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Reforming emergency care: 
Experts put focus on value,  
better alignment
Reforms outside of the ED have significant implications for 
emergency care

As many experts have noted, the 
continuing push for a more 
efficient healthcare system 

has broad implications for emergency 
care. For instance, reforms focused on 
limiting “unnecessary” visits to the ED 
may reduce costs, but also threaten 
the financial underpinnings of some 
EDs, which remain a critical resource 
for delivering around-the-clock acute 
care services. Further, there is also 
the reality that even as ED volumes 
continue to rise, departments in some 
of the country’s most under-served 
communities struggle to survive. 

Despite these and other challenges, a 
handful of reformers are implementing 

delivery system and payment reforms 
that are having at least some success in 
improving outcomes and controlling 
costs while also preserving the critical 
role that EDs play in healthcare systems 
across the country. Some of these efforts 
were recently highlighted during a 
conference titled Reimagining emergency 
care: How to integrate care for the acutely 
ill and injured. The event, which was 
sponsored by the Brookings Institution 
in Washington, DC, showed how 
specific reforms are tackling head-on 
some long-standing problems that have 
been vexing emergency providers for 
years. However, experts cautioned that 
many obstacles remain.  
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Be mindful of 

unintended effects

Mark McClellan, MD, PhD, 
a senior fellow and director of 
the Health Care Innovation and 
Value Initiative at the Brookings 
Institution, suggested that in 
considering reforms, policymakers 
and providers need to recognize 
that emergency care is a major 
hub in the healthcare system, and 
that what takes place in the ED 
has considerable influence over 
the trajectory of care. “In many 
instances this is the first entry point 
for Americans into the healthcare 
system, and in many ways, the way 
that their acute care is provided 
influences fundamentally many other 
decisions and many other aspects 
of their care, healthcare costs, and 
outcomes,” he explained. 

With more than 350 million 
acute care visits in 2011(ED visits 
accounted for 136 million of them), 
McClellan noted that it is not 
surprising that many reform efforts 
are targeting acute care. For instance, 
McClellan pointed out that patient-
centered medical homes and care 
management activities are aimed at 
reducing the kinds of complications 
that drive people to access care in the 
ED. “These activities are occurring 
largely outside of the ED, though 
EDs can help in identifying at-risk 
and frequent-user patients,” he said.

A second aim for many of these 
initiatives is to shift care to lower 
acuity and less expensive care 
settings. McClellan noted that while 
EDs and the clinicians in EDs are 
usually not involved with such 
reforms, some initiatives have shown 
that there are steps that EDs can take 
to ensure such shifts are effective 
at delivering quality care while also 
making a dent in overall costs. 

McClellan stated that a third 
type of reform involves the creation 
of clinical pathways and other tools 
aimed at standardizing evidence-
based care for some of the most 
common conditions that show up in 
EDs, such as chest pain, headaches, 
and back pain. “New approaches to 
care inside the ED and inside the 
hospital are the main focus of these 
reforms,” McClellan added.

While many of these reforms 
are not, in fact, happening in 
the emergency setting, they 
nonetheless can have dramatic 
effects on patients who use EDs 
and on the resources of busy EDs, 
McClellan stressed. “Since EDs 
usually depend on fee-for-service 
payments for reimbursement, these 
shifts can have a big impact on ED 
finances as well as the availability of 
resources for EDs to handle their 
critical functions, including acute 
care emergencies and emergency 
preparedness for anyone who might 
need help,” he observed.

Consequently, while there are 
opportunities to improve emergency 
care, McClellan noted that decision-
makers need to be mindful of the 
challenges, and to make sure the 
reforms avoid “unintended effects on 
critical ED functions.” 

Address ED crowding, 

spiraling costs 

Jesse Pines, MD, MBA, MSCE, 
the director of the Office for 
Clinical Practice Innovation and 
associate professor of emergency 
medicine and health policy at 
George Washington University in 
Washington, DC, stressed that the 
acute care system already delivers 
tremendous value as the critical 
staging area for ill and injured 
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patients. “It is always open for 
emergencies big and small … and 
it is the front line for disasters like 
Hurricane Katrina and the Boston 
Marathon bombing,” he said. “But 
at the same time, we can do better. 
Despite delivering top-notch results 
for the critically sick, our system 
has its problems, [including] its 
fragmentation, poor information 
flow, and lack of connection with the 
broader healthcare continuum.”

Further, despite the dramatic 
increase over the past decade in the 
number of other settings for acutely 
ill and injured patients, such as 
urgent care centers, retail clinics, and 
freestanding EDs, Pines noted that 
there have also been rapid increases 
in ED crowding, primarily in 
hospital-based EDs. “[This is] caused 
by rising visits, greater intensity 
of care brought on by expanding 
life-saving technologies, and greater 
specialization.” 

The emergency system, Pines 
noted, has opportunities to help 
address the national issue of spiraling 
healthcare costs, which he said are 
projected to comprise one-fifth of 
the U.S. economy by 2020. “We as 
frontline providers do lifesaving work 
every day, but we can do better and 
do it more efficiently,” he said. 

