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ADVICE FOR
THESE TIMES

By Larry Stock,
MD, FACEP

The election of Donald Trump has suddenly produced a national leadership that is unfamiliar in our lifetimes.
This seismic shift has visited uncertainty and apprehension in many people, leaving them feeling unmoored.
But in emergency medicine (EM), we have the advantage of being grounded by our mission to our patients.
Whatever happens on the national political stage, our patients keep coming through the door and asking for
our help, and we will be there to help them. Because we're emergency physicians--this is what we do.

IF

–By Rudyard Kipling

If you can keep your head when all about you
Are losing theirs and blaming it on you,
If you can trust yourself when all men doubt you,
But make allowance for their doubting too;
If you can wait and not be tired by waiting,
Or being lied about, don’t deal in lies,
Or being hated, don’t give way to hating,
And yet don’t look too good, nor talk too wise:

If you can make one heap of all your winnings
And risk it on one turn of pitch-and-toss,
And lose, and start again at your beginnings
And never breathe a word about your loss;
If you can force your heart and nerve and sinew
To serve your turn long after they are gone,
And so hold on when there is nothing in you
Except the Will which says to them: ‘Hold on!’

If you can dream—and not make dreams your master;
If you can think—and not make thoughts your aim;
If you can meet with Triumph and Disaster
And treat those two impostors just the same;
If you can bear to hear the truth you’ve spoken
Twisted by knaves to make a trap for fools,
Or watch the things you gave your life to, broken,
And stoop and build ’em up with worn-out tools:

If you can talk with crowds and keep your virtue,
Or walk with Kings—nor lose the common touch,
If neither foes nor loving friends can hurt you,
If all men count with you, but none too much;
If you can fill the unforgiving minute
With sixty seconds’ worth of distance run,
Yours is the Earth and everything that’s in it,
And—which is more—you’ll be a Man, my son!
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In the poem "IF", Kipling advises his son to strive for the virtues of
humility and equanimity. He seems to be speaking directly to us in his
opening lines: “If you can keep your head when all about you are losing
theirs and blaming it on you”. In addition to the essential qualities of
having “a thick skin and a short memory” I have found Kipling’s advice,
over the years, to be helpful in EM.
Half way through my California ACEP presidency I continue to feel
honored to serve our members and to help our patients. I have met
dedicated emergency physicians up and down our state. I have
listened and learned a great amount. Like every Chapter President
before me there are things I did not anticipate when I started the year:
The ‘shock and awe presidency’ of Donald Trump, quoting historian
Douglas Brinkley (1)
The traction of the concept of the ‘surprise bill’ created by the
insurance industry to blame physicians for the industry’s own failure
to contract with physicians at market/fair rates for our work (2)
Leaders in California characterizing alternative destinations to
emergency department (ED) care for 911 callers, who appear
intoxicated or who are exhibiting behavioral symptoms, to be
‘more humane’ than care in the ED (3)
As emergency physicians we experience and absorb an enormous
amount of stress during each shift. We experience noise, clutter,
potential body fluid exposures, equipment and system failures,
resource inadequacies, push back, insults, threats, ultimatums, delays,
and interruptions. And really bad coffee! We work in a fish bowl and are
subject to hindsight bias. These are things that contribute to burn out if
not dealt with in healthy ways: rest, exercise, time off, social interaction,
and most importantly dialogue and humor with our incredible teams.
We address system level issues in meeting in our EDs, with medical
staffs, and at the state level through California ACEP.
We are not afforded the luxury of losing our heads: we are emergency
physicians. We stay steady. We are the recognized leaders and
coordinators of the emergency healthcare team capable of a
comprehensive response to the medical needs of our patients and
communities. EMTALA, the Emergency Medical Treatment and Labor
Act, enacted by Congress in 1986, made emergency physicians,
hospitals with EDs, and on-call panels an essential public service (4).
EMTALA makes us different. It means everyone who seeks emergency
care will receive a medical screening exam from us appropriate
to determine if an emergency medical condition exists. And if an
emergency condition does exist we will stabilize the patient to the
best of our capabilities or transfer them, when appropriate, to a higher
level of care. With the triple aim goal of improved access to care, better
quality of care, and lower cost of care, EM works continuously for all
who present for our help. We realize not every problem is primarily
medical, surgical, or currative in nature. Emergency physicians are
becoming leaders in palliative and integrative care, social emergency
medicine, public health, and health policy. We are systems experts and
look for opportunities to innovate and improve. We are solidly rooted in
science and evidence. Whether in treatment or in health care delivery,
we will need solid evidence of safety, quality, and effectiveness for
us to support change because that is what our mission demands: To

support emergency physicians in providing the highest quality of care
to ALL patients and to their communities.
Our work is not done: it is ongoing and never ending. We will continue
to strive to be paid fairly for our work, to ensure we can manage our
risk, and to secure adequate resources to care for our patients. We will
work to improve patient flow so that patients who are done with their
ED care can get home or to their inpatient beds as soon as possible,
and so our waiting patients can get in a treatment area as swiftly as
possible. We will continue to work to be good stewards of resources
and work to give all patients the care that is needed, but none of the
care that is not needed. We will strive to work closely with our team,
from EMS to inpatient care, to work towards a seamless continuum of
care, free of silo behavior, for our patients and their families.
We are our patients’ advocates. Remain steady and calm. And carry on. n

