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HeaLtHLeaders Media  The movement toward more  

coordinated, higher-valued care starts in the emergency  

department. what are your projections for a future under  

healthcare reform?

Emergency departments in this country don’t exactly have a stellar reputation. They’re seen as chaotic, wasteful, and 

overcrowded with patients who don’t need to be there. Long waits to see a doctor are considered the norm, as are 

even longer waits to be discharged or admitted. And customer service is the last thing on anyone’s mind. But the 

panel of experts who gathered in Atlanta for our Breakthroughs Roundtable prove that it doesn’t have to be that way. They’ve 

changed every aspect of the ED experience from the moment the patient walks in the door—from registration to triage to 

treatment to discharge or admission. They’re making EDs more efficient—cutting wait times even as they increase volumes. 

But while process improvement is a big part of the story, they’re also promoting the ED’s potential from a business perspective. 

The ED, they say, is uniquely positioned to provide coordinated and accountable care and drive volume to the rest of the 

system’s services, physicians, and specialists.   

Strategic Partnerships Director
HealthLeaders Media

jim
Molpus   

Moderator

BetH HouLaHan, rn  |  Mercy Medical Center  |  we’re anticipat-

ing an increase in volume as more people get health insurance 

under reform. Right now we have two clinics in Cedar Rapids 

that care for the uninsured. Having a partnership with those  

http://www.facebook.com/HealthLeadersMedia
http://twitter.com/HealthLeaders
http://www.healthleadersmedia.com/breakthroughs/
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clinics has helped us keep appropriate care 

coming into the eD.  

assaad sayaH, Md  |  Cambridge Health 

Alliance  |  The idea is to see the right 

patients—not only eD patients, but patients 

that need care on an urgent or semi-urgent 

basis when the rest of the system is not  

available or accessible; off-hours and week-

ends, for example. There is room, even with  

healthcare reform, for the eD to remain  

front and center to support the rest of the 

organization.

Leon L. HaLey Jr., Md  |  Grady Health System |     

officially, we’re a safety net institution for  

two counties, but we’re really the safety 

net for the region 

and for many 

parts of the state, 

particularly for 

certain disease 

processes. we’re 

anticipating that 

role continuing. 

once people get 

insurance there’s a belief that 

they will have access to primary 

care, but I can tell you the pri-

mary care system in atlanta will 

not be able to support an influx 

of people who have coverage. 

People will continue to use an eD 

for episodic and even long-term 

care. we’re going to be strategic 

about how we support the rest 

of the health system. our institu-

tion is focusing a lot on neuroscience, stroke, 

and trauma care, and we’re going to make sure 

our emergency department can support those 

initiatives.

Mary eLLen doyLe, rn  |  Scripps Health  |   

In the san Diego market, eD volume will likely 

be driven by an inadequate number of com-

munity-based primary care providers. scripps 

Health has been working for a number of 

years to build its primary care base. This past 

year we have also invested significant efforts 

in improving the efficiency within our four 

emergency rooms. we’ve redesigned clinical 

workflows and significantly improved patient 

throughput processes. This positions us to 

increase volume without adding eD beds.

HeaLtHLeaders Media  Larry, you see 

the broad spectrum of hospitals out there 

coming to you to help put the pieces together. 

Give us a view of the trends you see in the 

industry as far as how hospitals and health 

systems are starting to put aCos together.

Larry Patrick  |  PwC  |  There’s some  

question as to whether consumers will  

make the same choice about where they 

receive their care if they’re given an option. 

D
a

n
a

 T
H

o
M

a
s

— leon l. Haley jr., Md,  
Grady Health System 

“We already have the patient- 
centered medical home.  
It’s called the ED.”

having trouble  
viewing? Click here.

http://www.facebook.com/HealthLeadersMedia
http://twitter.com/HealthLeaders
http://www.healthleadersmedia.com/breakthroughs/
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Do they choose the safety net health system 

that they’ve been going to for so long, or  

do they decide to go to a different health  

system that—rightly or wrongly—has a  

better reputation? You have to reposition 

your health system to be competitive in 

terms of wait times, service, aesthetics, and 

patient flow. 

