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Accepting ED
employing patient navigators to making sure signs 
directing visitors to the ED are clear and that  
parking is plentiful. The ED has also been the front 
door by default, the catch-all healthcare center 
open 24/7 with doctors to cover whatever ails  
their patients.  

The emergency department has long  
been thought of as the front door to the 
hospital or health system. That’s partly  

by design for organizations that market their EDs  
as a place to get prompt quality care—from  
posting wait times on billboards and online to 

B Y  j I M  M o L P u s  a n d  G I e n n a  s H a w

Analysis from HealthLeaders Media

Excellence
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Analysis | Accepting Ed Excellence

In fact, because the eD has become such a main and often single 

point of contact for patients—and volume for hospitals—that it’s 

raised policy questions about whether eDs should continue their role 

as the front door or if patients should be encouraged to seek alterna-

tive (and less expensive) treatment options. 

In a reimbursement environment increasingly focused on value 

and coordination, eD care has been depicted as either overused or 

overbuilt. eD leaders point out that emergency care can be cost-

effective for the patient and profitable for the hospital. and the 

american College of emergency Physicians says emergency medical 

care accounts for only 3% of all u.s. healthcare spending, treating 

120 million patients each year.

Perhaps the debate over whether the eD is the appropriate 

venue of care misses a larger question about how eD excellence fits 

into your health system, says Leon L. Haley jr., MD, deputy senior vice 

president of medical affairs, chief of emergency medicine for Grady 

Health system in atlanta.

The question of whether the eD is the front door, side door, or 

back door depends on who’s asking the question, Haley says. “From a 

patient’s perspective it is often seen as the front door. You can decide 

what you want. But what your eD has to be is one of your centers of 

excellence. no matter what your health system’s focus is, whether 

you are a cardiac-focused hospital or a geriatric-focused hospital, 

your eD has to be one of your centers of excellence. It can’t be an 

afterthought. It has to be included in how you are thinking about 

your marketing plan, how you are thinking about your finances and 

billing, and what your contribution margins are. Your eD care has to 

be top-notch. The doctors have to be some of the best you have at 

your institution. It has to be one of your centers of excellence wheth-

er you call it the front door or back door.”

as an entity that must be adaptive enough to treat anything 

that walks through the door, the eD can be a complex unit to run 

efficiently. Half of national hospital impatient admissions still come 

through the eD—and if throughput is clogged, the downstream 

complications for outcomes and satisfaction plummet. The eD is also 

the locus for many of the issues putting stress on hospital-physician 

alignment, with increasing numbers of specialists flexing their way 

out of voluntary eD call. The good news is that with some focus and 

thought, the eD can show hard and fast improvement results with 

benefits that also go downstream, if leaders focus on some key areas.

1  |  don’t accept the paradigm
It is too easy to accept that certain eD problems are endemic—that 

patients will sit around in a waiting room, for example. often, the 

solution has been to build more eD beds to handle the volume and 

reduce wait times rather than seeking out a process redesign that 

will accomplish the same goal. scripps Health President and Ceo 

Chris Van Gorder says he got tired of hearing that wait times and 

patients leaving without being seen was as permanent a fixture in 

the eD as scrubs.

“I kept spouting that if this was virtually any other industry 

where we had a significant customer dissatisfier and a roadblock in 

our system, we would focus all our time and attention and energy on 

that until we got it fixed,” Van Gorder says.

http://www.facebook.com/HealthLeadersMedia
http://twitter.com/HealthLeaders
http://www.healthleadersmedia.com/breakthroughs/
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Among the structures Mercy put in place was to bundle operational 

responsibility for the ED and inpatient side under Houlahan’s author-

ity. Process improvement teams using Lean quickly went to work on 

bottlenecks that slowed down care and reduced patient satisfaction.

The physician staff of ED specialists and the admitting hospital-

ists also worked to create a dialogue based on what is best for the 

So the Scripps team 

undertook a radical review of 

how ED patients are triaged 

and treated. Rather than 

having the same team of 

nurses and doctors treating 

acute and non-acute patients 

with the same team in the 

same beds, Scripps divided 

the team so all patients get 

to the physician without the 

long wait. And for those who 

don’t need a bed, a recliner 

is faster and more patient 

friendly. 

At two hospitals on the 

new system, wait times 

from door to physician  

went from an average of 97 

minutes to 29.

2  |  Mercilessly bust silos
The one department that you can least afford to be in a silo may 

be the one stuck in it the hardest. Beth Houlahan, RN, senior vice 

president of patient care services and chief nursing officer of Mercy 

Medical Center in Cedar Rapids, IA, says not too many years ago 

“what we had were many siloed departments and our effort has real-

ly been on standardizing care and looking at the continuum of care.” 

tHe jaMs: Crowded entry points set up a rougH  
start to tHe HealtHCare journey 
EDs have become the front door to healthcare. Listed below are reasons consumers visited the emergency 
department in the last year.

Analysis | accepting ed excellence

Bill Luallen,  
Partner,  
PwC Healthcare Provider 
Advisory Services
having trouble listening?  
Click here.

Source: PwC Consumer Access Survey. Play the audio file to dig deeper into the findings.
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patient at all times, says Mark e. Valliere, MD, senior vice president 

for medical affairs and chief medical officer. now if the eD physicians 

say a patient needs to be admitted, the hospitalists don’t always have 

to come down to verify that, Valliere says. “It took a little getting 

used to for the two sides to work together and there’s still the occa-

sional patient that’s kind of borderline where the hospitalists will 

come down and look at him. But I think that has gone well.”

3  |  don’t be afraid to make mistakes
when you need to make big changes, you’ve got to take big chances— 

and not every idea or program will work out. “we believe in failing 

while trying versus failing by not trying,” says Michael Young, Ceo 

of Grady Health system. The organization was in danger of closing 

just three years ago and still faces its share of troubles. But they’ve 

also attacked a number of problems—from kicking their reliance on 

agency nurses to embracing electronic medical records. new options 

for patients—including a planned urgent care center—are helping to 

ease flow and improve throughput and improve access. 

“You have to be willing to try new things, measure it, compare that 

against the old way, and if it’s better, keep it. If it’s worse, go back to the 

old way. You can never be worse off than you were before, and you might 

as well try something better—because it might actually be better.”

4  |  put out the welcome mat
Critics say eDs are overcrowded with patients who don’t really need 

emergency care. not true, says Cambridge Health alliance. every 

patient who walks through those eD doors needs and deserves 

care—and they embrace the business impact on their entire system, 

building business for primary care physicians, specialists, inpatient 

services, and more. But before the organization could embrace 

patients, it first had to stop turning them away. just a few years ago, 

diversions were routine—even when the eD wasn’t at capacity. “If 

you’re diverting patients because your emergency room can’t process 

the volume, you’re actually diverting business to other organizations 

unless you’re always running at full capacity, which very few hospitals 

are,” says Ceo Dennis Keefe. “strictly from a business point of view, 

that doesn’t make any sense.” 

