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Rural Emergency Physicians

For adecade, we have been witnessing the
consolidation of hedthcaredeivery systems, with
hospitalsmerging facilitiesor specific specidty
servicesto reduce the overhead cost needed for a
designated community or region. Traumacareand
interventiona cardiology areonly two of the spe-
ciaty servicesthat have been affected, therefore
becoming concentratedinlargeregiond facilities.
Oneforce behind thischange hasbeen theincreas-
ing cost of maintaining thetechnical skillsstandards
and equipment required to provide state-of -the-art
care. Only largeregiond facilitiescan afford to
purchase and maintain such equipment and to
attract the staff and physiciansneeded to provide
thisspeciaized care.

Thishasalwaysleft rurd areasinthelurch.
However, thedisparity over the years has continued
toincrease. | havelong believedthat if arural town
could haveonly onephysician, it should bea
specidistinemergency medicine. Stabilization of
emergency conditionsprior to transport to definitive
careisone of thethingswedo best. Astransport
timesincrease dueto regionalization and the closure
of EDs, initia stabilization becomeseven more
important. The question then becomes, “How do
weget speciadistsin emergency medicineto practice
inrural areas?’

Thishasbecome of persona interest tome, asl
amleaving aregiond referra center topracticeina
small rural hospital during thissummer. For me, it
wasalifestyledecision. | wasonceawilderness
ranger for the Forest Servicein Oregon, and have
alwayspreferred thewoodsto thecity. Most
emergency physicians, eventhosefromrural aress,
prefer to practicein metropolitan aress. Itiseasy
to seewhy: higher rembursement, better clinical
support intermsof equipment, support staff and
on-cal back-up, and more devel oped level sof

cultureand entertainment are presumably available
inametropolitanreferral center. Theold songsaid
it pretty well —“How areyou going to keep them
down onthefarm after they’ ve seen Paree?’

It comesdowntoincentives. Somephysicians,
likeme, likethed ower pace and close community
tiesthat only rural areascan offer. Thatisobvioudy
not enough incentiveto meet our perceived needs
to staff rurd areasin Cdiforniawith specidized
emergency physicians. Wewill likely needto
developfinancial incentivesaswell. Oregon has
taken the approach of tax subsidies. They givea
$5,000 annual incometax credit to any physician
practicinginarura area. Increasesin Medicare
and Medicaid reimbursement for rura hospitasare
currently intheworksin Washington, but we should
havethoseincreasesfor rura physiciansaswell.
With adequate reimbursement, we can haveafully
functiond and high-qudity emergency services
ddivery systeminrura Caifornia. If youcrash
your car whileon vacationin Lassen National Park,
you want aboard certified emergency physicianin
Susanvillewho can put in achest tubeand drainthe
cardiac tamponade found with bedside ultrasound
prior to transport to theregional traumacenter in
Reno.

Wewill havetowork at the state and national
level tobring thisscenariotoredlity. Your active
involvement inyour specidty organizationisessen-
tia. Your participationin our letter-writing cam-
paigns, inour electronic newsservice, andinthe
annud Cdifornialegidative conferenceisthevehicle
todothis. Your financia contribution to our united
EMPAC, theemergency physician political action
committeefund, isthevitd ingredient to carry your
voiceintothe statelegidative process.

Email usat ca aaem@aaem.org and wewill be
gladto provideyou further details, to get you
enlisted or involved, and to do our best to answer
your needsand concerns.