Larry
Thanks,
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SOCIAL EMERGENCY MEDICINE
Interested in Social Emergency Medicine? Social Emergency Medicine explores the social
determinants of illness, injury, and the reasons why patients come to the ER.
Harrison Alter, MD, MS, FACEP, Associate Chair for Research, Department of Emergency
Medicine, Highland Hospital -- Alameda Health System, is starting a new ACEP Section.
To sign up for the ACEP Section in Social Medicine go to:
https://www.acep.org/Membership-top-banner/Petitions-for-New-ACEP-Sections/
HEALTH CARE SPENDING
Were you aware that 5% of the US population is responsible for 50% of health care spending?
California ACEP Board Member Maria Raven, MPH, MSc, FACEP, Associate Professor,
Emergency Medicine, UCSF School of Medicine, has done foundational work showing that
supportive housing for heavy users of health care services who are homeless can result in
decreased health care utilization and costs.
To learn more go to:
Raven MC, Doran KM, Kostrowski S, Gillespie CC, Elbel BD. An intervention to improve care
and reduce costs for high-risk patients with frequent hospital admissions: a pilot study. BMC
Health Serv Res. 2011; 11:270. PMID: 21995329; PMCID: PMC3212942.
Raven, MC and Gould, DA. . Time and Again: Frequent Users of Emergency Department
Services in New York City. Issue Brief: United Hospital Fund. 2012.
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You’re Invited to

California ACEP’s 28TH Annual

Legislative Leadership Conference

By Elena Lopez-Gusman & Kelsey McQuaid, MPA
Now in its 28th year, the Legislative
Leadership Conference (LLC) is an
important and influential event for
emergency physicians and residents
of all stripes to attend. Located in
Sacramento, just steps from the
State Capitol, over 100 emergency
physicians, both seasoned veterans
and those just embarking on a
career in emergency medicine, will
join California ACEP on May 2nd
for a day full of advocacy training,
interesting policy discussions, and
meetings with California’s policy
makers on behalf of emergency
physicians and patients.

The advocating that California ACEP members
do each year at LLC on behalf of emergency
medicine is truly impactful. This year’s LLC
is more important than ever. Changes to
healthcare funding at the federal level could
have a drastic impact on California and the
patients you treat.
When Governor Jerry Brown released his
proposed budget in January, he spoke
about the possible changes at the federal
level related to funding for the Medi-Cal
program and took a “wait and see” approach.
He pointed out more than $15 billion comes
from the federal government specifically
for the Medi-Cal program and if there are
changes to those funding levels, there will be
some difficult decisions to make.
The Governor did mention the recent
propositions that passed and how those
would be helpful to the budget and the
Medi-Cal program. The Administration has
been careful not to suggest the funds will
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be used to increase provider rates, stating
the propositions only suggested the funds
could be used to increase provider rates. Most
insiders felt the vagueness was purposeful to
provide some flexibility if there are large cuts
to federal funding of the Medi-Cal program.
Building upon the rich tradition of LLC
speakers past, we are excited to announce
that Secretary of Health and Human Services,
Diana Dooley, will be speaking at this year’s
event. Secretary Dooley was appointed by
Governor Brown in 2010 and oversees 13
state departments, including the Emergency
Medical Services Authority and the
Department of Managed Health Care. Don't
miss the opportunity to ask questions and
find out more about how California plans to
adapt to changes to the Affordable Care Act!
The program will start at 9:30 am and will
continue through the morning with an
array of speakers and advocacy trainings
to develop the skills necessary to partake

in the afternoon meetings with legislators.
Attendees will break for a free lunch, provided
by California ACEP, to meet with peers prior
to participating in legislative meetings at the
Capitol.
California ACEP will arrange legislative
meetings on your behalf and will provide you
with information on important legislation
to prepare you. Don’t worry if you’ve never
attended LLC before. There will be an
experienced member with you at every
meeting.

Visit http://bit.ly/LLC2017
to register. For more information, contact
Kelsey McQuaid at (916) 325-5455 or
kmcquaid@californiaacep.org.

