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for a mountain of evidence-based management. 
Instead, we insist that medicine is an “art” and that 
there is no way we could apply business principles 
to medicine or treatment.
 But in our group—the Adult Inpatient Medicine 
Service (AIMS) within Presbyterian Medical Group in 
Albuquerque—we are strong proponents of Lean Six 
Sigma and the work of W. Edwards Deming. We be-
lieve that there are no bad workers, only bad work 
processes and management.
 We see the hospital as a factory and our hospi-
talist group as an assembly line that is in the busi-
ness of manufacturing perfect discharges. And we 
have the data to back up those beliefs: In 2013, our 
program at Presbyterian Hospital discharged 16,500 
patients, while our ED downstairs saw 68,000 pa-
tients. Since we redesigned our hospitalist program 
in 2009 to optimize patient flow, the percentage of 
patients who leave without being seen in our ED has 
dropped from 10% to 2%, which is respectable for an 
inner-city hospital.
 Even more importantly, we cut our group’s aver-
age length of stay between 2009 and 2013 from 
5.06 days to 4.25. That created a huge amount of 
capacity, added to the contribution margin, cut con-
trollable costs per discharge—and unclogged our 
hospital. 
 We never tell a doctor how to diagnose or treat a 
patient. But for anything not disease-related, we try 
to reduce variation in the work process, then con-
tinually improve that process.  

Unclogging the ED
While every department in the hospital has to be de-
signed to optimize patient flow, unclogging the ED is 
a good place to begin.
 For starters, you have to move your doctors to the 
work. That’s why we staff to match ED workload, not 
to make our own schedules easier.

Match doctors to where the work is and cut hospitalists’ census

Are you fixing patient flow problems, 
or causing them?

Patient flow used to be the 
emergency department’s prob-
lem. When the ED went on by-
pass or the CEO received an 

irate patient letter about wait times, the administra-
tion leaned on the ED chair to do something about 
throughput. Even today, most patient flow commit-
tees are probably chaired by ED physicians.
 But all that is changing. With Medicare funding 
cuts and the rebirth of capitation, hospitals have 
to transition from revenue centers to cost centers, 
shifting their focus from generating revenue to cut-
ting costs. Executives and hospitalists are finally 
realizing what fixing patient flow should have been 
all along: a comprehensive, strategic initiative that 
hospitals need to align all their clinical departments, 
departmental budgets and administrative processes 
around to achieve.
 I believe this changing paradigm creates incred-
ible opportunities for hospital medicine. The political 
power within hospitals will gradually shift from the 
revenue generators of high-margin cases such as 
cardiology, surgery and orthopedics to the patient-
flow process owners. And that is us.

Evidence-based management
Or it should be. But we hospitalists do not have a 
great track record in being part of an integrated pro-
cess. Here’s hospital medicine’s dirty little secret: Be-
sides being physically in the hospital all day, the typi-
cal hospitalist practices no differently than a traditional 
internist 20 years ago. The typical hospitalist rounds 
as a lone wolf, roaming different medical and surgical 
floors, interacting with nursing, care coordination and 
physical therapy on a random, sporadic basis. 
 Another problem: The medical community has ig-
nored almost a century of evidence-based manage-
ment practices. While we buy into evidence-based 
medicine, we have an almost complete disregard 

Editor’s note: This is the 

first in a series on how to 

improve patient flow.
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discharging and better throughput.
 Productivity drives another sacred cow we took on: 
level-loading. In many groups (particularly those with 
unit-based care, like ours), rounding teams insist on hav-
ing the same number of patients.
 But we do not. We distribute overnight swing-shift ad-
missions equally among our rounding teams. Then, we 
let individual hospitalists’ census fl oat, fl uctuating from 
day to day like currency. (The one exception is the fi rst 
day a hospitalist comes on service, when we give him 
or her 12 patients.) 

Perverse incentives to not discharge 
Why do away with level-loading? In our system, 
hospitalists who appropriately discharge patients are 
rewarded with a lower census the next day. But in level-
loaded programs, those same physicians are punished 
by being given more new patients. And in a wRVU sys-
tem, physicians with lower census are likewise dinged 
for e�  cient discharges due to lower wRVU production.
 If you take level-loading, add hard caps on individual 
doctors’ census and mix in a wRVU productivity model, 
you’ve created the ideal but perverse incentive not to 
discharge. In such systems, hospitalists are rewarded 
not for e�  cient discharges, but for continuing to accu-
mulate wRVUs—which their income is tied to—from pa-
tients with whom they are very familiar.
 We do o� er an almost immediate incentive if a round-
ing team or swing-shift physician performs extra admis-
sions beyond their allotted admissions per shift on days 
when admission volume is heavy. Hospitalists receive 
this pay in their next paycheck, not when their wRVUs 
are reconciled at the end of the year. This allows us to 
fl ex up quickly for high volume, and it rewards physi-
cians almost instantly for extra work. 

