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EXECUTIVE SUMMARY

With a portion of Medicare revenue soon to be on the line based on patient satis-
faction, ED managers have a heightened focus on making sure patients not only 
receive first-rate care, but that they also come away from the experience with 
good things to say  Some hospitals have implemented “patient centric” training 
for all employees, including the clinical staff, and they’re getting regular feedback 
from patients on things they could do better  Furthermore, patient throughput — 
always an important factor — has taken on added significance  
• Beginning this fall, Medicare will begin withholding 1% of payments to hospitals 
so that it can use these funds to provide incentives to institutions that score high 
on patient satisfaction. The percent of payments withheld will rise to 2% by 2017.
• ED managers have implemented rounding through the waiting areas so that 
patients and family members are kept informed, and they’re coming up with new 
ways to shorten patient-to-provider times  
• Experts say patient views of time spent in the ED also impact satisfaction scores 
from inpatient stays  
• Sophistication in the art of cue management is helping some EDs clear waiting 
rooms and maximize resources  
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ED managers place new importance 
on elevating the patient experience
Keys areas of focus include patient-centric training, throughput times

Hospitals across the country are scrambling to improve patient 
satisfaction so that they won’t be dinged by a provision in the 
Accountable Care Act that will put a portion of Medicare dol-

lars at risk, based on the Hospital Consumer Assessment of Healthcare 
Providers and Services (HCAPS) surveys. Beginning next fall, Medicare 
will withhold 1% of payments so that it can then use this money 
to provide incentive funds to hospitals that perform well on quality 
standards and the HCAPs surveys, which query patients on everything 
from cleanliness and noise to tell how well clinicians listened to their 
concerns. 



2       ED MANAGEMENT / JANUARY 2012

ED Management® (ISSN 1044-9167) is published monthly by AHC 
Media, a division of Thompson Media Group LLC, 3525 Piedmont Road, 
N E , Six Piedmont Center, Suite 400, Atlanta, GA 30305  Telephone: 
(404) 262-7436. Periodicals Postage Paid at Atlanta, GA 30304 and at 
additional mailing offices  

POSTMASTER: Send address changes to 
ED Management®, P.O. Box 105109, Atlanta, GA 30348.

AHC Media is accredited as a provider of continuing nursing educa-
tion by the American Nurses Credentialing Center’s Commission on 
Accreditation  

This activity has been approved for 12 5 nursing contact hours using 
a 60-minute contact hour   

Provider approved by the California Board of Registered Nursing, 
Provider #14749, for 12.5 Contact Hours.

AHC Media is accredited by the Accreditation Council for 
Continuing Medical Education to provide continuing medical education 
for physicians 

AHC Media designates this enduring material for a maximum of 15 
AMA PRA Category 1 CreditsTM  Physicians should claim only credit com-
mensurate with the extent of their participation in the activity 

Approved by the American College of Emergency Physicians for a 
maximum of 15.00 hour(s) of ACEP Category I credit.

This activity is intended for emergency physicians, ED nurses, and other 
clinicians  It is in effect for 24 months from the date of the publication 

Opinions expressed are not necessarily those of this publication  
Mention of products or services does not constitute 
endorsement  Clinical, legal, tax, and other comments 
are offered for general guidance only; professional 
counsel should be sought for specific situations  
Editor: Dorothy Brooks (dobr@bellsouth.net).
Executive Editor: Shelly Morrow Mark 

(352) 351-2587 (shelly.mark@ahcmedia.com).
Managing Editor: Leslie Hamlin 

(404) 262-5416 (leslie.hamlin@ahcmedia.com).

Copyright © 2012 by AHC Media  ED Management® is a registered 
 trademark of AHC Media  The trademark ED Management® is used herein 
under license  All rights reserved 

Editorial 
Questions

For questions  
or comments, 

call Leslie Hamlin, 
(404) 262-5416.

Subscriber Information
Customer Service: (800) 688-2421 or fax (800) 284-3291 (customerservice 
@ahcmedia.com). Hours of operation: 8:30 a.m.-6 p.m. Monday-Thursday; 
8:30 a.m.-4:30 p.m. Friday, EST. Subscription rates: U.S.A., one year (12 
issues), $499. Add $17.95 for shipping & handling. Outside U.S., add $30 
per year, total prepaid in U.S. funds. Discounts are available for group sub-
scriptions, multiple copies, site-licenses or electronic distribution. For pric-
ing information, call Tria Kreutzer at 404-262-5482. Missing issues will be 
fulfilled by customer service free of charge when contacted within 1 month 
of the missing issue date. Back issues, when available, are $82 each. (GST 
registration number R128870672.)
Photocopying: No part of this newsletter may be reproduced in any 
form or incor por ated into any information retrieval system without the 
written permission of the copyright owner. For reprint permission, please 
contact AHC Media. Address: P.O. Box 105109, Atlanta, GA 30348. 
Telephone: (800) 688-2421, ext. 5491. Fax: (800) 284-3291. World 
Wide Web: http://www.ahcmedia.com.

Experts say roughly a third of these funds will 
be connected to patient satisfaction. Further, 
the percentage of funds that is withheld from 
Medicare payments will gradually increase to 2% 
by 2017, so hospitals need to understand that 
patient reviews will be increasingly important to 
their revenue base. Also, some commercial pay-

ers are incorporating patient experience scores 
into their payments as well, and the Centers for 
Medicare and Medicaid Services (CMS) is hoping 
more of them will follow suit. 

While efforts to please patients are hospital-
wide, administrators recognize that the front 
door is critical, so the heat is on ED managers to 
make sure that patients don’t just receive first-
rate care when they enter the emergency setting, 
but that they are also seen by a provider quickly, 
and that they leave the institution with good 
things to say about their experience. It’s a tall 
order in an especially challenging environment, 
explains Jeffrey Gold, MD, chancellor, execu-
tive vice president for biosciences and health 
affairs, and dean of the College of Medicine and 
Life at the University of Toledo Medical Center 
(UTMC) in Toledo, OH.  

“The ED is one of the most difficult areas 
because it tends to be very busy, patients tend to 
be very sick, and people are coming and going,” 
he explains. “However, the same basic principles 
of caring for individuals apply. There are facility 
issues of quiet, privacy, access to rest rooms, and 
things along those lines that make all the differ-
ence in a medical environment … but then you 
also have to keep waiting times down so that you 
can get patients through whatever it is they need 
so that they can go home quickly.”

