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Emergency Care at Risk:
Docs at Risk means Patients at Risk
Independent emergency physicians, like many Americans,
are concerned about surprise billing
practices, the cost of emergency care,
and price transparency. We have been
there – we too have received expensive hospital bills when our family
needed care. We want solutions, but
not by sacrificing our business to large
corporations.
That is why Independent Emergency Physicians Consortium (IEPC) has
invested in a campaign aimed at informing our nation’s leaders about the
potential risks to emergency care if
Congress were to pass certain legislative approaches. IEPC physicians are
small business owners who are threatened by extinction due to corporate
consolidation of health practices. Our
campaign will show members of Congress the risks of unbalanced negotiations and the threat to emergency
care. Visit the IEPC website to view
our ads.
IEPC also supports the American College of Emergency Physicians’ (ACEP)
campaign, Protect Emergency Care,
that directs Congress to take action
on surprise billing in a way that avoids
unintended consequences. Visit the
ACEP campaign website to learn
about preferred legislative solutions.
Many emergency physicians are small
business owners and not hospital or
corporate employees. They live and
work in the community and have a
vested interest to promote the best
emergency care for their family and
friends. Hospital consolidations and
large health insurance companies have
threatened the small business practice
for physicians who devote their life to
their patients and community. Legislative approaches that include government rate setting or benchmarking

would tip the scale in favor of
big business over small business
emergency physicians. Small business emergency physicians have
been bullied by large corporations
and driven out of the marketplace. We
at IEPC want to protect small business
emergency doctors so we can continue providing the life-saving treatment
our patients deserve.
Patients should not have to choose
between life and debt. What many
people do not realize is that many
emergency physicians are not employees of a hospital. The emergency
physician bill is different and separate
from a hospital bill. The emergency
department doctor bill is a small fraction of the total hospital bill. The average emergency physicians bill is $500
and may include lifesaving diagnosis
and treatment. The emergency doctor
bill hardly, if ever exceeds $1,250. We
stand by our billing fees as fair.
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IEPC is a group of small business emergency department
owners who collaborate for best
practices for their patients and
community. As small business owners we are more cost efficient by
eliminating middle management,
recruitment fees and large overhead expenses. As small business
owners we have less bureaucracy
than large corporations and can
make fast changes to meet the
needs of the hospital and patients.
IEPC physicians are dedicated
to their community. We are your
neighbor. We send our children to
local schools, shop at local grocery
store, and volunteer in various
local causes.

Building an Alternatives to
Opioid Program

in the Emergency Department
Casey Grover, MD, Medical Director
Community Hospital of the Monterey Peninsula

We began our journey on opioid stewardship in 2013. When
we started it was a lot of saying “no”
to opioids. Providers and patients
alike were frustrated with the “no”
to opioids without any other options.
We realized we needed better options for pain control.
We started by working with our
pharmacy. In some cases it was just
making existing non-opioid alternatives more apparent and available to
doctors. As an example one of our
pharmacists put together a non-opioid migraine order set based on best
practices (see photo)
Our next step was to increase the
number of medicines on the formulary for pain that did not involve opioids. We began using topical medicine such as lidocaine patches and
diclofenac gel. We also expanded
the use of existing medications, adding in lidocaine drips and low-dose
ketamine for complex pain.
We then expanded beyond pharmacological measures, working with
physical therapists to learn what other modalities are available. We did
a trial of Transcutaneous Electrical
Nerve Stimulation (TENS) Units in our
emergency department, a project
which was found to be resoundingly
helpful and was so successful that
we published our work (https://escholarship.org/uc/item/3xg6879n).
Much of the lift in getting this program started was simply educating
providers and nurses on how the devices worked and when they could be
used. Our physical therapists further-

