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Safety and Quality: Practices implemented to improve desired health outcomes through quality and safety practices. These innovations strive
to decrease the prevention of harm and errors for patients and are built on a culture of safety.

|:| Flow and Efficiency: Efforts to optimize patient flow through various operational techniques including flow improvement efforts such as Lean,
Six Sigma, Change Management. Strategies that strive to increase throughput efficiency and improve integration throughout the organization.

|:| Care Coordination: Practices that strive to integrate all levels of care - from pre-admission all the way through the patient's care plan. These
methods use deliberation organization of patient care activities to facilitate the appropriate delivery of health care services.

|:| Patient Experience: Techniques that improve patient experience through all the different levels of patient care. These strategies deal with all
touch points of people, processes, policies, communications, actions in the healthcare environment and patients' perceptions of how well these
strategies are employed in the organization.

Cost-Consciousness: Practices that aim to safely reduce the costs of acute care through improved efficiency.

Hospital: Thomas Jefferson University Hospitals

Location: Philadelphia, PA

Contact:

Olan Soremekun, MD, MBA; olan.soremekun@

Category: (check all that apply)

= A:Arrival
[0 B:Bed Placement
m C: Clinician Initial Evaluation
m D: Disposition Decision/ Throughput
1 E: Exit From the ED
Key Words: B Door-to-Doc
(check all that apply or add O Esl
additional) O Fast Track
[0 cCare Transitions O  Follow-Up
[0 Care Manager 0  Frequent Flyer
[0 Communication OO0 Geriatric
[0 Consults O Hand-Offs
[0 Continuity of care [0 Information Systems
[  Crowding [0 Lean
[0 Discharge Instructions
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Innovation Summary:

Thomas Jefferson University Hospitals completed a total
redesign of its Emergency Department including implementing
changes to staffing and multiple processes, repurposing
pre-designated spaces and more in order to catalyze
improvements in wait times and the left without being seen
metrics. The redesign, dubbed ED 2.0, took 4 months to plan
and culminated with all of the new processes, teams and
technological enhancements being introduced on a single day.

Hospital Metrics:

Annual ED Volume: 114,970
Hospital Beds: 951
Ownership: Not for Profit
Trauma Level: Level |
Teaching Status: Yes
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Tools Provided: (list all any additional materials related to this tool. e.g., communication materials, Process Flow Images, additional graphs
displaying results, patient information collection tools, job descriptions, policies etc.)

Workflow dashboards (2) are included as attachments to this application

Clinical Areas Affected: LI inpatient units Staff Involved: O physical therapists
(check all that apply or add laboratory (check all that apply or add O] physicians
additional) O neurology additional) [0 registration staff
O nursing home [0 social workers/case
[0 access readmissions - orthopfedlcs . B administrators manag?rs
[0 ambulatory surgery O outpa.tleth LI @ ancillary departments o techmma.ns
center [0 psychiatric consults B case management [0 toxicologists
O ancillary departments O psthlatry B clerks O
[0 anesthesiology = rad.lolog\./ [0 clinic registration -
O cardiology = regls.tratlon [0 communications O
O clinics O respiratory therapy [0 consult services O
B ED = surgery O ED palliative care team O
B EMS [ triage B ED staff =
B environmental services - B 1T staff -
[ fast track - Bl nurses O
O geriatric - O  nursing home
O administration
[0 pharmacists
Innovation

Briefly describe the innovation/process and problem that it addresses.

Like many urban academic medical centers, Jefferson has struggled with patient flow and managing the left without being seen (LWBS) rates in its Emergency Department. Committed to addressing this metric, which has
hovered around the 5%-7% range, Jefferson formed an internal team to examine this metric's root cause including the long wait-times (often four hours or more) that caused people to leave without being seen.

It was determined that there were several key issues contributing to the long wait-times such as overall culture of the department, inefficient processes and systems that have accumulated over time, staffing ineffectiveness
as well as a lack of data and workflow tools. The team recognized that past interventions that addressed an individual cause of the prolonged wait times did not have long-term sustainability because of the multiple
contributing factors. Therefore incremental changes, typical in most EDs, would not achieve the desired results and thus we chose to use a radical change approach.

