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By Aimee Moulin,
MD, FACEP

CALIFORNIA ACEP Supports SB 944 -

COMMUNITY PARAMEDICINE
“If you have seen one EMS system, you have seen one EMS system.” The assumption
is that no two EMS systems are alike. California is divided into 33 Local Emergency
Medical Services Agencies (LEMSAs), 7 regional agencies, and 26 single county
agencies. California’s broad geographic diversity often creates a tension between
adaptive systems that meet local needs and standardized, evidence-based practices.
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The safest and best way to
reduce the number of people
who seek care in the ED is to
keep them well, rather than
divert them from the ED when
they find themselves in crisis.

I

n 2014, the State of California embarked on
an innovative pilot to explore the expansion
of paramedic scope of practice through
the Office of State Health Planning and
Development (OSHPD). The project looked at
13 different pilots across the state. Paramedics
were specially trained in several different
models: assistance for patients recently
discharged from hospitals transitioning to
home care, hospice support, field identification
and diversion of patients with psychiatric illness and intoxication, case
management of high utilizers, field identification and diversion of
patients to urgent care or primary care, and community support for
directly observed therapy for Tuberculosis.
This year State Senator Robert Herzberg introduced Senate Bill 944 (SB
944), which seeks to authorize the models tested by the pilot project
to expand paramedic scope of practice. After multiple meetings
and discussions with the bill’s sponsor, the California Professional
Firefighters, to understand our principles, California ACEP is pleased to
support SB 944.
The approach outlined in this bill is consistent with California ACEP’s
values and we believe it builds a framework to address local needs,
while ensuring quality patient care. Specifically:
•

Scope expansion authorization must replicate what was
shown to be safe for patients in the pilot programs

•

Destinations must be defined and licensed

•

EMTALA non-discrimination protections must be included

•

Data collection must be required

One key factor in the successful alternate destination pilot programs is
consistency in the capabilities of the destination.
EMS providers can’t reliably determine where it is safe and appropriate
to take a patient if the destination does not have clearly defined and
regulated capabilities and capacity. The healthcare provider on the
other end must be equipped to meet the patient’s healthcare needs
and identify potential problems. SB 944 ensures patient safety by
requiring both mental health and sobering center destinations to be
licensed facilities.
A core tenet for emergency physicians is that patients should not be
discriminated against in the provision of care. Health care delivery

should be the same for all people, regardless
of the person’s ethnicity, citizenship, age,
preexisting medical condition, insurance
status, economic status, or ability to pay
for medical services. Critical to the creation
of community paramedicine programs in
California is that they do not create a twotiered system of healthcare. SB 944 ensures
that the triage criteria used to determine
what care a patient will receive is nondiscriminatory, and that their ultimate destination cannot refuse to
accept patients based on discriminatory criteria.
There has been a lot of discussion that community paramedicine and
alternate destinations are a solution to emergency department (ED)
crowding. We are pleased to see that SB 944 includes authorizing the
pilots that aim to reduce ED visits by keeping people well. Providing
post-discharge follow-up, directly observed therapy for patients with
Tuberculosis, and intensive case management for frequent users of
the EMS system are excellent ways to keep patients healthy and to
manage the social determinants of health. The safest and best way to
reduce the number of people who seek care in the ED is to keep them
well, rather than divert them from the ED when they find themselves
in crisis.
As scientists we believe in research and evidence-based change. To
this end, new concepts must continue to collect data as they expand
across the state to ensure safety and allow for the development of best
practices. As we embark on this new healthcare pathway, local EMS
agencies must be required to collect and report their data to the State
to evaluate the safety of all programs. The public and the Legislature
must have this information to adequately review whether California
has been able to effectively take the pilots to scale. SB 944 requires
data collection, reporting, and public transparency to ensure these
programs are adequately meeting patient safety goals.
In 1980, California ACEP sponsored SB 125 by State Senator John
Garamendi which created the statewide EMS system, including a strong
state oversight commission with emergency physician representation.
In the almost 40 years since then, our members have trained
thousands of paramedics, served as EMS medical directors, and have
been integral to the successful evolution of a world-class EMS system.
Innovation, quality, and patient safety in the pre-hospital setting have
been ongoing values of the organization and its members. We are
pleased to continue that proud tradition by supporting SB 944. n
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MANDATORY USE
What You Need to Know in the ED

Authors: Elena Lopez-Gusman & Kelsey McQuaid-Craig, MPA

We have received many questions from our members regarding CURES 2.0
Mandatory Lookup, which begins on October 2, 2018.