Matching schedules to work 
The next dogma we replaced was the hospitalist sched-
ule. Instead of a strict week-on/week-o� , we aligned our 
schedule to maximize throughput. 

Many cherished principles in hospital medicine slow down patient fl ow

Getting rid of what doesn’t work

IN MY LAST ARTICLE, I discussed 
the changing paradigm in hos-
pital reimbursement and how 
patient fl ow will play a key role 

in determining whether hospitals succeed in this 
new economic model.
 One big reason our hospitalist group—Adult Inpa-
tient Medicine Service (AIMS), which is part of the Pres-
byterian Medical Group in Albuquerque—had to solve 
our patient-fl ow problems is because New Mexico is 
No. 50 in the nation in terms of population covered by 
commercial insurance.
 At the same time, our state is No. 2 in terms of the 
percentage of population covered by Medicaid, which 
is now under capitation. We needed to innovate to sur-
vive, which may be where other health systems fi nd 
themselves as reimbursement gets squeezed. 
 To improve both patient fl ow and quality, many inno-
vations we put in place realigned hospitalist workfl ow. 
To do so, we needed to challenge several “sacred cows” 
that most of us in the industry hold about hospital opera-
tions and group management. 
 That wasn’t easy. But it’s what we had to do to unclog 
the hospital and accomplish our main goal: providing 
quality health care that was fi nancially viable.

The wRVU trap
The fi rst “sacred cow” we took on was the whole 
wRVU and productivity model. Hospitalists love high-
er salaries but are overwhelmed by the census they 
need to chase for high wRVU-based compensation.
 A higher census creates throughput problems 
as hospitalists struggling with their patient load dis-
charge less e�  ciently. In 2010, our administration 
pushed us to adopt a wRVU model. We pointed out 
that we could meet those wRVU expectations, but 
only by sacrifi cing patient fl ow. We argued that rev-
enue generated from productivity pales in compari-
son to the money the hospital could save by reduc-
ing average length of stay through more e�  cient 

Editor’s note: This is the sec-

ond in a series of articles on 

how to improve patient fl ow.
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We see the hospital as a factory in the business 
of manufacturing perfect discharges.

 From 8 a.m. to 4:30 p.m., we have 17 or 18 hospitalists 
(out of a group of more than 70) available for admis-
sions. In addition, we have seven hospitalists perform-
ing admissions from 10 p.m. to 2:30 a.m., and our swing 
shift—and we have four of them—lasts from 4:30 or 5 
p.m. until 2:30 or 3 in the morning. That is an odd sched-
ule and the hospitalists in the group fought me over it, 
but that’s where the work is.
 But putting physicians on the ground is just the first 
step. We view the ED as our customer, a very different 
relationship than most hospitalists have with their ED 
colleagues. We also have put several innovations in 
place to reduce variations in how we accept admissions 
and work up patients in the ED. 
 For one, the hospitalist group has placed ICU-trained 
triage nurses in the ED 24/7. When ED physicians have 
an admission, they call the triage nurse, who in turn up-
loads all the relevant patient information into the elec-
tronic health record and then sends an alpha-numeric 
text to the triage hospitalist.
 We created two triage-physician shifts designed spe-
cifically to interface with the ED and to accept regional 
transfers. Because the vast majority of admissions are 
straightforward, the triage hospitalist accepts them elec-
tronically and gets the process started.
 Or the triage hospitalist calls the ED doctor directly for 
more information or studies. Once the admission is in 
the works, the triage nurse pages the hospitalist round-
ing team that’s up next to accept an admission.
 This allows the ED physician to make only one call for 
an admission, instead of dealing with any one of 18 doc-
tors, each of whom may want to triage or work up a patient 
differently. Streamlining this process has removed many of 
the problems that crop up in ED-hospitalist handoffs.
 Something else to streamline admissions: We don’t 
bicker or put an ED doctor in the middle while we fight 
with some surgical or medical subspecialty. Instead, we 
have clear service-line agreements with each surgical 
subspecialty about who will admit and who will consult.