Keep the focus on patients 

Patient satisfaction became a hot button 
issue at UTMC about five years ago when it 
became clear that there was ample room for 
improvement in the way patients viewed their 
experiences with the health care organization. 
“Frankly, we had focused much more on quality 
and safety than we had focused on patient satis-
faction, so when we got quality and safety where 
we wanted — although we certainly believe that 
quality and excellence are a journey, not a des-
tination — we started focusing intensely on the 
patient experience,” says Gold.

To kickstart the process, UTMC established 
iCare University, a division of UTMC that trains 
all employees, from the clinicians to the janitors, in 
skills and techniques designed to elevate the expe-
riences that patients have when they interact with 
the health system. 

“We actually had a ribbon-cutting this fall 
on a brand new teaching site with mock patient 
rooms and office settings, as well as classroom 
settings, but the iCare concept was started in 
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2007 as a way to bring doctors and nurses and 
patients, as well as medical students, residents, 
and others together around the idea of patient 
centeredness,” says Gold. “We have thought for 
a long time that there is not enough attention to 
this issue of patient centeredness or the patient 
experience, so we birthed this idea for the iCare 
program, which stands for communication, 
access, respect, and excellence.

To underscore the seriousness of the endeavor, 
UTMC brought in a director of patient experi-
ence to oversee the iCare program, and it distrib-
uted iCare lapel pins to all employees. Further, 
every department, including the ED, monitors a 
series of metrics on display via flat-screen TVs 
in all of the inpatient and most of the outpatient 
units, says Gold. 

“Every unit knows how it is doing in terms 
of patient satisfaction and patient centeredness. 
[The personnel] know what their goals and objec-
tives are, and we continue to provide real-time 
metrics back to the individuals who are caring 
for patients,” he explains. “As a result of this, we 
have seen dramatic improvements in our patient-
centeredness scores, and we also continue to have 
extremely high patient-safety and patient-quality 
parameters.” 

Get input from patients

In the ED, one issue of prime importance is 
keeping the wait time low, says Gold, but he 
stresses that you also need to make sure that 
patients and families get all of their questions 
answered and that they understand what is 
going to happen. “Then, if a patient is going 
to be admitted, get him admitted as quickly as 
possible. If he is going home, make sure that 
follow-up is arranged, and if he has a prescrip-
tion that needs to be filled, help him do that as 
well,” he says. “It is no different than if you are 
going to a bank or getting on an airline or any-
thing else. It is what defines a good customer 
experience.”

While it isn’t necessarily easy getting busy 
clinical staff to focus on elevating the patient 
experience, Gold says UTMC hasn’t received 
any pushback to the initiative either. He credits 
the personalized way administrators discuss the 
program. “We refer to iCare as the way we want 
to be treated,” he says. “All health care provid-
ers, including physicians, nurses, pharmacists, 
and others, are health care recipients, and they 
want to be treated with respect, dignity, and 

autonomy, so I think they understand that it is 
important to treat people in that way.”

To ensure that the needs of patients remain a 
top priority, former patients are constantly invited 
into senior leadership meetings to discuss what 
their hospital experiences were like, says Gold. 
“We are constantly identifying patients who had 
a wonderful experience here because of this car-
ing focus, and bringing them to senior leadership 
team meetings so they can talk about why their 
experiences were good,” says Gold. However, he 
emphasizes that patients who have less than posi-
tive experiences are invited to share their stories 
with leadership as well. “We can learn from those 
experiences because when these patients tell their 
stories, it is not the way the nursing, pharmacy, 
and other leaders want to be treated themselves, so 
it motivates them.”

Speed patient throughput

The Cleveland Clinic in Cleveland, OH, has 
an office of patient experience, too, and it hosts 
annual summits on this issue so that hospital 
representatives can share ideas and strategies that 
they employ to make sure that the experiences 
patients have while in the hospital are in line with 
the first-rate care that they receive. What this has 
meant for the organization’s nine hospital-based 
EDs is a heightened, laser-beam focus on patient 
throughput. 

“The longer a patient waits, the less well they 
perceive their experience,” explains Donald Moffa, 
MD, the interim department chair of emergency 
medicine at the Cleveland Clinic. “That not only 
reflects on the care they received in the ED, but 
patients who are admitted through the ED who 
have had to wait a long time give lower scores in 
general for their inpatient stay.” (Also, see “Take 
aim at long wait times by mastering the art of cue 
management,” p. 5.)

Consequently, what the Cleveland Clinic is 
endeavoring to do is shorten door-to-provider times 
as well as overall length-of-stay for emergency 
patients. And it is doing this through a new ED sys-
tem that the organization began to roll out this sum-
mer called split flow. “There is an area called ‘intake’ 
that we have built in our newly remodeled main 
campus ED where we staff a mid-level provider who 
is a licensed independent practitioner, and a nurse,” 
explains Moffa. “Together they go in as a team and 
assess patients, decide what level of care they need, 
and then start the workup … whether it is a blood 
draw that needs to be done or something else.”
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In the past, a patient might be returned to the 
waiting area following an assessment, but with 
split flow, any needed tests or imaging will com-
mence right away. Further, the assessment team 
will determine where that patient needs to go 
to receive care. “We call our split-flow area the 
split-flow clinic, so if the person is vertical and 
doesn’t need many resources, perhaps he will be 
sent to get an X-ray and then go to the split-flow 
area for further care,” says Moffa. “However, if 
the patient is sicker and needs the resources of 
an acute ED, the clinical team will route him in 
that direction, where there is an entirely differ-
ent team of personnel taking care of emergency 
patients.”

The approach is making a difference. When 
the ED first implemented the split-flow system 
this summer, the average door-to-provider time 
was about 47 minutes, and now it is less than 30 
minutes, explains Moffa, noting that there has also 
been an overall improvement in patient percep-
tion of care in the ED. In addition, under the new 
approach, mid-level providers are able to handle 
about 25% of the ED’s daily patient volume, 
consisting primarily of lower-acuity patients. “This 
allows physicians to focus more of their time on 
the acute patients,” says Moffa. 

Implement rounding 

In addition to implementing the new split-flow 
process, the front end of the ED has been reconfig-
ured so that the patient waiting area is no longer 
next to the acute side where the ambulances come 
in. Instead, patients and families wait in a larger, 
quieter atmosphere that is free from the traffic 
and commotion that they used to be exposed to, 
explains Moffa. “Now, it is so quiet that patients 
don’t know what is happening in the main ED, 
and rightly so,” he says. However, a tech or nurse 
regularly rounds through the waiting area to give 
patients updates on when they will be seen, as well 
as to respond to any questions or concerns they 
may have. 