Following an afternoon of meetings at the
Capitol, attendees are invited to attend a
free reception, hosted by California ACEP,
conveniently located near the Capitol.
This unique and fun conference is FREE and
residents are encouraged to attend. We hope
you will join us in our 28th year advocating on
behalf of emergency medicine at the State
Capitol!. n
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Why It Shouldn’t Matter if Your Provider is
Male or Female, Doctor or Nurse
The real variable for patients to consider
in primary care is communication.
By Edgar Wilson

That’s the big story that has been making the rounds online, and threatening to be the latest
way we oversimplify the complicated process of selecting a primary caregiver. Ignoring that
the original study focused on elderly patients admitted to a hospital, its conclusions have
been generalized to doctors at large.
Every year, more and more people turn to the Internet as their primary
source of health information and advice; already, nearly half have
adopted this habit, leaving just 14% of all patients looking to meet a
doctor before Googling symptoms or lurking through forums. Now,
according to the pop science, Cliff Notes addendum to the clinical
study, the informed consumer can confidently eschew male physicians
in favor of female doctors.
Popular reporting on the JAMA story feeds right into the notion that
patients are (or should be) consumers of healthcare: Shopping around
for providers and services, doing their own market research before
making any purchasing decision, and, of course, having skin in the
financial game by paying higher deductibles and leveraging HSAs. It
may be tongue-in-cheek, but the catchphrase has already emerged:
Ask if there’s a female doctor available, and you (or an elderly family
member) might live longer.
If we are going to fully commit to this “informed shopper” approach
to pairing people with primary care providers, it may be worthwhile
to suggest that selecting the right flat-screen TV isn’t a more nuanced
decision than connecting with the right provider.
Making “mid-levels” great again
Suppose we accept the premise that gender is a reliable predictor of
quality of care—among physicians. How about a Medical Assistant
(MA), Physician’s Assistant (PA), or a Nurse Practitioner (NP) compared
to any physician?
In the “patients are consumers” model, these mid-level providers are
taking on more primary care roles and responsibilities to meet the
8 | LIFELINE a forum for emergency physicians in california

rising caregiver demand as well as to save costs. Compared with
physicians, “mid-levels” all require less total time in school (reducing
input costs) and are reimbursed at lower average levels (reducing
payer expenses), making it easier for more people to receive basic care
(reducing collective waste in the healthcare system).
But can patients trust the quality of care they receive?
We already know that having nurses of any designation in greater
numbers provides superior outcomes in hospitals and clinics. If we
limit the assessment of nurses to those working in a primary care
environment, the scales even out: Nurse Practitioners (some of whom,
it should be noted, have earned their Doctor of Nursing Practice,
confounding the provider naming game) provide equal care to
patients as physicians.
If we’re going to continue to play the gender card in assessing providers,
it should be acknowledged here that the nursing profession is about
90% female; whether that supports the premise of seeking out female
caregivers or just reflects some other variable is open for debate.
Gendered care adds another wrinkle; women’s health presents a unique
need even at the primary care level. Meeting demand further strains
the already stretched supply of primary care physicians, and adds the
need for OB-GYN physicians into the equation. Even with the added
specialization in women’s care, a Certified Nurse Midwife acting in a
primary care role can generally match General Practitioner physicians
in quality of care while beating them on costs. In fact, seeing a Nurse
Midwife for primary care saves female patients especially, as they can
feasibly eliminate the need to pay for a GP and an OB-GYN specialist;
one doctor is always cheaper than two.

ADVERTISEMENT
Narrowing the funnel
Given the influx of digital technology in the healthcare space, it may
be worth controlling for provider age as well as gender and specialty.
On the one hand, age might come with experience—that’s generally
how we assume wisdom gets packaged. But in medicine, with its
constant stream of innovation and development, and with technology
and science in constant flux, you might just as well see age as a
hindrance to keeping up, rather than an indication of accrued wisdom.
By some measures, younger providers do look like the safer, smarter bet.
Doctors and nurses alike stand to benefit from modern advances
in simulation during their schooling today, enabling them to face
real world challenges and specific encounters, diseases, and patient
profiles before they even begin their clinical internships. They also
have the benefit of learning to work with on-the-job technology like
EHRs right from the start, rather than having to shift workflows and
break habits to accommodate new standards.
Taken together, all the evidence so far points to a young, female nurse
as the best possible option for patients shopping around to find a
primary care provider. As is typical of such assessments of care quality
and outcome statistics, all this accounting treats patients like objects,
rather than partners in their own care.
Back to basics

