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Performance Improvement  
How to streamline patient flow without adding staff or space  
   
   Crowded emergency departments. Long 
wait times. Too few med/surg beds. 
Delayed elective surgeries. These are just 
some of the problems caused by patient 
demand exceeding space in the OR and 
inpatient beds.  
 
   Peaks and valleys in operating room 
demand regularly challenge hospitals. And 
the ripple effects can extend far beyond the 
OR.  
 
   It doesn’t have to be that way, says 
Marcia Delk, SVP for medical affairs and 
chief quality officer for Wellstar Health 
System, a five-hospital system based in 
Marietta, Ga.  
 
   Wellstar Kennestone Hospital is one of 
four hospitals in the past two years that 
have used a data-driven improvement 
process from Patient Flow Press Ganey, a 
provider of patient flow management tools 
and services for hospitals, to smooth out 
the peaks and valleys of demand for 
operating rooms.  
 
   This data-driven approach can benefit 
your hospital in many ways by:  
 

• Eliminating bottlenecks and cutting 
wait time for operating rooms  

• Reducing the need to divert 
ambulance traffic  

• Reducing cancellations or delays of 
elective surgeries  

• Cutting delays in urgent/emergency 
cases    

• Increasing the volume of cases that 
flow through the OR  

• Making more efficient use of 
existing resources  

Improved patient flow leads to higher 
OR volume  
   Wellstar Kennestone began working to  
improve patient flow in 2007. In 
September 2008, the number of scheduled 
surgeries in the OR jumped by about 10%, 
or 200 cases, over the year before. The 
hospital, however, experienced fewer 
unpredictable bumps in its schedule,  
which allowed managers to more tightly 
pack in scheduled surgeries. “We’ve 
definitely seen some improvement,” says 
Delk. “We see emergency cases done in a 
more timely fashion [with less work in the 
wee hours].”  
 
Separate demand streams  
   Wellstar Kennestone improved 
unscheduled ED cases’ access to the OR 
by first separating urgent/emergent cases 
from elective surgeries. After defining 
what constituted an urgent or emergent  
case, hospital staff decided how long each 
category of patient could wait to get into 
the OR. “B” cases, for example, need to be 
in the OR in two hours.  
 
   Once the definitions were set, staff 
looked at the hospital’s data and figured 
out how much capacity they needed to 
accommodate urgent and emergent  
cases. Then they set aside two ORs for 
nonelective cases based on a queuing 
analysis, an operations management 
technique used to determine resources  
needed to serve customers waiting in lines, 
of nonelective case volume.  
 
   The hospital aims to keep the two 
emergent/ urgent case ORs at 60% 
utilization. If more capacity is used, it runs 
the risk of delaying a case that can’t be 



delayed, says Christina Dempsey, senior 
vice president for clinical operations at 
Patient Flow Press Ganey.  
 
   Managers revisit nonelective OR 
utilization rates quarterly to decide 
whether to adjust the space or time 
allocated to certain kinds of cases.  
Recalibrating patient flow is not a one-time 
fix, says Dempsey. “It has to be constantly 
monitored.”  
 
   In Phase II, the remaining ORs took in  
scheduled cases only. Because of the 
predictable flow of cases in the OR rooms 
for elective cases only, the hospital was 
able to push utilization rates up to 95%, up 
from 80%.  
 
The typical process  
   The hospital managed patient flow in 
phases. Phase I (3-6 months) involves 
assessing patient flow and separating 
elective from nonelective procedures that 
stream to the operating room.  
 
   Managers typically try to pack both 
elective and nonelective procedures into 
the same operating room space, says 
Dempsey. But treating planned and 
emergency procedures the same can lead to 
delays or cancellations of elective 
surgeries or delays for the emergency 
cases. “They are truly two different 
animals.” Separating those volumes  
allows you to get the urgent/emergency 
patients into the OR when they need it.  
 