BiLL LuaLLen  |  PwC  |  The emergency 

department is the heart of a health system 

and an institution, and that will continue for 

the next few years regardless of what hap-

pens with healthcare reform. Patients don’t 

want to wait to see a primary care physician. 

we have to look at that both from a business 

standpoint and from a care standpoint.

HeaLtHLeaders 

Media  How  

do you start to 

manage access  

and direct patients 

out of the emer-

gency room and 

into primary care? 

sayaH  The best way to move forward is for 

all of us to put aside our parochial interests 

and make sure that the patient’s interest and 

access comes first. when healthcare reform 

was enacted in Massachusetts in 2006, the 

concern was that we might lose 20%–25% 

of our volume because patients would have 

choices. we did a lot to work on perception 

and the quality of our care. since healthcare 

reform we’ve grown by 25%. so it is doable, 

and people that have choice are choosing to 

come to us because we’re providing quality, 

immediate, prompt, collaborative care. More 

than 60% of our eD patients have PCP s. as 

soon as a patient arrives in our eD, we send 

a page and an e-mail to the PCP. It is not 

unusual for the physician to call and discuss 

the case. This is one way we’ve been able to 

coordinate care.

HaLey  For us it’s about engaging the com-

munity, our state health policy leaders to 

determine what role we want the institution 

to play. we work with our policymakers, our 

board of directors, our foundation, and really 

think about the partnerships we want to 

establish on a strategic level. we work collab-

oratively with our primary care partners to 

figure out how we can improve their growth 

and improve the patient experience. we work 

very closely with our primary care folks as 

well as our neighborhood health clinics to 

get people into the primary care system and 

to keep them there if necessary. we have a 

much smaller number of patients who have 

a primary care physician, but when they’re 

in the eD, particularly if they get admitted, 

we send an e-mail through electronic health 

record to let the primary provider know. 

we’re also trying to get people with nonur-

gent complaints to a different location. so 

we’re going to open up an urgent care center 

a half a block away to support patients who 

do have episodic needs but can be better 

served in a different location. 

doyLe  The scripps system has two  

large physician groups and is affiliated with 

primary care practices throughout  

the region. we are working with our primary 

having trouble  
viewing? Click here.
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care physicians’ practices, clinics, and  

hospitals to develop processes that will 

enable the coordination of a patient’s care 

across the entire continuum.  across the sys-

tem, roughly 20% of the patients that come 

to the eD are admitted and the remainder 

are treated and released. eD patients come 

to see a physician and to get in and out, and 

they want to do it in about an hour and a  

half. so we’re redesigning our systems to 

accommodate that. 

HeaLtHLeaders Media  There is a notion 

that emergency care is too expensive, that 

we need to keep people out of the eD, and 

that there are other, more appropriate places  

for them to receive their care. Does that fail  

to recognize the eD’s role in the continuum  

of care?

sayaH  It is truly oversimplifying it. The eD 

has always been a location where a patient 

can go and get care immediately, regardless 

of who they are, their ability to pay, or their 

legal status. The eD needs to get some recog-

nition for that. 

Patrick  It is a complex equation and 

hospital administrators and Ceos are trying 

to balance cost sharing, cost allocation, and 

reimbursement based on where the patient is 

seen and what services he or she receives—

the high margin versus the low margin. 

LuaLLen  I have yet to see a scenario  

where the emergency department physician 

isn’t the most efficient person and doesn’t 

provide the most value back to the health 

system. 