The idea to implement rounding actually came 
in response to one patient’s unpleasant experience 
of waiting for a long time in the ED with very little 
knowledge about when he would be seen or what 
the hold-up was, explains Moffa. “We brought 
that patient in to describe his experience, got the 
engagement of staff to develop a solution, and 
then implemented the solution.” 

Moffa adds that some of the health system’s 
most valuable information comes from patients in 

the form of comments that they will return with 
surveys, or in notes or letters that they drop in the 
mail. “Some of these things really need immediate 
attention, so we will bring the people in who have 
written those verbatims, and we will have them 
present to staff,” he explains.

Consider HEART approach

Similar to UTMC, there is an array of system-
wide services at the Cleveland Clinic that can help 
to burnish ED patient reviews. For example, a 
healing services team offers aromatherapy, light 
massages, and spiritual care for patients or loved 
ones who are stressed or in pain. “It doesn’t 
impact emergency medicine care, but when we 
have a crisis situation in the ED, such as a family 
member with a loved one who is in cardiac arrest, 
we will quickly contact our chaplain or our spiri-
tual healing services to come down to the ED so 
that they can interact with family members,” says 
Moffa.

Also, all Cleveland Clinic employees, includ-
ing physicians and nurses, wear a badge that 
says “Caregiver,” and they go through so-called 
HEART training designed to help them be more 
responsive to patient concerns. “It is a better 
means of listening to a patient when they have a 
complaint or a problem. You have to hear them, 
empathize with them, acknowledge them, give 
them a response, and thank them,” says Moffa, 
who helped develop the five-hour training. “It is a 
way you can take a breath … and see how you can 
improve care with the patient or the patient’s fam-
ily, and really impact their experience.”  n

• Jeffrey Gold, MD, Chancellor, Executive Vice President 
for Biosciences and Health Affairs, and Dean of the College 
of Medicine and Life, University of Toledo Medical Center, 
Toledo, OH   Phone: 419-383-4000 
• Donald Moffa, MD, Interim Department Chair, 
Emergency Medicine, Cleveland Clinic, Cleveland, OH  
E-mail: moffad@ccf.org.
• David Eitel, MD, MBA, Co-inventor of ESI Triage, 
and Co-author of Optimizing Emergency Department 
Throughput: Operations Management Solutions for Health 
Care Decision Makers (Productivity Press, 2009). E-mail: 
daveitel@comcast net 
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Expert: Take aim at long 
wait times by mastering 
the art of cue management 

There is no getting around the fact that key to 
a positive patient experience in the ED is time: 

Patients want to see a provider quickly, and if they 
have to wait for hours, their view of the episode 
will be soured regardless of a positive outcome or 
whether the care they received was of the highest 
quality. 

However, even though this concept is well-under-
stood by ED managers, patient flow continues to 
get bogged down on a routine basis, and it is easy 
to see why, according to David Eitel, MD, MBA, 
the co-inventor of ESI Triage, and co-author of 
Optimizing Emergency Department Throughput: 
Operations Management Solutions for Health Care 
Decision Makers (Productivity Press, 2009). “In 
most EDs, there is linear processing. The patient 
comes in, and then you do this, and this, and then 
this,” he says. “Linear processing guarantees wait-
ing. When you have multiple patients or customers 
vying for a pool of service providers, linear process-
ing is the death knell to flow.”

The solution is not typically a matter of hir-
ing more personnel, says Eitel, but rather a bit of 
sophistication in queuing theory — or put more 
simply, the management of lines. In fact, Eitel sug-
gests that some ED managers could learn a thing 
or two from retailers who have developed systems 
so that no one waiting to be served gets stuck 
behind a single slow cashier; customers merely 
move on to the next open cashier. Eitel says this 
same idea can be applied to a busy ED.

“We don’t have one or two servers. We have 
a whole bunch,” says Eitel, noting that there are 
physicians, nurses, lab technicians, and so on. 
“Within the system, people can get into cues in 
front of other ‘servers’ to get services that are 
available, so cues can form at the front or within 
the system.”

For such systems to work well in health care, 
you need to couple cue management with cue 
discipline — or a way of prioritizing care services, 
explains Eitel. This can be done, for example, by 
putting an experienced clinician at the front of the 
ED so that he or she can quickly determine what 
care services patients need to access first. 

“There are patients who need to be in a core 
ED bed because they are just sick, there are many 
patients who need diagnostic testing who don’t 

need an ED bed, and there are also lots of patients 
who need some simple therapy, but not a core 
bed,” says Eitel. “The way this works as a system is 
you put people into streams of care.”

Align resources to meet demand

Underlying any effective system, there needs to 
be enough “innate service capacity” so that the 
ED does not become overwhelmed on a routine 
basis, explains Eitel, but he further stresses that 
constructing such a system in a department that is 
designed to handle emergencies is not as compli-
cated as some would suggest. “Although there is 
tremendous variation [in volume] over the hours of 
the day, there is also tremendous predictability in 
the patterns of arrival,” he says. “If Sunday after-
noons are different than Tuesdays at midnight, 
then you align your resources and your services to 
meet demand.”

It sounds straightforward enough, but Eitel says 
many EDs struggle with this task. Why? Because 
rather than having someone look at the big pic-
ture, they have physicians and nurses each doing 
their own staffing, registration will do its own 
staffing, and so on, explains Eitel. The result is 
that, at many EDs, there will be a waiting room 
full of patients and physicians in the ED with 
nothing to do because there is no “transporter” to 
take the patients upstairs. 

“This happens all across the country. Physicians 
are sitting there and patients are in the waiting 
room because they haven’t figured out what server 
type gets the bottleneck to flow,” says Eitel. “You 
need to know what your demand is, in general, 
and then you can align capacity resources to meet 
the demand. That is a key principle, and it is not 
known by a lot of people.”

Establish a patient-flow manager

High-volume EDs that pride themselves on 
efficiency and effective throughput might want 
to consider creating a position for a patient-flow 
manager, suggests Eitel. “This is a crackerjack 
nurse who is into system management and likes 
things to work,” he says, comparing the position 
to the conductor of an orchestra. “You have to 
have your eye on a whole lot of players at all times 
to keep them all together, and the purpose is not to 
play music, but to keep people flowing through a 
specific system.”

