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Study objective: We evaluate a sobering center as an alternate destination for acute intoxication. Our aims are to count patient
visits that originated from emergency medical services (EMS) or the emergency department (ED) that then result in a secondary
transfer from the sobering center to the ED, and to describe and categorize the clinical reasons for transfer to the ED.

Methods: The San Francisco Sobering Center, a continuously nurse-staffed facility operating since 2003, provides short-term
(6- to 8-hour) care for adults with acute alcohol intoxication. Paramedics use a county EMS protocol to triage low-risk intoxicated
patients to the sobering center. A case review was performed on all visitors during 3 years who were secondarily transferred from
the sobering center. Reason for transfer was categorized by clinical indication.

Results: From July 2013 to June 2016, 11,596 visits (from 3,268 unduplicated adults) were documented. Of these, 4,045 (35%)
were referred by EMS and 1,348 (12%) were referred from the ED. Other referring parties included the mobile van service, police,
homeless service provider, self-referral, and others. Of the total visitors, 506 (4.4%; 95% confidence interval 4.0% to 4.8%) were
secondarily transferred to an ED; 151 were referred by EMS and 62 by the ED. Clinical indications for ED transfer included pulse
greater than 100 beats/min (26%), alcohol withdrawal (19%), pain (excluding chest pain) (19%), altered mental status (13%), and

intoxication. [Ann Emerg Med. 2019;m:1-7.]

emesis (13%). Most clients had more than one clinical indication for transfer (median 2; range 1 to 5).

Conclusion: The San Francisco Sobering Center is an appropriate, safe EMS destination for patients with acute alcohol
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INTRODUCTION

Background

Alcohol use is responsible for significant morbidity and
mortality worldwide.' In the United States, the effect of
acute alcohol intoxication on emergency departments
(EDs) is of increasing concern.”” Acute intoxication is not
without risk itself and may mask other serious disorders
such as intracranial hemorrhage, diabetes-related
conditions, or cardiac events.”” Most ED patients with
suspected uncomplicated acute alcohol intoxication are
monitored and released without need for critical care
services.”” In an effort to improve ED utilization and
centralize treatment and referral resources, many cities and
counties have created sobering centers to care for
individuals with uncomplicated alcohol intoxication.
Sobering centers provide a dedicated space for intoxicated
adults to become sober while being monitored by trained
staff. However, little is known in regard to the safety of
sobering centers as an alternative to the ED for acute
intoxication.

Goals of This Investigation

We evaluated the ability of the San Francisco Sobering
Center to operate as a safe alternative destination for
patients within emergency medical services (EMS). Our
aims were to count patient visits that originated from EMS
or the ED that then resulted in a secondary transfer from
the sobering center to the ED, and to describe and
categorize the clinical reasons for transfer to the ED.

MATERIALS AND METHODS

This study was a retrospective, secondary data analysis of
all visits to and transports from the San Francisco Sobering
Center between July 2013 and June 2016. The
institutional review board of the University of
California—San Francisco approved this study.

Setting
The San Francisco Sobering Center, a continuously

operated Department of Public Health facility staffed by
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Editor’s Capsule Summary

What is already known on this topic

Sobering centers have developed in many cities to
care for uncomplicated alcohol intoxication. Little is
known about their safety.

What question this study addressed

The case volume, referrals to the emergency
department (ED), and clinical reasons for referral
were recorded and categorized.

What this study adds to our knowledge

Of 11,596 sobering center visits, 35% were referred
by emergency medical services, 12% by the ED, and
smaller numbers from several other sources. One
patient was found dead in the sobering center
restroom from cocaine intoxication. Of the total
sobering center visitors, 506 were secondarily
transferred to an ED for various reasons: tachycardia
(26%), alcohol withdrawal (19%), pain (excluding
chest pain) (19%), altered mental status (13%), and
emesis (13%); there were no deaths.

How this is relevant to clinical practice

A sobering center offers a safe and effective
management site for patients with uncomplicated
alcohol intoxication.

registered nurses and peer-level support staff, was opened in
2003 to provide care for adults aged 18 years and older
with acute public alcohol intoxication. San Francisco
paramedics use a systemwide county destination protocol
functioning as an alternative to transporting patients
directly to an ED to identify patients who are eligible for
evaluation at the sobering center. They follow a triage
checklist to evaluate whether patients with suspected
alcohol intoxication meet low-risk criteria, allowing
transport to the sobering center rather than an ED
(Figure 1).