Cutting census to reduce length of stay
To dramatically reduce our average length of stay, 
we likewise standardized how we communicate and 
interact with supporting disciplines on the floor.
 We launched our first geographic unit in 2010 and 
now all of our hospitalists across seven of our medi-
cine floors are geographically isolated and teamed 
with care coordinators. Every morning at 9:40 a.m., 
each hospitalist meets with all the nursing staff, ther-
apists and care coordinators in the unit to discuss 
every patient during whiteboard rounds.
 Moving to multidisciplinary rounds was key to im-
proving quality and throughput. But to drive down 
our average length of stay, we made another major 
change: We cut each hospitalist’s daily census and 
hired more rounding teams. That’s because we were 
convinced that the more patients that doctors have 
to see, the harder it is for them to discharge patients 
and the slower patient flow will be.
 Before unit-based rounds, each hospitalist had 
about 20 patient encounters. Now, with 17 or 18 
rounding teams, we maintain between 13 and 16 pa-
tient encounters per day per physician, including dis-
charges and admissions. That reduced our average 
length of stay by almost 20%.
 We also had to make many other changes in our 
work processes and culture. One major change 
was killing off many core beliefs, such as the need 
to “level-load” hospitalists’ census and the drive to 
discharge early in the day, that most groups still sub-
scribe to. Those changes will be the subject of my 
next article.

David J. Yu, MD, MBA, is the medical direc-
tor of Adult Inpatient Medicine Services 
with Presbyterian Medical Group at Pres-
byterian Hospital in Albuquerque, N.M. You 
can send him questions or comments to 
dyu3@phs.org.
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discharging and better throughput.
 Productivity drives another sacred cow we took on: 
level-loading. In many groups (particularly those with 
unit-based care, like ours), rounding teams insist on hav-
ing the same number of patients.
 But we do not. We distribute overnight swing-shift ad-
missions equally among our rounding teams. Then, we 
let individual hospitalists’ census fl oat, fl uctuating from 
day to day like currency. (The one exception is the fi rst 
day a hospitalist comes on service, when we give him 
or her 12 patients.) 

Perverse incentives to not discharge 
Why do away with level-loading? In our system, 
hospitalists who appropriately discharge patients are 
rewarded with a lower census the next day. But in level-
loaded programs, those same physicians are punished 
by being given more new patients. And in a wRVU sys-
tem, physicians with lower census are likewise dinged 
for e�  cient discharges due to lower wRVU production.
 If you take level-loading, add hard caps on individual 
doctors’ census and mix in a wRVU productivity model, 
you’ve created the ideal but perverse incentive not to 
discharge. In such systems, hospitalists are rewarded 
not for e�  cient discharges, but for continuing to accu-
mulate wRVUs—which their income is tied to—from pa-
tients with whom they are very familiar.
 We do o� er an almost immediate incentive if a round-
ing team or swing-shift physician performs extra admis-
sions beyond their allotted admissions per shift on days 
when admission volume is heavy. Hospitalists receive 
this pay in their next paycheck, not when their wRVUs 
are reconciled at the end of the year. This allows us to 
fl ex up quickly for high volume, and it rewards physi-
cians almost instantly for extra work. 

Matching schedules to work 
The next dogma we replaced was the hospitalist sched-
ule. Instead of a strict week-on/week-o� , we aligned our 
schedule to maximize throughput. 

Many cherished principles in hospital medicine slow down patient fl ow

Getting rid of what doesn’t work

IN MY LAST ARTICLE, I discussed 
the changing paradigm in hos-
pital reimbursement and how 
patient fl ow will play a key role 

in determining whether hospitals succeed in this 
new economic model.
 One big reason our hospitalist group—Adult Inpa-
tient Medicine Service (AIMS), which is part of the Pres-
byterian Medical Group in Albuquerque—had to solve 
our patient-fl ow problems is because New Mexico is 
No. 50 in the nation in terms of population covered by 
commercial insurance.
 At the same time, our state is No. 2 in terms of the 
percentage of population covered by Medicaid, which 
is now under capitation. We needed to innovate to sur-
vive, which may be where other health systems fi nd 
themselves as reimbursement gets squeezed. 
 To improve both patient fl ow and quality, many inno-
vations we put in place realigned hospitalist workfl ow. 
To do so, we needed to challenge several “sacred cows” 
that most of us in the industry hold about hospital opera-
tions and group management. 
 That wasn’t easy. But it’s what we had to do to unclog 
the hospital and accomplish our main goal: providing 
quality health care that was fi nancially viable.