Ideally, the patient-flow manager will know the 
system so well that he or she will be able to make 



6       ED MANAGEMENT / JANUARY 2012

needed adjustments in resources when an unantici-
pated emergency or an influx of patients occurs. 
“Sometimes, you get two STEMIs [ST segment 
elevation myocardial infarction] in an hour. It 
changes a lot, so you borrow resources within the 
system from one pod to another and then put those 
resources back in their pods [when the patients 
have been cared for],” explains Eitel. “If you have 
someone who has a system, and knows the system, 
they have these scenarios in their heads … so they 
can deploy their ‘servers’ around the needs that 
they have, and optimize flow in a prioritized way.” 

The example of the two STEMI cases is an apt 
illustration for why cue management and cue disci-
pline need to take place throughout the ED pro-
cess, not just on the front end, stresses Eitel. “All 
systems can be overwhelmed, but with dynamic 
management, you can recover quickly,” he says. 
“Once you have a system described, and you have 
a system coordinator who gets it and is a good 
nurse, magic can happen.”  n

Planning a brand new ED? 
Study up on acoustics, 
air quality, and patient 
wish-lists
Integrate patient feedback into your design plans 

New systems and processes can make a big dif-
ference in trimming wait times and changing 

customer perceptions in the ED. However, admin-
istrators in the enviable position of being able to 
design a brand new ED facility have an opportuni-
ty to create patient-friendly environments that also 
cater to their own characteristics in terms of flow 
processes and volume. 

When drawing up plans for a new facility, there 
is no better guidance than listening to the voice of 
the customer, stresses Gary Kusnierz, vice president 
of performance excellence, Affinity Health System 
in Menasha, WI, a regional health care system 
that includes St. Elizabeth Hospital in Appleton, 
WI. The hospital just opened a new emergency 
department and surgery procedure area this fall. 
However, at the beginning of the planning process, 
Kusnierz says health system administrators inter-
viewed more than 700 patients to find out what 
qualities they wanted to see in the new facility. 

“We collected a ton of data, and one of the 
things that became quite clear was that people 
wanted to be able to communicate [with their pro-
viders] in a private area, and not give out informa-
tion in public settings, so that was at the top of the 
list,” says Kusnierz. “So privacy was a big thing, 
and the connection to the nature was another big 
item.”

People wanted to have direct sunlight coming 
into the building, they didn’t want the ED to smell 
like a traditional hospital, and they wanted to see 
more environmentally friendly natural materials, 
says Kusnierz. “People are starting to recognize 
natural products that are used not only in the 
infrastructure, but also in the fixtures, furnishings, 
and equipment,” he says. 

Prioritize acoustics

Administrators worked through different simu-
lations and modeling, and created a design that 
includes eight centrally located “flex” rooms 
that can be used either as emergency department 
rooms or surgery procedure areas, since the two 
areas have opposite peak hours of operation. The 
rooms have frosted, sliding glass doors to promote 
maximum privacy, and the walls are painted with 
nature-inspired murals. Lighting in the rooms can 
be adjusted to promote patient relaxation, and 
radiant heat panels are positioned over the beds to 
keep patients warm. 

Sound control was a big priority in designing 
the new facility, says Kusnierz. “Every wall in 
the department was identified to have a certain 
insulating factor so that we could minimize the 
transmission of noise,” he explains. “Also, we 
have used an acoustical-grade ceiling tile that 
has a higher [sound] absorption rate … and all 
the doors are equipped with seals and sweeps, 
because we found through our testing that doors 
are a major area where noise transmits through.” 
(Also, see “Study: Noise increases stress, inter-

EXECUTIVE SUMMARY

Hospitals planning to construct new EDs have a golden 
opportunity to integrate designs and materials that can 
please both patients and providers  Experts say attention 
to acoustics, privacy, and air quality can lower stress levels 
and boost satisfaction  Further, designs that prioritize effi-
cient work flows get high marks from providers 
• Experts advise hospital leaders to get considerable 

input from patients before designing a new ED facility 
• Privacy, quiet, and a connection to nature are top priori-

ties for patients    
• Use design to enhance patient flow.
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feres with communications and teaching in the 
ED,” p. 8.)

Even the nursing stations were equipped with 
sound-absorbing material, adds Kusnierz. And 
while administrators have not yet had time to 
tally results from these measures, the difference is 
obvious, he says. “When you are in an area that 
is not designed appropriately from an acoustical 
standpoint, everyone’s voice is flared, but when 
you start putting these designs into place, all 
of a sudden you walk around and you find out 
that people are talking in a much calmer tone of 
voice,” he says. “So we have been able to help 
change the behaviors of people working in the ED 
and the other areas across the system that we have 
designed like this.” 

Lower stress with effective design

A redesigned pedestrian flow pattern has had a 
substantial impact on the stress level as well, says 
Kusnierz. “In our old facility, [when people walked 
in the door] they would immediately be positioned 
in a maze of corridors,” he says. “In our new 
facility, we have made a significant design change 
so that the public is routed around the perimeter 
of the building, and always within eyesight of the 
outside.”

It is a good way to get people from point A to 
point B, says Kusnierz, but people say that it also 
has a calming effect. “If we can create that impact, 
perhaps by the time they get to where they are 
going for care, they are not as stressed out as they 
were in the old environment,” he observes. “It is 
all connected back to the whole process of people 
getting around on a campus where people are see-
ing an external connection to nature.”

Patients aren’t the only ones considered in the 
new design, says Kusnierz. The reconfigured work-
flow has positioned supplies and other resources 
at the fingertips of clinicians, so they don’t need to 
travel as far as they did before, and there is much 
less “hunting and fetching” of items that they need 
to care for patients, he says. Even after just two 
weeks of operations in the new ED, staff feedback 
was very positive, adds Kusnierz. 

While early impressions have been auspicious, 
the hospital intends to gather data about the 
impact of the new ED, find out what features are 
having the biggest impact with patients, and what 
other improvements patients might want to see. 
“We have listened to patients, but we have done it 
in a way where we can collect data and routinely 
go back and measure those characteristics,” says 

Kusnierz. “All of the acoustical changes, design 
features, and workflows have strong metrics 
behind them, so we are going to go back and verify 
those metrics and make sure we accomplished our 
goals.”