HouLaHan  we’ve moved from eD care 

that is “one and done” to being the hub of 

our system. we have a social worker and 

a care coordinator assigned to the emer-

gency department each day. In May, we’ll 

be adding pharmacists to the emergency 

department seven days a week, 365 days a 

year. Regardless of whether a patient is dis-

charged or admitted to our inpatient units, 

getting the initial assessment and appropri-

ate status for the patient right the first time 

will impact that individual’s care. If we can 

be effective and accurate up front, we may 

prevent readmission and prevent people 

coming back to the eD.

sayaH  episodic care doesn’t work very  

well. when you are in a really high-pressure 

situation, maybe that’s your only choice. But 

at the end of the day, the only way we’re going 

to contain healthcare cost is by keeping our 

patients healthy and making sure that we 

get to them before they get so sick that they 

need tremendous investments to keep them 

alive. we are working with patient-centered D
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— Assaad Sayah, Md 
Cambridge Health Alliance

“The ED can play a huge role 
moving forward in directing 
patients to the right place 
and coordinating their care.”

http://www.facebook.com/HealthLeadersMedia
http://twitter.com/HealthLeaders
http://www.healthleadersmedia.com/breakthroughs/
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medical home and collaborating with all the 

subspecialties and primary care to create 

access to preventive care, continuous care, 

and chronic disease management. Patients 

are cared for with an in-hospital specialist in 

a timely fashion so they’re not lingering in the 

emergency department.

HaLey  we already have the patient-

centered medical home. It’s called the eD. 

You see the physician and nurse in a timely 

fashion, often faster than you do if you call up 

your primary care doctor. I’m in a large eD in 

an academic hospital, so I can get you every 

specialist within minutes. we have pharmacy, 

we have clinical decision-making, we have 

social workers and case managers—some-

times, even, we can 

help patients get 

tokens for the train. 

until you can rep-

licate that model 

someplace else, the 

eD will continue to 

be a focus point. 

sayaH  are we the right people and the 

right environment to take care of chronic 

disease? as a last resort maybe, but there 

are better ways of doing this, and this is 

where we need to work with the rest of the 

system to create that access. Primary care 

physicians are equipped and trained to treat 

patients for the long term. 

HeaLtHLeaders Media  what are  

some of the process improvements you’ve  

put in place to improve efficiency and flow  

in your eD?

HaLey  we looked at the top 10 most fre-

quent visitors to the eR. on average, they had 

about 75 visits to the eD over the course of 

the year. we worked with our social work-

ers, registration staff, and case managers to 

work that list one by one. we’ve placed some 

of them in a nursing home, we moved some 

of them to different primary care settings. 

we’ve learned that there’s always somebody 

in the top 10, although the list changes. You 

have to be very aggressive about trying to 

manage those cases using a patient-centered 

home. But until you can create some of those 

values someplace else, people will continue to 

struggle to use anything but the eD.

doyLe  over the last five years there’s been 

constant incremental process improvement 

in most of our eDs. a year ago, at our dis-

proportionate share hospital, roughly 5% of 

patients left without being treated. we had 

to make fundamental changes in order to 

ensure access to the community. we rede-

signed patient flow and streamlined our work 

flow process. our goal is to have patients in 

and out in two hours and seen by a physician 

in 20 minutes. It’s truly patient centric, not 

provider centric. 

HouLaHan  Mercy Medical Center was 

an early adopter of the IHI initiative. we’ve 

learned a lot about deploying technolo-

gies to look at and work on our work flow. 

examples include 45-minute door-to-balloon 

time, deployment of appropriate stroke care 

measures, and associated positive outcomes, 

to name a few. Driving improvement from 

the perspective of good clinical outcomes 

having trouble  
viewing? Click here.
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has really helped us become more efficient. 

we needed to clarify roles—staff didn’t 

always understand what their roles were. 