The organization redesigned its eD not only to eliminate diver-

sions but also to welcome patients—with patient navigators, a new, 

more efficient triage process, and drastically lower wait times. all 

of the changes have added up to more satisfied patients and steady 

year-over-year growth, he says.  

“The turnaround times that have continually declined, the diver-

sions that have been eliminated, the Press Ganey results, waiting 

times to see the doctor, the waiting time in the treatment area—

none of those things would have improved if we had not stayed 

ahead of the curve in terms of the service,” Keefe says.

“We believe in failing while trying  
versus failing by not trying.”

Michael Young, CEO,  
 Grady Health System

“
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There is a great deal of focus right now on hospital EDs as the 

front door to the hospital and a gateway to the health system. 

Highly valued but often underappreciated in the continuum of  

care, the ED is the source of most hospital admissions, a primary 

driver of revenue, and possibly a hospital’s most important  

The emergency department (ED) is the most complex and active part of most hospitals, and possibly the 

least understood. The ED is a study in contradictions—praised and criticized by stakeholders, considered 

both the safest and most dangerous place for care, and often the busiest place in town yet the loneliest 

place to end up. EDs are simultaneously viewed by community leaders and policymakers as one of the 

greatest assets in a community and biggest drains on public resources, the costliest yet often most efficient 

form of care, a place of last resort for some patients and the only option for others.  Director, 
PwC Health Industries Advisory

Partner, 
PwC Healthcare Provider Advisory 
Services

larry
Patrick   

Bill
luallen   

competitive differentiator in the market. Yet, hospital EDs also  

are braced for potentially significant changes ahead in patient  

volume and case mix, further cuts in reimbursement, ongoing 

financial pressures, and higher expectations from newly  

empowered consumers.

Hospital
Introduction by Bill Luallen and Larry Patrick

EDs

http://www.facebook.com/HealthLeadersMedia
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Some believe that one by-product of health reform can and 

should be keeping people out of hospital emergency departments 

by better marshalling primary care resources, bringing healthcare 

delivery into the community, and focusing on wellness and preven-

tion. Others believe that already overcrowded, understaffed EDs 

will be even more overwhelmed by the influx of newly covered 

patients. 

Still others have a vision for ED as the hub of highly  

coordinated, higher-valued care with a central role to play in 

the move toward more accountable, collaborative, and highly  

integrated care. 

What’s irrefutable is that it is impossible to have a high-per-

forming system without a high-performing ED. The challenge for 

hospital administrators and CEOs is creating a high-performing 

hospital ED that adds value from both a business and care  

standpoint, and which appropriately balances cost allocation and 

reimbursement with how, where, and which services are delivered 

to the right patients at the right time. 

The performance of the ED is uppermost on the minds of hospi-

tals executives as they strategize their response to regulatory and 

market forces. Over the years, there have been many incremental 

improvements in process, workflow, and patient throughput. But 

Bill Luallen,  
Partner,  
PwC Healthcare Provider 
Advisory Services
having trouble listening?  
Click here.

Source: Kaiser Family Foundation (statehealthfacts.org), 2007; U.S. Census Bureau, 2007. Click on the audio file to learn more about crowed entry points.

tHe jaMs: Crowded entry points set up a rougH start to tHe HealtHCare journey 
EDs have become the front door to healthcare. The inverse relationship between emergency departments visits and uninsured population is 
demonstrated below. 
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the most dramatic changes are still to come for the ED as emer-

gency medicine shifts from operating as a provider-centric silo to 

a highly collaborative, consumer-centric hub for directing patients 

and coordinating their care among a network of providers focused 

on patient outcomes. 

The highest performing EDs are those that are engaging  

physicians to understand their roles and the ED as part of a  

bigger, more collaborative whole. Much of this engagement is 

focused on innovative compensation arrangements such as physi-

cian co-management models and, eventually, accountable care 

organizations. 

The ultimate goal is a long-term partnership between hospitals 

and physicians, built upon appropriately aligned incentives that 

enable all stakeholders to share in the risks and rewards of a high-

performing, consumer-centric ED that adds value to the health of 

the community it serves.

Bill Luallen,  

Partner,  

PwC Healthcare Provider Advisory Services

Larry Patrick,  

Director,  

PwC Health Industries Advisory
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If you want a quick look at how Cambridge Health alliance 

(CHa) runs its emergency department, just take a look at 

the home page of the organization’s website. There you’ll find 

wait times for each of its three eDs, updated every 10 minutes. The 

posted wait time at the Cambridge location—the  

busiest of the three—is rarely more than five minutes. wait times  

at the other two campuses are routinely just two or three minutes. 

Those numbers are even more impressive when viewed in  

combination with the rest of CHa’s stats. The system hasn’t gone  

on diversions for years. Fewer than 1% of patients leave without 

being seen. Patient satisfaction scores are up. Volume is up. staffing 

levels are flat. and that’s just for starters. 

just a few years ago, diversions were routine—even when the 

eD wasn’t at capacity. Press Ganey patient satisfaction scores were 

in the bottom 1%. each eD had its own processes and systems, 

which by all accounts weren’t working particularly well. There was 

a culture of inefficiency—and no real incentives for clinicians and 

staff to do better. 

In response, the organization set “ambitious and sometimes 

even shocking goals,” says Gerald steinberg, MD, CHa’s chief  

medical officer. 

one of the first was to eliminate eD diversions. “If you’re divert-

ing patients because your emergency room can’t process the volume, 

you’re actually diverting business to other organizations unless  

you’re always running at full capacity, which very few hospitals are,” 

says Ceo Dennis Keefe. “strictly from a business point of view,  

that doesn’t make any sense.” similarly, long wait times drive away 

business and harm an organization’s reputation, he adds. 

Focusing on the “front door to the community” can make the 

entire organization more successful. 

B Y  G I e n n a  s H a w

The Efficiency  
Experts

Case Study | Cambridge Health Alliance

10
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Case Study | Cambridge Health Alliance

“eDs go on diversion not because they want to go on diversion,” 

says assaad sayah, MD, chief of emergency medicine. “They go on 

diversion because nobody listens. when the place is busy and they 

need help, everybody says ‘do it yourself.’ It’s like you’re waging a 

war by yourself.” 

In other words, says Keefe, operational inefficiencies were 

embedded in the culture.

sayah agrees. “There was a culture … that it is the patient’s  

privilege for the eD to take care of them and not the other way 

around. There was really very little attention paid to the patient’s 

experience and patient satisfaction and many other pieces regard-

ing flow and staffing.” 