The better the relationship between provider and patient, the better
the chances that patient will be able to balance the impulse to seek
medical advice online with the professional insight of his or her
primary care professional. Technology doesn’t just keep providers
on the cutting-edge of care, it keeps them in contact with patients
navigating an intimidating ecosystem.
If communication can foster a stronger relationship, make patients feel
more comfortable seeing a doctor, and yield results that patients are
satisfied with, does it really matter whether the provider is male or
female, doctor or nurse?
Edgar Wilson
https://edgartwilson.contently.com/
Edgar Wilson is an Oregon native writing on trends in health, education,
and global affairs. He studied conflict resolution and international
relations and has worked in industries ranging from international
marketing to broadcast journalism. He is currently working as an
independent analytical consultant. He can be reached via email
(edgar.t.wilson@gmail.com) or on Twitter @EdgarTwilson, and more of
his work viewed through Contently. n
NOTE: This article was reprinted with the permission of “The Doctor Weighs In” blog, and was
originally published on February 12, 2017 (https://thedoctorweighsin.com/why-it-shouldntmatter-if-your-provider-is-male-or-female-doctor-or-nurse/). The views and opinions expressed
in this article do not necessarily reflect those of California ACEP.

Following the breadcrumb trail of provider gender and credential
to the cheapest, highest-quality option available does nothing to
prepare patient/consumers to be present and engaged with their
primary caregiver.
The real variable for patients to consider in primary care is
communication. A patient’s ability to speak and be heard, to listen and
understand, will ultimately determine his or her outcomes in primary
care. As before, gender and credential can play into this: Female
patients may feel more comfortable receiving primary care from a
Nurse Midwife—even for non-reproductive health issues. Evidence
suggests that NPs spend more time on average with each patient,
listening and speaking.
Communication skills extend beyond the bedside. Along with annual
physicals and recording encounters, part of the responsibility of
anyone in a primary care role today is providing context to patients
on the uses and limitations of Google and the Internet generally as
a health information resource. This isn’t just a question of tech-savvy
or familiarity with the web, but a matter of instilling confidence and
providing a human context behind the 1s and 0s.
As much as we talk about using data to inform decisions, most
patients will still have a biased perception of both their experience
and their care outcomes. What patients want may not be precisely
what the data lead them to. Whether their search is online or in person,
they need to feel connected to the people giving them answers, and
that can be achieved through traditional appointments as well as
teleconsultations or even question and answer sessions conducted
through a patient portal.

Southern California
JOB OPPORTUNITIES
•

Excellent Opportunities for
Emergency Physicians

•

Very Competitive Compensation

•

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

•

Available practice settings in the Greater
Los Angeles area.

Contact Debbie Corn for more information
(909) 634-3172 or email CV to dcorn@emmamd.com
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Geospatial Analysis of
Pediatric EMS Run Density &
Endotracheal Intubation
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William Loker, MD
Craig Warden, MD, MPH, MS
Oregon Health & Science University, Department of Emergency Medicine,
Portland, Oregon
Section Editor: Mark I. Langdorf, MD, MHPE
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Full text available through open access at http://escholarship.org/uc/uciem_westjem
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INTRODUCTION: The association between geographic
factors, including transport distance, and pediatric emergency
medical services (EMS) run clustering on out-of-hospital pediatric
endotracheal intubation is unclear. The objective of this study was
to determine if endotracheal intubation procedures are more likely
to occur at greater distances from the hospital and near clusters of
pediatric calls.
METHODS: This was a retrospective observational study
including all EMS runs for patients less than 18 years of age from
2008 to 2014 in a geographically large and diverse Oregon county
that includes densely populated urban areas near Portland and
remote rural areas. We geocoded scene addresses using the
automated address locator created in the cloud-based mapping
platform ArcGIS, supplemented with manual address geocoding
for remaining cases. We then use the Getis-Ord Gi spatial statistic
feature in ArcGIS to map statistically significant spatial clusters
(hot spots) of pediatric EMS runs throughout the county. We then
superimposed all intubation procedures performed during the
study period on maps of pediatric EMS-run hot spots, pediatric
population density, fire stations, and hospitals. We also performed
multivariable logistic regression to determine if distance traveled
to the hospital was associated with intubation after controlling for
several confounding variables.

