) were within 50 miles, 63 (35.6%; 95% CI
= [28.9-43.2]) were transferred between 50 and 100 miles, and 46
(26.0%; 95% CI = [19.8-33.2]) were transferred between 100 and 200
miles. Children and patients older than 65 years also required longer
transport distances. The median distance to the external facility for

Billing management services
Practice management services
All our clients are references
Reimbursement coding by registered nurses

C O N TA C T
Andrea Brault M.D., MMM, FACEP
(877)346-2211, ext. 278 | andrea@emergencygroupsoffice.com
180 Via Verde Suite 100 | San Dimas, California 91773
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Table 2. Univariable and multivariable associations of behavioral-health patient
characteristics with transfer to external facility.
Characteristica

No transfer
(n=1,325)

Transfer
(n=177)

244 (18)

UNIVARIABLE

MULTIVARIABLE

OR (95% CI)

P value

OR (95% CI)

P value

54 (31)

2.20
(1.54-3.14)

<0.001

2.34
(1.60-3.40)

<0.001

1,022 (77)

103 (58)

1.0
(reference)

59 (5)

20 (11)

3.36
(1.95-5.81)

Female

709 (54)

98 (55)

1.0
(reference)

Male

616 (46)

79 (45)

0.93
(0.68-1.27)

Personal transport

907 (69)

126 (71)

1.0
(reference)

EMS

252 (19)

33 (19)

0.94
(0.63-1.42)

0.78

0.94
(0.61-1.44)

0.77

Law enforcement

161 (12)

18 (10)

0.81
(0.48-1.36)

0.41

0.78
(0.45-1.33)

0.35

Commercial

534 (40)

54 (31)

1.0
(reference)

Medicare or Medicaid

584 (44)

87 (49)

1.47
(1.03-2.11)

0.04

1.54
(1.04-2.27)

0.03

Other/self-pay

207 (16)

36 (20)

1.72
(1.10-2.70)

0.02

2.08
(1.30-3.32)

0.002

Mood disorder

340 (26)

43 (24)

1.41
(0.86-2.32)

0.18

1.57
(0.93-2.63)

0.09

Suicidal or homicidal ideation

540 (41)

89 (50)

1.84
(1.18-2.87)

0.008

1.93
(1.22-3.06)

0.005

Altered thought processes

133 (10)

17 (10)

1.42
(0.75-2.69)

0.28

1.44
(0.75-2.77)

0.27

All others

312 (24)

28 (16)

1.0
(reference)

AGE, Y
<18
18-65
>65

1.0
(reference)
<0.001

3.46
(1.93-6.19)

<0.001

GENDER
1.0
(reference)
0.64

0.97
(0.70-1.34)

0.84

MODE OF ARRIVAL
1.0
(reference)

PAYMENT TYPE
1.0
(reference)

DIAGNOSIS

EMS, emergency medical services; OR, odds ratio.
a - Values are presented as number (percentage) of patients unless specified otherwise.
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1.0
(reference)

Table 3. Univariable associations of characteristics with transfer to external facility
for adult and pediatric patients.
ADULT PATIENTS (n=1,204)
Characteristica

No transfer
(n=1,081)

Transfer
(n=123)

1,022 (95)

103 (84)

59 (5)

20 (16)

Female

564 (52)

67 (54)

Male

517 (48)

56 (46)

Personal transport

726 (67)

82 (67)

EMS

225 (21)

28 (23)

Law enforcement

126 (12)

13 (11)

Commercial

392 (36)

26 (21)

Medicare or Medicaid

510 (47)

69 (56)

Other/self-pay

179 (17)

28 (23)

Mood disorder

283 (26)

32 (26)

Suicidal or homicidal ideation

407 (38)

57 (46)

Altered thought processes

128 (12)

17 (14)

All others

263 (24)

17 (14)

Length of stay, median

4.4 (3.4-

12.8 (8.6-

(IQR; range), hd

6.4; 0.3-

18.2; 3.3-

76.0)

140.1)

OR
(95% CI)

PEDIATRIC PATIENTS (N=298)
No transfer
(n=244)

Transfer
(n=54)

145 (59)

31 (57)

99 (41)

23 (43)

181 (74)

44 (81)

0.68

27 (11)

5 (9)

0.77

35 (14)

5 (9)

142 (58)

28 (52)

0.003

74 (30)

18 (33)

0.003

28 (11)

8 (15)