Strive for better 

alignment 

The task will not be easy, as there 
is no question that more is expected 
of emergency providers than in years 
past. Arthur Kellermann, MD, 
MPH, dean of the F. Edward Hébert 
School of Medicine at the Uniformed 
Services University of the Health 
Sciences (USU) in Bethesda, MD, 
observed that primary care providers 
(PCP) who used to take the time 
to evaluate complex patients now 

routinely refer these patients to the 
ED. “EDs are becoming more and 
more diagnostic centers to support 
primary care physicians, and they 
are also becoming the gatekeepers 
across the institution,” he said. “The 
average ED visit is about one-tenth 
as expensive as an average hospital 
admission, and so making that 
decision of who gets admitted and 
who doesn’t has profound economic 
consequences for patients, and it is 
one of the most important functions 
that EDs have.”

Further, if a community’s primary 
care capacity is fragmented or weak, 
the ED waiting room will be full of 
patients with non-emergent needs, 
Kellermann noted. “And if the 

hospital itself is poorly managed, the 
entire ED, including the critical care 
bays, the exam rooms, hallways, and 
waiting room, will be packed with 
ill and injured patients, many of 
whom were evaluated hours or even 
days earlier, but can’t be admitted, 
either because there are no beds 
available and the place is full, or 
[administrators] are holding beds for 
better-paying elective admissions.”

Such chinks in a community’s 
system of care tend to be readily 
apparent in the emergency setting, 
Kellerman said. “The ED provides 
a room with a view to how 
America’s health system works or 
doesn’t work, and how healthcare 
functions at the community level,” 

EXECUTIVE SUMMARY

While most healthcare reforms have thus far been focused outside of the ED, 

they nonetheless have big implications for emergency providers, according 

to a panel of experts who discussed the future of emergency care at a 

conference sponsored by the Brookings Institution in Washington, DC . Going 

forward, the experts noted that emergency providers need to engage on how 

to most-effectively deliver higher value while also achieving better alignment 

with primary care providers . And they highlighted reforms that are already 

delivering results in pioneering EDs .

• Through the use of high-risk care plans, a specialized protocol for 

chest pain, and other reforms, the ED at the University of Maryland Upper 

Chesapeake Health System, based in Bel Air, MD, has been able to prevent 

more than 500 hospital admissions in the past year . 

• Working with partners, emergency physicians in Washington state have 

managed to save the state more than $32 million while also slashing narcotic 

prescribing to Medicaid recipients by 24% . Their interventions include a 

prescription drug monitoring program, a mechanism for information sharing 

on key data points, and the development of care plans for frequent ED 

utilizers .

• A program called Bridges to Care in Denver, CO, has thus far been able to 

reduce ED and hospital utilization among frequent utilizers by 40%, generating 

$2 million in cost-savings to the health care system . The program focuses on 

identifying the key drivers of utilization, and then addressing these drivers with 

interventions . Program developers say connecting with patients while they 

are still in the ED, as opposed to making follow-up phone calls, is key to the 

program’s success .
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he observed. “If you want to know 
here in Washington, DC, or wherever 
how healthcare [functions] in the 
community, go to the local ED. If 
public health is under-resourced 
or poorly managed, you will see 
patients with vaccine-preventable 
diseases, smoking-related problems, 
preventable injuries, and food-borne 
illnesses.”

How does one go about 
fixing such problems? Kellerman 
recommended better alignment 
between EDs and PCPs in an 
integrated system that promotes 
collaboration rather than competition 
where the patient is pushed 
back and forth between health 
care settings. “To do this, we are 
going to have to figure out how 
to easily and seamlessly share the 
health information that should 
always accompany the patient, so 
that whenever care is given, that 
information is accessible, available, 
and can be readily sent back to the 
patient’s medical home and PCP.”

Incentivize value,  

cost-efficiency

Some health systems have 
already begun to make strides in 
achieving the kind of alignment that 
Kellerman outlined. For example, 
working together with the Maryland 
Emergency Medicine Network, 
the University of Maryland Upper 
Chesapeake Health System, based in 
Bel Air, MD, has developed several 
programs aimed at making sure that 
the right patients are seen in the 
right setting at the right time in the 
most cost-efficient manner, explained 
Fermin Barrueto, MD, FACEP, 
FAAEM, FACMT, chairman of the 
Department of Emergency Medicine 
in the Upper Chesapeake Health 
System (UCHS).

Incentivizing many of these 
changes is the health system’s 
participation in the state’s Global 
Budget Revenue (GBR) program, 
“which essentially caps hospital 
revenue and changes [hospitals] 
from volume to value-based 
reimbursement,” Barrueto said. “At 
the same time, the physicians remain 
on a volume-based reimbursement for 
their professional fees, and together 
we are trying to find ways to produce 
win/win situations where we can 
maintain high quality, because we 
know that we can’t cost-cut our way 
to greatness.”