RESULTS: We identified a total of 7,797 pediatric EMS runs during
the study period and 38 endotracheal intubations. In univariate
analysis we found that patients who were intubated were similar
to those who were not in gender and whether or not they were
transported to a children’s hospital. Intubated patients tended to be
transported shorter distances and were older than non-intubated
patients. Increased distance from the hospital was associated with
reduced odds of intubation after controlling for age, sex, scene
location, and trauma system entry status in a multivariate logistic
regression. The locations of intubations were superimposed on hot
spots of all pediatric EMS runs. This map demonstrates that most
of the intubations occurred within areas where pediatric EMS calls
were highly clustered. By mapping the intubation procedures and
pediatric population density, we found that intubation procedures
were not clustered in a similar distribution to the pediatric
population in the county.
CONCLUSION: In this geographically diverse county the
location of intubation procedures was similar to the clustering
of pediatric EMS calls, and increased distance from the hospital
was associated with reduced odds of intubation after controlling
for several potential confounding variables. [West J Emerg Med.
2016;17(5)656-661.]
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INTRODUCTION
Pediatric emergency airway management entails low frequency, high
risk procedures for providers in the emergency department and in
the emergency medical services (EMS) system. Emergency physicians
have the advantage of concentrating these relatively rare procedures
among a smaller group of providers compared to many EMS systems. In
some EMS systems paramedics intubate a child once every 5-10 years,
while in other systems where critical procedures are concentrated
among a smaller group of providers, pediatric intubations happen
once every 2-3 years for an individual medic.1,2 Increased exposure to
these critical procedures in practice likely enhances skill retention and
promotes safety and efficacy.3
This study was prompted by the concept that if pediatric endotracheal
intubations took place near clusters of pediatric calls, EMS agencies
could station specific providers in those areas thus concentrating
both general and critical pediatric patient exposure in a smaller group
of providers. The primary objective of this study was to determine
if endotracheal intubation procedures are more likely to occur in
geographic clusters of pediatric calls. We also wanted to know
whether pediatric intubations were more likely to happen at greater
distances from the hospital potentially due to concern about risks of
an unprotected airway during a longer transport. We hypothesized
that intubation procedures would occur primarily among locations
with high densities of pediatric EMS calls and would be relatively more
common with greater transport distance.

METHODS
Study Design and Variables
This was a retrospective observational study including all EMS runs for
patients less than 18 years of age from 2008 to 2014 in a geographically
large and diverse Oregon county that includes densely populated
urban areas near Portland and remote rural and wilderness areas. Our
primary outcome was the geospatial association between clusters
or “hot spots” of pediatric EMS runs and location of endotracheal
intubation procedures. The variables collected in the dataset for the
study included the following: address of the incident, type of location
(home/school), primary impression, procedures performed during the
call, transport priority (lights and sirens), ground distance travelled as
recorded by the EMS providers, destination hospital, patient age and
sex. ArcGIS version 10.2.1 (Redlands, CA) was used for all geographic
information systems (GIS) analysis.
Human Subjects Review
The study was approved by our university’s institutional review board
(IRB #00010944), which provided a waiver of informed consent.
Study Setting/EMS System Characteristics
In this county both public fire and private transport services are
dispatched to nearly all 911 calls. The county is served by several fire
agencies including large urban and small rural agencies. Transport
services are provided by a single private agency throughout most of
the county with two small fire districts providing their own ambulance
service. Ambulances are staffed with one paramedic and one EMT or
Advanced EMT. Fire services have various staffing models based on the
14 | LIFELINE a forum for emergency physicians in california

agency, but most EMS responses in the urban and suburban parts of
the county have a fire crew with at least one paramedic. Paramedics
in this county can intubate any age patient. Indications for intubation
are broad and include respiratory insufficiency, altered mental state
with airway compromise, and situations requiring positive pressure
ventilation. Paramedics can use rapid sequence intubation for patients
who do not have a gag reflex, using combinations of sedatives
(etomidate or midazolam) and paralytics (succinylcholine, rocuronium,
or vecuronium) depending on contraindications, medical director
preference, and availability of these medications. The protocol for
pediatric intubation at the time of the study called for using a bag
valve mask (BVM) or a rescue device if two attempts at intubation
failed. However, at the time of the study, the King laryngeal tube was
the rescue device being used and it was not available in sizes suitable
for most children under the age of eight. Providers did have access to
oral and nasal airways in all pediatric sizes.
Geographic Information System (GIS) Analysis
We geocoded incident location addresses using the automated
address locator created in the cloud-based mapping platform ArcGIS
supplemented with manual address geocoding for remaining cases
not coded using the automated method. Using these techniques
we successfully matched over 95% of addresses. We then used the
Optimized Getis-Ord Gi* spatial analysis feature in ArcGIS to map
statistically significant spatial clusters (hot spots) of pediatric EMS
runs throughout the county. This tool compares the location of the
event of interest in the context of neighboring event locations using
an optimized grid that defines the areas of interest. The Gi* statistic
calculated for the feature of interest is the z-score and it represents the
number of standard deviations from the expected mean number of
spatial features per grid box. A relatively high z-score results when the
local sum of event locations is higher in one grid box than expected
and indicates relatively intense clustering of events or “hot spots.” The
tool calculates p-values for the likelihood of a hot spot existing in the
grid box. After identifying the hot spots and associated z-scores we
superimposed the location of all intubation procedures performed
during the study period on the map of statistically significant spatial
clusters of pediatric EMS runs.
Next, we displayed population density according to the five-year
population estimate from American Community Survey published by
the U.S. Census Bureau and displayed the number of residents in each
census tract less than 18 years of age with intubation locations.4 We
displayed the location of fire stations in the county with intubation
locations. We obtained fire station locations from the Oregon Metro
Regional Land Information System.5 Finally, we displayed the location
of the intubation locations with the location of hospitals in the area.
There are no well-established spatial statistics for comparing the
geospatial association between two groups of spatial clusters so we
created maps to display all of the data visually to allow readers to make
comparisons.
Non-GIS Analysis
We computed descriptive statistics for all patients in the cohort
to compare those who were and were not intubated and identify
associations between intubation and transport distance in addition to
patient factors. We also conducted a logistic regression to determine