Door-to-doctor time, at more than 90 minutes, was one major 

problem. Patients simply weren’t being moved out of the eD and 

into inpatient beds quickly enough. “You get to a point where … half 

of your [eD] beds are occupied by admitted patients. You have little 

help or assistance in resolving your overcrowding issue. admitted 

patients are not moving upstairs. You call the floors upstairs and 

they say, ‘oh, we just had a change of shift; call us back in an hour,’ ” 

sayah says. 

“what are the options? They go with the path of the least resis-

tance. Let’s stop the inflow and go on diversion until we get this 

squared away.”

when he first came on board, sayah told eD staff that they 

could only go on diversion after giving him 20 minutes to find  

another solution. so what does sayah do in those 20 minutes? 

“I raise hell,” he says. “I page all of the administrators and all 

the department chiefs and cause all kinds of trouble. I walk into the 

eD. If there are patients waiting, I see the patients, and if there are 

patient rooms to be cleaned, I clean the rooms. If there are people 

to be transported, I recruit somebody and get them transported 

upstairs or I will move the patient upstairs.”

Before he launched what the organization now calls “Code Help” 

he made sure other administrators backed his plan. “so when I 

started calling them, they couldn’t say, ‘why are you calling me?’ ” 

suddenly, pressure to move patients through the system was 

no longer coming from the eD alone. and that cleared the way for 

other operational changes and efficiencies.

“we wanted all three eDs to run with a single standard of  

practice, a single standard of care, a single set of goals and  

accountability,” says allison Bayer, executive vice president and 

chief operating officer. 

so much hinged on the three eDs—community perception and 

the ability to recruit high-quality physicians, nurses, and ancillary 

staff, she says. “we committed to implementing technology [to] 

change the way expectations are set—you get new kinds of infor-

mation and data coming at folks who have to be able to use it and 

digest it and share it with teams. we also invested a lot in develop-

ing the staff of the emergency department at all levels.”

“we reengineered everything in the emergency department,” 

sayah says, adding that institutionwide support was an essential 

ingredient for success. 

http://www.facebook.com/HealthLeadersMedia
http://twitter.com/HealthLeaders
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the sequence of those questions until after the patients got their 

care.”

after arrival and mini-registration, patients are moved quickly 

into a room. Clinicians—nurses, physicians, and physician assis-

“we started with three 

eDs, with three different sets 

of policies, with three differ-

ent sets of paperwork, with 

three different sets of equip-

ment. everything was stan-

dardized across the board.”

CHa eliminated its 

sequential intake process: 

first sending a patient to tri-

age, then registration, and 

then treatment. “Instead of 

patients going step by step 

and doing things one thing 

at a time, we want to do 10 

things at a time in parallel,” 

sayah says. 

now, when patients first 

enter the eD, they are greeted 

with a smile by a “patient 

partner.” Registration consists 

of three questions: name, 

social security number or 

date of birth, and chief complaint. 

“Those questions are sufficient to do your registration,” sayah 

says. “we boil down the million questions registration—next of kin, 

emergency contact, address and insurance, and religion. we pushed 

Ed divERSion HouRS And pERCEnt of tiME on divERSion

Case Study | Cambridge Health Alliance 12

Source: Cambridge Health Alliance. Roll over the chart key to dig deeper into the findings.

Dennis Keefe, 
CEO, 
Cambridge Health Alliance
having trouble listening?  
Click here.
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Case Study | Cambridge Health Alliance

PCPs will often respond to alerts by calling the eD with informa-

tion that’s critical to the patient’s care. “so we work together right 

from the beginning. It makes our job easier, too. Because at the end 

of the day that patient needs to be handed off to their PCP whether 

the patient gets admitted or they get discharged. either way, it’s 

good for us and it’s good for the patient.”

If a patient doesn’t have a primary care physician, the system 

sends a message to the outpatient clinic closest to the patient’s 

tants—come to the patient. staff members 

conduct a full registration at the bedside, 

taking advantage of downtime between 

tests and procedures. “Forty percent of the 

patients that come through the door during 

that time do not leave that room. They stay 

in the same spot and get discharged from 

the same spot and we go around them,” 

sayah says.  

Patients who will likely be admitted 

are identified early in the process so that 

units have more time to prepare. “what 

we used to call the waiting room is gener-

ally empty,” steinberg says. In addition, 

the electronic health system can use that 

“mini-registration” information to identify 

the patient’s primary care physician—62% 

of patients have an in-system doctor—and 

alert him or her with a page and an e-mail. 

one of the major complaints from PCPs 

was that the eD would only notify them when a patient was admit-

ted. Physicians didn’t get records, images, or other clinical data 

when a patient was treated and released.

“There’s nothing worse than being a physician and your patient 

comes and says, ‘oh, you didn’t know I was in the hospital last 

night?’ ” Bayer says. “It’s very embarrassing,” adds steinberg. “It 

doesn’t indicate good coordination and handoff and continuity.”

13

Source: Cambridge Health Alliance. Roll over the chart to dig deeper into the findings.

Assaad Sayah, MD, 
Chief of Emergency Medicine, 
Cambridge Health Alliance
having trouble listening?  
Click here.
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all of the changes have added up to more satisfied patients and 

steady year-over-year growth, he says. “The turnaround times that 

have continually declined, the diversions that have been eliminated, 

the Press Ganey results, waiting times to see the doctor, the wait-

ing time in the treatment area—none of those things would have 

improved if we had not stayed ahead of the curve in terms of the ser-

vice,” Keefe says. 

home so the clinic can contact the patient and set 

him or her up with a primary care physician. 

“we’re well along toward [developing a] high-

performing accountable care organization using the 

patient-centered medical home model,” Keefe says. 

“and the emergency department is certainly a very 

important part of that continuum.” 

CHa has also made strides in staff alignment—it 

works with 14 different unions, but managed get 

agreement on performance-based compensation, to 

cite just one example. 

“we redefined every person’s job in the emergen-

cy department,” sayah says. “we had people doing 

things outside their scope. we had nurses answering 

the phone. we had physicians discharging patients 

and giving patients paperwork.”

To address the compensation issue, the orga-

nization raised pay from the 20th percentile to the 

40th and implemented an incentive pool in which 

physicians are rewarded yearly for productivity, 

patient satisfaction, and citizenship. There’s been a 

transformation of the culture in the three emergency departments, 

steinberg says. “It’s been accomplished by focusing on the care and 

the patients as opposed to making speeches about culture change. 

while speeches and pep talks are an important part of transfor-

mation and change, ultimately you accomplish things by working 

together in service to the customer, in this case the patient,” he says. 