   By managing the artificial variation in  
scheduled cases better, the hospital can 
manage overall capacity better. They do 
this by inputting hospital data into the 
software that relies on queuing theory and 
simulation modeling. Later, hospital and 
physician leaders work with consultants to 
change processes.  

   Phase II (9 to 12 months) involves 
smoothing patient flow in the operating 
room and downstream to preferred 
destination units. Phase III is more  
strategic, involving right-sizing major 
patient units throughout the hospital based 
on actual volume and the organization’s 
strategic plan.  
 
   For example, how many ICU beds do 
you really need? The whole patient flow 
revamp can take 18 to 24 months. It’s a 
major investment that can run well over 
$100,000 and involve hours of consulting 
time.  
 
Increase capacity without more staff  
or space  
   Your C-level leaders should be interested 
in this approach because it can generate 
significant ROI by allowing you to handle 
more volume in the same amount of space, 
says Dempsey. Compare that to the cost of 
adding a bed, which runs $1 million in  
capital costs plus operational costs, says 
Dempsey. “If you can increase your 
capacity without increasing staff or adding 
physical space (beds), that’s huge.”  
 
Better throughput enhances  
patient safety  
   Managing patient flow better can benefit  
everyone from patients to nurses and 
physicians. As the rationale for 
LD.04.03.11 implies, managing  
the flow of patients and preventing 
overcrowding can enhance the timeliness 
of care and patient safety. Nurses on those 
downstream units will end up caring for 
the patients they have been trained to care 
for. Length of stay can shorten. Potential 
for errors drops. As a result, surgeons’ 
schedules will become more predictable. 
They won’t be rounding all over the 
hospital. “It improves satisfaction all the 
way around,” says Dempsey.  



   The volume of elective surgeries in most  
hospital operating rooms is highly variable  
throughout the week. Early in the week is 
usually reserved for big elective operations 
associated with longer stays. By Friday, 
you see the effects downstream in the 
inpatient units. On Wednesdays and 
Thursdays, nurse to patient ratios swell 
beyond 1:4 and can put the patient at risk.  
 
   The ER is the victim of the capacity in 
inpatient units. When the hospital gets full, 
you have two choices, one is cancelling the 
elective cases. Or you can divert any 
ambulance traffic.  
 
   But if you can smooth that elective 
volume out, you increase your overall 
capacity without adding staff and operating 
rooms. “You essentially remove a 
bottleneck,” says Dempsey. And if you are 
able to better manage demand, then ICU 
beds for all your patients will be available.  
 
Collaboration is key  
   To smooth the flow of patients, you’ll 
need to understand needs, both individual 
and system-wide.  
 
   Initially Wellstar managers assumed that 
adding only more daytime OR availability 
would help surgeons. But they discovered 
that by day orthopedic surgeons are tied up 
seeing patients.  
 

   The hospital ended up increasing 
capacity with a third room for cases such 
as hip fractures that might not be 
emergencies, but do need to be done  
fall into that category, they worked with 
surgeons and determined that a 7 to 9 p.m. 
slot would work best with their practices. 
“Those difficult conversations need to 
happen,” says Delk.  
 
A cultural change  
   Recognize that smoothing patient flow 
can involve a huge cultural change from 
the OR perspective. It helps to show 
physicians the data and have them talk to 
peers at other hospitals that have made the 
switch. Physicians are less likely to  
have to round on four different units or get 
calls from a nurse with questions about a 
patient at  2 a.m. if patient flow is carefully 
managed.  
    
   Doctors usually become more receptive 
to the change when they learn that it is 
evidence-based, says Dempsey. Initially, it 
may seem like a big sacrifice for surgeons 
and anesthesiologists to adjust their  
schedule so that the hospital can respond 
better to patient needs. At Wellstar 
Kennestone, managers worked with each 
individual surgeon to adjust elective OR 
time. Despite initial resistance, Delk  
says, “They’re very pleased with how 
things are going.”  
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