Take a look at no-wait concept

Adventist GlenOaks Hospital in Glendale 
Heights, IL, was also in a position to build a brand 
new ED facility four years ago, and administra-
tors there decided that a no-waiting room concept 
would appeal to patients, and it would be doable, 
given that the ED is a smaller-volume facility that 
sees about 19,000 patients a year. 

To accommodate this concept, the new ED 
has 19 private rooms so that as soon as a patient 
walks into the facility, a registration clerk will 
announce his or her arrival while performing a 
quick registration, then a nurse or a tech will 
immediately take the patient to one of the private 
rooms where the triage process will commence, 
explains Marion Schneider, RN, MBA, CEN, 
the director of emergency services at Adventist 
GlenOaks Hospital. 

“How quickly it takes from the time the patient 
hits the door of the ED to the time he or she sees a 
provider has been reduced from about 30 minutes 
to about 6 minutes on average,” says Schneider. 
“What has been trimmed is that patients are not 
fully registered at the beginning, so that is sev-
eral minutes off,” she says, noting that triage 
takes place before registration staff come into the 
patient’s room to complete the registration process. 
“By that time, patients have already been assessed 
by a nurse and she can even start some of the treat-
ments based on protocols that we have already set 
up,” adds Schneider. 

Patient satisfaction scores average around 
the 80th percentile in Press Ganey surveys, says 
Schneider, and there have been no dips in the last 
year and a half. “They have just continued to go 
up,” she says. However, she doesn’t credit the 
improvement entirely to the no-wait ED concept. 
Schneider suggests that other customer-service 
initiatives have undoubtedly played a role.

For example, the day after patients have been 
seen in the ED, a tech or a nurse will always call 
to see how they are doing and ask whether they 
have any questions or concerns. “The overwhelm-
ing majority of patients are just completely ecstatic 
with the immediate attention that they get from 
these callbacks,” says Schneider. “We hear positive 
comments about this every single day.”
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Interact with pre-hospital providers

Another area of focus for the ED is on inter-
actions with pre-hospital providers. “We have 
found that they are extremely important to the 
care of our patients,” says Schneider. “We lis-
ten to what they have to say about what they 
see and hear in the field, and we have also 
begun doing programs where we invite them 
in and have them participate on the team so 
that the whole patient flow from pre-hospital, 
to the ED, to inpatient is very smooth,” says 
Schneider. “The paramedics understand what 
we are doing in the hospital, what kinds of 
services we can provide for patients, and they 
can be advocates for patients in the field.”

With such cooperation, care is expedited for 
patients, says Schneider. For example, when 
paramedics say they have a STEMI [ST segment 
elevation myocardial infarction] patient, the ED 
will immediately call in the catheterization team. 
“We don’t even wait for the EKG,” she says. 
“We believe them.”

With increases in both ambulance and walk-
in visits, patient volume in the ED is up by 
about 7% over the past year. In fact, Schneider 
anticipates that the demand will soon support 
the opening of a fast-track program to handle 
patients with less acute needs so that they can 
be in and out of the ED quickly. “What we 
are finding is that as we are growing, we are 
changing our processes,” she says. 

Schneider is the first to admit that what 
works at Adventist GlenOaks is not necessar-
ily going to work for an ED that sees 200,000 
patients a year, or an ED that works in a dif-
ferent geographic area. She advises colleagues 
to look at their own processes and characteris-
tics, be patient-focused, and evaluate how they 
can most efficiently move patients through the 
ED.  n

• Gary Kusnierz, Vice President of Performance Excellence, 
Affinity Health System, Menasha, WI  Phone: 1-800-362-
9900 
• Marion Schneider, RN, MBA, CEN, Director of Emergency 
Services, Adventist GlenOaks Hospital, Glendale Heights, 
IL  E-mail: marion schneider@ahss org 

Study: Noise increases 
stress, interferes with 
communications and 
teaching in the ED

Does noise volume have any impact on care 
quality? It is a question of high interest to ED 

managers because of all the commotion, sirens, and 
visible distress that are typical of high-volume EDs. 
However, while some research finds no impact 
from noise in the ED, the latest study to look at 
the issue suggests that, perhaps, noise does have a 
negative impact.

The study, conducted by researchers at Sick 
Kids Hospital in Toronto, Canada, measured the 
noise levels in the tertiary care pediatric ED, and 
surveyed physicians about their perceptions of the 
noise level and its impact. The study appears in the 
journal Pediatric Emergency Care.1

Using a sound-level meter, researchers found that 
the average noise level at the nursing station in the 
ED was 68.73 decibels when measured over a period 
of one week, a level that is akin to a running vacuum 
cleaner, although sound levels peaked at 110 deci-
bels, which is more like listening to a power saw.

When queried about the sound levels, only 35% 
of staff physicians and 22% of residents said the 
noise was uncomfortable, but most perceived the 
background noise as stressful, and said that it 
impacted communications. The physicians even 
indicated that they feel helpless when it is too noisy, 
and that they don’t have any effective strategies to 
reduce noise in the ED. The physicians rated more 
than half of the shifts studied as very noisy, and 
indicated that the noise interferes with teaching.

In reports about the research, the lead author 
of the study, William Mounstephen, BSc, MD, 
FRCPC(C), the director of Paediatric Emergency 
Medicine at Sick Kids Hospital, said that such 
noise, and the resulting stress, have the potential to 
create miscommunication and, therefore, to cause 
harm. Since the study was completed, the hospital 
has rebuilt its ED with sound concerns in mind, 
says Mounstephen. Developers installed sound 
barriers, lowered the ring volume on telephones, 
and divided the space into sections, he says.  n

REFERENCE
1. Ratnapalan S, Cieslak P, Mizzi T, et al. Physicians’ percep-
tions of background noise in a pediatric emergency depart-
ment. Pediatric Emergency Care 2011; 27:826-833.
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Researchers find huge 
savings opportunity in 
oral form of IV drugs
Education, decision support can drive change

Hospitals could potentially save millions of 
dollars by swapping commonly prescribed in-

travenous (IV) medications with their oral equiva-
lents in patients who can safely take medications 
by mouth, according to a new study by researchers 
at Johns Hopkins Hospital in Baltimore, MD. The 
research, which was published in the journal Clini-
cal Therapeutics, involved a review of the hospi-
tal’s computerized physician-order entry system for 
the year 2010 from the hospital’s Department of 
Medicine, not including surgical patients.1

The researchers looked at the financial implica-
tions of switching out just four commonly pre-
scribed IV medications: chlorothiazide, a drug 
used to treat blood pressure and fluid retention; 
voriconazole, an anti-fungal medication; leve-
tiracetam, which is used to treat seizures; and 
pantoprazole, a treatment for acid reflux. They 
concluded that the hospital could have saved more 
than a million dollars by utilizing the oral equiva-
lents of the IV drugs in cases where patients were 
either prescribed some of their medications orally 
or they were being fed by mouth. And that’s just a 

portion of the potential savings, according to the 
researchers. 