if distance traveled from the scene to the hospital was associated
with intubation after controlling for several potential confounders.
The model for the logistic regression was developed based on a
priori hypotheses of factors that could be associated with intubation
considering the available data.

RESULTS
We identified a total of 7,797 pediatric EMS runs during the study period
and 38 endotracheal intubations. In univariate analysis we found that
patients who were intubated were similar to those who were not
intubated in gender and whether or not they were transported to a
children’s hospital. Intubated patients were transported with lights
and sirens more commonly and tended to be transported shorter
distances (Table 1). Patients who were intubated were older than nonintubated patients. Table 2 shows the specific types of locations where
all pediatric EMS runs and EMS runs where intubations took place.
Figure 1 shows the location of intubations superimposed on hot spot
analysis of all pediatric EMS runs with the map extent focused on the
portion of the county where hot spots were concentrated. Thirty of
the 38 intubations occurred within or immediately adjacent to an

area where pediatric calls were statistically significantly clustered.
(Map extent excludes four intubations.) Figure 2 displays the pediatric
population density by census tract and shows that intubation
locations and higher pediatric population density (larger circles)
do not appear highly correlated spatially. Finally, Figure 3 shows the
relation of fire stations and intubations demonstrating that there is
at least one fire station within two miles (straight line distance) of all
but one intubation on the map extent. The farthest east intubation,
excluded from the displayed map extent, took place approximately
five miles from the nearest fire station. Figure 4 displays the location
of the acute care hospitals in the area and identifies the location of the
two children’s hospitals in the state.
We performed logistic regression analysis with intubation as the
dependent variable while controlling for age, miles traveled to the
hospital, sex, home as the scene location, and trauma system entry
status. We selected this model based on our a priori hypotheses of
available data that could contribute to likelihood of intubation. We
found the older patients, patients who were trauma system entries,
and patients who were closer to the hospital tended to be intubated
at higher rates. Results of this regression with 95% confidence intervals
are displayed in Table 3.

Table 1. Patient characteristics in geospatial analysis of pediatric emergency medical service runs and pediatric intubation.

Non-intubated patients
n=7759

Intubated patients
n=38

P-value

Mean age (SD)

10.6 (6.1)

13.0 (5.4)

0.014

Sex (% female)

43.6%

47%

0.89

15.9 (13.8)

10.4 (11.3)

0.014

Lights and sirens

8.9%

94.7%

<0.001

Scene is a home

34.0%

42.4%

0.32

Children’s hospital destination

41.1%

52.6%

0.15

Table 2. Location characteristics.

Table 3. Logistic regression analysis.

Patient and call characteristic

Mean ground distance traveled in miles (SD)

Non-intubated
patients n=7759

Intubated
patients n=38

Adjusted
odds ratio

95% Confidence
interval

Home

2638

14

1 year increase in age

1.081

1.01-1.16

Medical clinic

410

2

Male sex

0.89

0.45-1.80

Hospital

909

0

0.96

0.93-1.0

0

1

1 mile increase in distance to
the hospital

Road/street

690

11

Scene location was a home

1.63

0.79-3.35

Recreation/sports location

630

4

Trauma system entry

8.26

3.37-20.27

School/government area

534

1

Water (pool/river/lake)

17

1

Missing

977

5

Other

954

0

Police station
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Optomized Heat Map of Pediatric EMS Runs with Intubation Locations
Legend

Fire Station and Pediatric Intubation Locations
Legend

* Intubation

Optimized Heat Map of Pediatric EMS Runs

* Intubation
Fire Stations

Hot Spot - 95% Confidence
Hot Spot - 99% Confidence

Figure 1. Optimized heat map of pediatric EMS runs with intubation locations EMS,
emergency medical services.

