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EXECUTIVE SUMMARY

Most health policy experts recognize that effective care coordination between 
the ED and other providers has the potential to improve health and reduce costs  
However, researchers have found that ED-based interventions have differing rates 
of success, depending on the unique characteristics of the work environment, as 
well as the providers involved  With these caveats in mind, researchers combing 
through the literature on this topic have found that making care coordinators 
available to older patients, and having mechanisms in place to automatically set 
up follow-up appointments for ED patients, have demonstrated some success at 
improving follow-up care and reducing repeat ED utilization  Also, a new model 
that is just getting underway in Buffalo, NY, aims to improve care coordination 
through the use of community health workers who will be embedded in two 
metro-area EDs  The approach, which has just received federal grant funding, aims 
to save more than $6 million over a period of three years   
• In anticipation of new payment models that will reward effective care coordina-
tion, experts advise ED managers to begin forming links with outside providers 
and organizations 
• Recognize that outside organizations and providers need to be willing to con-
nect with the ED in an effective way for care coordination efforts to succeed 
• Consider methods for connecting high-ED utilizers with primary care as well as 
social services that can help patients with socioeconomic, environmental, or men-
tal health issues  
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interventions need to fit unique 
needs of ED settings, providers
Tackling the issue: Embed community health workers in the ED 

To keep a lid on costs, health care policy experts recognize that 
hospitals need to find more effective ways to manage transitions. 
The care coordination piece can be particularly problematic in the 

fast-paced ED setting, and yet it can make a big difference in determining 
whether a patient receives appropriate follow-up after an acute event and 
whether he or she is back in the ED within days or weeks with another 
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acute exacerbation of the same issue.
While the rationale for effective care coordina-

tion is clear, it turns out that identifying effec-
tive inventions for the ED setting is problematic, 
according to researchers who attempted to 
compare the effectiveness of ED-based care coor-
dination interventions in a systematic review.1 
“We know that certain interventions are more 

effective than others, but really the question 
for an ED manager is what is going to be the 
effectiveness of this particular intervention in 
my setting,” explains Jesse Pines, MD, MBA, a 
co-author of the study and director of the Center 
for Health Care Quality and associate professor 
of Emergency Medicine Health Policy at George 
Washington University in Washington, DC. “I 
think different interventions are going to behave 
differently in different settings.”

Pines adds that whether or not an intervention 
is effective depends not just on the quality of the 
particular intervention, but also on whether the 
local people in the ED implement the interven-
tion in an effective way and whether the providers 
outside the ED are receiving the information and 
really connecting with the ED. “One of the themes 
of care coordination is that you basically need 
individuals or entities working with each other,” 
says Pines. “Organizations and providers outside 
the ED need to be interested in working with the 
ED to improve care for their patients.” (Also see 
“With aligned incentives, effective care coordina-
tion across multiple settings is easier to achieve,” 
p. 77.) 

With these caveats in mind, the researchers did 
find that certain ED-based interventions were more 
effective than others at increasing follow-up rates 
or reducing repeat ED utilization, says Pines. For 
example, automatically making follow-up clinic 
appointments for patients has had some success, 
although the progress is variably effective across 
different settings, says Pines. Also, providing care 
coordinators for older adults has been shown to be 
effective in some studies, but most studies do not 
tell the whole story, he stresses.

“Our goal is that by improving care coordina-
tion, health is going to be improved and patients 
are going to be better linked in with a primary care 
provider who can follow them longitudinally, but, 
ultimately, the downstream costs are going to be 
lower because people are going to be healthier and 
they are going to use fewer health care resources,” 
says Pines. “And the missing link in [the litera-
ture on this area] is really demonstrating that care 
coordination interventions are associated with big 
differences in downstream costs.”

Form links with providers, organizations

One persistent barrier to effective care coordi-
nation is the fact that ED physicians are generally 
not incentivized to make the extra effort required 
to connect with other providers. “In order to 
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make emergency physicians want to do this, there 
are a couple of things that need to happen,” says 
Pines. “First, there needs to be an explicit incen-
tive to [provide care coordination], and two, 
there needs to be systems in place to coordinate 
with. And those systems need to be built outside 
of the ED.” 

Indeed, Pine points out that it is the payers who 
will benefit most financially from achieving bet-
ter quality care at lower cost. “One of the ways to 
reduce costs is to reduce downstream utilization 
through better care coordination, but essentially if 
it is the hospital that invests in the effort and the 
payers who are reaping the benefit, that is a prob-
lem,” says Pines. “Everyone has to benefit. It needs 
to be win/win.”