The team began the process of a total redesign, ED 2.0, essentially “rebuilding” the ED without any construction costs, and all of the changes and new processes would be implemented on the same day. On June 1, 2015,
Jefferson rolled out ED 2.0, with new processes and staffing plans that:

« eliminated traditional nurse triage

« redesigned the intake system to create a physician-technician intake system

« redefined how pre-designated spaces were utilized

« created a new patient care facilitator role to replace the traditional charge nurse position

« implemented real-time and highly visible dashboards and work flow tools

The results to date are striking, with a significant and immediate decline in LWBS rates, wait times, and length of stay for discharged patients due to improved processes combined with greater staff engagement and morale.

Background
Explain how the innovation works and why your organization chose this solution over others.

Like many EDs, Jefferson’s ED operated with a standard nursing triage utilizing Emergency Severity Index (ESI) scores with final ED room assignment driven mainly under the guidance of a charge nurse. Patients often experienced
long wait times. Similar to other academic urban EDs, the reasons for poor patient flow were multifactorial and ranged from well described ED and hospital-wide process issues such as inpatient boarding to ED culture.

Pre-ED 2.0, Jefferson’s ED had an LWBS rate of greater than 5% and significant wait times. In certain months, up to 2% of our patients left before triage with some of patients presenting with potentially life-threatening complaints such
as chest pain leaving prior to seeing the triage RN. In addition to poor patient flow and patient safety concerns, patient satisfaction scores were in the 25th — 30th percentile with multiple patient complaints being routinely escalated to

senior hospital leadership in our organization. While our patient flow metrics were poor, Jefferson’s patient flow data was similar to other academic hospitals in our region, highlighting the overall difficulty and challenges patients face in
urban settings when seeking unscheduled medical evaluation.

With new leadership, Jefferson is laser-focused on innovations that enable us to put our patients and their families first. A key part of the new leadership’s strategy is improving access for both scheduled and unscheduled care. As the
front door to the institution for many in our community and the centerpiece for unscheduled medical evaluation, the Emergency Department was committed to examining and addressing issues that led to the high LWBS rate, long wait
times, and poor patient satisfaction. Developing an ED strategy that was in lock-step with the institutional strategy empowered bold thinking and an ambitious agenda.

Recognizing that patients deserve the highest level of care regardless of if they present to an academic versus non-academic or rural versus urban setting, our goal was to drastically redesign our ED to improve patient flow metrics
leading to Jefferson’s being comparable to the top performing EDs in the country.
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Innovation Implementation

This is where you can go into more depth about the details of the innovation and how it was implemented at your
institution. Describe what resources were needed to start up the innovation and what will be required to sustain it.
Briefly describe your team and their role.

Following 4 months of intense planning and communicating with every stakeholder including doctors, nurses, residents, fellows, environmental services, transport, marketing managers, human resources professionals,
hospital administrators and more, ED 2.0 went live on June 1, 2015 with the following innovations:

New intake system: An ED tech and attending ED physician provide the first clinical encounter. The physician determines if the patient is safe for (1) immediate discharge, (2) to be co-managed with a mid-level provider in
fast-track or (3) requires evaluation in the main ED. This new intake system fully replaced the prior RN triage system.

New Uses for Existing Spaces: Prior to the launch of ED 2.0, though our ED had 55 licensed beds, several of these beds were pre-designated for certain types of patients, e.g. trauma, gynecological patients, narrowing the
scope of use for these beds and decreasing the effective size of our ED. ED 2.0 expanded the use of these spaces, effectively increasing the size of our ED.

New Technology Tools: In collaboration with Jefferson’s IS&T team, we developed several dashboards that detail real-time and workflow information and are visible from almost every part of the ED. These dashboards help
to ensure our efficient management of our patients and our staff and allow us to activate changes at pre-identified trigger points: e.qg. if there are more than 8 patients in the intake area, a second ED physician is redeployed
to assist in that area.

Please see included attachments for:
« Image 1: Patient Tracking Dashboard
« Image 2: ED Workflow Dashboard

Timeline

How long did it take to implement this innovation? When did you begin the planning process? How long did each step
take?

The process of preparing for change occurred over a 12 month period; however, Jefferson conceived of, planned and
launched ED 2.0 in a period of 4 months.