more proved to be helpful
once again when they were
able to learn trigger point
release for muscle spasm.
They completed some training and are available during
business hours to come to
the emergency department
to release a muscle in spasm,
much more effective than
any muscle relaxant or benzodiazepine. This was also
so successful that we were
able to publish our work
(https://escholarship.org/
uc/item/6z60z2f8).
We also looked internally into our
group to see who had extra skills
on pain management that could be
shared with the group. One of our
newest hires came from a residency
program with robust training in ultrasound and nerve blocks. We gathered
the supplies to be able to do nerve
blocks for long bone fractures. We
are now doing them regularly in our
emergency department. We also provided education to the group on how
to do simpler such as occipital nerve
blocks and trigger point injections.
As we continue to gain momentum
and success with our non-opioid
pain management strategies, It is
important to remember that opioids
still have a role. For a patient with
pancreatitis or a long bone fracture or
a bowel obstruction, opioids may still
be incredibly helpful. We are currently
using best practice at our hospital
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when it comes to pain management
by using multi modal therapy. For
patients who do require opioids, the
addition of non-opioid therapy can
provide an opiate sparing effect while
still providing good pain relief.
Lastly, given our success with non opioid pain management, we are looking
to build a procedural pain management service for our inpatient and
emergency department patients. We
had the pleasure of meeting with a
chronic pain patient who was inspired
by our work and provided us – as a
donation – the funding to trial procedural pain management in the ED.
This proved to be a success, so we are
looking to expand our work to other
patients in the hospital. We are in the
process of recruiting anesthesiologists
along with emergency physicians who
have skills in performing nerve blocks
to be able to address pain related
Continued next page. See OPIOD.
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to traumatic injuries such as femoral
neck fractures, rib fractures, and long
bone fractures that are not getting
good pain relief with standard therapy. An example would be a 90-yearold patient with a hip fracture that
cannot tolerate opioids. This is still in
the works.

It is really incredible how many effective strategies for pain management
there are. Building an alternatives to
opioids program can be done relatively easily at the start simply by working
with the pharmacy and arranging order
sets that promote the use of effective
non-opioid strategies. Each hospital
can decide what options beyond that
they have the resources to consider.

The Loss of a Giant: A Tribute to Peter Rosen
Ariella Lee, IEPC Administrator

I met Dr. Rosen when I moved to
Tucson for my undergraduate education at the University of Arizona. Like
with all people who met him, he insisted
that I called him Peter. I was heartened by
his generosity in opening his home and

offering me mentorship. He offered me
meals, a place to stay, and even a bicycle
if I wanted. Hanging out with Peter always
involved food – he loved going out to eat.
I grew up hearing stories about Peter Rosen from my mother, Roneet Lev, who was
in his first emergency medicine residency
class at the University of California in San
Diego. “Is he the one who says ‘you learn
from other people’s f*** ups?’” I recall
asking my mom. “Yes”, she answered,
and shushed me, “but don’t say the bad
words out loud.” “Put your brain in neutral, and just do the work,” was another
Peter truism referred to laziness in working
up a patient and coming up with excuses
of why some procedure or evaluation may
not be necessary. My favorite Peter quote
however is “Get your loving at home,”
which addresses to the desire of getting
praise or gratitude at work or school.

Peter Rosen was a clinician, educator,
author, and medical philosopher. He went
to medical school at Washington University in St. Louis and surgical residency at
Highland Hospital in Oakland. In the early
1970s he was appointed the Director of
the Emergency Department at the University of Chicago and established its first
training program in emergency medicine.
He did the same at Denver General and
then at UC San Diego. Peter lectured
around the world, authored hundreds of
publications, and served as the founding
Editor of the Journal of Emergency Medicine. When my mother was in medical
school and expressed interest in emergency medicine, she was instructed to
buy the “bible” of emergency medicine,
known as the Rosen book, “Rosen’s Emergency Medicine – Concepts and Clinical
Practice.” It was a two-volume series that
she paid for in monthly payments. The
investment paid off, as she met the author
a few years later.
I will treasure my time with Peter while I
was in Tucson. As a child I knew him as
one of my mother’s teachers, and had the
honor to benefit from Peter stories and
advice firsthand. He shared with me his
path to medicine, sitting in the car as a
young boy while his general practitioner
father did house calls, entering college
at a young age, like I did, and service in
the US Army Medical Corp as a general
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surgeon. Most of all, he loved emergency
medicine and adored his residents. He
took his residents out to eat, to play tennis,
and to sail on his boat that he lived on
when he was in San Diego.
While Peter is one of the fathers of emergency medicine and a giant in the field,
I saw him as a wise grandfather who was
generous, funny, and loving. As he struggled with his own health issues at the end
of his life, he trusted the doctors he trained
to care for him. While his body was giving
in, his mind and humor remained sharp.
He laughed at a picture of himself and his
wife in the emergency department when
they were patients together. He did not
give up tennis despite his many joint replacements and taking blood thinners, and
he still loved steak and potatoes despite
having coronary artery disease.
Peter was a mentor to perhaps thousands
of students and physicians through many
generations, to my mother and to me.
He guided me through my undergraduate career knowing my desire to pursue
medicine. Perhaps his final letter of recommendation was for my medical school
application. I will be guided by Peter’s
memory and wisdom as I embark my path
in medical education. Peter leaves a remarkable legacy to the medical profession,
to his patients, and to his many colleague,
students and residents. He has left this
world in body, but his contribution to the
world and the profession will live on.

Medtigo Staffing
By Knef Lizaso, MD

Providence Little Company of the Mary, San Pedro
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