0.07

57 (23)

11 (20)

0.007

133 (55)

32 (59)

0.045

54 (22)

11 (20)

<0.001

4.6
(3.2-15.7;2.0-

15.9
(11.0-25.9;

75.1)

3.0-243.0)

P value

OR
(95% CI)

P value

AGE, Y
18-65
>65

1.0
(reference)
3.36
(1.95-5.81)

<0.001

GENDER
1.0
(reference)
0.91
(0.63-1.33)

0.63

1.0
(reference)
1.09
(0.60-1.97)

0.78

MODE OF ARRIVAL
1.0
(reference)
1.10
(0.70-1.74)
0.91
(0.49-1.69)

1.0
(reference)
0.76
(0.28-2.09)
0.59
(0.22-1.59)

0.60

1.0
(reference)
1.23
(0.64-2.38)
1.45
(0.60-3.51)

0.53

0.29

PAYMENT TYPE
1.0
(reference)
2.04
(1.28-3.26)
2.36
(1.34-4.14)

0.41

DIAGNOSIS
1.75
(0.95-3.23)
2.17
(1.23-3.81)
2.06
(1.02-4.16)
1.0
(reference)
1.47
(1.34-1.61)

0.95
(0.38-2.37)
1.18
(0.56-2.51)
1.0
(reference)

1.18
(1.09-1.27)

0.91
0.67

<0.001

EMS, emergency medical services; IQR, interquartile range; OR, odds ratio.
a - Values are presented as number (percentage) of patients unless specified otherwise.
b - For adult patients, n=1,200; for pediatric patients, n=297.
c - All other diagnoses were combined with this category for the analysis of pediatric patients.
d - OR represents a 4-h increase in length of stay.
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patients younger than 18 years (102 [IQR, 83-141; range, 72-262] miles)
was significantly greater than for patients aged 18 to 65 years (60
[IQR, 42- 85; range, 41-280] miles; P<0.001). The distance for patients
older than 65 years (83 [IQR, 59.5-144.5; range, 42-226] miles) also was
significantly greater than for patients aged 18 to 65 years (P=0.04).
The median ED LOS for patients transferred to an external psychiatric
facility was 13.9 hours (IQR, 9.3-20.2; range, 3.0-243.0 hours). Patients
who did not require transfer and were admitted to inpatient psychiatric
services in house had significantly shorter stays (4.4 [IQR, 3.4-6.7; range,
0.3- 76.0] hours; P<0.001).
The characteristics of patients who were admitted to our hospital
vs those who required transfer to an external facility for admission
are summarized in Table 2, with the results of the univariable and
multivariable models to predict transfer to an external facility. The
multivariable analysis indicated that patients with suicidal or homicidal
ideation had increased risk of requiring transport to an external facility
(OR [95% CI], 1.93 [1.22-3.06]; P=0.005). Patient age was also significantly
associated with increased risk of patient transfer. Children younger
than 18 years were more likely to require transfer than patients aged
18 to 65 years (OR [95% CI], 2.34 [1.60-3.40]; P<0.001). In addition, adults
older than 65 years were more likely to require transfer to an external
facility (OR [95% CI], 3.46 [1.93-6.19]; P<0.001). Lastly, patients with
noncommercial medical insurance were more likely to be transferred
to an external facility, independent of patient age (Medicare or
Medicaid, OR [95% CI], 1.54 [1.04-2.27], P=0.03; self-pay/other, OR [95%
CI], 2.08 [1.30-3.32], P=0.002).
We also analyzed associations with transfer to an external facility vs
admission to our hospital in the subsets of adult and pediatric cohorts.
In these univariable models, adults with a diagnosis of suicidal or
homicidal ideation were still found to be more likely to be transferred
to an external facility (OR [95% CI], 2.17 [1.23-3.81]; P=0.007); however,
there was no longer a significant association in the pediatric population
(OR [95% CI], 1.18 [0.56-2.51]; P=0.67) (Table 3).