Ed viSitS And AdMiSSionS

Source: Cambridge Health Alliance. Roll over the chart key to reveal the findings.
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Some hospital emergency departments have problems with 

efficiency, throughput, boarding, overcrowding, staffing, 

culture, communication, or physical plant limitations. some 

grapple with patient satisfaction and quality scores. Many are 

struggling financially. each one of these issues is an enormous chal-

lenge—Grady Health system in atlanta is dealing with them all. 

Less than a year ago, the organization was paper-based; now 

Grady has implemented an eMR and is using it to increase quality, 

efficiency, and throughput. Bed wait times have been reduced by 

hours, and boarding has dropped dramatically too. not so long ago, 

agency nurses made up more than half of Grady’s nursing staff— 

a model that was less than conducive to teamwork and patient-

centered care. 

now, virtually all of Grady’s nurses are employed and a spirit of 

teamwork is emerging among leadership, nurses, physicians, and 

ancillary services. although the organization hasn’t achieved all of 

its goals, it is making headway—especially when you consider that 

it was in danger of closing just three years ago.  

Perhaps the biggest challenge facing Grady is the sheer number 

of patients the eD sees—about 300 a day, roughly 110,000 a year. 

about 4,000 of those are major trauma patients. The remaining 

present with complaints that range from a toothache to an asthma 

flare-up to chest pain. 

Like many eDs struggling with efficiency and throughput, 

Grady’s strategy is to divert as many patients as possible to primary 

care centers, one of the system’s nine freestanding clinics, or another 

medical home in order to avoid future eD visits for non-emergent 

complaints.  

“about 25% of our people have what turn out to be non- 

urgent complaints,” says Leon L. Haley jr., MD, deputy senior vice 

Case Study | Grady Health System

Looking Up  
in Atlanta
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president of medical affairs and chief of emergency medicine.  

“we believe there’s a portion of people that could be better served 

in an urgent care setting and not in the eD setting. so we’ve  

gotten some support from the Kaiser Foundation to open up an 

urgent care clinic which is literally not even a half a block away,” 

Haley says.

set to open this summer, the center will be staffed with Pas 

and Rns and will offer a full range of services, including imaging, 

cardiology, ophthalmology, and a pharmacy. among other  

tactics, the organization plans to use financial incentives to  

divert patients to the center. 

“Pricing will be very different there. If you’re indigent and 

you’re just coming to the eD to get your medicine refilled or you 

have a toothache it will be free if you go to the center,” says  

Grady Ceo Michael Young. “and if you insist that you want to be 

seen in the eR, that’s fine, but prescriptions will be $10 in the eR 

versus zero in the center.”

Young, who took the Ceo post at Grady in 2008 as part  

of an effort by a group of key business and community leaders  

to save the cash-strapped hospital from closing its doors by  

transferring it to a corporate board, announced his resignation  

in March. He has accepted a position at PinnacleHealth  

in Harrisburg, Pa, and stresses that the decision has nothing  

to do with the hospital’s financial stresses. The hospital will  

start a nationwide search for a replacement immediately,  

with Young staying on as late as june to help with the  

transition.

The system also employs patient navigators to guide patients 

through the system and uses nurse practitioners to triage. There’s a 

scheduler in the eD, ensuring that ambulatory patients leave with a  

specific appointment.

In another effort to ease some of the non-emergent volume, the 

organization started a revolving list of the top 10 most frequent  

visitors to the eD and assigned each one a social worker who helped 

find the patient a medical home or referred him or her to specialty 

care. “we saw our total eR volumes drop by about 20,000 as part 

of a comprehensive review, including ‘frequent flyer’ reassignment to 

primary care and other support services,” Young says. 

“we changed the processes that were creating choke points,” 

Young says. Those choke points included lab testing and turnaround 

time—now some labs are conducted right in the eD. another was 

CT wait time, so the organization invested in a second CT scan-

ner, digital imaging equipment, and PaCs. “The bottom line is we 

developed the best process and we measure the process to see if it’s 

working,” Young says.

“The bottom line is we developed  
the best process and we measure  
the process to see if it’s working.” 

Michael Young, CEO 
Grady Health System
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“Like many eDs, we had a boarding problem. But we knew 

we had beds and were not necessarily at 100% capacity. we just 

weren’t getting people upstairs in a timely fashion,” Haley says. 

“everybody in the institution has to believe that it’s important to get 

a patient upstairs in an hour. we’re a big institution and trying to 

implement that across the entire enterprise is tough.”

Technology—including the eMR and an electronic bed manage-

ment system—has helped reduce the number of patients waiting  

for a bed at any given time, says Michael D. wright, senior vice  

president of operations. senior leaders can—and do—monitor how 

Case Study | Grady Health System

Michael Young,  
CEO,
Grady Health System 
having trouble listening?  
Click here.

long patients are waiting for beds. and they hold individual units, 

including admissions and the nursing staff, accountable for turn-

around times. 

Haley and other leaders can log onto the system to view the  

eD stats in real time—and even access the program from their 

smartphones. “It’s 2:30 in the afternoon,” Haley said during an inter-

view. “we have two admissions that are waiting for a bed and both 

of them have a bed. They just haven’t gone upstairs yet. There are 

115 patients in the eD right now that are active, only two of which 

are admissions.”

tHRouGHput indiCAtoRS  |  junE 2008–junE 2009

Source: Grady Health System. Roll over the chart key to dig deeper into the findings.
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since the changes, there are typically fewer than 10 people 

waiting for a bed. Patients used to wait anywhere from six to 12 

hours; now the wait time is less than two hours. The goal is to cut 

that to 60 minutes. none of these initiatives would work without 

the right staff. By all accounts, Grady has grappled with some seri-

ous staff issues. 

In the past, floor nurses would ignore calls from the eD and say 

there were no beds available—even when there were. “There was 

no incentive for a nurse to take another patient,” says wright. 

Case Study | Grady Health System

“It’s been an issue everywhere I’ve been, and I’ve been in 

healthcare for over 25 years. You really just have to try to improve 

the culture so that everyone sees it’s in their best interest to accept 

patients to the floor and accept them in a timely manner.”

operational improvements have helped to improve nurse satis-

faction, Young says. 

“we brought in respiratory therapy to do that work so the 

nurses didn’t have to do that. we brought in eKGs and technicians 

so nurses didn’t have to do that. and we tried to off-load as much 

BEd wAit tiMES  |  MAy 2008–oCtoBER 2009

Source: Grady Health System. Roll over the chart key to dig deeper into the findings.
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to substitute staff as much as possible so nurses could go back to 

being nurses. and then they’re happy again. Patients are moving 

through the system again and it de-stressed and took a lot of  

pressure out.”