April 2014 — Performed a Change Readiness Assessment

May 2014 — ED leadership retreat, strategic planning session

July 2014 — February 2015 — Hospital leadership buy-in and preparation of components for ED 2.0
February 2015 — Hospital leadership and ED faculty retreat, Patient and Family First challenge
March 2015 — Core team members identified to serve on the ED Operations Steering Committee
April 2015 — ED 2.0 kickoff meeting and communication events

June 1, 2015 - Go Live Date for ED 2.0

Results/Evaluation

Feel free to include graphs/charts and/or other attachments that display your results - submit with your completed
form to urgentmatters@gwu.edu

Compared to June 2014, the total volume of patients seen in the Jefferson ED increased from 5,098 to 5,116. During this
time, the LWBS rate decreased from 4.6% to 1.1%. The left without completing treatment rates remained unchanged at 1%.
Our median time to physician decreased by 4 minutes (32 minutes/June 2014 vs. 28 minutes/June 2015). The length of stay
of discharged patients decreased by 36.5 minutes (237.5 minutes/June 2014 vs. 201 minutes/June 2015). Reporting metrics
and our visual dashboards continue to be utilized and expanded with more work flow tools.

Due to the timing of patient satisfaction surveys and the lag-time in receiving their results, our analysis on the impact of our
changes on patient satisfaction is still pending. We do expect that improvement in our wait times will translate to
improvement in our patient satisfaction scores.
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Cost/Benefit Analysis
Describe the breakdown of the costs for implementing this innovation and provide a comparison to the costs saving.

The main direct financial impact from the implementation of ED 2.0 will be seen through a reduction in the LWBS rate. The
projected drop in the LWBS rate is 4.0%. This represents an increase of 2,422 billable visits per year.

ED 2.0 requires 112 additional MD staffing hours per week. Annualized, this requires the hiring of 2.5 MD FTEs. Increases
in efficiency must then be able to generate additional collections to cover the deficit margin created by each physician hire.
Under ED 2.0, no changes to mid-level practitioner staffing is required.

ED 2.0 has required an additional rebalancing technician and RN coverage as well as addition of scribes who work with the
Intake MD. These costs, in addition to minor waiting area renovations and furniture purchases, were covered by shifting
around normal operating expenses within the ED facility budget.

As evident from preliminary forecasting, the potential increase in revenues from reduced LWBS rates is substantial.
Furthermore, there are several other ways the implementation of E.D 2.0 can add to increased revenue over time. Although
difficult to quantify this early in the transitional period, we believe increased patient satisfaction and a decreased number of
complaints will bring more people to our ED and the resulting growth in ED visits and in the observation census will
contribute significantly over time as well.

Advice and Lessons Learned

Provide at least 3 and no more than 10 lessons for the reader who might want to implement this tool at their own
institution — e.g., How to get staff buy-in, did this require specific partnerships to succeed? What would you have
done differently?

1. Identify your organization’s readiness for change

2. Align the ED strategy with the Hospital's overall strategy — ensure that you have support from the highest levels of the
organization

3. Process map everything

4. Kick-off timing was crucial — we determined that our go-live date should be June 1 so that we would have the most
experienced team on hand — our residents and fellows had been with us for almost a full year and new residents would start
one month later

5. Communication is critical — we held forums in large and small groups to answer questions and address concerns at a
variety of times of day to ensure that there was a session that would work for every employee who would be affected. We
also made sure that at least one member of our Core Team was at each of the employee forums.

6. Data is critical — Jefferson’s IS & T team worked closely with our team to develop the dashboards and real-time workflow
tools that are the centerpiece of ED 2.0.

Sustainability
Describe how the organization is working to sustain the results? What are the next steps around this work?

We believe that there are always ways to improve the way we address acute unscheduled care and are engaged in a process of
continuous change. We do know that the work that we undertook to launch ED 2.0 has provided the infrastructure for how we will
address future improvements in workflow and processes. We also know that our ED team, from physician and nursing leadership, to
residents, environmental services and transport, is more engaged now that they can clearly see the results of the changes that we have
implemented. We are looking forward to our September patient satisfaction survey results as the first objective indication of the success of
our new ED design.
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	A Arrival: On
	B Bed Placement: Off
	C Clinician Initial Evaluation: On
	D Disposition Decision Throughput: On
	E Exit From the ED: Off
	Hospital: Thomas Jefferson University Hospitals
	City and State: Philadelphia, PA
	name, title, email: Olan Soremekun, MD, MBA; olan.soremekun@jefferson.edu
	Innovation Summary: Thomas Jefferson University Hospitals completed a total redesign of its Emergency Department including implementing changes to staffing and multiple processes, repurposing pre-designated spaces and more in order to catalyze improvements in wait times and the left without being seen metrics.  The redesign, dubbed ED 2.0, took 4 months to plan and culminated with all of the new processes, teams and technological enhancements being introduced on a single day. 
	volume: 114,970
	# beds: 951
	ownership: Not for Profit
	trauma level: Level I
	teaching status: Yes
	Check Box10: Off
	key word: 
	Tools Provided: Workflow dashboards (2) are included as attachments to this application 
	innovation: Like many urban academic medical centers, Jefferson has struggled with patient flow and managing the left without being seen (LWBS) rates in its Emergency Department. Committed to addressing this metric, which has hovered around the 5%-7% range, Jefferson formed an internal team to examine this metric’s root cause including the long wait-times (often four hours or more) that caused people to leave without being seen.  