DISCUSSION
Nearly 12% of BH patients required transport to an external psychiatric
facility. Other investigators evaluating ED LOS for psychiatric patients
have reported significantly higher rates of external transfer (37%-46%)
for patients presenting with a mental health concern.7,13 Similar to
other studies, our analysis found that BH patients requiring transport
to an external psychiatric facility have prolonged LOS compared with
those discharged or admitted locally.14,15 In our study, this difference
was approximately three times longer (4.4 vs 13.9 hours). Chang et al14
demonstrated a median LOS approximately 2.5 times longer (2.5 vs 6.3
hours). Although most of the protracted LOS instances were measured
in hours, some were measured in days (longest period, >10 days).
Our study reinforces some of the data previously published on factors
affecting ED LOS. Nevertheless, this is the first study, to our knowledge,
to characterize the patient experience—including distances that ED
patients are transported to access inpatient psychiatric care—when
local care is unavailable.
We found that certain patients had a greater predisposition for
external transfer for inpatient psychiatric hospitalization than other
patients, and transportation distances were considerable for patients
requiring this transfer. Adults older than 65 years, children, patients
16 | LIFELINE a forum for emergency physicians in california

with suicidal or homicidal ideation, and patients with noncommercial
medical insurance were more likely to require transport to an external
facility. In addition, when external transport was required, the older
adults and the children were transported farther distances to access
inpatient psychiatric care. Although the median travel distance was
83 miles, 10% of transports spanned more than 200 miles. This may
be due in part to the location of our facility, which has largely rural
surrounding communities. The closest location from our facility for
inpatient psychiatric care is 41 miles away. This problem, however, is
not unique to our institution. Between 1990 and 2008, the number
of hospital or residential mental health organizations decreased by
812, with a loss of 86,515 beds.15 As closures of psychiatric facilities
throughout the country continue, many hospitals likely face similar,
if not longer, distances to the next inpatient psychiatric facility. These
distant hospitalizations can place substantial burdens on patients and
their family members.
Patient age was strongly associated with increased risk of need for
external transfer. Children were more likely to require transfer. This
need may be due to the overall lack of pediatric inpatient psychiatric
beds available in the region. Minnesota has approximately seven
adult inpatient psychiatric beds for every pediatric bed.16 National
data indicate that adults and adolescents have a similar prevalence
of mental illness, and in a recent report, adolescents had a higher
rate of serious mental illness than adults (8.0% vs 5.8%).17 Children
requiring psychiatric admission have the added stress of prolonged
ambulance transport to an unknown facility and may have to travel
without parental supervision. Parents are faced with the challenge of
arranging their own transportation to visit their child and coordinating
leave from their employer and care for other dependents. Although
adult psychiatric care facilities have declined over the years, pediatric
treatment centers have not experienced a similar trend and in fact
have increased in number nationally—so, too, have the number of
specialists certified in child and adolescent mental health care.18 While
this is a positive trend, resources will need to continue to grow in order
to meet the growing needs of the population.
Adults older than 65 years are also more likely to require transfer to an
external facility than younger adults. In our institution, a limited number
of geriatric psychiatric beds are available. In addition, a limited number
of medical psychiatric beds are available to care for the higher rate of
comorbid medical conditions in this population. Estimates report that
more than 20% of geriatric patients have mental disorders, and as the
U.S. population continues to age, this number is expected to double
over the next 30 years.19 Cromwell and Maier19 demonstrated that
these medical psychiatric units and geriatric psychiatric units require
the most staff hours per patient per day compared with general
adult units, psychiatric intensive care units, and dual psychiatric and
substance-abuse units.20 The burgeoning geriatric population and the
increased requisite psychiatric resources likely will pose challenges for
inpatient placement and may continue to increase the transfer rate for
these patients.
Adult patients who received a diagnosis including suicidal or homicidal
ideation were almost twice as likely to be transferred to another facility.
This finding was not seen in the pediatric population. This may be
due to the increased resources such as video-monitored rooms and
additional staffing needed to care for potentially violent adult patients.

Finally, an association was found between transfer to an external facility
and a noncommercial payer source. The reasons for this finding are
not clear, because the payer source is not considered in the process of
identifying either outside facilities for transfer or patients for admission
to our psychiatric hospital. Thus, lack of commercial insurance may
correlate with other factors not accounted for in our model. Further
studies are needed to more clearly understand this association.
This study is limited by being isolated to a single tertiary care setting
with a relatively large internal psychiatric inpatient capacity. Hospitals
in a larger urban setting may experience different trends in the
association between increased LOS and patient transfers. In addition,
this study is limited in that data were extracted electronically rather
than by manual individual chart review. Hence, the study is limited by
what data could be extracted electronically from the health record.