S

B 482 by Senator Ricardo Lara was signed by Governor Jerry Brown
on September 27, 2016, establishing mandatory lookup of the
Controlled Substance Utilization Review and Evaluations System
(CURES) any time a physician prescribes a Schedule II, III, or IV drug to
a patient for the first time, with exceptions. Without our involvement,
this would have required a CURES look up on virtually every emergency
department (ED) patient needing that level of pain treatment.
The Chapter was able to successfully negotiate amendments that state
health care practitioners prescribing, ordering, administering, or
furnishing a controlled substance in the emergency department
will not be required to check CURES if they write a non-refillable
prescription for no more than a seven-day supply.
The ED exemption from CURES 2.0 Mandatory Use is a major victory for
emergency physicians because it won’t place additional stress on you
and your department. You will be allowed to use clinical judgement in
cases of severe pain, as long as you prescribe a seven-day supply or less.
We understand that many of you are concerned about CURES 2.0
Mandatory Use and there is mixed information out there about
who is required to check CURES. We’ve included the Medical Board
of California’s CURES 2.0 Mandatory Use flyer on the following pages
so you have an official document to share with your colleagues or
hospital administration, if they are not aware of the ED exemption. The
Medical Board clearly states that the ED is exempted as long as the
prescription does not exceed a non-refillable seven-day supply.
CURES is an effective resource to help facilitate appropriate prescribing
decisions and to identify patients abusing controlled substances
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so they can receive assistance. However, as you know all too well,
there are many instances in the ED where a requirement to look up
a patient's history in CURES is unnecessary and takes away time that
could be used to treat a trauma victim or a patient in cardiac arrest.
More than 20 states, including New York, require mandatory lookup of
their Prescription Drug Monitoring Program. The Chapter’s advocacy
efforts ensure that CURES 2.0 Mandatory Use does not place
additional stress on California’s overcrowded EDs and allows
emergency physicians to use their clinical judgment to determine
when to access CURES. Physician wellness isn’t just about eating well
and doing yoga, it’s about being able to take care of patients without
being burdened by unnecessary regulations and requirements. We
work hard to prevent new legislative requirements from adversely
affecting your ability to provide quality patient care and, thus, your
job satisfaction.
We take opioid addiction seriously and have spearheaded numerous
efforts, both legislative and clinical, to ensure your patients are treated
for their pain while decreasing risk.
Last year, California ACEP sponsored AB 40, which allows health
information technologies to integrate with and automatically query
CURES on behalf of a registered provider. This means a summary of
a patient’s opioid prescription history can be included directly in
an electronic health record for you to access without taking the
cumbersome step of logging in to manually check CURES. The
Department of Justice has until October 1, 2018 to develop a method
for this technology integration.

In 2014, the Chapter decided to take action to reduce opioid overdoses
and deaths by creating safe prescribing documents for the ED. Our safe
prescribing guidelines have been adopted by over 70 stakeholders,
including hospitals, medical societies, and community organizations.
The Chapter has participated in numerous county safe prescribing
coalitions spearheaded by the California Healthcare Foundation.
To find out more about the Chapter’s safe prescribing resources visit
www.californiaacep.org/improving-health/safe-prescribing. Please
contact Kelsey McQuaid-Craig at kmcquaid@californiaacep.org if your
ED is interested in joining our efforts.
We’re not stopping at trying to prevent addiction and overdose;
we’re working to treat addiction in the ED. Thanks to the work of
the Medication Assisted Treatment (MAT) Work Group chaired by Dr.
Reb Close, building on the important work of Chapter member Dr.
Andrew Herring, California ACEP will be releasing a toolkit to help our
members initiate MAT in the ED. The toolkit will be released in the
coming months.