The newer payment models, such as account-
able care organizations and bundled payments, 
are attempting to better align incentives and ben-
efits, but the role of the ED in these new systems 
has yet to be determined, says Pines. “My vision 
would be that the ED becomes a critical part of 
the medical home, and that there is a free flow 
of information between the ED and the medical 
home so that everyone is on the same page with 
regard to care plans and it is easy to get rapid 
follow-up for people,” he explains. “But essen-
tially what that will require is not only a care 
coordinator who is present in the ED, but also a 
care coordinator who is online and available for 
outpatient clinics.”

Pines adds that this type of coverage needs to 
be available 24/7 because, while it is easy to call 
a clinic during business hours, the majority of ED 
patients don’t present for care during business 
hours. “I think trying to coordinate care with peo-
ple during non-business hours is going to be one 
of the most effective things that clinics can do to 
help promote care coordination for their patients,” 
he says. (Also, see “Effective care coordination 
within the ED begins with systematized commu-
nications,” p. 78.)

While it will take time for newer payment 
models to positively impact care, Pines advises ED 
managers to begin reaching out to organizations 
and providers outside of the ED. “Care coordina-
tion is about a dyad between two providers or a 
provider and a patient working together to come 
up with the best care plan, and one of the major 
things that is lacking right now is those linkages,” 
says Pines. “I think the first step is to start creat-
ing those linkages and to develop systems that can 
improve care coordination in the future because 
once these new payment incentives roll out, part 

of the responsibility is going to be on the ED to 
insure that patients get follow-up and that their 
care is coordinated, both on the front end and on 
the back end.”

Get to the root of health problems

The US Department of Health and Human 
Services (HHS) certainly believes that better care 
coordination between the ED and other provid-
ers is one of the primary keys to controlling costs. 
Health care organizations with specific plans to 
address this area figured prominently in the first 
round of Health Care Innovation awards that were 
announced in early May 2012. 

For example, University Emergency Medical 
Services (UEMS), a team of emergency physicians 
that is affiliated with the State University of New 
York (SUNY), Buffalo, is set to receive $2.57 
million in federal grant dollars to launch a pro-
gram that will deploy community health workers 
(CHW) to help certain high-need patients who 
present for care in the ED get established with a 
medical home for routine medical care, as well as 
link up with any social services that can help these 
patients get their health and their lives on a better 
track. 

“The current state of affairs is that EDs are 
silos in the sense that people show up there and 
they receive some care, and then they are sent 
back into the world where they will hopefully 
find their way into the other parts of the health 
care system,” explains Anthony Billittier IV, 
MD, FACEP, dean, School of Health Professions, 
D’Youville College, Buffalo, NY, an attend-
ing physician at Erie County Medical Center 
in Buffalo, NY, and an assistant professor of 
emergency medicine at SUNY Buffalo. However, 
navigating the health system is very difficult, adds 
Billittier, noting that he has even had trouble 
navigating the health system with his own family. 
“What the community health worker system will 
do is once we send patients on their way, we won’t 
actually leave them, at least not immediately.”

Instead, Billittier explains that the CHWs will 
follow these patients out into their communities 
where they live and work and help them with any 
follow-ups they need from a medical, social, or 
environmental standpoint. “The CHWs will do 
what they can to make the patients’ lives better, 
so the end-game here is that they will have better 
health and they won’t need to come back to the 
ED again, or at least not for things that are not 
true emergencies,” he says.
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Billittier adds that a key thrust of the CHW 
model is to address health in a more comprehen-
sive way. “The [traditional] health system sort of 
ignores the social determinants of health,” he says. 
“Very often we think that if we give people a pill 
or give them an operation or take some other med-
ical intervention, we are fixing their health care 
problems, but the reality is that the root of their 
problems is really seated in their socioeconomic 
[circumstances] and their environment, so until we 
begin to deal with those issues, we are only going 
to continue to give them pills and operations and 
those sorts of things.”

For example, to get at the root cause of their 
health problems, some patients may require life 
coaching, and they may need help in getting 
plugged into non-medical social services such as 
food stamps or workforce development programs, 
explains Billittier. “We think if we can help them 
with some of their non-health-related issues, their 
health problems will then be that much easier to 
solve, so that really is the foundation of the pro-
gram,” he says. “We have to get them into a medi-
cal home. That has to be part of this, but that is 
only half the battle.” 

Derail inappropriate ED utilization

The CHW model is not new, but it has got-
ten results in other health care settings, observes 
Billittier. “Community health workers have a 
track record of being effective at life coaching and 
helping their peers,” he says. “That is the whole 
point of community health workers. They are 
really peers of people, and that is why they are 
effective.”