The wRVU trap
The fi rst “sacred cow” we took on was the whole 
wRVU and productivity model. Hospitalists love high-
er salaries but are overwhelmed by the census they 
need to chase for high wRVU-based compensation.
 A higher census creates throughput problems 
as hospitalists struggling with their patient load dis-
charge less e�  ciently. In 2010, our administration 
pushed us to adopt a wRVU model. We pointed out 
that we could meet those wRVU expectations, but 
only by sacrifi cing patient fl ow. We argued that rev-
enue generated from productivity pales in compari-
son to the money the hospital could save by reduc-
ing average length of stay through more e�  cient 

Editor’s note: This is the sec-

ond in a series of articles on 

how to improve patient fl ow.
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discharging and better throughput.
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you’ve created the ideal but perverse incentive not to 
discharge. In such systems, hospitalists are rewarded 
not for e�  cient discharges, but for continuing to accu-
mulate wRVUs—which their income is tied to—from pa-
tients with whom they are very familiar.
 We do o� er an almost immediate incentive if a round-
ing team or swing-shift physician performs extra admis-
sions beyond their allotted admissions per shift on days 
when admission volume is heavy. Hospitalists receive 
this pay in their next paycheck, not when their wRVUs 
are reconciled at the end of the year. This allows us to 
fl ex up quickly for high volume, and it rewards physi-
cians almost instantly for extra work. 

Matching schedules to work 
The next dogma we replaced was the hospitalist sched-
ule. Instead of a strict week-on/week-o� , we aligned our 
schedule to maximize throughput. 

Many cherished principles in hospital medicine slow down patient fl ow

Getting rid of what doesn’t work

IN MY LAST ARTICLE, I discussed 
the changing paradigm in hos-
pital reimbursement and how 
patient fl ow will play a key role 

in determining whether hospitals succeed in this 
new economic model.
 One big reason our hospitalist group—Adult Inpa-
tient Medicine Service (AIMS), which is part of the Pres-
byterian Medical Group in Albuquerque—had to solve 
our patient-fl ow problems is because New Mexico is 
No. 50 in the nation in terms of population covered by 
commercial insurance.
 At the same time, our state is No. 2 in terms of the 
percentage of population covered by Medicaid, which 
is now under capitation. We needed to innovate to sur-
vive, which may be where other health systems fi nd 
themselves as reimbursement gets squeezed. 
 To improve both patient fl ow and quality, many inno-
vations we put in place realigned hospitalist workfl ow. 
To do so, we needed to challenge several “sacred cows” 
that most of us in the industry hold about hospital opera-
tions and group management. 
 That wasn’t easy. But it’s what we had to do to unclog 
the hospital and accomplish our main goal: providing 
quality health care that was fi nancially viable.

The wRVU trap
The fi rst “sacred cow” we took on was the whole 
wRVU and productivity model. Hospitalists love high-
er salaries but are overwhelmed by the census they 
need to chase for high wRVU-based compensation.
 A higher census creates throughput problems 
as hospitalists struggling with their patient load dis-
charge less e�  ciently. In 2010, our administration 
pushed us to adopt a wRVU model. We pointed out 
that we could meet those wRVU expectations, but 
only by sacrifi cing patient fl ow. We argued that rev-
enue generated from productivity pales in compari-
son to the money the hospital could save by reduc-
ing average length of stay through more e�  cient 

Editor’s note: This is the sec-

ond in a series of articles on 

how to improve patient fl ow.2
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let me know that they saw the project as nothing more 
than a certain farm animal’s byproduct!
 They also pointed out that they’d used unit-based care 
with multidisciplinary rounds during residency. Associat-
ing unit-based care with training made them even more 
adamant that the model would waste their time as at-
tending physicians.
 We acknowledged that while unit-based care with 
multidisciplinary rounding was not new, we planned to 
emphasize throughput and communication, not pathol-
ogy or disease processes as in academic settings. With 
firm leadership and the understanding that we were 
asking hospitalists to change their set way of practicing 
medicine, we identified an initial core group who realized 
that unit-based care would benefit them individually.
 And that’s what we stressed to that group: individual 
benefits. We did not ask physicians to modify their medi-
cal treatment, discharge sooner or “communicate better.” 
Instead, we focused on their being able to reduce their 
daily census, work with only one care manager and save 
time throughout the day by participating in morning 
multidisciplinary rounds. 