Pediatric Population Density and Intubation Locations
Legend

Hospital and Pediatric Intubation Locations
Legend

* Intubation

* Intubation

Population Less Than 18 Years Old in Census Tract
16-588
589-950
951-1319

Figure 3. Fire station and pediatric intubation locations.

H Hospital

1320-1914
1915-3097

Figure 2. Pediatric population density and intubation locations.
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Figure 4. Hospital and pediatric intubation locations.

DISCUSSION
We found that in this geographically diverse county pediatric
intubation procedures occur close to spatial clusters of pediatric
EMS runs. However, intubation procedures do not seem to cluster
near higher densities of children in the general population. Finally,
distance traveled to the hospital was not associated with increased
odds of endotracheal intubation and in fact there was a trend towards
decreased odds of intubation with increased distance.
Pediatric endotracheal intubation is rarely performed by individual
providers and thus requires significant resources and training to
maintain competency. In addition, there is evidence that pediatric
endotracheal intubation may be no better than BVM ventilation, causes
harm in some groups, and has high complication rates in the out-ofhospital environment.6,7 The findings of this study suggest that it may
be feasible to adapt airway management practices within an agency
to reflect the geospatial distribution of the procedures. An agency
could continue to train providers who work in areas where pediatric
calls are clustered to intubate children while limiting practice in areas
where intubation is unlikely to BVM ventilation or a supraglottic airway.
This could promote patient safety while limiting training resources
required of the agency. However, this model depends on a workforce
that consistently services a particular area and may not apply to
settings where fire providers frequently rotate from station to station
or ambulances change coverage zones frequently. Further research is
needed to validate the findings of this study in other populations and
geographic areas.
We found that intubation procedures clustered more closely with
pediatric EMS calls rather than the location of larger numbers of
children in the community. There are relatively few studies that
describe disparities in pediatric EMS care and utilization. A geospatial
study identified increased use of EMS among asthmatic children with
particularly high EMS utilization among asthmatic children from poor,
black, and less-educated populations.8 In addition, adults with lower
socioeconomic status are more likely to use EMS.9 It is possible that
intubations cluster near EMS calls rather than the population because
EMS may be used by a subset of the population that is more likely to
suffer from critical illness and is thus more likely to require intubation.
A previous geographic analysis found that pediatric pedestrian injuries
are more likely in low income areas.10 In addition, socioeconomic factors
have been associated with death and healthcare utilization among
asthmatic children further supporting the hypothesis that a subset of
the pediatric population may be at higher risk for critical illness.11,12 An
alternate hypothesis is that patients in areas of higher socioeconomic
status are more likely to be transported by private vehicle, even for a
critical illness, and may be underutilizing EMS resources. This has been
suggested in one previous analysis.13 Further investigations could
explore the potential disparities and differences of EMS utilization in
children in various populations and locations.
Finally, we hypothesized that intubation would be more likely to
take place at greater distances from the hospital due to the potential
perceived risks of an unprotected airway in a long transport. We found
that this was not true and in fact there was a trend towards intubation
happening closer to the hospital even after controlling for confounders

including whether the patient was a trauma system entry. Previous
data has suggested that children who require EMS care in rural areas
are more likely to suffer from trauma, and are also more likely to have
longer transports so it was important to control for this variable.14
One possible reason for increased intubations closer to the hospital
relates to level of training of staff on scene. A single transport agency
covers the vast majority of calls in this county with equal staffing on
all vehicles. However, fire department crews operating closer to the
hospital are likely to have more professionals on staff and therefore
more paramedics relative to more distant areas, which tend to be more
rural and often have more volunteers. Relatively more paramedics on
scene may make intubation more likely to take place.
We found that older patients were more likely to be intubated
compared to younger patients. This may be due to paramedics having
increased comfort intubating larger patients who are more adult-like
since adults likely comprise the vast majority of airway training and
field experience. Post-pubertal patients are generally “adult-like” in
anatomy and physiology despite being less than 18 years of age. In
some trauma systems patients 15 years and older are treated as adults.

LIMITATIONS
This study has several limitations to consider. First, this was a
retrospective study based on what was documented in the chart by
the treating providers. Next, this study was limited to a single EMS
agency with specific geography and may not apply to other agencies.
EMS agencies who consider adopting scope of pediatric intubation
based on geography should conduct their own detailed geospatial
analysis.

CONCLUSION
In this geographically diverse county, it appears
that the location of intubation procedures
is similar to the clustering of pediatric
calls and that distance to the
hospital was not associated with
increased odds of intubation. n
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& Science University, Department of Emergency Medicine, 3181 SW
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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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LEGISLATIVE LEADERSHIP CONFERENCE (LLC)
May 2, 2017, Capitol Event Center, 1020 11th Street, Sacramento, California

| 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.