In addition, individuals may be referred by police, EDs,
health clinics, or street outreach teams, or may self-refer as
walk-in clients. The San Francisco Sobering Center has
documented 3,500 to 4,500 visits annually since 2013.
With greater than 57,000 client visits since inception, more
than 15,000 individuals were referred directly by
paramedics.”’

The 12-bed facility is colocated with a medical respite
program and features nonhospital (standard) beds,
accessible showers and toilets, laundry facilities, and a

clinical station with full visibility of all beds (Figure 2).
Services are provided by registered nurse and medical
assistant staff using standardized procedures, including
continuous and periodic electronic vital sign monitoring,
oral rehydration of water and electrolyte solution, meals,
activity of daily living support, basic wound care, and
vitamin supplements. Referrals to social and medical
detoxification, urgent care, and shelter are offered for all
interested clients. A social work team consisting of licensed
and associate clinical social workers and peer navigators
provides advanced care coordination and intensive case
management, including referral to psychiatric evaluation
and housing.

Nursing staff follow protocols that include indications to
activate emergency services in cases in which the patient
condition warrants a higher level of care. These protocols
were initially created by physician and nursing leadership
and undergo biannual audits and review. In addition to
objective measures, including vital sign monitoring, these
procedures allow for subjective clinical impression and
client request in determining care and discharge options.
There is no predetermined minimum or maximum length
of stay, although a typical client visit lasts 6 to 8 hours."’

Selection of Participants

Sobering center visit information was obtained from the
Coordinated Case Management System, an integrated
electronic record system tracking individual-level use across
multiple health and welfare systems. Patient visit data were
entered during the provision of care at the sobering center.
Adults aged 18 years and older who were admitted to the
center from July 2013 to June 2016 were included in the
analysis.

Methods of Measurement

Two registered nurses, one doctoral prepared and the
second masters prepared, and a board-certified emergency
physician performed a case review on all patient visits that
resulted in a secondary transfer from the sobering center to
an ED. In cases in which the initial findings differed
between reviewers, consensus was reached through
secondary review and discussion.

The 3-person research team conducted 4 meetings
before the final case review to discuss common definitions
and parameters of the study. The secondary transfer was
categorized by reasons for transfer (ie, measures of vital sign
instability such as abnormal blood pressure, elevated pulse,
temperature, seizure activity, chest pain, and death)
according to the clinical notes entered by sobering center
staff. The reasons for transfer are not equivalent in measure
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1. DESTINATION INCLUSION CRITERIA
a. Sobering Services: Intoxicated patients with no acute medical condition(s) or co-existing
medical complaints may be transported to the San Francisco Sobering Center, if the
patient meets the following criteria:
i. Be atleast 18 years or older;
ii. Found on street / in a shelter or in Police Department custody;
b. Voluntarily consent or have presumed consent (when not oriented enough to give
verbal consent) to go to the Sobering Center;
c. Not be on the San Francisco Sobering Center “Exclusion List.”*
d. Be medically appropriate by meeting ALL of the following criteria:
i. Indication of alcohol intoxication (odor of alcoholic beverages on breath, bottle
found on person);
ii. Glasgow Coma Score of 13 or greater;
iii. Pulse rate greater than 60 and less than 120;
iv. Systolic blood pressure greater than 90;
v. Diastolic blood pressure less than 110;
vi. Respiratory rate greater than 12 and less than 24;
vii. Oxygen saturation greater than 89%;
viii. Blood glucose level greater than 60 and less than 250;
ix. No active bleeding;
X. No bruising or hematoma above clavicles;
xi. No active seizure; and,
xii. No laceration that has not been treated.

*Exclusion List: Periodically, a client may be deemed inappropriate by sobering center staff
for use of the sobering center for a fixed amount of time. The client is then placed
temporarily on an exclusion list. The most common reasons for placement on the exclusion
list are physical violence against staff or other clients and repeated inability to care for
basic needs and activities of daily living once sober. There are typically 3 to 8 persons on
this list at any one time.