If you have any questions about CURES 2.0, safe
prescribing, or any of California ACEP’s legislative efforts,
please contact us at info@californiaacep.org or by
calling the Chapter office at (916) 325- 5455. n

Independent Emergency
Physicians Consortium
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Independent Emergency Group
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696 San Ramon Valley Blvd., Ste. #144, Danville, CA 94526
925.855.8505 | www.iepc.org
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CURES 2.0
MANDATORY USE
BEGINS OCTOBER 2, 2018

Justice (DOJ) on April 2, 2018. Therefore, the mandate to consult CURES prior to prescribing, ordering, administering, or furnishing a
Schedule II–IV controlled substance becomes effective on October 2, 2018. Visit www.mbc.ca.gov/CURES for detailed information
regarding CURES 2.0.
Note: The phrase “controlled substance” as used in this guide refers to a Schedule II, Schedule III, or Schedule IV controlled substance.

WHEN MUST I CONSULT CURES?
•
controlled substance, unless one of the exemptions on back apply.

•

Within the twenty-four hour period, or the previous business day, before
prescribing, ordering, administering, or furnishing a controlled substance,
unless one of the exemptions on back apply.

•
•

Before subsequently prescribing a controlled substance, if previously exempt.
At least once every four months if the controlled substance remains a part of
the patient’s treatment plan.

WHAT PROTECTIONS ARE THERE FOR PRESCRIBERS ?
• There is no private cause of action for a prescriber’s failure to consult CURES.
• For complete information on the mandatory requirement to consult CURES,

as the initial occurrence
in which a health care
practitioner intends
to prescribe, order,
administer, or furnish
a controlled substance
to a patient and has not
previously prescribed a
controlled substance to
the patient.
— Health and Safety Code
(HSC), § 11165.4(a)(1)(B)

please read HSC § 11165.4.

• If you have any further questions, please seek legal counsel.

HOW CAN I GET HELP WITH CURES ?
For general assistance with CURES, including training and CURES usage
support, contact the California DOJ at (916) 210-3187 or CURES@doj.ca.gov.
For Direct Dispensing assistance, contact Atlantic Associates, Inc. at
(800) 539-3370 or cacures@aainh.com.

(Rev. 05-2018)

WHAT EXEMPTIONS ARE THERE TO
CONSULTING CURES?
•

A health care practitioner is exempt from consulting the CURES database
before prescribing, ordering, administering, or furnishing a controlled
substance in any of the following circumstances:

•

•

While the patient is admitted to, or during an emergency transfer
between a

•

Licensed Clinic, or

•

Outpatient Setting, or

•

Health Facility, or

•

County Medical Facility

in statute commencing with HSC § 1200,
§ 1248, § 1250, and § 1440, respectively.

In the emergency department of a general acute care hospital,
seven-day supply.

•

As part of a patient’s treatment for a surgical procedure, and the
when a surgical procedure is performed at a

•

Licensed Clinic, or

•

Outpatient Setting, or

•

Health Facility, or

•

County Medical Facility, or

•

Place of Practice

Code § 1658.

The patient is receiving hospice care.

What if it is not reasonably possible for a prescriber to access the
information in CURES in a timely manner?

•

If another individual with access to CURES is not reasonably available, a

addition, the prescriber must document in the patient’s medical records
the reason for not consulting CURES.
What if I determine that consulting CURES would result in a patient’s inability
to obtain a prescription in a timely manner and thereby adversely impact the
patient’s medical condition?

•

this determination. The prescriber must document in the patient’s
medical records the reason for not consulting CURES.

There are exemptions to consulting CURES
CURES, such as CURES is temporarily
unavailable for system maintenance, or
you experience temporary technological
or electrical failure and CURES cannot
be accessed (e.g., power outage due to
inclement weather).
A prescriber should contact the CURES
Help Desk at (916) 210-3187 or
cures@doj.ca.gov for assistance
accessing their CURES account.
Note: A prescriber must, without undue delay,
seek to correct any cause of the temporary
technological or electrical failure that is
reasonably within their control.