“We only looked at the cost of buying the drugs. 
We did not look at the cost of starting an IV and 
maintaining an IV, and we didn’t look at the cost 
of having a [case] of sepsis,” explains Christoph 
Lehmann, MD, a co-author of the study and the 
director of Clinical Information Technology at 
Johns Hopkins Children’s Center in Baltimore, 
MD. Furthermore, Lehmann emphasizes that there 
are many other IV drugs that can be given in oral 
form, and the oral equivalents are generally much 
less expensive than the IV medications.

In fact, the differences in cost are eye-popping. 
For example, the researchers report that the whole-
sale price of a 5-milligram tablet of chlorothiazide 
is $1.48, and the equivalent dose of the drug in IV 
form is $357. Similarly, pantoprazole, which was 
the most commonly prescribed drug in the study, 
costs about $4 for a 40-milligram tablet, and $144 
for the same dose in IV form.

Other studies have looked at this issue, but they 
have primarily focused on antibiotics, because 
these drugs are so widely prescribed in the hospital 
setting, explains Brandyn Lau, a co-author of the 
study and a medical informatics specialist at Johns 
Hopkins University School of Medicine. “What we 
tried to do is look at four different classes of drugs 
to try to give better generalizability hospital-wide,” 
he says. With broader application, the savings 
would be enormous, says Lau. 

Make use of prompts for busy clinicians

With both safety and savings on the line, it 
seems as though switching an order for an IV drug 
to its oral equivalent would be an easy, straight-
forward decision for physicians, but that is not 
the case, explains Lehmann. “I am an intensivist 
who works in a newborn intensive-care unit,” 
he says, explaining that his number one prior-
ity is to keep his young patients “away from the 
abyss.” Decisions about whether it is time to pull 
out a central line are crowded out by more urgent 
matters, adds Lehmann. “I counted once. By 11 
o’clock in the morning, I had been asked 50 ques-
tions that I had to make decisions about … so my 
capacity for thinking about these things, keeping 
those balls in the air, and actually moving on such 
issues is limited, and that is probably true for most 
physicians.”

Furthermore, while there are opportunities for 
savings in every hospital department, there are 
often added challenges in the emergency setting. 

EXECUTIVE SUMMARY

Researchers find that hospitals could save millions of dol-
lars by switching commonly prescribed intravenous (IV) 
medications to their oral equivalents in patients who are 
able to take medications orally  These findings come from 
an analysis of 2010 computer records from one depart-
ment at Johns Hopkins Hospital in Baltimore, MD, but 
researchers suggest such savings are possible hospital-
wide and could be utilized with many additional IV 
drugs  Most IV drugs are much more expensive than their 
oral equivalent forms 
• Researchers conclude that the hospital could have 

saved more than $1 million by switching some patients 
over to the oral equivalent forms of four commonly 
prescribed IV drugs, and these savings are just for one 
department in one year 

• Additional savings related to reduced IV-related infec-
tions and the costs of administering and maintaining IVs 
are also likely, say researchers 

• Education and clinical decision support tools are 
needed to make providers aware of opportunities to uti-
lize the oral forms of IV medications  
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“ED physicians deal with great degrees of uncer-
tainty,” says Lehmann. “A patient walks in and 
complains of a stomachache. That could be an 
aortic aneurysm, and that patient might need to 
be in the operating room in the next hour, so the 
treating physician is not going to let that patient 
have a diet.”

Given the pressures and distractions that all 
hospital physicians deal with, Lehmann believes 
hospitals should consider developing clinical deci-
sion support tools to help prompt physicians when 
an opportunity to switch a patient from IV meds 
to the oral equivalents presents itself. In fact, one 
of the key reasons he delved into this research was 
because he wanted to make a strong case for the 
value of clinical-decision support tools. 

“I believe that using health information technol-
ogy to help prompt doctors to do the right thing 
will improve quality and safety, and it will make 
care better and it will make patients happier,” says 
Lehmann. But he acknowledges that off-the-shelf 
software does not come equipped with this type 
of clinical-decision support, and such tools are 
expensive to build. But Lehmann believes this type 
of clinical-decision support can not only boost 
quality, but also ultimately save money.

Take a generalized approach 

In developing any such tool, however, Lehmann 
emphasizes that designers need to insure that 
physicians are not bombarded with alerts. “Every 
time I am in the middle of rounds and something 
pops up and tells me that I am supposed to do 
something, I lose my train of thought. There is a 
potential for error, so it comes at a cost in itself,” 
he says.

Consequently, Lehmann advocates for a more 
generic type of approach that would, for example, 
notify a physician when a patient is receiving 
80% to 90% of his or her intake by mouth, and 
yet still is receiving medication via IV. This type 
of generalized alert would be triggered when the 
patient reaches a certain oral-intake threshold. It 
would list the IV medications the patient is on that 
have oral equivalents, and suggest that the physi-
cian consider switching the patient over to the oral 
drugs, explains Lehmann. “This would be the most 
convenient and least interruptive [approach],” he 
says. “And it would be most effective because you 
would target a large number of medications at the 
same time.” 

With this type of clinical-decision support 
mechanism, there will be times when physicians 

decide a patient is too sick to receive the oral medi-
cations, or there may be other reasons why the 
patient may be better served by the IV medication, 
says Lehmann, but he stresses that at least physi-
cians will have good information at hand to make 
the best decisions for patient care. 

Physician education around this issue can also 
be effective, says Lehmann. Clinicians need to be 
aware that oral medications are much less expen-
sive than the same drugs in IV form, he says. With 
this information, they might be inclined to change 
their prescribing patterns even without constant 
reminders, he adds.  

Consider the financial impact

With the considerable savings that are possible 
from reducing the amount of IV medications that 
are used, you would think that payers would be 
demanding the kinds of changes suggested in this 
study. However, Lehmann points out that it is gen-
erally the hospitals that are on the hook for these 
IV medication charges because most payers pay 
a flat fee for a hospital stay as long as there is no 
change in length of stay.