Figure 1. Criteria for paramedic triage to the San Francisco Sobering Center.

to the EMS triage criteria, which provide for a point-in-
time assessment to achieve an immediate determination for
admission to the sobering center. Discharges or transfers
occur because of nurse evaluation of client condition
during a longer period and after interventions including

Figure 2. Client dormitory at the San Francisco Sobering
Center.

oral rehydration, food, rest, use of hygiene facilities, or
review of client medical records.

An initial record review was completed to test the
standardized abstraction and comprehensiveness of the
clinical criteria evaluated in the study. After initial evaluation,
clinical criteria were finalized and the registered nurse
reviewers independently reviewed 20 charts to train. A
standardized collection form (Excel; version 14.7.3;
Microsoft, Redmond, WA) was used for data evaluation.

All clinical indications were categorized (Table 1). Many
incidents had more than one clinical indication for ED
transfer. Statistical analyses were performed with Stata/IC
(version 14.1; StataCorp, College Station, TX).

This study included patient visits to the sobering center
during 3 fiscal years, from July 2013 to June 2016.

RESULTS

A total of 11,596 visits (from 3,268 unduplicated patients)
were received at the sobering center during the study period.
EMS referrals (n=4,045) were 35% of total visits, and 12%
(n=1,348) were referred from the ED. Other referring parties
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Table 1. Clinical indications for secondary transfer from the San Francisco Sobering Center to an ED.

Clinical Indicator

Range

Pulse, unstable, beats/min >100 (high); <60 (low)
Blood pressure, unstable, mm Hg
Temperature, °F/°C >100/37.8 (high); <95/35 (low)
>20 (high); <7 (low)

<90 (low)

>250 (high); <50 (low)

Respiration, breaths/min
Sp0,, %
Blood glucose level,

mg/dL (finger stick)
Alcohol withdrawal, suspected

>160 systolic or >100 diastolic (high); <100 systolic (low)

Clinical note may include tremors, hallucinations/delusions, headache, nausea, Clinical Institute

Withdrawal Assessment score. Excludes seizure activity.

Injury Clinical note includes reference to physical signs of trauma, laceration, abrasion, swelling, or incidence of or client
statement of injury. Injuries may have occurred on site or before admission to sobering center.

Fall Clinical note indicates client fall on site with or without injury, including fall

from standing or out of bed
Patient complaint of pain
Chest pain

Seizure activity

Complaint of acute pain, excluding chest pain
Indicates specific complaint of chest pain or discomfort

Includes both witnessed seizures and suspected seizure followed by sudden change in

mental status, difficult arousal, incontinence, bleeding

Altered mental status
that has not improved with time

Drugs, other

Includes either a decrease in mental status after admission or a persistent altered state

Includes client statement of ingestion of other drugs, or corresponding symptoms with or

without the presence of paraphernalia or other drugs

Suicidal ideations or attempt

Emesis

Client request

Includes client statement of intent to harm self, inability to contract for safety, signs of injury,
and witnessed attempts at self-harm

Indicates active vomiting as opposed to nausea
Client request not accompanied with signs of need for higher level of care

included the mobile van service (n=2,691; 23%), police
(n=1,020; 9%), homeless service provider (n=972; 8%),
self-referral (n=836; 7%), and others (n=685; 6%).

The majority of patients were found to have completed
care safely at the sobering center without transfer to the
ED. Of the 11,596 total visitors, 506 (4.4%; 95%
confidence interval [CI] 4.0% to 4.8%) were transferred to
the ED. Of the 4,045 EMS referrals, 151 (3.7%; 95% CI
3.1% to 4.3%) visits resulted in a secondary transport to
the ED. Of the 1,348 ED referrals, 62 individuals (4.5%;
95% CI 3.4% to 5.6%) returned from the sobering center
to the ED. Referred patients from all other parties
(n=6,203), such as police referrals and walk-ins, had 293
transfers by ambulance to an ED, for a transfer rate of 4.7%
(95% CI 4.2% to 5.2%).

Although most unduplicated patients (n=142) were
transferred one time, 26 patients had multiple incidents
requiring transfer to the ED by ambulance (range 2 to 8
incidents).