It was determined that there were several key issues contributing to the long wait-times such as overall culture of the department, inefficient processes and systems that have accumulated over time, staffing ineffectiveness as well as a lack of data and workflow tools.  The team recognized that past interventions that addressed an individual cause of the prolonged wait times did not have long-term sustainability because of the multiple contributing factors. Therefore incremental changes, typical in most EDs, would not achieve the desired results and thus we chose to use a radical change approach.  

The team began the process of a total redesign, ED 2.0, essentially “rebuilding” the ED without any construction costs, and all of the changes and new processes would be implemented on the same day.  On June 1, 2015, Jefferson rolled out ED 2.0, with new processes and staffing plans that:
• eliminated traditional nurse triage 
• redesigned the intake system to create a physician-technician intake system
• redefined how  pre-designated spaces were utilized
• created a new patient care facilitator role to replace the traditional charge nurse position
• implemented real-time and highly visible dashboards and work flow tools

The results to date are striking, with a significant and immediate decline in LWBS rates, wait times, and length of stay for discharged patients due to improved processes combined with greater staff engagement and morale. 

	background: Like many EDs, Jefferson’s ED operated with a standard nursing triage utilizing Emergency Severity Index (ESI) scores with final ED room assignment driven mainly under the guidance of a charge nurse. Patients often experienced long wait times. Similar to other academic urban EDs, the reasons for poor patient flow were multifactorial and ranged from well described ED and hospital-wide process issues such as inpatient boarding to ED culture.

Pre-ED 2.0, Jefferson’s ED had an LWBS rate of greater than 5% and significant wait times. In certain months, up to 2% of our patients left before triage with some of patients presenting with potentially life-threatening complaints such as chest pain leaving prior to seeing the triage RN.   In addition to poor patient flow and patient safety concerns, patient satisfaction scores were in the 25th – 30th percentile with multiple patient complaints being routinely escalated to senior hospital leadership in our organization.  While our patient flow metrics were poor, Jefferson’s patient flow data was similar to other academic hospitals in our region, highlighting the overall difficulty and challenges patients face in urban settings when seeking unscheduled medical evaluation. 

With new leadership, Jefferson is laser-focused on innovations that enable us to put our patients and their families first.  A key part of the new leadership’s strategy is improving access for both scheduled and unscheduled care.  As the front door to the institution for many in our community and the centerpiece for unscheduled medical evaluation, the Emergency Department was committed to examining and addressing issues that led to the high LWBS rate, long wait times, and poor patient satisfaction. Developing an ED strategy that was in lock-step with the institutional strategy empowered bold thinking and an ambitious agenda.  

Recognizing that patients deserve the highest level of care regardless of if they present to an academic versus non-academic or rural versus urban setting, our goal was to drastically redesign our ED to improve patient flow metrics leading to Jefferson’s being comparable to the top performing EDs in the country. 

	innovation implementation: Following 4 months of intense planning and communicating with every stakeholder including doctors, nurses, residents, fellows, environmental services, transport, marketing managers, human resources professionals, hospital administrators and more, ED 2.0 went live on June 1, 2015 with the following innovations:

New intake system:  An ED tech and attending ED physician provide the first clinical encounter. The physician determines if the patient is safe for (1) immediate discharge, (2) to be co-managed with a mid-level provider in fast-track or (3) requires evaluation in the main ED.  This new intake system fully replaced the prior RN triage system.

New Uses for Existing Spaces: Prior to the launch of ED 2.0, though our ED had 55 licensed beds, several of these beds were pre-designated for certain types of patients, e.g. trauma, gynecological patients, narrowing the scope of use for these beds and decreasing the effective size of our ED.  ED 2.0 expanded the use of these spaces, effectively increasing the size of our ED. 