The health system has contracted with 
D’Youville College in Buffalo, NY, to help recruit 
the 10 CHWs that will be deployed in the two EDs 
that are participating in the program, Erie County 
Medical Center and Buffalo General Medical 
Center. “The college is going to train our CHWs, 
using standardized models,” explains Billittier. 
D’Youville will then work collaboratively with 
UEMS to provide ongoing education to the CHWs 
and to address any issues that come up that require 
added training. 

“We don’t know yet exactly how we will need 
to retool, but D’Youville will develop training pro-
grams on various issues that are needed, and they 
will also help us with some quality oversight,” 
explains Billittier. “That goes hand-in-hand with 
the ongoing educational component.”

Billittier emphasizes that for the UEMS model to 

work, the CHWs need to be embedded in the ED. 
“What is going to happen is a community health 
worker or a community health worker supervisor 
is going to need to spend time in the ED case find-
ing,” he explains. “However, the CHWs are going 
to spend most of their time out in the community 
because that is where their real work is going to be 
done. To be effective, they have to interface with 
people where they live, learn, work, and recreate 
every day, but the linkage has to be made right in 
the ED.”

Billittier envisions that especially in the early 
stages of the model’s implementation, the CHWs 
will be building their caseloads while working in 
the ED side-by-side with the emergency physicians 
to identify patients who have a high likelihood of 
coming back to the ED. “We have defined these 
patients as people who have already used the ED 
two or more times [in the previous 12 months],” 
explains Billittier. “These will be people who 
already have a history of using the ED, and I think 
there is pretty good [evidence to suggest] that they 
are going to continue to use it.”

There will undoubtedly be times when the 
CHWs will be faced with medical issues that they 
are not trained or equipped to handle on their 
own. Consequently, another component of the 
model is that there will always be three emergency 
physicians on call to make medical judgments 
or to intervene, as needed, explains Billittier. For 
example, an emergency physician could determine 
whether a patient who was discharged from the 
ED with pneumonia on the previous day needs to 
come back to the ED for added treatment, or he 
might get on the phone with the patient’s primary 
care provider (PCP) to explain the patient’s clinical 
circumstances and to arrange a speedy follow-up 
appointment.

The basic idea is that through the work of the 
emergency physicians and the CHWs, the repeti-
tive, inappropriate use of the ED will be derailed 
and the patients will be linked into a more 
appropriate care setting for their routine medical 
needs. Also, since the program is an initiative of 
the Centers for Medicare and Medicaid Services 
(CMS), the CHWs will focus their attention, 
at least initially, on Medicare and Medicaid 
patients. 

“Our long-term target is [for CHWs to work 
with] anyone who needs the service, regardless of 
the payer, or lack thereof, because that is how we 
approach patients in the ED,” says Billittier. “As 
clinicians, we don’t even know what type of insur-
ance patients have, and we don’t care. We provide 
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the same level of care, so, ultimately, that is the 
way the system needs to go forward.”

Administration of the CHW program will 
require a director and two social workers to 
supervise the CHWs, but program developers are 
aiming to save more than $6 million over a period 
of three years.  n
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With aligned incentives, 
effective care coordina-
tion across multiple set-
tings is easier to achieve 

As a fully integrated health care system that 
uses a prepaid, capitated financial model, Kai-

ser Permanente (KP) has a number of advantages 
when it comes to care coordination, but the most 
significant advantage is that all the providers in the 
system are focused on the same quality metrics, ac-
cording to Justin Chang, MD, the chief of hospital 
operations at Kaiser Permanente, Colorado. “It 
is a very difficult thing, but it inherently works 
within our system because the primary care physi-
cians, the ED physicians, the hospital physicians, 
and the physicians who work in skilled nursing 
facilities (SNF) all completely have aligned incen-
tives,” he says.

This enables KP to operate like an accountable 
care organization (ACO) in which accountabil-
ity for a patient’s care is shared throughout the 
continuum, regardless of where the patient enters 
the system. Consequently, even though the ED is 
a very episodic venue, it is considered within the 
whole context of the patient’s medical history, 
explains Chang. “There are no conflicting finan-
cial incentives about what is going on,” he says.

While no system is perfect, the KP experience 
offers some interesting lessons to hospitals and 
health systems that are moving toward the ACO 
model. Not everything that KP does will translate 
to hospitals that still work in more of a fee-for-
service environment, but some of the care coor-
dination processes that KP has in place are worth 
considering. For example, at Exempla St. Joseph 
Hospital in Denver, CO, KP providers have stan-
dardized the way they handle patient transfers 
from the ED to an SNF. 