And indeed, Lehmann reports that administra-
tors at Johns Hopkins are intrigued by the study’s 
findings, and interested in taking the next step. 
Consequently, as soon as resources are allocated, 
researchers plan to build this type of clinical-deci-
sion support tool so that it can be implemented 
and studied further. Lehman believes it will take 
at least six months to develop this tool, but he is 
also eager to leverage clinical-decision support in 
additional ways. 

“We all know that this is where we are going to 
have an impact on patient care, so being able to tie 
[this tool] with savings is something that will allow 
me to do the other really cool things that are pos-
sible with clinical decision support,” he says.  n
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CNE/CME INSTRUCTIONS
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EARN CREDIT FOR THIS ACTIVITY:
1  Read and study the activity, using the provided refer-

ences for further research 
2  Log on to www.cmecity.com to take a post-test; tests 

can be taken after each issue or collectively at the end of 
the semester  First-time users will have to register on the site 
using the 8-digit subscriber number printed on their mailing 
label, invoice, or renewal notice. 

3. Pass the online tests with a score of 100%; you will be 
allowed to answer the questions as many times as needed 
to achieve a score of 100%. 

4  After successfully completing the last test of the 
semester, your browser will be automatically directed to the 
activity evaluation form, which you will submit online  

5  Once the evaluation is received, a credit letter will be 
sent to you   n

CNE/CME OBJECTIVES
1   Apply new information about various 

approaches to ED management  
2   Discuss how developments in the regulatory 

arena apply to the ED setting 
3   Implement managerial procedures suggested by 

your peers in the publication   n
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jclinthera.2011.09.030.
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Hopkins Hospital, Baltimore, MD  E-mail: clehmann@jhmi.
edu 
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CNE/CME QUESTIONS

1  Under a provision in the Accountable Care Act, next fall 
Medicare will begin withholding 1% of hospital payments 
so it can then use these funds to provide incentive pay-
ments to high-performing hospitals. About 30% of these 
funds will be connected to:
A  hospital-acquired infections
B. patient satisfaction
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C  quality standards
D  all of the above 

2  To insure that the needs of patients remain a top prior-
ity, the University of Toledo Medical Center in Toledo, OH, 
regularly:
A  invites former patients to discuss their hospital experi-
ences with senior leadership
B. posts greeters at the front door to welcome patients
C  calls patients after their stay in the hospital
D. gets advice from staff on how to improve 

3  According to Donald Moffa, MD, the interim depart-
ment chair of emergency medicine at the Cleveland Clinic, 
the longer a patient waits in the ED:
A  the more likely it is that the patient will leave without 
being seen
B. the more likely it is that the patient’s condition will 
deteriorate
C  the more likely it is that the patient will require admis-
sion to the hospital
D  the more likely the patient will view his or her ED  
experience in a negative way

4  According to David Eitel, MD, MBA, the co-inventor of 
ESI Triage, patient flow gets bogged down in many EDs on 
a routine basis because of:
A  inadequate personnel
B. linear processing 
C  poor planning 
D  all of the above

5  According to Gary Kusnierz, vice president of perfor-
mance excellence, Affinity Health System in Menasha, WI, 
what was the top priority for patients when they were 
queried about what they wanted to see in a new ED at St  
Elizabeth Hospital in Appleton, WI?
A  People wanted to be able to communicate in a private 
area.
B. Patients wanted friendly personnel.
C  They wanted subdued lighting and natural materials 
D  They wanted easy access 

6  A new study suggests that hospitals could save millions 
of dollars by switching patients from IV medications to the 
oral equivalent forms of these drugs, which are much less 
expensive  Christoph Lehmann, MD, a co-author of the 
study and the director of Clinical Information Technology 
at Johns Hopkins Children’s Center in Baltimore, MD, says 
savings would come not just from the lowered cost of the 
drugs, but also from:
A  the costs associated with starting and maintaining IVs
B. the costs associated with treating infections resulting 
from IVs
C  reduced length of stay
D. both A and B
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Despite continuing turbulence in the health care 
industry, the past 12 months have been a pe-

riod of relative stability as far as compensation is 
concerned among leaders in the ED, according to 
respondents to the 2011 ED Management Salary 
Survey. This follows a year in which salaries finally 
began to inch up after several years of stagnation. 

In the 2011 survey, 40% of respondents indi-
cated that they received salary hikes in the 1%-3% 
range, and 30% saw no change in their compen-
sation levels. Just 15% saw hikes in the 4%-6% 
range, with 5% reporting increases of 7%-10%. 
However, the news is not all positive, as 10% of 
respondents indicated that their salary decreased 
during the past year.

The 2011 results are similar, although not 
as rosy as last year, when 45% of respondents 
reported salary hikes of 1%-3%, and 15% 
reported even larger increases. Furthermore, there 
were no reports of decreases last year. 

Nurse managers see  
increased responsibilities

While the data suggest there has been little 
change in compensation levels, there is no ques-
tion that the industry continues to look for 
ways to reduce costs, and experts anticipate that 
this pressure is likely to impact nursing salaries 
one way or another. “Organizations are con-

2011 SALARY SURVEY RESULTS
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Salaries stabilize, although experts say demand for 
ED physicians is such that organizations are having 
to dig deep to lure in medical directors 



cerned about future revenues and the likelihood 
of payment reductions. Meeting regulatory 
requirements is routine for our industry, but the 
costs associated with implementing and main-
taining an Electronic Health Record (EHR), 
upgrading or replacing systems to prepare for 
ICD-10 and Meaningful Use are significant. 
As a result, health systems are placing signifi-
cant emphasis on performance improvement 
and cost reduction. Leaders are standardizing, 
reducing variability across departments/hos-
pitals and the automating workflows to drive 
improved outcomes or increased efficiencies. In 
some organizations this has led to the elimina-
tion or consolidation of some positions. This is 
a trend that will most likely continue into the 
future,” explains Diana Contino, RN, MBA, 
FAEN, senior manager, Deloitte Consulting, Los 
Angeles, CA. 

In addition, many ED nurse managers are see-
ing their responsibilities increase into new areas. 
For example, at Denver Health Medical Center in 
Denver, CO, the last time there was any change in 
compensation levels for ED managers was 2006, 
observes Nancy Klock, MBA, the administrative 
director of the ED. However, she says the health 
system now expects nurse managers to take more 
responsibility for the financial aspects of operating 
the ED. 