Barrueto noted that one of the 
first programs implemented as part 
of this collaboration was a low-
risk chest pain protocol aimed at 
decreasing clinical variation in the 
way chest pain patients are treated. 
“In just the first six months of that 
program we have been able to avert 
more than 200 hospital admissions 
for chest pain and provide 
appropriate outpatient follow-up 
and outpatient stress tests for these 
patients so that we can maintain 
high quality,” he said. 

A second initiative involved 
integrating a high-risk care plan, 
designed for frequent utilizers, into 
the health system’s IT infrastructure. 
As part of this intervention, a one-
page summary of the care plan, 
which incorporates information 
from multiple healthcare sources, 
including a prescription drug 
monitoring program, is incorporated 
into the emergency physician 
workflow. 

“Our initial pilot of 44 patients 
showed a decrease in opioid 
prescriptions by more than 50%, a 
decrease in inpatient and observation 
stays by more than 40%, and we 
were able to decrease CT utilization, 
MRI utilization, and X-rays by more 
than 55%,” Barrueto said. Further, 

now that the care plans have been 
extended to more than 300 patients, 
their effectiveness at decreasing acute 
care utilization has been maintained, 
he added.

One intervention that was 
developed internally within the 
Emergency Medicine Network is a 
patient callback program, Barrueto 
explained. “It essentially provides 
reimbursement to physicians for 
calling back their own patients,” 
he said. In addition, this program 
provides a construct so that patients 
can get tied into case management 
or other services. The aim, said 
Barrueto, is to improve the patient 
experience while also potentially 
decreasing the use of hospital 
resources.

Another ambitious intervention 
that is in development at UCHS 
is a comprehensive care clinic  — 
essentially an infrastructure that 
is focused on chronic disease 
management, and serves as a follow-
up source for emergency providers. 
Barrueto explained that it is being 
integrated with the ED, and it is 
providing emergency physicians with 
an alternative to hospital admission 
for appropriate patients as well as 
a way for the hospital to identify 
patients who are at risk for hospital 
admissions or other healthcare 
utilization. The clinic specifically 
targets patients who do not have 
PCPs or lack insurance coverage.

Overall, hospital admissions and 
observation stays have decreased in 
the two acute care hospitals that are 
part of UCHS, although the number 
of days being utilized by patients 
in these two settings has continued 
to increase. “Future challenges will 
be how [we] can address that piece, 
but as far as the EDs and partnering 
with our hospitals — we have seen 
some tremendous improvements,” 
Barrueto said. “Right now there are 
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more than 500 hospital admissions 
just within the past year [for which] 
we have been able to provide 
alternatives that maintain quality 
care.”

Solicit input from 

physicians

In Washington state, the incentive 
for reform came from a draconian 
cost-cutting plan Washington State 
Medicaid, part of the Washington 
Health Authority, introduced in 
2011. The plan was to limit the 
number of “non-emergency” ED 
visits to three in a calendar year. 
Outraged by this edict, emergency 
physicians in the state filed a lawsuit 
that ultimately stopped the plan 
from taking effect, but they were 
nonetheless under considerable 
pressure to fix the problem of high 
ED utilization and spiraling costs. 

“We are the canary in the coal 
mine, and we are often looked at 
as the problem when I think we 
actually do stand at the intersection 
of all failed policy,” observed Nathan 
Schlicher, MD, JD, emergency 
physician and regional director 
of quality in the ED at St. Joseph 
Medical Center in Tacoma, WA. 

Working with the Washington 
State Hospital Association and 
the Washington State Medical 
Association, the Washington 
Chapter of the American College 
of Emergency Physicians came up 
with a seven-point plan to improve 
management of emergency services 
and reduce over-utilization without 
any provision for denying coverage 
or care. The seven points included:

• Develop and use interoperable 
health information exchange (HIE) 
technology.

• Educate patients about the 

appropriate use of EDs.
• Identify frequent ED and pre-

hospital care users.
• Develop care plans for frequent 

users.
• Implement guidelines to reduce 

narcotic-seeking behavior.
• Participate in a prescription 

drug monitoring program.
• Use feedback information.
For the HIE piece, Schlicher 

emphasized that the emergency 
physicians just wanted access to 
three pieces of information: where 
the patient accessed healthcare 
before, when they accessed care, 
and what the chief complaint was in 
these prior visits. “Just that simple 
data can provide the change in 
direction that we [take],” Schlicher 
said. “When you have a 42-year-old 
woman in for her first visit of chest 
pain, that is a different conversation 
than [what you would have with 
a] 42-year-old woman in for her 
45th visit for chest pain who got a 
[diagnostic heart catheterization] last 
week in a different hospital.”