“We essentially sat down with our SNF pro-
viders three or four years ago and asked them 
what were the things that they were not con-
sistently receiving when the ED sends them a 
patient,” explains Adam Hill, MD, the regional 
department chief, Department of Emergency 
Medicine, Colorado Permanente Medical Group, 
and medical director, Emergency Department, 
Exempla St. Joseph Hospital. “It is easy to drop 
the ball when passing on information, so we 
standardized a computer-based template based 
on the information that was given to us by the 
SNFs.”

The template includes such information as:
• Why the patient came to the ED;
• What tests the patient underwent;
• What the results of these tests were;
• What therapies the patient received;
• When a follow-up appointment has been 

scheduled;
• Whether the patient has a Foley catheter; and
• What the patient’s mental status is.

SOURCES
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Streamline communications 

While KP does not own or operate Exempla 
St. Joseph Hospital, it partners with the hospital 
so that the computer systems are linked and the 
ED providers can access patient medical records 
through the KP system. “As an ED provider, when 
someone is sent in from a KP clinic, I can see not 
only the records from that clinic visit that day, 
but I can also see historic information,” explains 
Hill. “I can get an idea of the patient’s trajectory 
of care and I can see the concerns that the clinic 
provider had.”

Conversely, when the patient is discharged from 
the ED, the clinic provider will get an automatic 
summary of what happened during the ED visit, 
including what the test results were, what the pro-
vider’s thoughts on the patient were, what thera-
pies the patient received, and what the plan was 
upon discharge, adds Hill. “These are important 
ways that we close the loop for the Kaiser patients 
that we see in the ED,” he says.

Hill explains that KP providers make an effort 
to forge similar linkages with the providers of 
non-KP patients who present to the ED for care. 
For example, a number of private practices in 
the area have activated what Hill describes as an 
“auto-fax” function that will kick in if one of their 
patients is treated in the ED. “If that patient is 
discharged back home after an ED evaluation, we 
will send a fax copy of the ED visit to the primary 
care provider’s office,” he explains. “It is far more 
reliable to have a systems solution for sharing that 
information back than it is to rely on the human 
brain to remember to call the primary care physi-
cian later.” 

Beef-up resources for older patients 

Administrators at Exempla St. Joseph Hospital 
and KP believe they can make further improve-
ments in care coordination through a new initia-
tive that is focused on bringing more of a geriatric 
focus to the ED. Called EMBRACE (emergency 
medicine bridging acute care for the elderly), the 
initiative will make new resources available to the 
ED so that older patients who present with non-
emergent needs will receive more comprehensive 
care. 

“If you look at the patients aged 65 and older 
that we see in the ED now, the rate of return 
within 30 days ranges between 15% and 20%, so 
by integrating palliative care services and senior 
care coordinators and our hospital team, we hope 

to be able to impact that rate of return,” explains 
David Kaleugher, MD, the assistant regional 
department chair for Emergency Medicine for 
KP in Colorado, and the senior ED champion at 
Exempla St. Joseph Hospital.

The model, set to debut early this fall, will 
include some environmental modifications and 
education for both the nursing staff and physi-
cians. It will require ED staff to view the ED visit 
not as an “episodic blip in the patient’s history,” 
but more as an opportunity to make the neces-
sary interventions that the patients would receive 
if they were making a clinic visit, explains Chang. 
For example, a senior patient visiting the ED for 
care might receive screens for nutrition, dementia, 
polypharmacy, and other care that is typically not 
completed in a traditional ED. 

While the concept of a senior-focused ED is not 
new, it is perhaps easier to implement in a system 
where the financial incentives are fully aligned, 
observes Chang. “The strategy could be deployed 
in any ED as long as you actually re-think what 
you believe the mission of your ED is — not quick 
disposition, but actually the entire continuum of 
care,” says Chang. “The reason we are doing it 
here is because we already have senior care coor-
dinators and chronic care coordinators who deal 
with chronic conditions in the clinics already. They 
already know the patients, or will soon get to 
know them.”  n

Effective care coordina-
tion within the ED  
begins with systematized 
communications

While effective transitions between health care 
settings is a vital component of accountable 

care, some EDs would be well-advised to begin 
their improvement efforts by shining a spotlight on 
their internal operations first. 

Many breakdowns in care coordination occur 
because communication within the ED is not 
systematized, stresses Shari Welch, MD, FACEP, 
FACHE, a fellow at the Intermountain Institute 
for Health Care Delivery Research in Salt Lake 
City, UT, and president of Quality Matters, an 
emergency medicine consulting firm. “Caring 
for ED patients involves multiple queues and 
at least a half-dozen processes at a minimum. 
Communication is haphazard and, often, the 
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clinicians are forced to chase clinical data,” she 
explains. 