MEDICAL BOARD
OF CALIFORNIA

2005 Evergreen Street, Suite 1200
Sacramento, CA 95815

CONTACT

•

WHAT IF I EXPERIENCE
TECHNICAL DIFFICULTIES
WITH CURES?

(916) 263-2382
www.mbc.ca.gov
webmaster@mbc.ca.gov

FOLLOW

•

•

@MedboardOfCA
@MedicalBoardCA
@MedboardOfCA
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INTRODUCTION: A subset of frequent users of emergency services are those who use the emergency department (ED) for acute
alcohol intoxication. This population and their ED encounters have not been previously described.
METHODS: This was a retrospective, observational, cohort study of patients presenting to the ED for acute alcohol intoxication
between 2012 and 2016. We collected all data from the electronic medical record. Frequent users for alcohol intoxication were defined
as those with greater than 20 visits for acute intoxication without additional medical chief complaints in the previous 12 months. We
used descriptive statistics to evaluate characteristics of frequent users for alcohol intoxication, as well as their ED encounters.
RESULTS: We identified 32,121 patient encounters. Of those, 325 patients were defined as frequent users for alcohol intoxication,
comprising 11,370 of the encounters during the study period. The median maximum number of encounters per person for alcohol
intoxication in a one-year period was 47 encounters (range 20 to 169). Frequent users were older (47 years vs. 39 years), and more
commonly male (86% vs. 71%). Frequent users for alcohol intoxication had higher rates of medical and psychiatric comorbidities
including liver disease, chronic kidney disease, ischemic vascular disease, dementia, chronic obstructive pulmonary disease, history of
traumatic brain injury, schizophrenia, and bipolar disorder.
CONCLUSION: In this study, we identified a group of ED frequent users who use the ED for acute alcohol intoxication. This population
had higher rates of medical and psychiatric comorbidities compared to non-frequent users. [West J Emerg Med.2018;19(2)398–402.]
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INTRODUCTION
Frequent users of emergency departments (EDs) have been the
subject of substantial research given the implications for resource
utilization, healthcare costs, and ED crowding.1-5 A unique subset of
frequent ED users are those who present to the ED repeatedly for
acute alcohol intoxication.6-8 As ED visits for acute alcohol intoxication
are increasing,9 the burden of alcohol-related frequent users will
be important to explore. Existing studies describing frequent ED
users often cite alcohol-use disorders as a common comorbidity
and a precipitant for their disproportionate utilization of emergency
services.1,2 Despite this established association, there is a paucity of
data describing the encounters and individuals who frequently use
the ED for alcohol intoxication, or the extent to which they use the
ED for other reasons. The purpose of this study was to describe this
population and their ED encounters.
METHODS

care physician, medical/psychiatric comorbidities, breath alcohol
concentration, testing obtained (imaging, laboratory), chemical
sedation administered, ED disposition, and length of stay. Additional
data for each frequent user was manually abstracted from the chart
by another investigator (MR); these included counts of ED visits that
were not for alcohol intoxication, hospital admissions, and visits to a
separate psychiatric services ED.
Multiple definitions for ED frequent users exist in the literature, ranging
from 3-20 visits per 12-month period.1,10 For this study, we elected to use
the upper limit of this range and categorize an alcohol- related frequent
user as greater than 20 visits for acute alcohol intoxication in the previous
12 months, in order to describe the highest-user cohort possible. Nonfrequent users were those who did not meet this criterion.

After we identified the frequent-user cohort, we analyzed encounter
characteristics for those with a frequent-user designation during that
visit compared to those without. For analysis
of patient characteristics and demographics,
duplicate observations were excluded. The
POPULATION HEALTH RESEARCH CAPSULE
patient encounter that was retained for
demographic analysis was the most recent
What do we already know about this issue? Frequent
encounter during the study period. For all
users pose a unique challenge in emergency departments
comparisons, we calculated differences in
(ED), given their impact on resource utilization, healthcare
means or proportions with associated 95%
costs, and their overall health considerations.
confidence intervals. We checked a subset
What was the research question?
of 20 charts to confirm accuracy of data
The purpose of this study was to describe ED frequent users
abstraction.
for alcohol intoxication and their ED encounters.
RESULTS
What was the major finding of the study? AlcoholWe identified 32,121 encounters meeting
intoxication frequent users had many medical/psychiatric
inclusion criteria (Figure), and there were 325
comorbidities, and poor utilization of primary care.
unique patients defined as frequent users
for alcohol intoxication. These 325 patients
How does this improve population health? We
represented 11,370 of the encounters during
intend the findings of this research to inform ED providers
the study period. The median maximum
and community resource personnel to help them optimize
number of encounters in a one-year period
care for this high-risk population.
was 47 encounters (range 20 to 169) for acute
alcohol intoxication.