CONCLUSION
Inadequate local and regional psychiatric hospital capacity results
in significantly prolonged ED LOS and puts many patients at risk for
transfer outside their local community for care. Patients with suicidal
and homicidal ideation, patients older than 65 years, and children are
at significantly increased risk for requiring transfer to an external facility
for inpatient psychiatric care. Delays in transfers to distant facilities

for inpatient psychiatric care strain the ED system, and the transfers
place additional stress on patients and their families. A thorough
evaluation of the BH system is needed to better address patient needs
for inpatient psychiatric care.

ACKNOWLEDGMENT
The authors sincerely acknowledge and thank Mr. Thomas Roh for
creating the Figure while with the Mayo Clinic Robert D. and Patricia E.
Kern Center for the Science of Health Care Delivery. n
Address for Correspondence: Ronna L. Campbell, MD, PhD, Mayo Clinic,
Department of Emergency Medicine, 200 First St SW, Rochester, MN
55905. Email: campbell.ronna@mayo.edu.
Conflicts of Interest: By the WestJEM article submission agreement, all
authors are required to disclose all affiliations, funding sources and
financial or management relationships that could be perceived as
potential sources of bias. The authors disclosed none.
Copyright: © 2016 Mayo Foundation for Medical Education and
Research. This is an open access article distributed in accordance with
the terms of the Creative Commons Attribution (CC BY 4.0) License.
See: http://creativecommons.org/licenses/by/4.0/

REFERENCES
1.

Larkin GL, Claassen CA, Emond JA, et al. Trends in U.S. emergency department visits for mental health conditions, 1992 to 2001. Psychiatr Serv.
2005;56(6):671-7.

2.

Slade EP, Dixon LB, Semmel S. Trends in the duration of emergency department visits, 2001-2006. Psychiatr Serv. 2010;61(9):878-84.

3.

Nicks BA and Manthey DM. The impact of psychiatric patient boarding in
emergency departments. Emerg Med Int. 2012;2012:1-5.

4.

Treatment Advocacy Center. No Room at the Inn: trends and consequences of closing public psychiatric hospitals 2005-2010. Available at:
http://tacreports.org/storage/documents/no_room_at_ the_inn-2012.
pdf.

11. Olshaker JS. Managing emergency department overcrowding. Emerg
Med Clin North Am. 2009;27(4):593-603.
12. Von Elm E, Altman DG, Egger M, et al. The Strengthening the Reporting
of Observational Studies in Epidemiology (STROBE) statement: guidelines
for reporting observational studies. J Clin Epidemiol. 2008;61(4):344-9.
13. Stephens RJ, White SE, Cudnik M, et al. Factors associated with longer
length of stay for mental health emergency department patients. J
Emerg Med. 2014;47(4):412-9.
14. Chang G, Weiss AP, Orav EJ, et al. Hospital variability in emergency department length of stay for adult patients receiving psychiatric consultation:
a prospective study. Ann Emerg Med. 2011;58(2):127-136.

5.

Warren MB, Campbell RL, Nestler DM, et al. Prolonged length of stay in ED
psychiatric patients: a multivariable predictive model. Am J Emerg Med.
2016;34(2):133-9.

15. Chang G, Weiss A, Kosowsky JM, et al. Characteristics of adult psychiatric
patients with stays of 24 hours or more in the emergency department.
Psychiatr Serv. 2012;63(3):283-6.

6.

Kutscher B. Bedding, not boarding. Psychiatric patients boarded in hospital EDs create crisis for patient care and hospital finances. Mod Healthc.
2013;43(46):15-7.

16. Minnesota Department of Health. Health Economics Program. St. Paul:
Distribution of hospital bed by specialty. 2005. Available at: http://www.
health.state.mn.us/divs/hpsc/hep/publications/providers/2005-03.pdf.

7.

Weiss AP, Chang G, Rauch SL, et al. Patient- and practice-related determinants of emergency department length of stay for patients with psychiatric illness. Ann Emerg Med. 2012;60(2):162-171.

17. Prevalence of Mental Illness in the United States: data sources and estimates. Washington DC: Congressional Research Service. Available at:
https://fas.org/sgp/crs/misc/R43047.pdf.

8.

Park JM, Park LT, Siefert CJ, et al. Factors associated with extended length
of stay for patients presenting to an urban psychiatric emergency service:
a case-control study. J Behav Health Serv Res. 2009;36(3):300-8.

9.