Similarly, with a prescription 
drug monitoring program in place 
and standardized guidelines on how 
to prescribe opiates and deal with 
chronic pain, the physicians were 
prepared to make changes. “We got 
all the docs to buy into the idea 
that we cannot be the stop-gap for 
chronic pain. And we cannot just 
make it easier on ourselves and on 
our patients with drug addiction,” 
Schlicher explained. “We need to 
take on the hard task of dealing with 
addiction. And we brought in help, 
case managers and social workers 
that work with us in the department 
in real time … to help us develop 
care plans, to integrate those into 
our HIE, and to help people get the 
actual care that they need, whether 
that is addiction treatment, mental 
health[care], or otherwise.”

Schlicher suggested that the seven-
point program simply represented 
common-sense solutions, but the 
emergency physicians believed it 
would save the state money, and they 
were right.  “In our first year we saved 
$32 million for the state,” he said. 
“We exceeded the budget goal [of $31 
million in savings], not by denying 
care, but by improving care.”

Further, narcotic prescriptions to 
all patients in the Medicaid program 
decreased by 24%, and ED utilization 
by frequent-utilizers fell by 10%; For 
all Medicaid clients, ED utilization 
dropped  by 12%, Schlicher added.

“The thing that has been borne out 
of this that I think is revolutionary 
is that we engaged providers in the 
conversation about how to improve 
care. It is a novel concept, but it 
makes common sense,” Schlicher 
noted, “because in the busy day-to-
day ED where we all work, we can’t 
reform healthcare by ourselves in 
one department, but we often see 
the problems and the challenges. So 
by working together, we were able to 
improve the system.”

In fact, with a successful template 
for change in place, Schlicher noted 
that all the stakeholders who worked 
on this program are now continuing 
to meet every other month to 
discuss future reforms. “The future 
is bright when we work together 
and collaborate rather than mandate 
reform,” he said.

Find the drivers  

of utilization

Collaboration is also a key feature 
of a pilot program in Denver, CO, 
called Bridges to Care, a coaching 
model that targets frequent utilizers 
with the aim of helping them access 
appropriate preventive care and 
services so that they don’t end up in 
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the ED or require inpatient care. 
Four different organizations, 

including the University of Colorado 
School of Medicine, the University 
of Colorado Hospital, the local 
qualified health center referred to 
as the Metro Community Provider 
Network (MCPN), and Together 
Colorado, which is a faith-based 
organization, are working in concert 
to offer the program with funding 
through a Centers for Medicare 
and Medicaid Innovation grant, 
explained Jennifer Wiler, MD, 
MBA, FACEP, vice chair and 
associate professor, Department of 
Emergency Medicine, University of 
Colorado, Aurora, CO.

“We are one of four sites that 
have been charged with looking at 
the Jeff Brenner Camden Model 
to see if there is an opportunity to 
innovate and decrease utilization 
in EDs and the inpatient setting in 
different communities,” Wiler said.

Brenner is a PCP, founder and 
executive director of the Camden 
Coalition of Healthcare Providers, 
a network of community-based care 
and social service providers who 
work together in teams to deliver 
comprehensive care to some of the 
most disadvantaged and complex 
patients living in Camden, NJ. The 
model is now being replicated in 
other cities. 

In Denver, Bridges to Care has 
thus far enrolled 550 patients who 
meet program criteria. “These are 
patients who have had three ED 
visits in six months or two inpatient 
admissions in the last six months,” 
Wiler said. “We have included 
patients who have a mental health 
diagnosis, which is unique compared 
to the other models across the 
country. No other models have 
included those patients.”

The goal of the program is to 
educate patients about their health 

needs and to empower them to 
access care in the most appropriate 
settings within the system, but also 
to identify what the drivers are in 
terms of utilization, Wiler explained. 
“We have a two month program 
where patients get home visits. 
These include mental health visits 
and medical visits or shared visits, if 
necessary,” she observed. “It includes 
a health coach as well as advocates or 
patient navigators.”

While no results from the 
program have been published thus 
far, Wiler noted that it is nonetheless 
clear that the program is making a 
difference. “Eighty percent of our 
patients have both a mental health 
diagnosis and a diagnosis related 
to a chronic pain condition. After 
our intervention, 90% of patients 
at six months post-intervention are 
still utilizing primary care services, 
which has been a big success,” she 
observed. “Overall, we have seen a 
40% reduction in ED and inpatient 
visits, and we showed a cost-savings 
of more than $2 million to the 
healthcare system, which is about 
$20,000 per patient.”

Program administrators have also 
identified what the key challenges are 
when patients require care. “Patients 
have said their number one issue in 
terms of deciding when and where 
to access healthcare is transportation. 
Homelessness has also been a very 
large driver of utilization, and it has 
been difficult for us to intervene,” 
Wiler noted. “But we have been 
able to show marked reductions in 
utilization related to patients who 
have both chronic pain and mental 
health issues.”

The program made a big stride 
when the local Medicaid provider, 
Colorado Access, agreed to fund 
on a per-member, per-month basis 
an embdded nurse case manager in 
the ED to touch Medicaid patients. 