This was a retrospective, observational, cohort
study of ED patients presenting for acute
alcohol intoxication from 2012 to 2016. It was
approved by the institutional review board.
The study hospital is a county ED with an
annual volume of 100,000 visits and 7,000
visits for alcohol intoxication. The ED has a 16bed area within the department that clusters
all intoxication encounters. The purpose
of this area is to treat patients who are in
the department for intoxication at patients
who ared to treat complicated medical or
trauma patients who also happen to be
intoxicated from alcohol. Patients are selected
for treatment in this area at the discretion
of triage nurses, paramedics (if arriving by
ambulance), and the emergency physicians.
All alcohol- intoxication encounters are seen
in this particular area of the ED, but there is
occasional overflow to other parts of the ED
if these rooms are full. All patients who are
treated in one of these rooms are entered into
the electronic medical record (EMR) using the chief complaint “altered
mental status.”

We included adults (>17 years old) if they presented to the ED for
alcohol intoxication during the study period. These patients were
identified using the EMR by querying for all visits where the chief
complaint was “altered mental status ng for ir initial ED room was
within the intoxication section of the ED. Patients were excluded if their
breath alcohol concentration was zero. The variables for analyses were
chosen a priori.
We selected them if they were hypothesized to be relevant to the study
population and if they were readily available in the EMR. A data analyst
(trained in EMR data acquisition) who was blinded to the purpose of
the study obtained the following variables without any manual chart
abstraction: age, gender, race/ethnicity, insurance status, primary

During the five-year study period, frequent users used the ED for nonalcohol intoxication purposes a total of 3,812 times (median per patient
= 11, range = 0-91), were admitted to the hospital a total of 4,960 times
(median per patient = 9, range = 0-89), and used psychiatric, acute
care services a total of 753 times (median per patient = 2, range 0-78).
Additional patient characteristics and encounter characteristics are
depicted in Table 1 and Table 2. Accuracy of data abstraction was 98%.
DISCUSSION
Frequent users for alcohol intoxication are a unique subset of frequent
ED users who merit attention given increasing numbers of alcoholrelated visits nationally.9 In this study, we identified 325 patients with
11,370 encounters for alcohol intoxication over a five-year period,
where some individuals used the ED for alcohol intoxication more than
100 times in a year.
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ED FREQUENT USERS FOR ACUTE ALCOHOL INTOXICATION

"Altered Mental Status"
Intoxication Encounters
N = 33,381

Klein et al.

Frequent User
Encounters
N = 11,370

Frequent User
Unique Patients
N = 325

Non-Frequent User
Encounters
N = 20,751

Non-Frequent User
Unique Patients
N = 11,123

Encounters Meeting
Inclusion Criteria
N = 32,121

Excluded Encounters
(ETOH concentration = 0)
N = 1,260
Figure. Patient inclusion and exclusion in study examining frequency of emergency department use by those with acute alcohol intoxication.
TABLE 1. Patient characteristics for alcohol-related frequent vs. non-frequent users.
Patient variable

Frequent user (n=325)

Non-frequent user (n=11,123)

Difference (95% CI)

Age (mean years)
Race/Ethnicity
Caucasian
African/African-American
Native American
Hispanic
Asian
Primary care physician
Coordinated primary care services
Insurance
No insurance
Medicaid
Medicare
Medical assistance
Private insurance
Medical comorbidities
Liver disease
Chronic kidney disease
Ischemic vascular disease
COPD
History of TBI
Dementia
Psychiatric comorbidities
Schizophrenia
Bipolar disorder