For example, Welch says it is not uncommon 
to see clinical staff running around, asking each 
other whether particular care tasks, such as lab 
work, CT scans, or follow-up phone calls, have 
been completed. “There are hundreds, even thou-
sands of pieces of information communicated rela-
tive to the care of patients in an ED every day,” 
says Welch. If the transmission of this information 
is not well-managed or well-controlled, it limits 
the efficiency and safety of the ED, she says. 

Welch explains that the most important 
ED-based, care coordination innovations that she 
has observed involve bringing the patient and the 
provider together quickly so that patients don’t 
have long, drawn-out pre-process waits. Another 
innovation worthy of consideration is “split 
patient flow,” in which patients with similar acu-
ities are grouped and cared for in one geographic 
area by a specific care team, adds Welch.

Volume in the ED should dictate what types 
of improvements ED managers consider, and 
all improvement efforts should be data-driven, 
emphasizes Welch. “ED managers need to under-
stand change management and acquire the skill 
sets necessary for methodical change and project 
management,” she says.  n

Lean-driven improve-
ments slash wait times, 
drive up patient  
satisfaction scores
Front-line workers take charge of process 
redesign, share responsibility for results

Who says change takes a long time to imple-
ment? Certainly not Susan Peach, MBA, 

BSN, a division chief nursing officer at LifePoint 
Hospitals, based in Brentwood, TN. In less than 

one year, Peach has led a successful effort to 
transform the flow processes at three different 
EDs, resulting in dramatically reduced door-to-
provider times and double-digit hikes in patient 
satisfaction scores. Accomplishing this kind 
of transformation is never easy, acknowledges 
Peach, but she explains that resistance to pro-
posed changes can be largely mitigated if ED staff 
actually design the new process and drive the 
implementation.

Relying on techniques borrowed from lean 
manufacturing, Peach first focused her improve-
ment efforts at Sumner Regional Medical Center 
in Gallatin, TN, a 155-bed facility that sees about 
28,000 patients in the ED every year. Then the 
improvement effort moved to Lake Cumberland 
Regional Hospital in Somerset, KY, a 300-bed 
hospital that sees about 40,000 patients in the 
ED annually, and, finally, Clark Regional Medical 
Center in Winchester, KY, a small, 100-bed facility 
that receives about 15,000 ED visits a year. “We 
have done small, medium, and large now, and had 
pretty similar levels of success with the process,” 
says Peach. 

For example, Peach explains that door-to-pro-
vider times, which were running in the neighbor-
hood of  40-60 minutes, have been slashed to less 
than 15 minutes; patient satisfaction has risen by 
20% to 40%; and patient volume is up by about 
25% at each of the three facilities.  

EXECUTIVE SUMMARY 

Administrators at LifePoint Hospitals, based in Brentwood, 
TN, used lean manufacturing techniques to slash wait 
times by as much as 30 minutes and achieve double-digit 
increases in patient satisfaction scores in the EDs at three 
hospitals. In each case, front-line workers took the lead on 
identifying opportunities for improvement and redesign-
ing the patient-flow process  
• As a result of the new efficiencies, patient volume is up 
by about 25% at all three hospitals 
• At each hospital, the improvement process began with 
Kaizen, a lean process that involves bringing personnel 
together to flow-chart the current system, identify prob-
lem areas, and redesign the process 
• Improvement teams found big opportunities for 
improvement at the front end of the flow process 
• Key to the approach was having a plan up front to deal 
with non-compliance 
• To sustain improvements, administrators gather and dis-
seminate key metrics on a daily basis 
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Plan for improvement 

In each case, the improvement effort began with 
a three-day work session, a process referred to in 
the lean nomenclature as Kaizen. “This is really 
how staff and physicians redesign the process. You 
bring them all together, and there is a lot of train-
ing in lean tools and methods,” says Peach. “But 
then this team — the actual workers in the ED — 
use a flow chart to [depict] the current process in 
the ED.”

Once the current process is all sketched out so 
that everyone has a pretty good picture of how 
patients move through the ED, then staff look for 
those areas of down time when nothing is happen-
ing and patients are just waiting, explains Peach. 
This is when people become engaged in sharing 
ideas on how things could be done differently.

Typically, by the second day of Kaizen, the 
workers are busy coming up with a new pro-
cess. “They are redesigning the way patients flow 
through the ED, so representatives from other 
departments [that impact patient flow], such as 
housekeeping, radiology, and lab, are invited to 
participate,” says Peach. “They do have to commit 
to making significant change so that the overall 
goal is reached.”