But in Grady’s case, a change in culture also meant changes 

in leadership and staff. “when I first came on board about seven 

years ago, I had agency nurses that were running rampant 

throughout the organization,” says Rhonda scott, Rn, PhD,  

chief nursing officer and senior vice president of patient care  

services. 

“we immediately started an aggressive recruitment campaign 

to decrease agency utilization. By 2009, we became an agency-free 

organization, which continues today. This has been a cost-saving  

initiative that has saved the hospital millions.”

“You have a dedicated staff. You have consistency on your units. 

You have people who know your vision, your mission, your values, 

your culture, your standards, your expectations, your policies. and 

chances are they are more committed to the work environment. 

They take ownership of the things that happen in this institution 

because they’re committed to it,” scott says. 

employee satisfaction impacts customer service, wright notes. 

“Healthcare is very transparent now, and so there is access to infor-

mation that several years ago consumers didn’t have regarding 

healthcare organizations, such as quality scores and satisfaction 

scores. You really have to change the culture of your organization 

and have all employees have ownership in the success or failure of 

the organization.”

If it seems like Grady has tried a bunch of different solutions and 

changes to fix its myriad problems, that’s because it has. and that’s 

by design, says Young. “we believe in failing while trying versus fail-

ing by not trying,” he says. “You have to be willing to try new things, 

measure it, compare that against the old way, and if it’s better, keep 

it. If it’s worse, go back to the old way. You can never be worse off 

than you were before, and you might as well try something better—

because it might actually be better.”

still, there are tough times ahead. Faced with cuts in state  

and county funding and a significant portion of uninsured or under-

insured patients (65% are self-pay), this safety net hospital—the 

only level one trauma center in a 90-mile radius—plans to close two 

clinics. Layoffs will soon follow. 

“we’re looking at about a $15 million real cash deficit from last 

year to this year,” Haley says. “so closing a couple of clinics and 

some layoffs are probably just the tip of the iceberg. unfortunately, 

we’re going to have to reach deeper.”

“You really just have to try to improve the 
culture so that everyone sees it’s in their 

best interest to accept patients to the floor 
and accept them in a timely manner.”

Michael D. Wright , Senior Vice President of Operations,  
Grady Health System

“
Leon L. Haley Jr., MD,  
Deputy Senior Vice President  
of Medical Affairs, Chief  
of Emergency Medicine
Grady Health System 
having trouble listening?  
Click here.
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The Team-Based 
      ED

The emergency department at Mercy Medical Center in 

Cedar Rapids, Ia, is fortunate in many respects compared 

to its counterparts across the country. The percentage of 

self-pay patients who show up at the eD is a relatively manageable 

5%, roughly the same percentage as Medicaid patients. overall eD 

volume is only expected to increase 1% to 2% in the next year, even 

with the economy still under pressure.

The leadership team at Mercy, however, has recognized for years 

that the eD has to be the center of team-based medicine to deliver 

the type of care they want for their patients and for the staff.

not too many years ago, the hospital had some typical silos that 

prevented nurses and physicians from working well within the eD 

and with other areas of the hospital. Part of the solution involved 

making sure the hospital leadership’s structure was built for coordi-

nated, team-based care. 

“The organization was set up along service lines, but they were 

not fully implemented service lines,” says Beth Houlahan, Rn, senior 

vice president of patient care services and chief nursing officer. 

“Really, what we had were many siloed departments, and our effort 

has really been on standardizing care and looking at the continuum 

of care.” so Houlahan, along with Laura Reed, Rn, operations 

director of inpatient services, were among the leaders tasked with 

responsibility and accountability across the continuum, from eD to 

inpatient to critical care. 

Mercy undertook a rigorous program of process improvement 

using Lean tactics to identify areas of waste in order to improve the 

care and experience for patients. one area the team looked at was 

the handoff process between the eD and the inpatient side, where 

patients may often feel vulnerable if left in a vacuum between two 

parts of the hospital, Reed says.

Case Study | Mercy Medical Center
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physicians and hospitalists have worked closely to ease gaps in 

throughput as patients move from the eD to the hospital.

“The eD physicians have a very good working relationship with 

the hospitalists, and probably the most tangible thing there is part 

of the throughput that the eD guys were pushing is to not have the 

hospitalists necessarily come downstairs to see the patient in the 

eD, but if we’re telling you they need to be admitted, they need to be 

admitted. 

so the eD physicians just send them upstairs promptly and the 

hospitalists see them up there. It took a little getting used to for the 

two sides to work together, and there’s still the occasional patient 

that’s kind of borderline where the hospitalists will come down and 

look at him. But I think that has gone well,” Valliere says. 

The teamwork begins in the eD itself, with a focus on accom-

plishing as much as possible by the bedside to minimize patient 

downtime. as a result, Mercy’s average door-to-triage time is six 

minutes, says Gilchrist.

Reed says it is a “huge advantage” to have the eD, inpatient,  

and ICu under the same umbrella. 

Brooke Gilchrist, Rn, nurse manager of the emergency depart-

ment, agrees that structured teamwork has paid off. “we’re  

attending the same meetings. we are working in the same direction 

as far as the same goals and the same processes and those types of 

things and realizing that the eD isn’t just a separate universe. The 

eD can learn from the inpatient units, and the inpatient units can 

learn from us. we are making sure that we are working together 

instead of against each other.”

For the patient handoff issues, an interdisciplinary team of lead-

ers from nursing and the physician staff and other departments 

came up with a process they labeled swaRM (safe warm arrival 

Response Methodology), which is in its first year of testing, to 

emphasize communication and patient safety in handoffs.

“It’s more important that we get the right handoff and the right 

information if there is a delay in our emergency department,” Reed 

says. “That collaboration between eD and inpatient is absolutely 

critical to patient safety. so if our intensive care center is booming 

and all of a sudden it gets three admissions, even though it increases 

the turnaround time for our emergency department, the staff in the 

eD and the staff in the intensive care center are collaborating about 

what’s in the best interest of the patient.  and so it is very patient-

centered decision-making.” 

one of the most important staff relationships is between the  

eD physicians and the staff hospitalists. Mark e. Valliere, MD, senior 

vice president for medical affairs and chief medical officer, says  

Case Study | Mercy Medical Center

The teamwork begins in the eD itself,  

with a focus on accomplishing as much as 

possible by the bedside to minimize patient 

downtime. as a result, Mercy’s average 

door-to-triage time is six minutes.
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“They get through  

triage very quickly,” she  

says. “we use a five-question 

triage system and we start 

a protocol right from triage. 

Depending upon what the 

protocol is, they may even 

have blood drawn right out-

side of triage in another room 

before they go to the back. 

and so it’s getting their care 

started the minute they walk 

in the door and making sure 

that there’s always some-

thing valuable going on with 

the patient through every 

minute they’re here.