“[Medicaid administrators] said 
they were having a real challenge 
trying to identify patients and get 
them attributed to medical homes, 
and we said that is because they are 
in our EDs, so it has been a great 
opportunity to do that warm touch,” 
Wiler said. 

“What we found in our study 
is that when we were doing 
retrospective enrollment of patients 
after they came to the ED to ask 
them if they wanted to participate ... 
we were enrolling about 100 patients 
per six-month period,” Wiler added. 
“But after we did a live touch in the 
ED during the time when a patient 
was in an acute crisis, and we were 
able to do coaching and counseling 
at the bedside, we were able to enroll 
over 100 patients per month into 
our program.”

These observations demonstrate 
how important it is to connect with 
patients while they are in the ED, 
Wiler observed. “Data show that 
phone calls are not as effective as 
these warm touches at the bedside.”

Push for continued 

improvement

At the conclusion of the 
conference, Pines offered some 
broad recommendations, calling 
on all healthcare stakeholders to 
engage with acute care providers on 
developing clinical pathways and 
protocols to improve outcomes, 
value, and efficiency. He also 
called for better systems to manage 
acute care demand, making use of 
telemedicine and other forms of 
communication to better manage 
frequent utilizers. 

Pines noted that emergency 
providers need to be engaged in 
reforms that impact all levels of the 
care continuum, and to work with 
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Ease crowding by adjusting physician schedules, 
adding a second rounding team
Investigators say approach does a better job of meeting patient, hospital needs, but requires
change to the traditional scheduling model

Emergency providers understand 
that patient boarding is not 

ideal, but they are powerless to 
fix the problem when there are 
no open beds on the upper floors. 
However, that doesn’t mean that 
improvements can’t be achieved. 
Indeed, researchers at Penn State 
Hershey Children’s Hospital 
in Hershey, PA, have shown 
that process changes in the way 
hospitalists typically discharge 
patients can make a big difference 
in opening up beds more quickly, 
thereby easing pressure on the ED. 

 Using Lean Six Sigma 
(LSS) management techniques, 
investigators, led by Michael 
Beck, MD, an associate professor 
of Pediatrics at Penn State College 
of Medicine, were able to slice 

data to evaluate interventions and 
make continued improvements. He 
added that more quality measures 
need to be developed to look at 
such issues as patient access, patient 
safety, resource utilization, care 
coordination, and whether the right 
care is being delivered for specific 
conditions.

Pines called on the government 
as well as private payers to develop 
more acute care payment model 
pilots that incentivize value, and 
he emphasized that optimal cost 
containment depends on achieving 
the interoperability of health 
information across facilities.  n
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as much as 90 minutes off of 
discharge times, enabling the 
hospital to discharge 45% more 
patients per day than control 
groups. Researchers report that 
they accomplished this without 
increasing length-of-stay (LOS) or 
re-admission rates.1

Further, since the study, many 
of these improvements have been 
sustained, at least on Beck’s general 
pediatrics service, which involves 
two hospital floors. However, even 
with support from the ED, Beck 
acknowledges that persuading 
other hospitalist services to 
implement similar changes has been 
a challenge. “I think it is gaining 
traction,” Beck says. “But culture 
in healthcare is a really hard thing 
to change. People don’t want to 

change. They are very resistant to 
it.”

Consider impact of 

discharge times
 
Like many hospitals, Penn 

State Hershey Children’s, which is 
housed within Penn State Hershey 
Medical Center, doesn’t have a lot 
of open bed space, so clinicians 
are dealing with a fixed capacity, 
high volume, and patients who 
are high acuity, Beck notes. “As a 
result of this, we suffer from a lot 
of ED boarding and a lot of ED 
crowding,” he says. 

Pediatric emergency medicine is 
part of the general adult ED with 
dedicated rooms and dedicated 



80   |   ED MANAGEMENT® / July 2015

pediatric providers, explains 
Subhankar Bandyopadhyay, MD, 
CMQ, FAAP, an associate professor 
of emergency medicine and 
pediatrics, and director of pediatric 
quality in the ED at Penn State 
Hershey Medical Center. “If the 
pediatric census is high, pediatric 
capacity in the ED becomes 
flexible, and children are placed 
in other areas in the department 
where rooms are available,” 
Bandyopadhyay says. “Also, 
capacity is at times constrained due 
to lack of available staff.”

Using LSS techniques, 
investigators determined that a 
big part of the ED crowding/
boarding problem was a long-
standing academic medical center 
practice of not issuing discharge 
orders until 1 p.m. to 3 p.m. in 
the afternoon, long after rounds 
have been completed. “As it turns 
out, when we are rounding on 12, 
13, or even 15 patients, there is 
not enough time to do the orders 
during rounds,” Beck says. “You 
only have 180 minutes to round 
because you have to teach residents, 

so if you have 180 minutes to see 
15 patients, that amounts to just 11 
minutes per patient, and the cycle 
time for one discharge is 15 to 20 
minutes.”