By the third day of Kaizen, the improvement 
team has a redesigned process and they are work-
ing on the details of a three-day pilot. At this 
point, administrators join the process because they 
have to approve the pilot, as well as any physical 
changes or costs that will be necessary to carry it 
out, explains Peach. “We do a pilot for three days 
because one day isn’t good enough,” she says. 
“Every day is different in the ED, so we pilot for 
three days, evaluate the results, make any needed 
changes, and then design a full implementation 
within 30 days.”

Prepare to deal with non-compliance

While every ED is different, common themes 
emerged as the teams from each facility scoured 
their flow charts for opportunities for improve-
ment. For example, all three hospitals eliminated 
steps at the beginning of the process that were 
slowing the process down. 

“What happens in a typical ED is the patients 
are triaged in a triage room and then sent back 
out to the waiting room. Then registration staff 
do their work and the patients are sent back out 
to the waiting room again until they are called 
back for their medical evaluation,” explains Peach. 

“In almost all of the redesigns, these steps were 
eliminated so that when a patient presents, he is 
brought back to a room in the ED, triage occurs 
there, registration goes to the patient, and then the 
physician comes in after that.”

This type of realignment can be overwhelming 
and uncomfortable to ED staff who are used to 
their traditional way of doing things, so admin-
istrators have to be fully committed, says Peach. 
“Before you even start down this road, you have 
to decide what you are going to do with non-
compliance, and everybody has to agree on this, 
because if you don’t have a plan up front, and you 
have to face non-compliance, that can derail the 
whole process,” she explains.

If one person decides that he or she is not 
going to change and gets away with that, then 
everyone else is likely to conclude that they don’t 
have to change either, stresses Peach. “What we 
did [at each facility] was have an initial meet-
ing with the [hospital] chief executive officer and 
the medical director of the ED, and we got com-
mitments from them that they would not accept 
non-compliance,” she explains. “We made it clear 
that we would work with all practitioners to make 
sure they understood that at the end of the day, 
we expected everyone to sign up and commit that 
they would do this. That is hard to do, but you 
have to do it.”

Darrell Probus, RN, BSN, EMT, the direc-
tor of Emergency Services at Lake Cumberland 
Regional Hospital (LCRH), acknowledges that 
three employees left the department within 30 
days of implementing the new system because 
they were unwilling to go along with the 
required changes. One of the employees left on 
her own, but the other two had to be terminated. 
“I gave them written warnings and verbal warn-
ings,” he says, noting that these employees made 
it clear that they were not going adopt the new 
system no matter what. “I had no choice. They 
made the choice, actually. I just had to fulfill 
their needs.”

Probus explains that there was a lot of skepti-
cism that the new system would work at first. 
“Pretty much everyone, from top to bottom, 
said that they didn’t see how getting patients to 
a bed faster and getting them in to see the doc-
tor sooner would improve patient satisfaction,” 
he says. In response, Probus says he challenged 
them to give the new system a try, and prove him 
wrong. “They [found out that] they were wrong. 
It took a lot of patience, and we had to stick 
with it.”
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Preach the team concept

While some patient-flow models tend to put 
particular pressure on charge nurses because they 
are ultimately responsible for connecting patients 
with appropriate care quickly, Probus says the 
process he has in place spreads the accountability 
around. “If one person has a bad night, everybody 
has a bad night,” he says. “I really preach the 
team concept. Staff are tired of hearing me say 
the word team, but that is what we do. We work 
as a team together, and we get everything done 
together.”

While there is nothing inherently difficult about 
working as a team, some staff have more difficulty 
than others adapting to it, and there are always 
challenges in any ED, he says. “I have always 
told [the ED nursing staff] that if they do what is 
right for the patient, I will always back them up,” 
says Probus. “I appeal to their sense of why they 
became nurses.”

Another tactic that gets a good response is tell-
ing staff that the patients who present for care are 
really neighbors, friends, and family, so they need 
to be cared for as if they are family. That gets the 
patient-centered care approach across immedi-
ately, explains Probus. There may still be some 
laggards who think they can continue to operate 
as they always have, but Probus has a response 
for them, too. “If you keep doing what you have 
always done, you will keep getting what you have 
always gotten,” he says. “Every time you make 
changes, there is a little bit of discomfort. We are 
human beings, and we don’t like uncomfortable 
feelings.” 

From the start of the improvement process, the 
ED physicians have been part of the team, and 
they have had an added incentive to move patients 
through the system more quickly because their 
remuneration goes up when they see more patients, 
says Probus. “We are increasing our census 
because we are catching people who used to just 
stop by to see if there is a crowded waiting room,” 
he says. “We direct bed now, so these patients 
don’t see a crowded waiting room, and there has 
been a snowball effect.”

