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This month: Cardiac Arrest from Toxic 
Ingestions

EM-News.com 
Quick Poll Results

How long on average does triage take in 
your emergency department? 

Under 10 minutes 55%
11-30 minutes 18%
31-60 minutes   9%
More than an hour 18%

Vote in a new Quick Poll each month on 
EM-News.com.
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www.EM-News.com

By Gina Shaw

If you absolutely 
must have an ac-

cident that requires 
you to be rushed to 
the emergency de-
partment, whatever 
you do, don’t do it 
on a Monday.

Why not? Be-
cause at virtually 
every hospital, sur-
geons and other 
physicians who are 
booking elective 
admissions want 
to schedule their 
procedures for the 
beginning of the 
week, which means 
that on  Mondays, hospital beds are in 
short supply. 

“Most people want to get their 
cases done early on in the week, so 
that other resources, like physical ther-
apy, will be available for their patients 
 during the latter half of the week,” said 
Peter Viccellio, MD, the vice chairman 

and the clinical director of emergency 
medicine at Stony Brook (NY) Univer-
sity Medical Center.

That’s because although hospitals 
technically never close, in reality, sub-
stantial chunks of every hospital are set 
up to operate as if they were on bank-
ers’ hours. Elective surgeries, elective 

imaging, physical 
and occupational 
therapy, and many 
other types of non-
emergent care sim-
ply are not done 
after 5 p.m., not 
during the week 
and certainly not 
on weekends.

“Mondays in 
most emergency 
departments are 
just impossible — 
and predictably 
so — because no 
one’s been around 
on the weekends,” 
Dr. Viccellio said. 
“Not only do physi-
cians bring in their 

elective admissions on Sunday evening 
and Monday morning, we have half the 
number of discharges on weekends as 
we have on weekdays. You load up and 
overwhelm the system, and there are 
no beds available. This happens every 
Monday in every hospital.”

The 24/7 ED in the 9-5 Hospital
SPECIAL REPORT
ACEP Scientific Assembly
EMN’s annual preview of the American 
College of Emergency Physicians’ annual 
meeting.  

By Anne Scheck

More than 
once, New 

Jersey has been 
called a bell-
wether of health 
care, and pro-
posed cuts to its 
Medicaid program 
are now seen by 
some as a possible 
sign of things to 
come.

C o s t - s a v i n g 
concepts there include a plan to pare 
insurance for the poor by keeping 
 prospective entrants off the state rolls. 
Under one proposal, parents of a  family 

earning more than 
$5,000 annually 
would not be al-
lowed to sign 
up. The recom-
mended reform — 
not yet finalized 
— was crafted 
by the state’s 
Department of 
Human Services 
(DHS) and Med-
icaid Division. 
Co-payments for 
emergency care 

are being kicked around again, an idea 
that was dropped a few years ago amid 
fierce opposition.

As Goes NJ, So Goes the Nation?

P
ho

to
 a

rt
: V

in
ce

nt
 G

ia
rr

an
o;

 iS
to

ck
ph

ot
o.

co
m

/s
tic

ky
to

ffe
ep

ud
di

ng
Ji

m
m

y 
M

ar
gu

lie
s

Continued on page 42

Continued on page 32

LWW-EMN_OCT-11-0808-Map-SK.indd   1LWW-EMN_OCT-11-0808-Map-SK.indd   1 9/16/11   5:21 PM9/16/11   5:21 PM



42 EMN ■ October 2011

The consequences of this 9-5, Mon-
day-Friday approach to inpatient care 
are more than simple crowding in the 
ED. They can literally be deadly for 
patients. “All sorts of consequences 
have been documented in terms of in-
creased morbidity and mortality,” Dr. 
Viccellio said. “Everything that you 
can measure related to this is bad.”

ED crowding is only one conse-
quence of the imbalance. This grid-
lock manifests as increased ED di-
version and boarding, poor patient 
outcomes, and delayed transfers, said 
John Goodman in his health policy 
blog for the National Center for Policy 
Analysis, a Dallas think tank where 
he is the president and founder. 
(http://bit.ly/GoodmanBlog.)

Studies have found that patients 
who are admitted to the hospital over 
the weekend have an increased risk of 
morbidity and mortality because of the 
understaffing and underservicing dur-
ing those hours. One study found sig-
nificantly higher mortality for nonelec-
tive admissions on weekends in 15 of 
26 major diagnostic categories. (Arch 

Surg 2011;146[5]:545.)
So you shouldn’t have the kind 

of accident that gets you sent to the 

ED — and then admitted to the hos-
pital — on a weekend either. Or on 
a Thursday night because doctors 
are  admitting more elective patients, 
such as women having scheduled 
 C-sections, to get their procedures 
completed before 5 p.m. on Friday. So 
it looks like Tuesday and Wednesday 
might be the only reasonable days to 
have an accident.

“This is an artificial design that’s 
killing patients,” says Eugene Litvak, 
PhD, the president and CEO of the 
Institute for Healthcare Optimization, 
an organization focused on bringing 
the science and practice of operations 
management to health care delivery. 
“It’s clear that when you have peaks 
and valleys like this, you put the hos-
pital under stress. When you have a 
peak in patient demand that exceeds 
hospital capacity, your resources are 
stretched to the breaking point. Then 
you have a patient demand valley, and 
there is simply waste. We kill people 
needlessly with these artificial two-day 
valleys in services when patient need 
exceeds hospital ability to take care 
of them.”