Perverse discharge incentives
We had also realized that census management involving 
caps on floors adversely affected hospitalist behavior in 
terms of discharges. And we knew that putting caps in 
place would punish those hospitalists who do discharges 
most efficiently.
 To remove perverse incentives to not discharge, we 
did not attempt to “level load” the daily census of each 
rounding team, so we decided that we would not try to 
make each team’s census equal at all times. Instead, we 
employed an “equal distribution” model, so each team 
would get the same amount of new patients indepen-
dent of their starting census.
 We put neither ceilings nor floors on rounding census, 
so doctors’ daily census would depend on how many pa-
tients they discharged the previous day plus the equal 
distribution of all unit admissions from swing shifts and 

overnight among the four teams. Hospitalists were initial-
ly afraid that this would produce huge census disparities 
among teams, but this has not been the case.
 Instead, the system motivates hospitalists to appropri-
ately discharge their patients; if they don’t discharge while 
they continue to take their equal share of admissions, doc-
tors will just keep seeing their census go up and up. The 
system is transparent, so no issues of inequality crop up.
 I believe that without an equal distribution system with 
sufficient beds to start with, a unit-based model will not 
improve aLOS. In fact, with caps and limited beds to start, 
you may actually see an increase in your aLOS!

Nursing benefits
The third hurdle was nursing. Whiteboard multidisci-
plinary rounds would take place at 9 a.m., nurses’ busiest 
time. And with four teams on each floor and each team 
given 10 minutes to go over their patients, this would re-
quire at least 40 minutes of nursing time. For most nurses, 
this was a deal-breaker.
 Of course, it helped to have the nursing director as 
part of our unit-based Lean Six Sigma team. The di-
rector was able to educate the nursing staff by, again, 
stressing the model’s benefits for them. We empha-
sized enhanced physician availability and the ability to 
better prioritize work in the beginning of the day by 
communicating directly with physicians about treat-
ment and discharge plans. 
 It took us a few months to lay the political and finan-
cial foundation we needed to start our first unit base. 
In my next article, I will discuss the fruits of all our hard 
labor and how those affected throughput and our in-
stitutional culture. 

David J. Yu, MD, MBA, is the medical director 

of adult inpatient medicine services with Pres-

byterian Medical Group at Presbyterian Hospi-

tal in Albuquerque, N.M. Send him questions 

about starting or maintaining unit-based in-

terdisciplinary rounds at dyu3@phs.org.
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We let individual hospitalists’ census fl oat, 
fl uctuating from day to day like currency.

 We started by breaking down FTE requirements into a 
number of hours, not a number of shifts. Our FTEs work 
1,856 hours every year; with a typical rounding shift of 
10 hours, that equals roughly a week-on/week-o�  load. 
Our shifts usually range between 10 and 12 hours, and 
those working nights earn an hourly di� erential.
 Because we believe continuity of care is critical for 
throughput, doctors working rounding shifts have to 
work a minimum of fi ve days in a row. Non-rounding 
shifts don’t have that constraint.
 This allows us to add or delete shifts to meet volume 
variations throughout the year. And being hourly-based, 
physicians can craft very fl exible schedules. While some 
do the traditional week-on/week-o� , others work di� er-
ent blocks. And doctors who want additional time o�  
can work any number of days in a row, if they need to. 
 We also schedule shifts to the work, challenging an-
other sacrosanct practice among hospitals everywhere: 
running a sharply reduced sta�  on weekends. We be-
lieve that cutting the number of weekend shifts grinds 
patient fl ow to a halt, so our weekend schedule is ex-
actly the same as on weekdays. 
 That decision put pressure on our ancillary services 
to match our schedule. Our colleagues in care coordi-
nation increased their weekend sta�  ng model, guar-
anteeing a care coordinator on each unit-based fl oor 
every weekend. 
 Another scheduling innovation: Our two swing 
shifts run 4:30 p.m.-2:30 a.m. and 5 p.m.-3 a.m. Some 
hospitalist groups end their swing shifts around mid-
night because that’s more convenient for doctors. But 
our swing-shift schedules instead match our peak ED 
volume. 

Discharge before noon? 
Then there’s “discharge before noon,” an innovation 
many administrators are now pushing. Discharging pa-
tients before noon may be an appropriate goal, but it 
needs to be part of an integrated throughput process 
and not just a quick gimmick.