New Technology Tools:  In collaboration with Jefferson’s IS&T team, we developed several dashboards that detail real-time and workflow information and are visible from almost every part of the ED. These dashboards help to ensure our efficient management of our patients and our staff and allow us to activate changes at pre-identified trigger points: e.g. if there are more than 8 patients in the intake area, a second ED physician is redeployed to assist in that area. 

Please see included attachments for:
• Image 1: Patient Tracking Dashboard
• Image 2: ED Workflow Dashboard


	Timeline: The process of preparing for change occurred over a 12 month period; however, Jefferson conceived of, planned and launched ED 2.0 in a period of 4 months.

April 2014 – Performed a Change Readiness Assessment
May 2014 – ED leadership retreat, strategic planning session
July 2014 – February 2015 – Hospital leadership buy-in and preparation of components for ED 2.0
February 2015 – Hospital leadership and ED faculty retreat, Patient and Family First challenge
March 2015 – Core team members identified to serve on the ED Operations Steering Committee
April 2015 – ED 2.0 kickoff meeting and communication events
June 1, 2015 – Go Live Date for ED 2.0


	Results: Compared to June 2014, the total volume of patients seen in the Jefferson ED increased from 5,098 to 5,116.  During this time, the LWBS rate decreased from 4.6% to 1.1%.  The left without completing treatment rates remained unchanged at 1%.  Our median time to physician decreased by 4 minutes (32 minutes/June 2014 vs. 28 minutes/June 2015).  The length of stay of discharged patients decreased by 36.5 minutes (237.5 minutes/June 2014 vs. 201 minutes/June 2015).  Reporting metrics and our visual dashboards continue to be utilized and expanded with more work flow tools.
 
Due to the timing of patient satisfaction surveys and the lag-time in receiving their results, our analysis on the impact of our changes on patient satisfaction is still pending.  We do expect that improvement in our wait times will translate to improvement in our patient satisfaction scores.  



	cost: The main direct financial impact from the implementation of ED 2.0 will be seen through a reduction in the LWBS rate. The projected drop in the LWBS rate is 4.0%.  This represents an increase of 2,422 billable visits per year. 

ED 2.0 requires 112 additional MD staffing hours per week.  Annualized, this requires the hiring of 2.5 MD FTEs.  Increases in efficiency must then be able to generate additional collections to cover the deficit margin created by each physician hire.  Under ED 2.0, no changes to mid-level practitioner staffing is required.   

ED 2.0 has required an additional rebalancing technician and RN coverage as well as addition of scribes who work with the Intake MD.  These costs, in addition to minor waiting area renovations and furniture purchases, were covered by shifting around normal operating expenses within the ED facility budget.     

As evident from preliminary forecasting, the potential increase in revenues from reduced LWBS rates is substantial. Furthermore, there are several other ways the implementation of E.D 2.0 can add to increased revenue over time.  Although difficult to quantify this early in the transitional period, we believe increased patient satisfaction and a decreased number of complaints will bring more people to our ED and the resulting growth in ED visits and in the observation census will contribute significantly over time as well. 


	advice and lessons learned: 1. Identify your organization’s readiness for change
2. Align the ED strategy with the Hospital’s overall strategy – ensure that you have support from the highest levels of the organization
3. Process map everything
4. Kick-off timing was crucial – we determined that our go-live date should be June 1 so that we would have the most experienced team on hand – our residents and fellows had been with us for almost a full year and new residents would start one month later
5. Communication is critical – we held forums in large and small groups to answer questions and address concerns at a variety of times of day to ensure that there was a session that would work for every employee who would be affected. We also made sure that at least one member of our Core Team was at each of the employee forums.
6. Data is critical – Jefferson’s IS & T team worked closely with our team to develop the dashboards and real-time workflow tools that are the centerpiece of ED 2.0.


	sustianability: We believe that there are always ways to improve the way we address acute unscheduled care and are engaged in a process of continuous change.  We do know that the work that we undertook to launch ED 2.0 has provided the infrastructure for how we will address future improvements in workflow and processes. We also know that our ED team, from physician and nursing leadership, to residents, environmental services and transport, is more engaged now that they can clearly see the results of the changes that we have implemented. We are looking forward to our September patient satisfaction survey results as the first objective indication of the success of our new ED design. 
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