47
281 (86%)
101 (31%)
102 (31%)
108 (33%)
10 (3%)
2 (1%)
161 (49%)
14 (4%)

39
7880 (71%)
6,407 (58%)
2,374 (21%)
945 (9%)
718 (6%)
161 (1%)
3105 (28%)
67 (0.6%)

8 (95% CI [6-9])
16% (95% CI [11-19])
-27% (95% CI [-32 to -22%])
10% (95% CI [5-15%])
24% (95% CI [19-29%])
-3% (95% CI [-5 to -1%)
0 (95% CI [-1 to 1%])
22% (95% CI [16-26])
3% (95% CI [1-6])

68 (21%)
87 (27%)
37 (11%)
74 (23%)
26 (8%)

4110 (37%)
1248 (11%)
920 (8%)
1247 (11%)
2148 (19%)

-16% (95% CI [-21 to -11])
16% (95% CI [11-21%])
3% (95% CI [0-6%])
12% (95% CI [7-17%])
-11% (95% CI [-14 to -8%])

89 (27%)
35 (11%)
22 (7%)
30 (9%)
62 (19%)
30 (9%)

611 (6%)
440 (4%)
179 (2%)
184 (2%)
342 (3%)
170 (2%)

21% (95% CI [16-26])
7% (95% CI [4-10])
5% (95% CI [2-8])
7% (95% CI [4-10])
16% (95% CI [12-20])
7% (95% CI [4-10])

40 (12%)
67 (21%)

320 (3%)
778 (7%)

9% (95% CI [5-13])
14% (95% CI [10-18])

CI, confidence interval; COPD, chronic obstructive pulmonary disease, TBI, traumatic brain injury.
Patient characteristics calculated using a single encounter per patient (excluding duplicate encounters).
TABLE 2. Encounter characteristics for alcohol-related frequent users vs. non-frequent users.
Encounter variable

Frequent user encounter
(n=11,370)

Non-frequent user encounter
(n=20,751)

Difference (95% CI)

Initial BAC (mean mg/dl)*
Admitted to hospital
ICU admissions
Laboratory testing
CT performed
Chemical sedation
Length of stay (mean minutes)

256
340 (3%)
109 (1%)
725 (6%)
434 (4%)
3957 (35%)
470

221
627 (3%)
189 (1%)
1523 (7%)
1309 (6%)
8987 (43%)
482

35 (95% CI 33-37)
0% (95% CI 0-1)
0% (95% CI 0-1)
-1% (95% CI -1 to 0)
-2% (95% CI -3 to -2)
-8% (95% CI -10 to -7)
-12 (95% CI -17 to -7)

BAC, blood alcohol concentration; CI, confidence interval; ICU, intensive care unit; CT, computed tomography.
Encounter characteristic calculated using all encounters, including multiple encounters per patient.
*BAC was performed on 100% of patients.
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In this study, we identified several variables
that differed for frequent users compared
to non-frequent users. First, there were
comparatively higher rates of medical and
psychiatric comorbidities among alcoholrelated frequent users. This finding reiterates
the complexity of this population, and the
fact that any of these “routine” visits have the
potential for clinical decompensation and
may require resources beyond the scope
of simple observation for intoxication. We
also identified differences in demographics
(frequent users tended to be older, nonCaucasian, and male), as well as differences
regarding health insurance status (frequent
users were more often insured with
government assistance such as Medicaid). In
contrast, several variables were not different
among the two groups; namely, diagnostic
workups were similar between the groups,
but interpretation of this finding is limited
by practice patterns at our institution,
where workups tend to be minimal for most
alcohol-intoxication encounters.
Another important finding in this study was
the low admission rate among frequent
users (3%). While it is not unexpected that
presentations for alcohol intoxication would
result in low admission rates (as this is
generally an uncomplicated chief complaint
compared to other chief complaints),
it does illustrate a potential barrier in
caring for this population. In other studies
describing frequent users for other general
medical complaints, admission rates are
reported to be as high as 40%.3 In those
cases, interventions can be implemented as