Given that the average number 
of discharges per day on Beck’s 
service is between four and five 
during busy months, that requires 
100 minutes just for an inpatient 
provider to do discharges, so 
there was no way to complete the 
discharge orders during rounds. 
“I can’t teach and take care of the 
sickest patients in a way that won’t 
create errors and do all of the 
discharge work in the same 180 
minutes,” Beck observes.

Complete discharge 

work during rounds

To resolve this problem while 
also facilitating earlier discharges, 
investigators considered what could 
be accomplished if they added an 
extra inpatient attending physician 
to the mix, at least during the high-
census months — from October 

through April — so that instead of 
one provider having to round on 
15 patients, he or she would round 
on six to eight patients. “If you 
still have the same 180 minutes, 
the math works,” Beck notes. “You 
have twice the amount of time to 
do all the things you are supposed 
to do, [including] the teaching 
on rounds and the discharges on 
rounds in one piece flow.”

To test what impact this 
staffing adjustment would have on 
discharges, investigators scheduled 
two attending physicians to staff 
the service during the high-census 
months, theorizing that the ability 
to complete the discharges during 
rounds would facilitate throughput 
in the ED. “If you can create an 
open bed earlier in the day, you 
can create beds for the ED, because 
they usually start to ramp up their 
admissions around 10, 11, or 12 
o’clock every day, so that is also 
predictable,” Beck observes. 

“We put in a plan so that if you 
have enough time on rounds, then 
you do the discharges on rounds. 
You don’t wait until the afternoon,” 
Beck explains. “You do the 
discharges when you tell the patient 
that [he or she] is going home. 
That is when you do the patient’s 
paperwork … and you don’t go to 
the next patient until you do that 
work.”

Compared to concurrent control 
groups, the investigators’ approach 
worked just as they had theorized. 
The median time for discharge 
orders being entered was 10:45 
a.m. compared with a median time 
of 2:05 p.m. for the control groups. 
Further, the approach delivered 
consistent results regardless of the 
personnel involved, according to 
investigators.1

“We first tried it [as a pilot] 
for the month of March in 2013,” 

EXECUTIVE SUMMARY

A new study highlights how schedule changes among inpatient providers 

on the upper floors can impact crowding and boarding in the ED . Using 

Lean Six Sigma (LSS) management techniques, investigators at Penn State 

Hershey Children’s Hospital in Hershey, PA, discovered that by adding an extra 

inpatient rounding team, discharge times could be accelerated, resulting in 

improved throughput without increasing length of stay or readmission rates .

• Data show that the scheduling adjustments enabled the hospital to slash 

90 minutes off discharge times when compared with usual care . 

• The scheduling changes enabled the hospital to discharge 45% more 

patients per day without increasing length-of-stay or readmission rates .

• To make the schedule changes, a core group of seven inpatient physicians 

needed to agree to work an extra two or three “on service” weeks per year . 

• Investigators acknowledge that implementing this type of intervention 

requires culture change, which can be very difficult initially .
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Beck says. “The nurses grumbled 
about it because they didn’t know 
who to call [with two attending 
physicians], and it was changing 
everybody’s day-to-day operations.”

The residents and faculty also 
complained about the changes, 
Beck recalls, but he notes that 
by the end of the month, people 
wanted to know why they had to 
switch back to the old system. “We 
didn’t have enough of a plan at that 
point to go further, but for the next 
year we planned on moving [the 
model] forward,” he says. 

Examine schedule 

adjustments

To accomplish this, the core 
group of seven inpatient providers 
needed to agree to work an extra 
two or three “on service” weeks 
per year, Beck notes. This would 
enable administrators to essentially 
redeploy previously “off service” 
attending physicians during the 
peak months. “We actually had 
within our core group of faculty 
the amount of people we needed 
to staff two teams. That was all we 
did. It was a simple solution,” he 
says. “We didn’t hire anybody. We 
just utilized staff in a way that was 
more meaningful to the needs of 
the patient … and we have been 
doing this now for 15 months.”

Beck observes that while this 
type of scheduling works best for 
both the hospital and patients, it 
isn’t how things usually work in an 
academic center. “The way most 
hospitals run — [the providers] 
say that they are going to finish 
their rounds and then finish the 
paperwork at the end of the day,” 
he says. “That is hurting the 
organization because you are not 
doing the [discharge work], and 

the patient is held hostage in the 
hospital until you can get around to 
doing it.”

Further, care quality becomes 
an issue when patients get backed 
up in the ED. “You can’t have 
patients in the ED for eight hours 
or longer,” Beck says. “That is not 
sustainable. It is a safety issue.”

In addition to creating two 
rounding teams, Beck and 
colleagues have also devised a daily 
huddle to discuss and facilitate 
any discharges planned for the 
next day. “Every day at 2:30 p.m. 
we get together with our care 
coordinators and social worker as 
a team to identify the next day’s 
discharges and make sure the family 
is ready for the discharge, that they 
have any prescriptions they need 
filled, appointments made, and 
transportation [covered],” Beck 
explains. “Then we start with those 
discharges the next day.”