Instead of doing things sequentially, our 

actions were redundant or we were miss-

ing important steps in the process. one of 

our greatest successes has been an initia-

tive we call swaRM—safe warm arrival 

Response Methodology. once we know a 

patient’s going to be admitted, the eD nurse 

completes a handoff form and tubes it to the 

admitting floor. The eD nurse accompanies 

the patient to the floor and sends a message 

to alert the charge nurse when they’re two 

minutes away. There are staff on the floor 

who are assigned to manage admissions 

from the eD. The 

charge nurse 

summons them 

to receive the 

patient. and so 

instead of a single 

nurse taking an 

hour or more to 

admit a patient, 

four or five staff receive and 

“swaRM” the patient, each with 

a very specific role. It’s helped us 

decrease our admission time to 

20–30 minutes. 

Patrick  simulation software 

and technology are helpful. 

Hospitals can hire medical 

students to observe and track 

patients to show their move-

ment through the system visu-

ally; it’s an awakening moment for everyone 

from the board to the community stakehold-

ers to the patients to the clinicians. You see 

where those bottlenecks are and what’s hold-

ing the system up. 

doyLe  we’ve started to use simulation. 

There are certain elements of eD throughput 

that are very predictable. simulation allows 

you to do rapid cycle testing, and the cost 

savings associated with using simulation can 

be significant. 

HouLaHan  It’s important for healthcare 

workers to understand the continuum of care 

and how their role contributes to the care 

process. when new nurses come to Mercy, 

they often spend time in different depart-

ments of the hospital so they can understand 

the entire continuum of care. without this 

knowledge and understanding, floor nurses 

may question what was done or not done in 

the eD if something appears to create more 

work for them. This has been very helpful. 

we also have a guarantee that patients will 

be seen within 30 minutes, and we’re meet-

ing that goal 90% of the time. we set goals 

in collaboration with physicians and staff. 

we share and discuss metrics frequently 
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— larry patrick 
PwC

“You have to reposition 
your health system to 
be competitive in terms 
of wait times, service, 
aesthetics, and patient 
flow.”

having trouble  
viewing? Click here.
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and develop plans to continually improve our 

processes. nobody comes to work to do a 

poor job—and these tools help everyone do a 

better job. 

HeaLtHLeaders Media  why is collabo-

ration, particularly in the eD where it matters 

more than anywhere else, such a mess?  

Patrick  Because at the end of the day  

we’re all human beings and we all have a job 

title and responsibility that we’re evaluated 

on. You get focused on fixing your area. and 

over time you begin to build your own pro-

cesses and procedures and work-arounds. 

Those work-arounds begin to fester and  

fester until you’ve got this huge snowball 

effect through-

out the entire 

health system. 

The absence of 

true decision sup-

port systems is 

mind-boggling. 

Healthcare is light-

years behind in the 

ability to look into the organization, have the 

necessary data at the right time to make a 

decision around operational items. and so 

executives are handcuffed from the stand-

point of being able to make that quick deci-

sion around what’s really breaking down at  

a very specific level. 

HeaLtHLeaders Media  How do you 

use technology to improve efficiency, patient 

flow, and throughput? 

HaLey  we used to operate with grease 

boards in the hallways, which are fine for 

tracking patients but terrible from a decision 

support standpoint. now we can log in from 

anywhere and see how the eD is doing. we 

can make adjustments on the fly. our nursing 

supervisors can make adjustments in terms 

of personnel if triage is starting to get bottle-

necked or ambulances are coming in. 

sayaH  Flow issues and emergency depart-

ment overcrowding are institutional issues. 

It’s rarely an emergency department issue. 

we take an institutional approach. That’s one 

of the ways we were able to cut down the 

length of stay for admitted patients in the eD 

and improve our ability to manage a larger 

volume without changing our footprint. one 

of the things we committed to very early 

is not to go on diversion. we have not gone 

on diversion in over four years in any of the 

three eDs where we used to go on diversion 

8% of the time. 

HeaLtHLeaders Media  There’s a lot  

of focus right now on healthcare spending. 

are there still opportunities to eliminate 

waste in eDs?

doyLe  eD physicians and staff say that 

when it’s busy, they speed up. when it’s not, 

they slow down. You need to be operating 

at the same level of efficiency whether it’s 

slow or it’s busy. From a workforce perspec-

tive, that’s been the greatest challenge. so 

we have added nurses and registration staff 

because there are some staff that just could 

not keep up. 