”once in an eD bed, it’s 

not just eD physicians and 

nurses that deliver care at the bedside—social workers, lab  

technicians, and registration staff also come to the patient. even 

when it comes time for the patient to be released and complete  

his or her closure of care conference, the team realized it would  

be easier to bring financial services to the bedside rather than 

escorting the patient to the payment center, Gilchrist says.

For all the work being done by the hospital team to coordinate 

care, none of it would be effective without physician support. Mercy 

Mark E. Valliere, MD,  
Chief medical officer, 
Mercy Medical Center
having trouble listening?  
Click here.

does not employ the eD physicians but instead contracts with Linn 

County emergency Medical Group. while the medical group retains 

its self-governance, Matthew aucutt, MD, medical director of the 

emergency department, says its physicians have worked to be part 

of the leadership fabric of the hospital.

“From a physician perspective, our group has always tried to  

be as integrated within the hospital as we can, so I go to a lot  

of the departmental meetings and am actively involved in ICu,  

loS in tHE Ed  |  jAn 2009–dEC 2010

Source: Mercy Medical Center. Roll over the chart key to dig deeper into the findings.
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pulmonary, [and] critical 

care. I sit on the medical 

executive committee. 

one of my partners is 

the vice president of the 

medical executive commit-

tee. we have someone on the 

pharmacy and therapeutics, 

eMs, and code committees. 

so we’ve tried to integrate 

into the hospital so that we’re 

intricately involved in all the 

processes going on,” says 

aucutt. 

Many hospitals across the 

country have felt pressure 

to directly employ physi-

cians, especially in critical, 

shift-driven areas like the 

emergency department. But 

aucutt says his partners do 

not need a hospital paycheck 

to align with the hospital’s goals and plans.

“Being a democratic group, what’s good for Mercy is good for 

us, and we’re not naïve to the fact that the hospital can get rid of 

us at any time,” aucutt says. “You have these big groups across the 

country that could come in and take our contract away from us. so 

we’re always making sure we’re doing the best thing that we can 

for the hospital. If I was a hospital employee, I would have a totally 

different mentality though.” Like many hospitals facing the new 

demands of specialty physicians, Mercy has been approached by its 

Ed tiMES  |  jAn 2009–dEC 2009

Brooke Gilchrist,  
nurse manager of the 
emergency department, 
Mercy Medical Center
having trouble listening?  
Click here.

Source: Mercy Medical Center. Roll over the chart key to dig deeper into the findings.
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one attached to the Mercy eD, physicians have a referral base  

for people who don’t need to be in the eD or who may need  

follow-up care. 

aucutt worries, however, that federal budget cuts may  

reach into the community care base in Cedar Rapids, “which  

could impact us, because this Linn Community Care is a lifesaver 

for us.”

Mercy also has nurse coordinators and social workers on staff 

to make sure patients can find available resources, even though the 

coordinators are not covered by payer reimbursement. 

“There are a lot of things that we’re doing just because they are 

the right thing to do and not because of the reimbursement,” Reed 

says. “and you know what? That’s a great thing for the staff to see, 

though, because in the end it decreases our patients and clients 

who should not be seen as a possible readmission.”

multispecialty group asking for eD call compensation. Valliere says 

the request was not unexpected.

“For better or for worse, things come slowly to the Midwest,” 

he says. “we are just now reaching the point of entering discus-

sions about eD call pay with our existing specialists, and I know a 

lot of places have been down that path for many years now. People 

I interact with say once you start down that path, you’re five or 

six years away from those same physicians saying it’s not about 

the money and that they just don’t want to do call. so you end up 

employing people. Different people we’ve talked to have said that 

you may as well skip the courtship and just go straight to the dance 

and hire people. But at least thus far we’ve had a reasonable work-

ing relationship with our specialists.”

Houlahan says that the hospital already has co-management 

agreements with its cardiologists and medical oncologists, with 

criteria on patient satisfaction and quality outcomes that are 

reviewed quarterly. But she agrees that paying for call is a  

slippery slope.

“If paying for call actually drives a higher patient satisfaction 

and quality outcomes, as with our co-management agreements,  

it might be something we would consider,” Houlahan says. 

Mercy and the community of Cedar Rapids are fortunate  

that they have many of the pieces in place for a medical home, 

including a family practice/oB community clinic called Linn 

Community Care, as well as a free federally qualified health  

center. Combined with three urgent care centers in town, including 

“It’s more important that we get  
the right handoff and the right  

information if there is a delay in  
our emergency department.”

Laura Reed, RN, operations director of inpatient services, 
Mercy Medical Center
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at one eD, at least 15% of the patients were leaving without being 

seen. The average wait time at one hospital was 72 minutes. staff 

there practiced triage basically the same way they did 20 years 

ago when Van Gorder was running an eD, he says. “Maybe we had 

more sophisticated triage back then, but we still basically followed 

the 80/20 rule: taking care of 20% of the patients that were really 

sick and usually get back in a bed right away, and 80% of the people 

who aren’t really that acute that sit waiting forever.” 

Van Gorder and the leadership team were concerned that  

inefficiency was starting to be taken for granted. “I kept spouting 

that if this was virtually any other industry where we had a signifi-

cant customer dissatisfier and a roadblock in our system, we would 

focus all our time and attention and energy on that until we got it 

fixed,” he says. a multidisciplinary staff that included eD physicians, 

nurses, and executive leaders went off-site for a week to come up 

with a new plan.

Scripps Health President and Ceo Chris Van Gorder has all 

the statistics to look at wait times, throughput, patient 

satisfaction, and all other relevant measures for eD success 

across scripps’ five hospitals at his fingertips. But there is nothing 

like having your mother-in-law visit one of your eDs to know if your 

performance is measuring up.

Fortunately after a recent eD visit, he found a satisfied patient.

“By the time I got to the hospital to pick her up, she had been 

sutured. she had a CT. she was ready to go, and she was thrilled,” 

Van Gorder says.

It wasn’t always this way. san Diego–based scripps has four 

emergency departments and two trauma centers, which see a  

combined 157,000 eD visits annually. Van Gorder, whose first  

executive job in a hospital was running an eD, says his leadership 

team became increasingly concerned with long waiting times.  

B Y  j I M  M o L P u s

An Emergency  
Redesign
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Rather than go to a bed, the patients under the gold team’s care 

are put in recliners. Three recliners fit into a space that would oth-

erwise accommodate only two beds. and because they’re recliners, 

they’re more comfortable and less intimidating for patients. 

But the real gains come from the care team. Before the redesign, 

patients might explain their symptoms to front desk staff, the triage 

nurse, the eD nurse, and then again to a physician. The repetition did 

nothing for the patient and was time-consuming.  now, the nurse 

and the doctor do the assessment at the same time as soon as they 

can after the patient is put in a recliner. “In doing it together they 

can immediately determine if there are labs that need to be done, 

x-rays, or any other information that is going to be needed to make a 

definitive diagnosis about what the patient needs,” Doyle says.

