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•ABC News July 2010: Fast Treatment Rare in Emergency 
Departments, Survey Says. While ERs in Some States Improve, Others 

Leave Patients Waiting Eight Hours or More 

• “The AHA reports that 69% of urban hospital EDs…are operating at or over 
capacity. Wait times to being treated by a physician has the most powerful 
association with satisfaction.”1  

 

• “The need for improvement in emergency departments (EDs) with respect to the 
cost of care, the speed of service, crowding, and patient safety is now widely 
accepted. In an attempt to achieve broad improvement, health care organizations 
worldwide increasingly adopt an approach called “lean thinking.”2 

1 Optimizing Emergency Department Front-End Operations, Annals of Emergency Medicine, Volume 55, No. 2, February 2010 

2 Lean Thinking in Emergency Departments: A Critical Review, Annals of Emergency Medicine, Volume 57, No. 3, March 2011 







Accessi al PS 

• America del Nord: 

– 40 accessi/100 soggetti/anno 

• Incremento di circa 1,5%/anno 

 

• Europa: 

• “I have no knowledge of a French or European 
document annually updated…” 

• Prof. M Wargon, University of Paris 

 









 





Affollamento del PS 

• Input: Accessi 

• Throughput: Processo 

• Output: Disposizione 





 

 Teaching Hospital affiliato con 

la Harvard Medical School 

 

Centro di primo livello per la  

gestione del trauma 
 

 452 posti letto 

 

 46 letti in ED 

 

 55.000 accessi/anno in ED 

 

 Tasso di ricovero 40% 

 

 Tasso di ricovero in area 

critica 10%  



La Sala d’Attesa 





Il triage 
 



- aperto alla sala d’aspetto per i pazienti 
con autopresentazione con 2 
postazioni dotate di  strumenti per la 
rilevazione dei parametri vitali   

 
- 1 postazione per i pazienti che 

giungono dall’EMS       









L’area del Pronto 
Soccorso 





Esiste una suddivisione tra area di 

bassa priorità ed area critica  

‘the core’ 

 

 

 

L’area 
dedicata ai 

pazienti 
critici è 

costituita da 
una zona 
centrale  





…attorno alla quale sono disposti i box visita… 

Secondo uno schema ad anelli concentrici 

I box visita sono tutti forniti di monitor ed 
attrezzati per un esame obiettivo 
approfondito, 
compreso lo spazio per i familiari 



ORGANIZZAZIONE   
 
 
Area critica (“Core”) 

 20 box visita singoli 

 4 box in Red Zone (Resuscitation rooms) + 1 uno dedicato alla gestione del 

trauma) 

 

 

Area di bassa priorità (“Periphery”) 

 14 box visita singoli destinati alle patologie minori (incluse intossicazioni e 

patologie psichiatriche) 

 

 

Area di Osservazione (“Clinical Decision Unit, CDU”) 

 8 stanze di osservazione 



Stanza Visita del 
Core 







Shock Room 



Le “resuscitation rooms”  
4 +1 dedicata per il trauma 

Sono l’equivalente della nostra “stanza rossa” 





L’area di osservazione  

“CDU” (Clinical Decision Unit) 

8 stanze singole attrezzate in modo tale 
da fornire gli strumenti diagnostico-
terapeutici utili a consentire, da parte del 
personale medico ed infermieristico, 
l’osservazione in un ambiente efficiente, 
sicuro e confortevole  per il paziente. 

Tempo massimo di permanenza 24 ore. 

 



Organizzazione del lavoro 

ORARIO:  

    Nell’ area “Core” si lavora su 3 turni di 

otto ore ciascuno (7-15; 15-23; 23-7) 

    Personale medico composto da: 
1 strutturato  
1 pgy3  
1 pgy2   
1 pgy1 
2 sp medicina interna 

Dalle ore 14 alle ore 20 in aggiunta:  
1 strutturato + 1 pgy2 



Nell’area di bassa priorità si lavora su due 

turni di otto ore ciascuno (8-16; 14-22) 

Personale medico per turno composto da: 

1 strutturato  
2 pgy1  

CONSEGNE: 

• Ad ogni cambio turno passaggio di 

consegne di tutti i pazienti presenti nell’area 

“core”   



CARTELLA INFORMATIZZATA:  

 

Con sistema di collegamento a database 

anche di MMG ed eventuali specialisti 

 

COMUNICAZIONI: 

 

Interne: medico di ps/consulente medico di 

ps/infermiere di ps tramite cercapersone 

 

