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CRMC ED Operational Redesign

Current State Analysis

CRMC was a community hospital with 54,000 ED visits per year that was experiencing increased 
length of stay and crowding. The emergency department (ED) team had made a number of 
changes in recent years, including instituting a provider-in-triage model and increased staffing 
on the busier days of the week -- without the desired results. The waiting room began to fill 
by 10 a.m. By late afternoon, it was not uncommon to have 25 or more patients in the waiting 
room. Patient experience scores, which had never been great, took a precipitous drop in January 
2019 and volume began to decline. 

A dedicated bed model was used, where all patients received a bed -- regardless of acuity 
-- and stayed there for the duration of their visit. Three discreet treatment areas were used: a 
23-bed Main ED. where high-acuity patients were treated; a 4-bed Rapid Medical Exam (RME) 
area, where low-acuity patients were treated; and a 7-bed Clinical Decision Area (CDA), where 
patients of moderate acuity were seen. 

The CDU and RME were both staffed exclusively by advanced practice providers (APPs) and 
although RME was close to the Main ED, the CDU was geographically separated, isolating the 
APPs working there from the physicians in the Main ED. The skill levels of the APPs managing 
moderately acute patients (ESI 3) varied. As a result, there was a constant battle when deciding 
which patients were appropriate for the CDU. In addition, the three areas created problems with 
patient load leveling: one area could be overwhelmed with patients while another was under-
utilized, despite patients queuing in the waiting room. Furthermore, the CDU closed at either 
10 p.m. or midnight, depending on the day of the week, but because beds in the Main ED were 
always full, the ramp-down in the CDU occurred much earlier than desired. Staff had concerns 
that at the time of close, any patients needing to be transferred to the Main ED would have 
nowhere to go. Thus, the CDU staff would stop taking patients hours before their scheduled 
close time, lest they be forced to stay over past the end of their shift.
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Operational Redesign

Analyzing patient arrivals, acuity, and workload revealed that there were simply not enough 
beds to run a dedicated bed model for all patients. Neither the nurses’ nor medical providers’ 
schedules matched up well to patient demand, nor with each other. Physicians or APPs would 
find themselves without the requisite nursing support during certain portions of their shifts. 

To fix these issues, the CDU and RME were combined to create space for a new Intake Unit. The 
provider-in-triage model was eliminated, and those hours were redeployed in the Intake Unit, 
where low- and moderate-acuity patients are now treated during periods of high volume. 

A vertical patient concept is used: patients are kept in a bed only when required and then are 
moved to “results waiting” chairs pending test results. Main ED beds are reserved for high-
acuity patients. 

Results are listed in the table below:

3 Months Prior 1 Week After  
Go Live Percent Change

Door to Provider 68 Minutes 27 Minutes -41%

LOS Discharged 273 Minutes 191 Minutes -82%

Nurse Staffing vs. 
Demand: Before

Nurse Staffing vs. 
Demand: After

To learn more about how Queue Management can help your facility, contact us.

https://queuemgmt.com/contact-us