 If not properly planned and incentivized, the push to 
discharge before noon can actually decrease patient 
fl ow. After all, if we discharged all patients before noon, 
everyone in the hospital would have to stop treating pa-
tients in the morning to gear up for discharges.
 In fact, staggering discharges promotes discharge 
e�  ciency. And why incentivize a team to discharge a 
patient at 10 a.m. when that discharge could have hap-
pened at 4 p.m. the day before? We are piloting an early 
discharge program, but we have integrated that initia-
tive into our unit-based multidisciplinary rounds so it is 
not a stand-alone process. Working with the hospitalists, 
our care coordinators identify patients who would be 
ideal for early discharge, such as those going to a SNF 
the next day.
 Then there’s this innovation that hospitalist groups 
swear by: having dedicated rounders and admitters. 
We have dedicated admitting teams in the late after-
noon and at night, but we also want to create “surface 
area,” the ability to see large numbers of patients quick-
ly. That’s why we have each rounding team perform up 
to two admissions between 8 a.m. and 4:30 p.m. 
 Relying only on dedicated admitters creates admis-
sion bottlenecks; if 10 patients are waiting to be admit-
ted and two dedicated admitters each process one 
patient an hour, two of those patients won’t be admit-
ted for fi ve hours. Instead, with 17 rounding teams, we 
can theoretically admit 34 patients within two hours. Our 
AIMS record? Eighty-fi ve admissions with a history and 
physical and orders in 24 hours.  
 What are the “sacred cows” that you never question 
in your group? Have you really thought about why you 
are tied to wRVUs and certain schedules?
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discharging and better throughput.
 Productivity drives another sacred cow we took on: 
level-loading. In many groups (particularly those with 
unit-based care, like ours), rounding teams insist on hav-
ing the same number of patients.
 But we do not. We distribute overnight swing-shift ad-
missions equally among our rounding teams. Then, we 
let individual hospitalists’ census fl oat, fl uctuating from 
day to day like currency. (The one exception is the fi rst 
day a hospitalist comes on service, when we give him 
or her 12 patients.) 

Perverse incentives to not discharge 
Why do away with level-loading? In our system, 
hospitalists who appropriately discharge patients are 
rewarded with a lower census the next day. But in level-
loaded programs, those same physicians are punished 
by being given more new patients. And in a wRVU sys-
tem, physicians with lower census are likewise dinged 
for e�  cient discharges due to lower wRVU production.
 If you take level-loading, add hard caps on individual 
doctors’ census and mix in a wRVU productivity model, 
you’ve created the ideal but perverse incentive not to 
discharge. In such systems, hospitalists are rewarded 
not for e�  cient discharges, but for continuing to accu-
mulate wRVUs—which their income is tied to—from pa-
tients with whom they are very familiar.
 We do o� er an almost immediate incentive if a round-
ing team or swing-shift physician performs extra admis-
sions beyond their allotted admissions per shift on days 
when admission volume is heavy. Hospitalists receive 
this pay in their next paycheck, not when their wRVUs 
are reconciled at the end of the year. This allows us to 
fl ex up quickly for high volume, and it rewards physi-
cians almost instantly for extra work. 

Matching schedules to work 
The next dogma we replaced was the hospitalist sched-
ule. Instead of a strict week-on/week-o� , we aligned our 
schedule to maximize throughput. 

Many cherished principles in hospital medicine slow down patient fl ow

Getting rid of what doesn’t work

IN MY LAST ARTICLE, I discussed 
the changing paradigm in hos-
pital reimbursement and how 
patient fl ow will play a key role 

in determining whether hospitals succeed in this 
new economic model.
 One big reason our hospitalist group—Adult Inpa-
tient Medicine Service (AIMS), which is part of the Pres-
byterian Medical Group in Albuquerque—had to solve 
our patient-fl ow problems is because New Mexico is 
No. 50 in the nation in terms of population covered by 
commercial insurance.
 At the same time, our state is No. 2 in terms of the 
percentage of population covered by Medicaid, which 
is now under capitation. We needed to innovate to sur-
vive, which may be where other health systems fi nd 
themselves as reimbursement gets squeezed. 
 To improve both patient fl ow and quality, many inno-
vations we put in place realigned hospitalist workfl ow. 
To do so, we needed to challenge several “sacred cows” 
that most of us in the industry hold about hospital opera-
tions and group management. 
 That wasn’t easy. But it’s what we had to do to unclog 
the hospital and accomplish our main goal: providing 
quality health care that was fi nancially viable.

The wRVU trap
The fi rst “sacred cow” we took on was the whole 
wRVU and productivity model. Hospitalists love high-
er salaries but are overwhelmed by the census they 
need to chase for high wRVU-based compensation.
 A higher census creates throughput problems 
as hospitalists struggling with their patient load dis-
charge less e�  ciently. In 2010, our administration 
pushed us to adopt a wRVU model. We pointed out 
that we could meet those wRVU expectations, but 
only by sacrifi cing patient fl ow. We argued that rev-
enue generated from productivity pales in compari-
son to the money the hospital could save by reduc-
ing average length of stay through more e�  cient 

Editor’s note: This is the sec-

ond in a series of articles on 

how to improve patient fl ow.
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How to convince administration to invest in throughput (and your group)

“Managing up” to improve patient fl ow

Editor’s note: 
This is the third in a se-
ries of articles on how 

to improve patient fl ow.