Bandyopadhyay notes that Beck’s 
work in this area has generated 
significant interest across the health 
system. “The boarding time for 
inpatient pediatric admissions has 
decreased significantly when [pre- 
and post-intervention times are 
compared],” he observes. 

Bandyopadhyay adds that the 
intervention may be producing 
other benefits as well. “We have yet 
to analyze the data to look at the 
overall effect on our ED, namely 
the number of children left without 
being seen, door to [physician] 
times, and room turnaround 
times,” he says. 

Further, while the two-team 
approach has thus far only been 
implemented on Beck’s service line, 
it is nonetheless having a positive 
impact on other service lines. “We 
were able to show that not just our 
patients were in the ED a shorter 
time, the ED boarding times for 

other service lines dropped as well,” 
Beck says. 

An added bonus to the two-
team approach is that it enables 
physicians to spend more time 
doing the kind of work that they 
prefer, offers Beck. “There is a big 
difference between doing a job and 
doing a job that you enjoy,” he says. 
“And you actually have more time 
to spend with medical students, 
more time to spend with families, 
and more time to teach on rounds, 
so you don’t just see a patient once 
a day; you actually get to see them 
twice a day, and sometimes more.”

Beck adds that the intervention 
has required no new information 
technology, extra beds, or new 
staff, but it has offered considerable 
value. “Two teams working in 
parallel are going to be much more 
efficient and more beneficial to 
education and the teaching mission 
of the organization than one large 
team,” he says. “You are much more 
nimble, and you start your day 
differently.”  n
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EXECUTIVE SUMMARY

With the incidence of kidney stone disease on the rise, more of these patients 

are presenting to EDs for care . However, new data suggest that as many as 

one in nine of these patients will have to return for a second emergency visit . 

Researchers have linked a number of factors with these bounce-back visits, 

including issues impacting care access and quality . 

• The incidence of kidney stone disease has nearly doubled in the past 15 

years, with more than one million patients seeking care in the ED every year .

• Utilizing data from more than 128,000 visits to California EDs over a two-

year period, researchers found that patients on Medicaid were at about a 50% 

higher risk of having a repeat ED visit than patients with commercial insurance .

• In areas where there were few urologists, patients were also more likely to 

return to the ED for care .

• Patients who had their blood counts checked during their initial ED visit 

were 12% less likely to require a return visit .

There is no question that 
emergency providers are seeing 

an increasing number of patients 
presenting with kidney stones. 
Researchers say the incidence of stone 
disease has nearly doubled in the 
past 15 years, most likely fueled by 
diet and lifestyle factors, according 
to Charles Scales, MD, MSHS, 
an assistant professor of surgery at 
Duke University Medical Center in 
Durham, NC. “What we found is 
that obesity, diabetes, and markers of 
the metabolic syndrome are certainly 
associated with stone disease, or 
whether someone has kidney stones 
or not,” he explains.

Of particular concern to 
emergency providers, though, are 
data showing that of the more than 
one million patients seeking care 
for kidney stones in the emergency 
setting each year, as many as one in 
nine patients will bounce back to the 

ED for a return visit, according to a 
new retrospective analysis completed 
by Scales and colleagues that looked 
at data collected from every ED in 
California over a two-year period.1

Scouring through administrative 
information culled from more than 
128,000 ED visits for kidney stones, 
the researchers identified specific 
factors associated with the patients 
who made return ED visits. For 
instance, symptoms that prompted 
return visits included uncontrolled 
pain, severe vomiting that led to 
dehydration, or kidney stone-related 
infections that required emergency 
procedures.

One of the biggest factors 
associated with return ED visits had 
to do with the type of insurance a 
patient had, observes Scales. “In 
particular, patients who had Medicaid 
were at about a 50% higher risk of 
having a repeat visit than patients 

who had commercial insurance,” he 
says. “Since we know that sometimes 
Medicaid offers lower reimbursement 
and fewer physicians see Medicaid 
patients, that may be a barrier.”

The number of urologists 
practicing in a particular region also 
had a bearing on whether or not 
patients made return visits to the ED. 
“If they lived in an area where there 
were fewer urologists, they would 
be more likely to return to the ED 
as their source of care,” Scales says. 
“That is not necessarily surprising 
for a condition that is often treated 
by a urologist. If you just can’t find a 
urologist locally, then maybe the place 
you return is the ED.”

Follow the guidelines

While issues involving access 
were clearly associated with return 
ED visits, there was also evidence 
that the quality of care received in 
the ED was a contributing factor 
as well. “There are a few things 
that the guidelines either implicitly 
or explicitly suggest that patients 
receive: a CT scan or an alternative 
form of imaging under certain 
circumstances … and three different 
lab tests, [including] a urinalysis, 
an assessment of blood counts, and 
an assessment of kidney function,” 
Scales explains. “We looked at all 
four of these different tests … and 
we found that patients who had their 
blood count checked were 12% less 
likely to return to the ED than those 
who didn’t.”