In terms of flow, the redesign means that the eD staff is actively 

assessing and treating virtually nonstop. That, in turn, means a 

fundamental change in the way the nurses operate, Doyle says, with 

more handoffs and less down-time. That shift did not come without 

growing pains.

 “In the first redesign effort we did lose some clinical staff 

because nurses, particularly very experienced nurses that had 

worked in the department for a long time, some of them just could 

not adjust to the work flow.” as a result, the health system has 

altered some questions it asks when hiring new nurses to emphasize 

communication and rapid assessment skills, Doyle says. 

understanding whether the new patient flow would hold up 

under surge was key to the redesign’s success. so the team put 

analysis into “anticipating surge rather than catching up,” Tovar 

In the last two years, scripps has embarked on an eD process 

redesign to increase throughput, reduce wait times, and improve 

patient satisfaction. In the early stages the team asked a simple 

question: Does every patient require a bed? when they decided the 

answer was no, everything changed, says juan Tovar, MD, emergen-

cy department chair at scripps Mercy Hospital at the Chula Vista 

campus and chair-elect of scripps’ medical executive committee.

In the traditional eD, a patient goes to the triage nurse for 

assessment and then goes to an eD bed. “and they remain there until 

they’re set to go home,” Tovar says. “what happens then is that the 

patient becomes dissatisfied if at any point they get moved from 

that bed. and that bed is also occupied by a patient that might not 

necessarily need one for a common cold or an ankle sprain. They 

would remain in that bed holding that bed up for a patient that could 

potentially need surgery, that could potentially need admission to the 

hospital or need a place to be in order to get treated faster.”

under the new care stream, the patient is assessed by a nurse 

who decides “within two or three minutes” whether the patient 

is acute and likely to be admitted or is likely to be treated and 

released, says Mary ellen Doyle, Rn, corporate vice president of 

nursing operations for scripps Health.   

scripps divided its eD into two teams. The blue team handles 

the seriously ill patients who are likely to be admitted and may need 

multiple IVs, MRIs, respirators, or have conditions that require a 

bed. The gold team handles the treat-and-release patients who 

might have a cold or a twisted ankle. They also treat conditions such 

as influenza, pregnancies, and sub-acute strokes. 
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says. “The traditional construct is the surge happens and you play 

catch-up for a while, then the rest of the shift or day is manageable. 

By redesigning the process and by using computer simulation, we 

were able to anticipate physician and nurse staffing patterns to 

anticipate the surges so that we’re not playing catch-up anymore.”

The streamlined patient flow has resulted in faster times and 

better volume. waiting time to see a physician has been cut from 

an average of 97 minutes to 29 minutes at two of the hospitals, 

says Davis Cracroft, MD, emergency medicine physician and medi-

cal director of scripps Mercy Hospital. For a patient being treated 

and released, the length of stay has gone from around five hours to 

three. and for those being admitted to the hospital, the length of 

stay in the eD has gone from seven hours to five. Cutting those two 

hours off has made everyone involved a lot happier, Cracroft says.

“Cutting off two hours of wait time in an admitted or discharged 

patient means that we can put more patients in beds and increase 

our efficiency,” Cracroft says. “It’s also a huge patient satisfier. 

our satisfaction surveys were pretty much abysmal before, and 

now they’re coming in very strong with wonderful comments from 

patients [saying] that they didn’t have to wait or that it’s the best 

care they’ve ever received in any emergency room. The doctors are 

happier because we don’t have to apologize to patients for their 

wait. The nurses are happy because they don’t have to put up with a 

patient that’s complaining about the wait time, and I think the over-

all mood of the department has been uplifted significantly.”

while the redesign and focus on covering surge has made the 

patient flow more efficient, it has also slightly boosted the number 

of physicians needed. But Van Gorder says the increase in volume 

has made up for any additional staff costs. Patient census at scripps 

Mercy san Diego went from 141 patients per day to 166, an increase 

mostly attributed to a reduction in the number of patients who 

would previously show up, get frustrated by the wait, and leave with-

out being seen. at one of the hospitals, the increase in volume has 

been enough to push the eD from a loss to a profit, Van Gorder says.

Juan Tovar, MD, 
emergency department chair 
at Scripps Mercy Hospital at 
the Chula Vista campus and 
chair-elect of Scripps’ medical 
executive committee
having trouble listening?  
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“we have seen a 91% reduction in the number of patients that 

left without being treated, to less than 1%,” Van Gorder says. “and 

we have a decrease of 97% in the amount of time that our hospital 

is on ambulance bypass because of this redesign. The paramedics 

are thrilled. The patients are happier.”

Patient perceptions have changed as well. People who used to 

try to game the system by leaving their name at the eD, then com-

ing back hours later, have no wait time, Tovar says. some patients 

now show up at the eD for post-surgery follow-up care because 

that may be faster than seeing a physician with an appointment. 

and now the scripps team is wondering what to do with what has 

become a mostly wasted piece of hospital real estate: the eD wait-

ing room.

The improved process has raised a broader question of whether 

gaining eD volume is a good thing in an environment that is increas-

ingly about cost-effective care and getting patients seen in the 

most appropriate setting for their needs. Tovar says the increased 

efficiency is less about drawing more patients into the eD and more 

about being better able to care for those that do come. 

“what we’ve done is to make life easier for everybody,” he says. 

“For the patient, we have made them safe faster, made them feel 

secure and satisfied with the nursing and physician staff. and now 

that staff is not dealing with people that have been waiting in the 

emergency department three-plus hours who are upset and angry.”

scripps has worked to promote educational programs about 

appropriate eD use, and scripps physicians are quick to encourage 

people to use office-based care or urgent care centers when it is 

appropriate, Van Gorder says. “But unfortunately, we have a society 

that uses the emergency room as the front door. and to this day 

up to 50% of our admissions come through the emergency depart-

ment. I don’t anticipate that that’s going to change that dramati-

cally, and I think the reason for that is that it’s open 24 hours a day.  

It’s open seven days a week. everybody knows it.”

Chris Van Gorder,  
President and CEO,  
Scripps Health
having trouble listening?  
Click here.
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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  
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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. 
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— leon l. Haley jr., Md,  
Grady Health System 

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

having trouble  
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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 
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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.”
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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 
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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.”
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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 
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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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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.”
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In fact, because the eD has become such a main and often 

single point of contact for patients—and volume for hospitals—

that it’s raised policy questions about whether eDs should continue 

their role as the front door or if patients should be encouraged to 

seek alternative (and less expensive) treatment options. 

just a few years ago, diversions at Cambridge (Ma) Health 

alliance (CHa) were routine—even when the eD wasn’t at capac-

ity. Press Ganey patient satisfaction scores were in the bottom 1%. 