Excess morbidity and mortality 
might be the worst consequence of 
leaving hospitals understaffed and 
underserviced on weekends, but it’s 
far from the only one. In a May post 
on the Health Affairs blog, Dr. Lit-
vak’s colleagues Michael Long, MD, 
and Sandeep Green Vaswani, MBA, 
explained, “Chemotherapeutic proto-
cols may be interrupted, post-surgical 
rehabilitation prolonged, and medical 
 diagnosis delayed because key physi-
cians or services are not available.” 
(http://bit.ly/LongBlog.)

But the effects stretch into the week 
as well, they wrote. “It is  increasingly 
well appreciated that hospital quality 
of care on weekends is compromised; 

it is less widely appreciated that re-
stricting services over weekends also 
reduces the ability of hospitals to de-
liver quality care during the regular 
five weekdays.”

All of this is costing the health care 
system money, to the tune of billions of 
dollars, Dr. Litvak argued. He pointed 
out that U.S. hospitals on average are 
only about 66 percent occupied, and yet 
many hospitals are constantly seeking 
to add capacity for their overstretched 
weekdays by building new beds. “One 
new bed in a hospital equals over a mil-
lion in capital costs and over a quarter 
million in annual costs. And yet, we 
keep building those beds.”

Dr. Viccellio’s institution is slowly 
beginning to add more services on 
weekends, he said. “It surprised me 
how many discussions you have to 
have to realize that physical therapy 
is needed on the weekend. I take off 
on the weekend, but a patient’s hip 
recovery doesn’t. But still, we haven’t 
added elective surgical procedures to 
our weekend schedule.”

One institution that has is NYU 
 Langone Medical Center in New York 
City. Under the direction of Richard 
Grossman, MD, a professor of radiol-

ogy who became dean of the medical 
school in 2007, the hospital last year 
began a move toward becoming a 24/7 
facility. In addition to a wide range 
of non-emergency imaging procedures 
and cardiac catheterization serv-
ices, Langone now offers  scheduled 
 Cesarean section surgeries as well as 
some cardiothoracic operations and 
orthopedic procedures on Saturdays 
and Sundays.

“This vision makes an immense dif-
ference to our patients and to the func-
tioning of the emergency department,” 
said Lewis Goldfrank, MD, the chair 
of Langone’s emergency department. 
Since the hospital began phasing in 
24/7 services, another New York hospi-
tal, St. Vincent’s, closed its doors. “Had 
these changes not occurred, the ad-
ditional patient load coming to our ED 
would have been much more debilitat-
ing. It has begun to assist in smoothing 
out the entry to the hospital. People 
are getting in for services when they 
need them, as opposed to focusing on 
a restrictive 40-hour window.”

Hospital administrators can’t argue 
with the numbers, Dr. Litvak said, but 
few have Dr. Grossman’s commit-
ment. “It’s like cutting through sour 
cream — there’s no resistance and no 
slice,” he said. “They can’t dispute 
what we’re saying because it’s sup-
ported by data, and yet they just don’t 
want to do it. People don’t want to 
work weekends, they say. But what 
are we going to pay for this reluctance 
to work on weekends? The toll is 
pretty high.” 

Comments about this article? Write to 

EMN at emn@lww.com.

Click and Connect! Access the links 

in this article by reading it on 

www.EM-News.com.

24/7
Continued from page 1

The 24/7 
 Hospital

Read Dr. Viccellio’s editorial, 
“Queueless or Clueless? Why In-
patient Services Should be 24/7,” 
and Dr. Leap’s column, “‘It’s the 
Same Everywhere’ and Other In-
defensible Excuses” for more views 
on the 24/7 hospital — only on 
www.EM-News.com.

Does your hospital 
offer any 24/7 serv-
ices besides emer-
gency care? Vote 
in our quick poll on 
EM-News.com.

EMN Quick Poll

By John Maa, MD

She was 69 years old, and with the 
exception of mild heart disease, 

was in excellent health. One day, 
around mid-morning, she noticed that 
her heartbeat was irregular, and she 
felt slightly short of breath. Using her 
home blood-pressure cuff, she found 
that her pulse was 130. Since her blood 
pressure was stable, she decided to 
forgo a call to 911 and instead asked 
her husband to drive her to the local 
hospital — one of the most highly re-
garded academic medical centers on 
the West Coast.

After waiting about an hour to be 
seen, she was diagnosed with rapid 

atrial fibrillation 
around 8 o’clock 
on a Thursday 
evening. Given her 
age, the emergency 
department staff 
and the consult-
ing cardiologist 
decided to admit 
her to the hospi-
tal. The medical 
team started giv-
ing her intrave-
nous heparin for 
anticoagulation, 
and planned to 
perform electrical 
cardioversion the 

following day if a 
transesophageal 
echocardiogram 
(TEE) confirmed 
the absence of an 
atrial thrombus.

Because no inpa-
tient bed was availa-
ble, the patient was 
kept in the ED over-
night. The narrow-
ness of the stretcher 
and the noise and 
bright lights of the 
ED hallway made it 
hard for her to get 
much sleep. The fol-
lowing day, shortly 

before noon, she was wheeled upstairs 
to a bed.

Early in the afternoon, the cardi-
ologist stopped by to let her know 
that because her admission had been 
delayed, it would not be possible to 
complete her procedures before the 
end of the workday. Therefore, she 
would remain in the hospital receiving 
intravenous heparin and oral warfarin 
throughout the weekend and would 
undergo TEE and cardioversion the 
following  Monday.

The next day, without warning, 
the patient sustained a massive em-
bolic stroke. The clot occluded her 
right common carotid artery and 

The Waits That Matter
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