Case review identified the most frequent clinical
indications for secondary transfer to the ED for EMS

referrals: elevated pulse, persistent altered mental status not
explained by alcohol intoxication, patient complaint of pain
(not including chest pain), signs of alcohol withdrawal, and
emesis (Table 2). Greater than 60% of clients had more
than one clinical indication for transfer (median 2; range 1
to 5).

Length of stay for EMS referrals before secondary
transfer to the ED varied: 38 visits (25%) transporting at
less than 1 hour, 42 (28%) between 1 and less than 3
hours, 25 (17%) at 3 to less than 6 hours, and 47 (31%)
occurring after a 6-hour stay.

Secondary transfer of clients initially referred from the
ED to the sobering center who subsequently returned to
the ED varied slightly from that of those received from
EMS directly: elevated pulse, signs of alcohol
withdrawal, patient complaint of pain (not including
chest pain), elevated blood pressure greater than 160
mm Hg systolic or greater than 100 mm Hg diastolic,
and chest pain (Table 2). Most clients (77%; median 2;
range 1 to 5) had more than one clinical indication for
transfer.
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Table 2. Clinical reason for transfer to the ED.

EMS and ED Combined

EMS Referrals

ED Referrals

(n=213, 168 Unduplicated Clients), (n=151), (n=62) No., %
Clinical Reason for Discharge No., % (95% CI) No., % (95% CI) (95% ClI)
Pulse high, >100 beats/min 56, 26 (21-33) 27, 18 (13-25) 29, 47 (34-59)
Alcohol withdrawal, suspected 41, 19 (13-28) 19, 13 (8-23) 22, 36 (22-58)
Complaint of pain 40, 19 (14-25) 26, 17 (12-24) 14, 23 (14-35)
Emesis 28, 13 (9-18) 18, 12 (8-18) 10, 16 (9-28)
Altered mental status 28, 13 (9-18) 27, 18 (13-25) 1, 2 (0-11)
Blood pressure high, >160 systolic, >100 diastolic, mm Hg 25, 12 (8-17) 12, 8 (5-14) 13, 21 (12-33)
Client request (no obvious need) 25,12 (8-17) 16, 11 (7-17) 9, 15 (8-26)
Chest pain 18, 8 (5-13) 4 (2-9) 12, 19 (11-31)
Seizure 16, 8 (5-12) 6 (3-11) 7,11 (5-22)
Fall 15, 7 (4-11) 14, 9 (6-15) 1, 2 (0-11)

Length of stay at the sobering center for ED referrals
before transfer back to the ED was longer than for EMS: 8
(13%) at less than 1 hour, 6 (10%) at 1 to less than 3
hours, 18 (29%) at 3 to less than 6 hours, and 30 (48%)
transferring after greater than a 6-hour stay.

Indications for secondary transfer varied between EMS
and ED referral sources. ED referrals (n=62) compared
with EMS referrals (n=151) resulted in higher rates of
transfer for alcohol withdrawal (36%, 95% CI 22% to
58% versus 13%, 95% CI 8% to 23%) and elevated blood
pressure (21%, 95% CI 12% to 33% versus 8%, 95% CI
5% to 14%).

One death occurred during the study period. A 62-
year-old man admitted through EMS at 10:30 pM was found
unconscious in the restroom approximately 3 hours after
admission. A glass pipe and white powder were present. EMS
was unsuccessful in reviving the patient. The death certificate
cause of death was cocaine intoxication. Peripheral blood
analysis contained cocaethylene, cocaine at 0.05 mg/L, and
benzoylecgonine at 0.48 mg/L, with cocaine and metabolites
confirmed in the urine sample as well. No acute fatal
traumatic injuries were noted.

LIMITATIONS

As noted previously, the sobering center admission
criteria and the clinical indicators for secondary transfer do
not coincide exactly, and discharge or transfer decisions are
often based on assessments conducted during a certain
period. A prominent limitation is the reliance on clinical
judgment and staff experience in initiating a secondary
transfer of a patient. Despite protocols and guidelines, there
are few medical scenarios dictating immediate 911 response
(eg, chest pain, fall with head trauma), and thus transfer
decisions may be based on presentation, including

subjective information. Additionally, a client determined
by sobering center staff to require ED care may refuse
transport and thus not be discharged by ambulance. These
cases would not have been captured in this study.