This finding requires further 
investigation, but Scales suggests 
what may be happening is that 

Kidney stone patients often require return visits;
researchers target access, care quality issues
Facility-level data suggest where patients receive care impacts likelihood for bounce-back visits
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 n Paramedics take on future 
responsibilities

 n Treatment for opioid dependence 
in the ED

 n Rethinking care for chest pain 
patients

 n Taking a page from aviation to 
improve communication in the ED

COMING IN FUTURE MONTHS
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approaches to ED management;
  2. Discuss how developments in the 
regulatory arena apply to the ED setting; 
and
  3. Implement managerial procedures 
suggested by your peers in the publica-
tion.
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some patients who come in for early 
treatment have kidney stones that 
are blocking a urinary infection. 
“That can cause severe illness 
or even death from sepsis or an 
infection that spreads throughout 
the bloodstream,” he explains. 
“[Patients] may not have a fever yet, 
their blood pressure may still be 
normal, and they may not appear 
to be infected … but one of the few 
manifestations of an impending 
systemic infection is a very high 
white blood count.”

Consequently, providers who 
check their patients’ blood counts 
are more likely to pick up such 
infections and provide treatment on 
the first ED visit, Scales suggests. 
“That would explain why we might 
see this relationship,” he says. “All 
of the other tests are related to 
outcomes for kidney stones, but are 
probably not things that would bring 
[a patient] back to the ED with a 
life-threatening condition.”

Consider quality at 

facility level

The study results highlight some 
opportunities for improvement 
in the emergency care of patients 
with kidney stones, Scales suggests. 
“The best thing to do is to use these 
findings as a signal that we need to 
examine our own practices and make 
sure that, in fact, we are delivering 
the best care possible,” he says. 

Scales also observes that when 
the results were broken down by 
specific ED, there was considerable 
variation in the proportion of ED 
visits for kidney stones that resulted 
in bounce-back visits. “Two-thirds of 
the [facilities] we studied fell into the 
range of 6% to 16%, which means 
that depending on where you go, 
there is a pretty wide range in the 

probability of having a return visit,” 
he explains. “That would suggest 
that maybe there are some factors 
operating at the facility level that 
need to potentially be addressed.”

To conduct this kind of 
evaluation, emergency providers 
would need to examine the care that 
they deliver to kidney stone patients 
in coordination with primary care 
providers (PCP) and urologists 
“to make sure that these patients 
are taken care of in a coordinated 
way and delivered the right care at 
the right time,” Scales says. “Being 
able to coordinate care between 
the ED and the specialist, if that 
is required, or a PCP if a specialist 
is not required, would be a very 
important mechanism to address this 
and reduce those re-visits that are 
potentially avoidable.”

Current studies are delving 
further into the quality of care 
provided to kidney stone patients 
in the ED, particularly with respect 
to the finding that ties lack of a 
blood count test with repeat visits. 
“We are looking specifically at this 
population of patients who appear 
normal at their first ED visit and 
then return with a severe systemic 
infection,” Scales explains. “We are 
seeing if we can find predictors of 
that so that we can prevent people 
from going home who will turn out 
to be very severely ill within the next 
several days.”

Researchers are also specifically 
examining the role of PCPs in the 
care of patients with kidney stones. 
“Probably upwards of half the 

patients who show up in the ED 
with a kidney stone will pass it on 
their own. Those who get referred 
to urology are the ones that may 
not pass it or may have very severe 
or recurrent kidney stone disease, 
or they may need a procedure 
to remove the kidney stone,” he 
explains. “I think we are only seeing 
the tip of the iceberg when we look 
at urology care, so we are actually 
exploring what happens in the PCP 
office for kidney stones.”  n
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1. Kellermann says that EDs are 

becoming more and more 

_____________.

A . diagnostic centers to support 

primary care physicians

B . the place of choice for primary 

care

C . the primary place where 

decisions about health care are 

made

D . providers of mental health care 

2. The state of Maryland’s Global 

Budget Revenue program has 

incentivized health care reforms 

by ________________.

A . capitating pay for emergency 

care

B . capping hospital revenue and 

changing hospitals to value-based 

reimbursement 

C . turning primary care providers 

into gatekeepers 

D . basing payment to hospitals 

on core measure performance  

3. In Washington state, emergency 

providers have bought into the 

idea that they can’t be the stop 

gap for ______.

A . primary care

B . mental health care

C . chronic pain

D . homelessness 

4. Patients in the Bridges to Care 

program say that their number 

one issue in terms of deciding 

when and where to access 

health care is ____________.

A . transportation

B . cost

C . provider choice

D . location

5. In a study of patients  

presenting to EDs for kidney 

stones, researchers found that 

one of the biggest factors 

associated with return ED visits 

had to do with _________.

A . the type of symptoms they 

exhibited

B . the type of insurance they had

C . the size of the medical center 

they visited

D . where they lived