In 2011, the ED at LCRH saw a record 36,000 
patients, and this year the ED is on track to see 
more than 40,000. In addition, Probus says there 
is more cohesion between the nurses and physi-
cians than you generally see in a typical ED. “At 
first, the physicians were a little resistant to [the 
new approach] just like everyone else, but they 
have really come on board,” he says. 

Measure early and often 

Probus’s advice to other ED managers who are 
striving to implement change is to get ED person-
nel involved from the first day. “Get staff input, 
and get buy-in. That is what you’ve got to do,” he 
says. “Then, if you can’t get total buy-in, get staff 
to start making the decisions to make the process 
happen. That is how you get buy-in without even 
knowing you are getting buy-in. Let them take 
ownership of the process with you.”

While staff ownership of the process is key, 
Peach emphasizes that any big change requires 
ample support from higher-ups. “Have a session 
with the senior leadership team first because they 
have to understand that this changes their world, 
too,” she says. “In order for this to work, they 
have to round in the ED every day during the pilot 
and every day during the change, and to sustain 
the improvement they have to keep this up for 
quite a long time. The CEO, the CNO, and the ED 
manager are a big part of this.”

To keep the focus on quality improvement, 
gather and disseminate data on a daily basis, 
advises Peach. “This is a major adjustment because 
we are all creatures of habit and we are accus-
tomed to the old way of doing things. Major 
change occurred [for us] because we started mea-
suring and timing everything,” she says. “Everyone 
was acutely aware that patient safety and patient 
care were always [top priorities], but we also 
wanted to do this in a timely manner so that the 
patients were in and out as quickly and safely as 
possible.”

Peach acknowledges that every hospital is dif-
ferent, and some personnel adapt more quickly 
to change than others, but when staff see that the 
patients are happier with the new process, they get 
on board.  n

Darrell Probus, RN, BSN, EMT, Director of Emergency 
Services, Lake Cumberland Regional Hospital, Somerset, 
KY  E-mail: Darrell Probus@lpnt net 
Susan Peach, MBA, BSN, a division chief nursing officer at 
LifePoint Hospitals, based in Brentwood, TN  E-mail: Susan 
Peach@lpnt net 
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n How to identify, opti-
mally manage patients 
who present to the ED 
with schizophrenia
 
n Palliative care path-
ways in the ED 

n Get to the root 
of unnecessary ED  
utilization
 

n Communicating with 
non-English-speaking 
patients in the ED

COMING IN FUTURE MONTHS

Study: Many patients 
travel long distances  
for emergency hand  
care even though local  
hospitals may offer  
elective hand surgery 

Most EDs see a high number of patients pre-
senting with hand, wrist, or finger trauma. 

However, new research highlights the fact that 
many patients have to travel long distances for 
appropriate treatment because their local hospi-
tal does not have a hand specialist on call. In the 
study, researchers from Vanderbilt University in 
Nashville, TN, found that 42% of 119 hospitals 
surveyed in Tennessee offer no emergency cover-
age for these common injuries, and only 7% of 
the hospitals reported having a hand specialist 
on call 24/7.1 This was the case even though 
80% of the hospitals surveyed offer elective or 
non-emergent hand surgery, according to the 
study. 

While this study just looked at hospitals in 
Tennessee, researchers believe it is a national 
problem. “Patients who are traumatically 
injured are finding themselves traveling further 
and further distances,” explains Wesley Thayer, 
MD, PhD, a co-author of the study, and an assis-
tant professor of plastic surgery and of ortho-
paedic surgery and rehabilitation at Vanderbilt 
University Medical Center. “I have patients who 
come from Arkansas or Mississippi to Nashville, 
and I know they drive past towns that have local 
surgeons available who might be able to take 
care of their injuries.”

Most patients with these types of injuries 
are able to get the care they need, says Thayer, 
but he says there are cases where delays in care 
could have serious consequences. For example, 
time to treatment is a critical factor with respect 
to necrotizing fasciitis, compartment syndrome 
of the hand, and some amputations, says Thayer. 
“I don’t think there is a crisis in care yet, but I 
do think there is a potential for that to develop,” 
he says.

While it is clear that there is a shortage of hand 
specialists, Thayer observes that there has also 
been an evolution away from providing emer-
gency hand care, although he is not sure why. 

Nonetheless, Thayer points out that hospitals tend 
to be in the driver’s seat when it comes to devel-
oping on-call schedules. “If the hospitals wanted 
people on call for hand surgery, they would figure 
out a way to do it,” he says. “If hospitals are going 
to offer significant volumes of elective hand sur-
gery, then maybe they should have trained hand 
specialists on call.”  