 With one rounding team an annual commitment of half a 
million dollars, our administration has made a tremendous 
investment—not necessarily in a hospitalist group, but in 
a throughput process. That investment has paid o� : We 
implemented unit-based rounding throughout the hospi-
tal, and cut the left-without-being seen rate in the ED from 
more than 10% down to 2% and made ambulance diver-
sion a rare event. All the additional sta�  ng costs have 
been more than o� set by the cost savings we’ve realized 
through improved patient fl ow.
 But fi rst, we had to make some persuasive arguments. 
We needed not only data, but analytics to convert those 
data into potential innovations. 

New metrics
To measure hospitalist productivity from the point of view 
of throughput and cost reduction, our hospitalist group 
developed new metrics. One metric we follow closely is 
what we call “discharge e�  ciency.” We defi ne discharge 
e�  ciency as the number of discharges we make over 24 
hours, divided by the starting census.
 If you start with an average census of 100 patients and 
consistently discharge 20 patients per day, your discharge 
e�  ciency is 20%. Start with the same average census and 
25 consistent discharges, and discharge e�  ciency jumps 
to 25%.
 Calculating discharge e�  ciency also allows you to ap-
proximate your average length of stay (aLOS) by dividing 
100 by your percentage. A 20% discharge e�  ciency trans-
lates to an aLOS of fi ve days, while 25% delivers an aLOS 
of four days. That small 5% swing drops aLOS an entire 
day!
 Since 2010, we have maintained our own internal data, 
which show that discharge e�  ciency is extremely sensi-
tive to the average starting census. That census, in turn, 
directly refl ects both the number of rounding teams and 
each rounding physician’s workload. We have repeatedly 
used our analysis of these data to persuade administration 
to hire more doctors and reduce their daily census.
 When we fi rst launched unit-based rounding in 2010, 
for instance, we started with one 52-bed unit we called 

MANY HOSPITALIST GROUPS fi nd themselves with 
not enough sta�  or resources to move patients e�  -
ciently through the hospital. That leads to group direc-
tors standing in their CFO’s o�  ce and complaining: 

“My doctors are overworked, and I feel this is unsafe!”
 Of course, your doctors are overworked. But in-

stead of playing the patient safety card, which the C-suite is 
already immune to, hospitalists need to approach hospital 
leadership with solutions.
 In my previous articles, I discussed how patient fl ow 
should be an enterprise-wide strategic initiative for hospi-
tals to survive in the new fi nancial environment. I’ve cov-
ered new processes to consider and old ideas to question.
 In this article, I want to discuss how our hospitalist group—
the Adult Inpatient Medicine Service (AIMS), part of the Pres-
byterian Medical Group in Albuquerque, N.M.—”managed 
up” and convinced leadership to invest major resources.
 What kind of resources? Since 2010, AIMS has grown 
from 10 rounding teams to 18, from one swing shift to four 
and from two overnight shifts to three. We also launched 
a program of RN triage and cross coverage that now has 
nearly eight RN FTEs. 
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 With one rounding team an annual commitment of half a 
million dollars, our administration has made a tremendous 
investment—not necessarily in a hospitalist group, but in 
a throughput process. That investment has paid o� : We 
implemented unit-based rounding throughout the hospi-
tal, and cut the left-without-being seen rate in the ED from 
more than 10% down to 2% and made ambulance diver-
sion a rare event. All the additional sta�  ng costs have 
been more than o� set by the cost savings we’ve realized 
through improved patient fl ow.
 But fi rst, we had to make some persuasive arguments. 
We needed not only data, but analytics to convert those 
data into potential innovations. 

New metrics
To measure hospitalist productivity from the point of view 
of throughput and cost reduction, our hospitalist group 
developed new metrics. One metric we follow closely is 
what we call “discharge e�  ciency.” We defi ne discharge 
e�  ciency as the number of discharges we make over 24 
hours, divided by the starting census.
 If you start with an average census of 100 patients and 
consistently discharge 20 patients per day, your discharge 
e�  ciency is 20%. Start with the same average census and 
25 consistent discharges, and discharge e�  ciency jumps 
to 25%.
 Calculating discharge e�  ciency also allows you to ap-
proximate your average length of stay (aLOS) by dividing 
100 by your percentage. A 20% discharge e�  ciency trans-
lates to an aLOS of fi ve days, while 25% delivers an aLOS 
of four days. That small 5% swing drops aLOS an entire 
day!
 Since 2010, we have maintained our own internal data, 
which show that discharge e�  ciency is extremely sensi-
tive to the average starting census. That census, in turn, 
directly refl ects both the number of rounding teams and 
each rounding physician’s workload. We have repeatedly 
used our analysis of these data to persuade administration 
to hire more doctors and reduce their daily census.
 When we fi rst launched unit-based rounding in 2010, 
for instance, we started with one 52-bed unit we called 