inpatients, and resources can be initiated during admissions. In the
population we describe, since admissions are so uncommon, the
responsibility may be on ED personnel to identify these patients, as
they will not be addressed by an inpatient team.
In our cohort of alcohol-related frequent users, we identified some
concerning features regarding primary care access and utilization.
Less than half (49%) of the frequent-user population had primary
care physicians, and only 4% were participants in a coordinated
primary care program intended for the hospital’s greatest utilizers. We
believe that this is an important gap in coverage for a very high-needs
population. This finding also contrasts the general ED frequent-user
literature, where most describe primary care access as over 90%.1 Our
institution does not appear to be identifying alcohol-related frequent
users for primary care services as effectively as those who use the ED
for other problems. Possible explanations for this gap in coverage
could include a lack of readiness for healthcare accountability, or
a struggle maintaining primary care relationships in the setting of
ongoing substance abuse.
We were unable to determine the prevalence of important social
stressors such as homelessness, employment, or government
assistance (other than health insurance) in this cohort, but addressing
these stressors in future will play an important role in assisting this
population. Multiple social services interventions have been proposed
for frequent ED users, such as case management and referral programs,
but these have been shown to have variable rates of success.7,11
One study conducted in our community investigated use of case
management and demographic-specific housing referrals among 92
chronic inebriates. While the study found that the healthcare costs
decreased pre vs. post intervention, ED visits did not decrease.7
LIMITATIONS
This study is subject to several limitations, including those inherent to
a retrospective study design. We attempted to minimize this bias by
using standardized methods for data collection research. Second, we
present data from a single center, which may not be generalizable to
other EDs, especially for EDs that do not see large volumes of alcoholintoxication visits. We do believe, however, that many of our findings
coincide with existing literature describing other populations of ED
frequent users, thus supporting our results. It is also likely that there
are other important variables describing this population (such as other
comorbidities) that were not explored in this study.
Another potential limitation was our definition of frequent users.
We elected to use a cutoff of 20 visits per 12 months to define our
frequent users based on previous literature. The intent of using this
particular cutoff was to capture the highest-user group possible, but it
is possible that had we used other cutoff definitions, our results would
be different. Finally, there is the potential for selection bias in this
sample, as we focused our search query on alcohol-intoxication visits
in a specific area of our ED, rather than the entire ED. This was, however,
the most practical means to fulfill the goals of this study, which was
to ensure that the encounters we describe were those for alcohol
intoxication, rather than encounters for a primary medical or traumatic
purpose where the patient was also intoxicated from alcohol.

CONCLUSION
There are patients who frequently use the ED for acute alcohol
intoxication, and this group of “alcohol-related” frequent users has
not been previously reported. We identified that this frequent-user
population has higher rates of medical comorbidities and psychiatric
comorbidities compared to non-frequent users. This population was
also found to have relatively poor access to primary care (less than
50%). We intend the findings of this report to be hypothesis-generating
for future work regarding how to target this population. n
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Medical Center, 701 Park Avenue South, Minneapolis, MN 55415. Email:
lauren.klein@hcmed.org.
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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

SAVE THE DATE
California ACEP’s Annual Conference: ADVANCED 2018
Friday, September 7, 2018 | Marriott Marina Del Rey

ACEP can fight on your behalf. Thank you to our 2017-18

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
Chino Emergency Medical Associates
Coastline Emergency Physicians Medical Group
Culver Emergency Medical Group
Eden Emergency Medical Group
Hollywood Presbyterian Emergency Medical Associates
Las Cruces Emergency Medical Associates
Los Alamos 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
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
Valley Presbyterian Emergency Medical Associates
Vikant Gulati, MD
Vituity
West Hills Emergency Medical Associates

16 | LIFELINE a forum for emergency physicians in california

SUBMIT A LIFELINE ARTICLE
Looking for a way to share your emergency medicine experience? Want
to share a story from your last shift? Or maybe career or life advice? We're
looking for member and guest articles, including letters-to-the-editor.
Please note that all articles and letters are reviewed and may be edited
for grammar and content.
If you would like more information or would like to submit a guest article,
email info@californiaacep.org.