MARCH 2017
8th at 10:30am

GAC: Subcommittee Practice Management
Conference Call

8th at 12:30pm

GAC: Subcommittee Reimbursement
Conference Call

8th at 2:30pm

GAC: Subcommittee Injury & Illness Prevention
Conference Call

12th - 15th

ACEP Leadership & Advocacy Conference
Washington, DC

16th at 10am

Government Affairs Committee
Conference Call

31st

Chapter Board Nominations Due
info@californiaacep.org
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California ACEP Legislative Leadership Conference (LLC)
Sacramento, CA

3rd at 9am

Board of Directors Meeting
Sacramento, CA

9th at 9am

Reimbursement Committee
Conference Call

11th at 10am

Government Affairs Committee
Conference Call

15th - 31st

Chapter Board Election Balloting
Online

29th

Memorial Day
Chapter Office Closed
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CAREER OPPORTUNITIES |

ANAHEIM, CALIFORNIA: Anaheim Regional Medical Center’s Democratic ED
Physician group has immediate part time/full time positions available for BC /
BE Emergency Physicians. We have a busy, high acuity department with 44,000
annual visits. Shifts are 9-10 hours long with night shift/holiday differential
and double coverage during peak hours. We offer a competitive salary, paid
malpractice and full partnership opportunities.
Interested physicians E-mail your CV and references to vijay4@aol.com,
amit4ten@aol.com or call us at 714-999-5112.
BAKERSFIELD, CALIFORNIA: Pinnacle Emergency Physicians (2007-present)
with 3 local ED's (10h shifts) seeking FT/PT, BC/BE docs (all trauma goes to the
County Hospital)
• Memorial Hospital: 80k/y, STEMI, Stroke & Burn Receiving Center, currently 24/7 Peds, PICU,
OB and adult hospitalist services…Peds ED opening 4/2017
• Mercy Downtown: 37k/y, Stroke Receiving Center w/ adult hospitalist services
• Mercy Southwest: 52k/y, Stroke Receiving Center w/ adult hospitalist services
Staffed by 40 FT/PT physicians and 40 FT/PT mid-levels. Income in top 5-10%
nationwide. Low cost of living.
Contact: Les Burson, DO, Medical Director phogku@aol.com 661-332-1064 or
Dr. Kian Azimian, MD, Assistant Medical Director kianazimian@yahoo.com
661-616-8930
CALIFORNIA, CENTRAL COAST SAN LUIS OBISPO: A fantastic job opportunity.
Seeking residency trained, BC/BE Emergency Physician. Democratic, established
group with equal partnership and full benefit package. Progressive hospitals on
the beautiful Central California Coast, half way between LA and SF. A spectacular
place to live, work and play. The perfect place to build your career and raise your
family.
Call 805-434-1869. E-mail: ccep@tcsn.net.
DOWNTOWN LOS ANGELES: Emergency Physician needed. $350,000 +
incentive per year, malpractice paid, half days, half nights. ABEM ABOEM with
experience. Present core group average 23 yrs tenure. 36,000 annual visits,
paramedic receiving (no peds) STEMI Stroke, physician coverage 36-40 hrs/day,
NP & PA coverage 12-20 hrs/day
FAX CV to 213 482 0577 or call 213 482 0588 or neubauerjanice@gmail.com
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.
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. or Call 951-898-0823.
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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
Call (714) 396-6935 or 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 – ORANGE COUNTY: Full time and part time
independent contracting emergency physicians needed for high volume, high
acuity practices. Chest Pain Center, Stroke Center, Pediatric Level II trauma
center - large independent group with forty years of clinical excellence for two
acute care facilities. Expanding group needs BC/BE emergency physicians and
pediatric emergency physicians. Excellent compensation, malpractice paid,
scribes, midlevel providers, 8 – 9 hour shifts, excellent call panel coverage.
Email CV and references to EMSOC@emsoc.net, fax to 714-543-8914
SOUTHERN CALIFORNIA OPPORTUNITIES:
• Tustin, CA - Orange County - 73-bed community hospital, 8-bed ER, paramedic receiving, low
volume. 10 x 24hr = $240,000/yr + incentive
• East Los Angeles - 120-bed community hospital urgent care (non paramedic receiving) volume
700/mo. Guarantee $100/hr.
• Norwalk, CA - 60-bed hospital. 500-600 patient/mo. Paramedic receiving. $110/hr.
FAX CV to 213 482 0577 or call 213 482 0588 or
email neubauerjanice@gmail.com

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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