Esterne: comunicazione diretta via radio 

con personale di soccorso territoriale 

(EMS) per i pazienti critici 
 

 



 

Sono circa 100 gli infermieri (RN) che 

lavorano in PS 

L’orario di lavoro è 
flessibile secondo le 
esigenze personali ed 
organizzative 



Ci vogliono circa 6 mesi per addestrare un 

infermiere ad essere autonomo in tutte le 

postazioni 



Una figura strategica nell’organizzazione 

del PS è l’infermiera “supervisor” 

Lavora in maniera trasversale tra le 
postazioni verificando e gestendo gli 
eventuali ritardi nelle 
ammissioni/dimissioni (diagnostica, 
disponibilità posti-letto, iperafflussi) 



What is “Triage”? 

• French word that originally referred to 
sorting coffee beans 

• Applied to the battlefield by Napoleon’s 
chief surgeon, Baron Dominique-Jean 
Larrey 

• Assumption: medical need exceeds 
available resources 
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Drivers for change 

Low patient 
satisfaction 

ED overcrowding  
Imperative to 

improve access 

Structural, process and cultural changes 

 

A new status quo: “VIP” care for all patients 
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Measuring success: redesign metrics 

Goal Baseline (FY09) 

Reduce ALOS 5.0 hours (overall) 

Improve “door-to-doc” 
time 

70 min (average waiting room time) 

Reduce walkouts 3.3% 

Improve patient 
satisfaction 

Ranged between 6th and 40th percentiles* 
 

Increase volume 57,532 (FY09) 

47 

*among Level I trauma centers with 30K+ visits annually 
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Vision: Improve the patient experience by 
eliminating non-value added wait time  

Transform waiting room space into clinical care space, and the physical 
setting would support and enhance the re-engineered process. 

 

2,500 square feet of 
space for an expansion 

of its ED 

New, more efficient 
processes were 

essential 

Physical 
Redesign 

Process 
Redesign 
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Physical Redesign 

Centralized 
nurses’ station, 
facing towards 

patients 

New  staff 
lounge 

Walk-in 
reception 

New EMS station 

Ambulance 
arrivals 
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The ED redesign process has been phased 

WORK-OUTs TESTING TABLE TOPs 

Role of 
flow 

manager 

Team-based 
care 

Patient 
transfer to 

pod 

All-day events at which ED staff 
worked together to design the 

new ED processes. 

Informal 
simulations 

DESIGN THE NEW PROCESS VALIDATE THE NEW PROCESS 

Weekly testing, then daily 
testing, of process segments  

March – September 2010 Summer 2009, April – Dec. 2010 November 2010 – April 2011 

Patient flow simulations 

2010 
2010 - 2011 

Formal 
simulation 
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Six key components of the redesign addressed using 
“Lean” concepts 

Focus Area Lean Concept 

Process improvement Patient-centered focus 
(Design a system around the most valued 
components) 

Registration Check-in at arrival; full registration at bedside 
(Prioritize “value enabling” steps) 

Triage/waiting room Eliminate steps when a bed is available 
(Remove “non-value added” steps) 

Pod capabilities Any patient in any pod - patient can go to the 
next available bed   
(Standardize processes) 

Team assignment “A bed ahead” – team always prepared to take 
the next arriving patient 
(Promote continuous flow) 

Oversight Flow manager role 
(Provide real-time response) 
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Registration 

The traditional journey through the ED 

• Serial processing 

• Providers worked individually; only one provider 
saw the patient at a time 

• Patient told his/her story 3-5 times 

• Long wait times existed between and within each step 

The traditional process – which occurred daily and affected all patients – included:  
 

RN sees 
patient 

Patient arrives 
to room 

Patient arrival 
and check-in 

Triage 

MD sees 
patient 

WAIT 

WAIT 

WAIT 

WAIT 

WAIT 

Diagnosis & 
treatment 

Discharged or 
admitted 

WAIT 

WAIT 
Lean analysis shows that many non-value added 

tasks slowed door-to-doc time. 
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The staff designed the future state process, which 
would be tested in segments 
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Table-top sessions 
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A 

4pm 

85th Percentile 

Arrivals:  12 

ED Census:  51 

Active Teams:  6 
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Time-intervals 
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Time-intervals 
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Time-intervals 
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Waiting-room time (mean) 
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Walk-out rate 
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Patient satisfaction 



Take-home messages: 

• Stessa città 
• Stessa Università 
• Numero simile di accessi 

 

Modelli organizzativi del PS 
 
 

2 soluzioni organizzative molto 
diverse 
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