Thayer believes there is an opportunity for 
clusters of hospitals in specific regions to work 
cooperatively to come up with a way to offer 
their communities emergency hand coverage. 
“We are not going to be able to rapidly increase 
the number of hand surgeons that we put in a 
community. That is a very complex thing,” he 
says. “But the hospitals might be able to pool 
their hand resources and at least offer some  
version of emergency hand coverage to a two-  
or three-county area.”  n

REFERENCE
1. Mueller M, Zaydfudim V, Sexton K, et al. Lack of emer-
gency hand surgery: Discrepancy between elective and emer-
gency hand care. Ann Plastic Surg. 2012;68:513-517. 

Wesley Thayer, MD, PhD, Assistant Professor, Plastic 
Surgery, Orthopaedic Surgery and Rehabilitation, 
Vanderbilt University Medical Center, Nashville, TN   
E-mail: Wesley Thayer@Vanderbilt edu 

SOURCE



JULY 2012 / ED MANAGEMENT           83

CNE/CME QUESTIONS

CNE/CME INSTRUCTIONS
HERE ARE THE STEPS YOU NEED TO TAKE TO 

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

CMS announces  
Medicaid Emergency 
Psychiatric Demonstration 

The Center for Medicare and Medicaid Services 
(CMS) has announced that it will provide 

up to $75 million to 11 states and the District 
of Columbia to test whether Medicaid can sup-
port higher quality care at a lower total cost by 
reimbursing private psychiatric hospitals for some 
services for which reimbursement has historically 
not been available. The Medicaid Emergency Psy-
chiatric Demonstration, established as part of the 
Affordable Care Act, will make Medicaid funds 
available for emergency inpatient psychiatric care 
for Medicaid enrollees aged 21 to 64. 

Currently, under a restriction referred to as 
Medicaid’s IMD (institutions for mental disease) 
exclusion, Medicaid does not reimburse psychi-
atric institutions. As a result, Medicaid enrollees 
with acute psychiatric needs, such as patients 
expressing suicidal or homicidal thoughts, are 
generally diverted to general hospital EDs, which 
often lack the resources or expertise to adequately 
care for these patients. This pattern has been det-
rimental to Medicaid beneficiaries, hospitals, and 
state Medicaid programs, acknowledged CMS, in 
a press release announcing the new demonstration 
project. 

In August of 2011, all state Medicaid Program 
Directors were invited to submit proposals to 
participate in the demonstration. These propos-
als were required to specify how the states would 
track patients, monitor stabilization, and ensure 
proper discharge planning. According to CMS, the 
states selected to participate were chosen through a 
competitive process in which an independent panel 
reviewed, scored, and ranked each proposal. 

States selected to participate in the three-
year demonstration project include Alabama, 
California, Connecticut, Illinois, Maine, 
Maryland, Missouri, North Carolina, Rhode 
Island, Washington, West Virginia, and 
Washington, DC.  n

1. According to Jesse Pines, MD, MBA, director of the 
Center for Health Care Quality and associate professor of 
Emergency Medicine Health Policy at George Washington 
University in Washington, DC, whether or not a care coor-
dination intervention is effective depends not just on the 
quality of the particular intervention, but also on:
A  how well-funded the intervention is
B  whether local people in the ED implement the interven-
tion in an effective way
C  whether the providers outside the ED are receiving the 
information and effectively connecting with the ED
D  B and C

2  Pines also states that one persistent barrier to effective 
care coordination in the ED is:
A  There is not enough time 
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B  There are not enough case managers to deal with all the 
patients who come through the ED 
C  ED providers  are generally not incentivized to make the 
extra effort required to connect with other providers 
D  Many high-need patients who present for care in the ED 
require mental health evaluation 

3  According to Justin Chang, MD, any ED could adopt 
more of a senior focus, but it would require administrators 
and providers to:
A  re-think what they believe is the mission of the ED
B  receive geriatric education
C  spend more time with patients aged 65 and older
D   develop more of a team approach to care 

4  According to Susan Peach, MBA, BSN, before you begin 
to implement process improvements, you need to have a 
a plan for:
A  how to handle patient surges
B  how to deal with non-compliance 
C  how to bring other departments into the process
D  how to sustain improvements 

5  Darrell Probus, RN, BSN, EMT, says the daily patient 
census in his ED is going up because:
A  The ED is posting its wait times online 
B  The ED has more capacity 
C  Patients like the service, so they are coming back 
D  The hospital is catching patients who used to stop by to 
see if there was a crowded waiting room  

6. Wesley Thayer, MD, PhD, suggests that one way for 
hospitals to offer emergency hand coverage is to:
A  work cooperatively with other hospitals to pool hand 
resources 
B  train more hand specialists
C  increase compensation for hand specialists
D  develop incentives for on-call coverage 