| CALIFORNIA ACEP UPCOMING MEETINGS & DEADLINES

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

JUNE 2018

JUNE 2018

1st - 7th

CPR and AED Awareness Week
Hands-only CPR events throughout the State

1st

Award Nominations Close
Online

1st

California Legislature: House of Origin Deadline

4th

SUN

MON

TUES

WED

THURS

FRI

SAT

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

California Legislature: Committees Resume

17

18

19

20

21

22

23

7th from 10 AM to
2 PM

Capitol CPR Day
North Lawn of the State Capitol

24

25

26

27

28

29

30

14th at 10 AM

Board of Directors Meeting
Sacramento, CA

29th

California Legislature: Policy Deadline for Fiscal Bills

JULY 2018

JULY 2018
SUN

MON

TUES

WED

THURS

FRI

SAT

1

2

3

4

5

6

7

4th

Independence Day
Office Closed

8

9

10

11

12

13

14

6th

California Legislature: Policy Deadline for Non-Fiscal Bills

15

16

17

18

19

20

21

9th – August 3rd

California Legislature: Summer Recess

22

23

24

25

26

27

28

10th at 9 AM

Reimbursement Committee
Conference Call

29

30

31

12th at 10 AM

Government Affairs Committee (GAC)
Conference Call

AUGUST 2018

AUGUST 2018
SUN

MON

TUES

WED

THURS

FRI

SAT

1

2

3

4

9th – 10th

Board of Directors Retreat
Sacramento, CA

17th

California Legislature: Legislative Fiscal Deadline
State Capitol, Sacramento, CA

5

6

7

8

9

10

11

17th – 31st

California Legislature: Floor Session Only
State Capitol, Sacramento, CA

12

13

14

15

16

17

18

California Legislature: End of Legislative Session
State Capitol, Sacramento, CA

19

20

21

22

23

24

25

31st

26

27

28

29

30

31
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CAREER OPPORTUNITIES |

SOUTHERN CALIFORNIA - ER PAY for Urgent Care work, low stress, low acuity,
happy patients. Leave the rat race. Overnight accommodations provided to long
distance commuters. Doctors or PAs.
Email CV to STAT6666@aol.com, fax 661-829-7060, phone 949-295-4507.
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

VENTURA CALIFORNIA: New hospital under construction and scheduled to
open in the Spring of 2018. Central coast of California and 70 miles from LAX.
Positions available in two facilities for BC/BE emergency physician. STEMI
Center, Stroke Center with on-call coverage of all specialties. Teaching facility
with residents in Family Practice, Surgery, Orthopedics and Internal Medicine.
Admitting hospital teams for Medicine and Pediatrics. Twenty-four hour OB
coverage in house and a well established NICU. Physician’s shifts are 9 hrs and
12 hours of PA/NP coverage. All shifts and providers have scribe services 24/7.
Affiliated hospital is a smaller rural facility 20 minutes from Ventura in Ojai.
Malpractice and tail coverage is provided. New hires will work days, nights,
weekends and weekdays.
Send resume to Alex Kowblansky MD FACEP at kowblansky@cox.net

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.
• San Fernando Valley - 18000 visits $350000 per year with incentives
Med surg with psyche beds. Overlap or NP or PA for busy times.
FAX CV to 213 482 0577 or call 213 482 0588 or email neubauerjanice@gmail.com
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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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LoREoF okffersinthegfollowing California providers
EM

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
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
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
CSUS Prehospital Education Program
Thomas Oakes, Program Director
3000 State University Drive East, Napa Hall, Sacramento, CA
95819-6103
Ofﬁce: (916) 278-4846
Mobile: (916) 316-7388
Email: thomasffp@sbcglobal.net
Web: www.cce.csus.edu
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
Loma Linda University Medical Center
Lyne Jones, Administrative Assistant
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
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
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
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

PHI Air Medical, California
Eric Lewis, Course Coordinator
801 D Airport Way, Modesto, CA 95354
Phone: (209) 550-0884
Fax: (209) 550-0885
Email: elewis@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
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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