We do not have the final hospital outcomes for this
study. The standard practice is that any receiving party
(such as a medical or psychiatric ED) will contact the
sobering center management for any negative outcomes
received by an ED in transfer. Additionally, the sobering
center is connected to the countywide Unusual Occurrence
online reporting system, which is used by all staff for any
negative client outcomes at all county health facilities,
including the county hospital and clinics. Any severe
negative outcomes (hemorrhage, death, etc) and safety
concerns would be reported to this system and investigated
by health officials. In addition, all deaths occurring within
the county are reported to the Department of Public
Health. These reports include all services with which the
deceased had contact before death. For any deaths within 30
days of discharge from the sobering center (and like
facilities), management is contacted and a formal review is
conducted.

This study is not an evaluation of the triage criteria or a
comparison to clients who were determined not eligible for
sobering center care. Admission is based on presumed
intoxication on alcohol; however, there are no definitive
screening tools used (such as a breathalyzer) to confirm
alcohol consumption. Clients may have incidental
intoxication with other drugs or medications that would
affect their risk for transfer to the ED.

DISCUSSION
This study evaluated the ability of the sobering center to
operate as a safe alternative EMS destination. The majority
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of patients did not require acute care in an ED. Patients
who did develop a concerning health condition such as
abnormal vital signs, complaints of pain, or altered mental
status were transferred to the ED. There were no noted
cases of low blood glucose level, stroke, intracranial
hemorrhage, or injuries related to violence within the
sobering environment. However, the incident involving
fatal cocaine overdose raises issues surrounding monitoring
of clients with the potential for ongoing substance use
while in the center.

A goal of sobering centers is to prevent unnecessary
visits to the ED by caring for individuals with
uncomplicated acute intoxication who do not require ED-
level services."”'* The majority of sobering center visits
did not require ambulance discharge, with less than 5%
of individuals transferred to a higher level of care. This
supports previous survey data indicating that protocol-
based triage can identify patients appropriate for this
type of care.'”

However, alcohol intoxication is not without risk from
both unrecognized medical complications and
decompensation (eg, hemorrhage, hypoglycemia) or
intoxication itself (eg, aspiration, trauma from falls, self-
harm)." Initial triage and ongoing monitoring are critical to
ensuring patient safety.'”'® A recent study found that only
1% of patients triaged by emergency physicians to an
“intoxication unit” in the ED, dedicated to patients with
suspected uncomplicated alcohol intoxication, required
critical care services before discharge.” Triage by physicians
cannot be compared with that performed by paramedics
and registered nurses; however, this study speaks to the
number of ED patients presenting with uncomplicated
alcohol intoxication who could be cared for in a less
comprehensive environment.

Triage studies have previously found that paramedic
evaluation in the out-of-hospital environment can
successfully triage individuals with suspected alcohol
intoxication to a sobering center environment versus an
ED.""*" A common discussion is the sensitivity and
specificity of triage criteria. In studies by Ross et al'” and
Cornwall et al,'® the sensitivity was high (99% and 93%,
respectively); however, overtriage to the ED was evident by
the specificity (42% and 40%, respectively). However, the
timing of the discharge from a sobering center to the ED
raises the question of whether these were missed diagnoses
or emerging medical conditions within a population with
complicated disease. Our evaluation lends support to the
important role of paramedic evaluation in determining
medical need of individuals with acute intoxication, and the
ongoing monitoring by registered nurse staff in identifying
emerging medical conditions.

We found that patients transferred to the sobering
center after being medically cleared in the ED had slightly
higher rates of discharge back to the ED. Considering the
effects of long-term alcohol use, including unstable vital
signs and alcohol withdrawal, this difference may be related
to longer lengths of stay in light of the combination of the
ED visit, transport, and sobering center visit, as well as the
underlying higher-risk population. Additional evaluation is
warranted, including length of stay in the ED before
sobering center transfer, before further interpretation of
this finding.

Our results indicate that the sobering center with
registered nurse staffing is an appropriate, safe alternate
destination for the EMS system in the triage and care of
acute alcohol intoxication. A majority of referrals were
appropriate for the level of support provided, and these
patients did not require transfer to the ED.
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