“In the past, it was all clinical and staff 
scheduling, but now we are expecting nurse 
managers to be aware of their budgets, to be 
able to explain variances, and to be able to 
understand what the financial impact is when 
they assign a nurse overtime. They need to be 
able to support why that was the right thing to 

do,” explains Klock. “This is very much a shift 
in expectations.”

The health system is providing added support 
to nurse mangers to help them gain more business 
acumen. However, Klock acknowledges that some 
of the ED nurse mangers are struggling with the 
added responsibilities, and there has been some 
turnover in the upper ranks. Furthermore, when 
interviewing new applicants for ED management 
slots, the health system is definitely looking for 
financial expertise. “Several of the applicants we 
are looking at are either in the final stages of get-
ting an MBA or they have already received the 
degree,” she says. 

In addition to business acumen, organizations 
want their ED managers to be personable and to 
possess good judgment in a multitude of areas, 
says Contino. “The bottom line is that the ED 
manager needs to not just be strictly focused on 
operations, he or she needs to be strong with 
finance, strong with community outreach, and 
strong with physician relationships,” she says. 
“Further, if the individual is at the director level, 
organizations want him or her to be able to 
hire and identify good clinicians to work in the 
department.” 

With all of these expectations, it is not surpris-
ing that most ED mangers put in long hours at 
the hospital, according to this year’s data. Among 
all respondents, 30% reported working between 
46 and 50 hours per week, 10% reported work-
ing 56-60 hours per week, 15% said they worked 
61-65 hours per week, and 5% said they typically 
work more than 65 hours per week. Just 10% of 
respondents reported working less than 40 hours 
per week.
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Opportunities abound  
for ED medical directors

Despite such working conditions and the 
increasing demands on nurse managers, the supply 
of qualified candidates is plentiful, says Contino. 
Why? Because the faltering economy has forced 
many nurses who had left the profession or were 
working part time to seek full-time work. This has 
given organizations plenty of options to choose 
from when seeking nurse managers to work in 
their EDs, she says. 

However, organizations are having a much 
more difficult time finding physicians to become 
directors of emergency services or to fill ED medi-
cal director posts, observes Tommy Bohannon, 
divisional vice president, hospital-based recruiting, 
for Irving, TX-based Merritt Hawkins, a physician 
search and consulting firm. 

“If you go back four or five years, we were 
recruiting ABEM [American Board of Emergency 
Medicine]-certified physicians in the $160 to 
$175 per hour range and having a reasonable 
degree of success [finding good candidates],” says 
Bohannon. “Now, generalizing as much as I can, 
it is virtually impossible for us to get interest from 
ABEM-certified physicians for anything less than 
$200 per hour.”

In some cases, organizations have to offer 
physicians as much as $245 per hour to lure 
them away from their current practice to a new 
opportunity, says Bohannon. “There has been so 
much publicity and conversation regarding how 
in-demand these physicians are, and there is this 
glut of patients who are flocking to the ED, maybe 
because they don’t have insurance or maybe 

because they don’t have a primary care doctor,” 
he says. “Whatever the case is, demand in the ED 
has increased to the point where [ED physicians] 
know they could pick a spot on a map and find a 
job there if they wanted to.”

Bohannon explains that he hasn’t seen much 
change over the past year in stipend levels for 
physicians who serve as medical directors — 
the $30,000 or $40,000 they get on top of 
whatever everyone else receives to serve in that 
role. “Where we are really seeing a difference 
during the last 12-18 months is in that initial 
package that is required to recruit someone,” 
he says. 

Further, groups that have had a fairly stable 
group of physicians for several years and then 
find themselves having to recruit for the first time 
in a while may find that they need to re-adjust 
compensation levels upward. “Because they have 
to offer more on the open market, it causes them, 
for parity purposes, to change the way they are 
compensating their existing physicians,” adds 
Bohannon.

Regional differences diminish

Among respondents to the Salary Survey, which 
included both nurse managers and physician man-
agers, 40% said they earned between $100,000 
and $129,000 per year, and 30% said they earned 
$130,000 or more per year. Only about a third of 
respondents indicated that they earned less than 
$100,000 per year.

However, Bohannon points out that with regard 
to physician compensation, there are so many vari-
ables involved, that it can be difficult for survey 
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data to capture all the nuances. For example, he 
notes that there are differences in the way shifts 
are structured, the number of hours a physi-
cian chooses to work, and the levels of coverage 
involved. In addition, he points out that compen-
sation can vary, depending on the acuity level of a 
facility.

Further, Bohannon says regional differences in 
compensation levels are lessening. “The prevailing 
trend has been that everybody has come closer to 
the middle,” he says. “I have been here 13 years, 
and we used to see a pretty significant disparity 
between the different regions of the country, but 
that is not as much the case anymore.” 

However, with ED physicians in high demand, 
smaller groups or hospitals that may only have 
one or two sites are having a tougher time finding 
directors because they can’t offer the geographic 
options that large, multi-site groups have, says 
Bohannon. “That ends up decreasing the pool of 
available candidates,” he adds. “But the biggest 
issue [driving compensation] is simply increased 
demand for their services.” 

Personality traits  
increasingly important 

As is the case with nurse managers, organiza-
tions are looking for ED managers who have the 
personality traits needed to deliver good customer 

service, but these attributes have been prized for 
some time in the emergency medicine field, stresses 
Bohannon. “Most administrators are acutely aware 
that the ED is the front door to their hospital, and 
for the vast majority of patients, that is where their 
first interaction with the hospital occurs,” he says. 
“So there has always been that customer service 
awareness, but there is more of that now.”

Further, as more hospitals move to a hospitalist-
type model, organizations want ED managers who 
are capable of working effectively with colleagues 
throughout the organization. “There is a lot more 
emphasis on the flow of the patient, and how you 
can get the patient from the ED to an inpatient 
bed in the quickest amount of time and do it in 
such a way that there is good communication and 
a solid handoff between the ED and the hospital-
ist group,” says Bohannon, noting that he expects 
to see even more emphasis on these aspects of 
organizational agility and relationships with other 
physicians as bundled payments and Accountable 
Care Organization (ACO) models continue to 
proliferate. “You are going to see these qualities 
become more and more important as the leaders 
of these different pods need to interact effectively 
with their counterparts in other service lines.”  n

Editor’s note: To compile the 2011 ED 
Management Salary Survey, a total of 389 surveys 
were distributed, 20 surveys were returned and 
tabulated, for a response rate of 5.14%. 
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