Patrick  Cost accountants say this is a  

high fixed-cost environment. The only way 

you drive cost down in a high-fixed cost 

having trouble  
viewing? Click here.
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environment is to drive more volume. But 

because of all the downstream effect of the 

eD, you can’t lay that entire cost on the eD 

and give all the margin to someone else. You 

need to spread that cost across the rest of 

the departments to understand the true 

impact of the eD. unfortunately, for what-

ever reason, that type of analysis is not stan-

dard practice in the industry.

LuaLLen  If you look at what ancillaries, 

admissions, and surgeries were generated 

from the eD and then you trace that topside 

revenue, it is always going to be your biggest 

physician enterprise. 

HeaLtHLeaders Media  one of the chal-

lenges in the eD is not only staffing levels, 

but also putting the team together and then 

tying that into larger needs such as specialty 

call. what are some of the challenges and 

solutions you are looking at?

sayaH  I renegotiated the compensation 

plan for the emergency physicians—their 

salaries were in the 25th percentile. we need 

to raise the bar, the expectations, and make 

sure that there’s something in it for them. 

we all are human. some of us are better mis-

sionaries than others, but at the end of the 

day there’s going to be something in it for 

everybody. we have an “incentive hole” that’s 

paid based on three elements: productivity, 

which is RVu-based; quality and patient sat-

isfaction; and citizenship. we award the three 

equally. although I didn’t fire anybody, I’ve 

hired 80% of the physicians working current-

ly in the system because of raising the bar.

HeaLtHLeaders Media  How do you  

manage eD call? 

HouLaHan  In Cedar Rapids, we have two 

community hospitals. our competitor is part 

of a large system, and Mercy Medical Center 

is an independent organization. we have one 

very large multi-specialty practice in town 

with more than 200 physicians. Recently 

they have requested call pay for coverage at 

both hospitals. one advantage for the hospi-

tals would be to write language into the con-

tract related to behaviors and expectations. 

while the majority of the specialists in Cedar 

Rapids are responsive and very collegial, 

some are disrespectful of our eD physicians 

and are not always timely or patient-centric. 

From our perspective, it could be advanta-

geous to set up clear expectations if we did 

pay for call. 

doyLe  we do have hospitals that are pay-

ing for call coverage.  over the past several 

years scripps Health, private practice physi-

cians, and foundation-based physicians have 

worked on alignment. Generally there is a D
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— Beth Houlahan, Rn 
Mercy Medical Center

“We’ve moved from ED care 
that is ‘one and done’ to being 
the hub of the system.”
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willingness to work together. we’re starting 

to develop a critical mass of closely aligned 

physicians. we do contract with several dif-

ferent eD groups. we also utilize hospitalists 

and intensivists in most of our hospitals. 

scripps has started to standardize key com-

ponents of its physician contracts to include 

quality indicators, patient satisfaction 

indicators, and other measures. we’re also 

standardizing hospitalists’ contracts. we’re 

bringing the hospitalists together to assist in 

defining the key measures of performance. 

To accomplish this work it is critical to have 

accurate data and to demonstrate a willing-

ness on the part of all parties to be transpar-

ent with cost and quality data. 

Patrick  

Physicians really, 

truly are the blood-

line of your health 

system. They’re 

seeing the patients, 

generating the rev-

enue, and so you’ve 

got to involve them in every deci-

sion, top to bottom. so that’s one 

of the first places we focus is to 

make sure that we’re engaging 

those physicians and that they’re 

involved in any decisions and any 

changes we’re proposing.

HeaLtHLeaders Media  You 

don’t necessarily have to go in 

and rewrite all their compensa-

tion models, employ them all, tightly align 

them?