McCarthy ML, Zeger SL, Ding R, et al. Crowding delays treatment and
lengthens emergency department length of stay, even among highacuity patients. Ann Emerg Med. 2009;54(4):492-503..

18. Substance Abuse and Mental Health Services Administration (SAMHSA).
Behavioral Health, United States, 2012. U.S. Department of Health and
Human Services. Available at: http://www.samhsa.gov/data/sites/default/files/2012-BHUS.pdf.

10. Crilly J, Chaboyer W, Creedy D. Violence towards emergency department
nurses by patients. Accid Emerg Nurs. 2004;12(2):67-73.

19. Cromwell J and Maier J. Economic grand rounds: Variation in staffing and
activities in psychiatric inpatient units. Psychiatr Serv. 2006;57(6):772-4.
20. Bartels SJ, Dums AR, Oxman TE, et al. Evidence-based practices in geriatric
mental health care: an overview of systematic reviews and meta-analyses. Psychiatr Clin North Am. 2003;26(4):971-90.

MAY 2017 | 17

DO YOU
KNOW
A LEADER
WHEN YOU
SEE ONE?

We do too.
Leaders challenge
convention and turn
ideas into action.
Whether your leadership goals
are large or small, CEP America
will be there with you every
step of your journey.

DOWNLOAD YOUR OWN
LEADERSHIP GROWTH GUIDE AT:

go.cep.com/LeadwithUs

GOING TO SAEM17?
VISIT US AT BOOTH #211 FOR FUN PRIZES.

OWN YOUR CAREER

OH DEER!
IS IT TIME TO
RENEW?

CHECK YOUR
MEMBERSHIP INFO
AT ACEP.ORG

CEMAF

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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LEGISLATIVE LEADERSHIP CONFERENCE (LLC)
May 2, 2017, Sacramento, California

BOARD OF DIRECTORS ELECTION
May 15-31, 2017 Online

ADVANCED 2017
September 23, 2017, The Westin Pasadena, Pasadena, 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.
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California ACEP Legislative Leadership Conference (LLC)
Sacramento, CA
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CAREER OPPORTUNITIES |

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
LOS ANGELES – CULVER CITY: Southern California Hospital at Culver City
Rare opportunity to join a Westside LA ER group. Group seeks BC/BE
emergency physician to work Part-Full Time as an independent contractor.
Excellent compensation with malpractice paid. Nine hour shifts with 11
hours of PA double coverage. 90% nights shifts are covered by night doctors.
A complete ED refurbishment has been completed with an ER rebuild and
expansion in the future. Computerized Charting and PACS!
Email CV and references to cclark@epmgt.org. Phone 951-898-0823.
ORANGE COUNTY—PLACENTIA—PLACENTIA LINDA HOSPITAL: Full or
part time BC/BE ABEM independent contractor physician needed to join long
standing independent group. 20 bed new beautiful emergency department
with 29,000 annual visits. 12 hour shifts with split between mainly swings and
nights. Moderate acuity and excellent nursing and ancillary staff backup. Very
competitive salary structure with malpractice and tail coverage paid. Placentia
Linda Hospital is located in north central Orange County in a very pleasant safe
community with great schools.
Contact: Peter Anderson, MD | (714) 396-6935 | Peteermd@Roadrunner.com

RIVERSIDE, CA: Parkview Medical Center – Great opportunity to join a 14 year
ER group. Group seeks BC/BE Emergency Physician to work Part/Full Time as an
independent contractor. Excellent Top Tier Compensation based on productivity
with malpractice paid. Ten hour shifts with MD double coverage and 12 Hour
PA. Computerized equitable shift scheduling. Efficient Computerized Charting
and PACS! A brand new ER expansion will break ground soon tripling the size
of the ER!
Email CV and references to cclark@repmg.com or Phone (951) 898-0823
SAN JOSE, CALIFORNIA: Independent, democratic EP group has a rare
opportunity for a FT partnership track position. Located in Downtown San
Jose, heart of Silicon Valley, our 23 bed ER sees about 58K. 58 hrs Physician/NP
coverage daily. Excellent call panel, Stroke/STEMI center. Shared nights/holidays.
Low overhead, top pay. We have been providing care at this hospital for 30 years.
Become a partner in only 2 years! Must be BC/BE.
Please send CV and letter of interest to David Ghilarducci MD,
ghilarducci@sjepa.com
SOUTHERN CALIFORNIA: LA/OC area single hospi t al democrat ic 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

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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