The emergency department has long been thought of as 

the front door to the hospital or health system. That’s 

partly by design for organizations that market their eDs 

as a place to get prompt quality care—from posting wait times on 

billboards and online to employing patient navigators to making 

sure signs directing visitors to the eD are clear and that parking is 

plentiful. The eD has also been the front door by default, the catch-

all healthcare center open 24/7 with doctors to cover whatever 

ails their patients. 

Executive Summary
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each eD had its own processes and systems, which by all accounts 

weren’t working particularly well. There was a culture of ineffi-

ciency—and no real incentives for clinicians and staff to do better. 

In response, the organization set “ambitious and sometimes even 

shocking goals,” says Gerald steinberg, MD, CHa’s chief medical 

officer. 

If you want a quick look at how cambridge Health alliance 

(cHa) runs its emergency department now, just take a look at 

the home page of the organization’s website. There you’ll find wait 

times for each of its three eDs, updated every 10 minutes. The 

posted wait time at the Cambridge location—the busiest of the 

three—is rarely more than five minutes. wait times at the other 

two campuses are routinely just two or three minutes. The system 

hasn’t gone on diversions for years. Fewer than 1% of patients 

leave without being seen. Patient satisfaction scores are up. 

Volume is up. staffing levels are flat. 

Grady Memorial Hospital in atlanta is dealing with all of the 

issues that usually come with urban, safety-net emergency rooms: 

In fact, because the ED has become such a main and often  
single point of contact for patients—and volume  

for hospitals—it’s raised policy questions about whether eDs  
should continue their role as the front door or if patients should be  

encouraged to seek alternative (and less expensive) treatment options. 

efficiency, throughput, boarding, overcrowding, staffing, culture, 

communication, and physical plant limitations. Perhaps the biggest 

challenge facing Grady is the sheer number of patients the eD sees—

about 300 a day, roughly 110,000 a year. about 4,000 of those are 

major trauma patients. The remaining present with complaints that 

range from a toothache to an asthma flare-up to chest pain. 

Like many eDs struggling with efficiency and throughput, 

Grady’s strategy is to divert as many patients as possible to  

primary care centers, one of the system’s nine freestanding clinics, 

or another medical home in order to avoid future eD visits for non-

emergent complaints.  

The emergency department at Mercy Medical center in 

Cedar Rapids, Ia, is fortunate in many respects compared to 

its counterparts across the country. The percentage of self-pay 

patients who show up at the eD is a relatively manageable 5%, 

roughly the same percentage as Medicaid patients. overall eD 

volume is only expected to increase 1% to 2% in the next year, even 

with the economy still under pressure.

http://www.facebook.com/HealthLeadersMedia
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The leadership team at Mercy, however, has recognized for 

years that the eD has to be the center of team-based medicine to 

deliver the type of care they want for their patients and for the 

staff. not too many years ago, the hospital had some typical silos 

that prevented nurses and physicians from working well within  

the eD and with other areas of the hospital. so Mercy started by 

making sure the hospital leadership’s structure was built for  

coordinated, team-based care. Mercy also undertook a rigorous 

program of process improvement using Lean tactics to identify 

areas of waste in order to improve the care and experience for 

patients. 

san Diego-based scripps Health has four emergency depart-

ments and two trauma centers, which see a combined 157,000 

eD visits annually. Less than three years ago, at least 15% of the 

patients at one scripps eD were leaving without being seen, says 

scripps Health President and Ceo Chris Van Gorder. The average 

wait time at one hospital was 72 minutes. Van Gorder and the  

leadership team were concerned that inefficiency was starting to 

be taken for granted. 

“If this was virtually any other industry where we had a signifi-

cant customer dissatisfier and a roadblock in our system, we would 

focus all our time and attention and energy on that until we got it 

fixed,” he says. 

a multidisciplinary staff that included eD physicians, nurses, 

and executive leaders went off-site for a week to come up with a 

new plan.

In the last two years, scripps has embarked on an eD process 

redesign to increase throughput, reduce wait times, and improve 

patient satisfaction. In the early stages the team asked a simple 

question: Does every patient require a bed? when they decided the 

answer was no, everything changed.

Conclusion
In a reimbursement environment increasingly focused on value 

and coordination, eD care has been depicted as either overused or 

overbuilt. But eD leaders say emergency care can be cost-effective 

for the patient and profitable for the hospital. and the american 

College of emergency Physicians says emergency medical care 

accounts for only 3% of all u.s. healthcare spending, treating 120 

million patients each year.

“If this was virtually any other  
industry where we had a significant  

customer dissatisfier and a roadblock  
in our system, we would focus all  

our time and attention and energy  
on that until we got it fixed.”

Chris Van Gorder, President and CEO,  
Scripps Health 

“
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Additional Resources
Coordinating Care through Physician outsourcing
Outsourcing of physician talent is not just for the ED anymore. From the rise of 
hospitalists to anesthesia and beyond, companies with hundreds of physicians 
under contract are expanding their relationships with hospitals as goals for quality, 
patient safety, and throughput become more critical to maximizing reimbursement.

http://www.healthleadersmedia.com/content/MAG-262217/Coordinating-Care-
Through-Physician-Outsourcing

How to Market Hospital ed Care 
Promoting emergency departments as a destination for care is a popular trend in 
healthcare, in large part because many patients who arrive for emergency care end 
being admitted for longer stays.  

http://www.healthleadersmedia.com/content/MAR-262959/How-to-Market-
Hospital-ED-Care.html

4 Ways to accelerate ed triage, Boost revenue 
For a long time, waiting has been almost synonymous with emergency 
departments in American hospitals.  But hospitals are streamlining their 
emergency departments to reduce waiting times as EDs continue to be swamped 
with increasing numbers of patients.

http://www.healthleadersmedia.com/content/MAG-257602/4-Ways-to-Accelerate-
ED-Triage-Boost-Revenue

How Boosting ed efficiency turbo-charges Metrics
In cynical circles, it was once thought that hospitals generally didn’t do much to 
address problems in patient throughput in their emergency departments because 
there were a lot of uninsured in there, and those patients didn’t pay very well. But 
it’s more complicated than that.

http://www.healthleadersmedia.com/content/MAG-256428/How-Boosting-ED-
Efficiency-Turbocharges-Metrics

Jammed access: Widening the front door to healthcare 
http://www.pwc.com/jammedaccess

From courtship to marriage:  Why health reform is driving 
physicians and hospitals closer together 
http://www.pwc.com/us/ACOalignment
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