Patrick  we certainly look at that. But I 

don’t know that one model works for any 

institution. I think it’s specific to the nuances 

of that institution. so anyone who’s putting 

forth a particular model, I think that’s a ter-

rible mistake. I think you look at that com-

munity, the offers in that community, and 

what works best in that area, and go with 

that model, because it’s not a one-size-fits-all 

situation.

LuaLLen  The reality of co-management is, 

“so what next?” You’ve created a partnering 

environment, but you need to have that next 

succession built in. It needs to be part of a 

longer-term relationship and partnering rath-

er than just a way to share part of the profits.

HouLaHan  I think some form of an aCo 

will be that next step. Currently organiza-

tions don’t want to fully engage in an aCo 

because they’re still structured as fee-for-

service. But we’ve got to start having those 

conversations because we can’t sustain our 

current payment structure. To your point 

about collaboration, we need to continue  

to build relationships with our physician  

colleagues and figure this out together.

having trouble  
viewing? Click here.
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— Bill luallen 
PwC

“The reality of  
co-management is,  
‘It is the care  
coordinator.’ ”
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http://www.healthleadersmedia.com/breakthroughs/
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Roundtable | Minding the front door

HeaLtHLeaders Media  Is the definition of 

the eD as the front door to a healthcare orga-

nization accurate and adequate? Maybe it’s a 

front door for some but shouldn’t be for others. 

sayaH  I look at it from the patient’s view. 

They are the consumer, and still look at the eD 

as the front door to healthcare. often, patients 

go to the eD because the primary care phy-

sician is not available. so from the current 

philosophy and culture, the eD is still the front 

door to the institution or to a hospital, particu-

larly when it’s driving in inpatient admissions. 

Patrick  sometimes whether it’s the front 

door, back door, or side door is dependent 

upon who you’re asking. You can decide what 

you want, but whether you’re a cardiac hospi-

tal, a geriatric hospital—whatever—your eD 

has to be one of your centers of excellence. It 

can’t be an afterthought. It has to be included 

in your marketing plan, your finances, your bill-

ing, and your contribution margins. It also has 

to be efficient and effective and the care has 

to be top-notch. The doctors have to be some 

of the best that you have at your institution. 

The nurses have to be functioning well. 

HeaLtHLeaders Media  would you say 

that without a high-performing eD you can-

not have a high-performing health system?

Patrick  I would say that. You can’t be a high-

performing system without a high-performing 

eD. You can’t be a high-performing aCo with-

out a high-performing eD. This city cannot be 

what it is without high-functioning emergency 

departments and high-functioning level one 

trauma centers. we don’t bring in the concerts, 

the super Bowl, all that kind of stuff, if the 

major eD in the city is not well-functioning.

HouLaHan  although eDs are seeing them-

selves as part of a system, we do have multiple 

points of access from a patient’s perspective. 

But 66% of our inpatient admissions come 

through our eD, so in that regard it absolutely 

is the front door. we need to focus our efforts 

on getting it right the first time with zero  

variability relating to assessment, treatment, 

and education. Regardless of whether the 

patient is discharged to the community or 

admitted to the inpatient area, getting it  

right the first time is crucial to that patient’s 

outcome.

doyLe  Irrespective of what happens with 

reimbursement, we have to deliver quality 

care. That’s the right thing to do. Beyond that, 

whether we’ll see more patients using the eD 

will, I suspect, depend upon several factors, 

including where the money flows and the actu-

al reimbursement mechanism. we’ve seen that 

when patients are given a $1,100 check to go 

to a particular hospital for their cardiac bypass 

surgery, they do go to that cardiac center. D
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— Mary Ellen doyle, Rn  
Scripps Health

“You need to be  
operating at the  
same level of  
efficiency whether 
it’s slow or it’s busy.”

http://www.facebook.com/HealthLeadersMedia
http://twitter.com/HealthLeaders
http://www.healthleadersmedia.com/breakthroughs/
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