MANY HOSPITALIST GROUPS fi nd themselves with 
not enough sta�  or resources to move patients e�  -
ciently through the hospital. That leads to group direc-
tors standing in their CFO’s o�  ce and complaining: 

“My doctors are overworked, and I feel this is unsafe!”
 Of course, your doctors are overworked. But in-

stead of playing the patient safety card, which the C-suite is 
already immune to, hospitalists need to approach hospital 
leadership with solutions.
 In my previous articles, I discussed how patient fl ow 
should be an enterprise-wide strategic initiative for hospi-
tals to survive in the new fi nancial environment. I’ve cov-
ered new processes to consider and old ideas to question.
 In this article, I want to discuss how our hospitalist group—
the Adult Inpatient Medicine Service (AIMS), part of the Pres-
byterian Medical Group in Albuquerque, N.M.—”managed 
up” and convinced leadership to invest major resources.
 What kind of resources? Since 2010, AIMS has grown 
from 10 rounding teams to 18, from one swing shift to four 
and from two overnight shifts to three. We also launched 
a program of RN triage and cross coverage that now has 
nearly eight RN FTEs. 
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let me know that they saw the project as nothing more 
than a certain farm animal’s byproduct!
 They also pointed out that they’d used unit-based care 
with multidisciplinary rounds during residency. Associat-
ing unit-based care with training made them even more 
adamant that the model would waste their time as at-
tending physicians.
 We acknowledged that while unit-based care with 
multidisciplinary rounding was not new, we planned to 
emphasize throughput and communication, not pathol-
ogy or disease processes as in academic settings. With 
firm leadership and the understanding that we were 
asking hospitalists to change their set way of practicing 
medicine, we identified an initial core group who realized 
that unit-based care would benefit them individually.
 And that’s what we stressed to that group: individual 
benefits. We did not ask physicians to modify their medi-
cal treatment, discharge sooner or “communicate better.” 
Instead, we focused on their being able to reduce their 
daily census, work with only one care manager and save 
time throughout the day by participating in morning 
multidisciplinary rounds. 

Perverse discharge incentives
We had also realized that census management involving 
caps on floors adversely affected hospitalist behavior in 
terms of discharges. And we knew that putting caps in 
place would punish those hospitalists who do discharges 
most efficiently.
 To remove perverse incentives to not discharge, we 
did not attempt to “level load” the daily census of each 
rounding team, so we decided that we would not try to 
make each team’s census equal at all times. Instead, we 
employed an “equal distribution” model, so each team 
would get the same amount of new patients indepen-
dent of their starting census.
 We put neither ceilings nor floors on rounding census, 
so doctors’ daily census would depend on how many pa-
tients they discharged the previous day plus the equal 
distribution of all unit admissions from swing shifts and 

overnight among the four teams. Hospitalists were initial-
ly afraid that this would produce huge census disparities 
among teams, but this has not been the case.
 Instead, the system motivates hospitalists to appropri-
ately discharge their patients; if they don’t discharge while 
they continue to take their equal share of admissions, doc-
tors will just keep seeing their census go up and up. The 
system is transparent, so no issues of inequality crop up.
 I believe that without an equal distribution system with 
sufficient beds to start with, a unit-based model will not 
improve aLOS. In fact, with caps and limited beds to start, 
you may actually see an increase in your aLOS!

Nursing benefits
The third hurdle was nursing. Whiteboard multidisci-
plinary rounds would take place at 9 a.m., nurses’ busiest 
time. And with four teams on each floor and each team 
given 10 minutes to go over their patients, this would re-
quire at least 40 minutes of nursing time. For most nurses, 
this was a deal-breaker.
 Of course, it helped to have the nursing director as 
part of our unit-based Lean Six Sigma team. The di-
rector was able to educate the nursing staff by, again, 
stressing the model’s benefits for them. We empha-
sized enhanced physician availability and the ability to 
better prioritize work in the beginning of the day by 
communicating directly with physicians about treat-
ment and discharge plans. 
 It took us a few months to lay the political and finan-
cial foundation we needed to start our first unit base. 
In my next article, I will discuss the fruits of all our hard 
labor and how those affected throughput and our in-
stitutional culture. 
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You need not only data, but analytics 
to convert data into potential innovations

Unit Base One. Within four months, our analysis of that unit 
data showed a signifi cant aLOS improvement. We quickly 
came up with a business proposal to spread unit-based 
care to two more medical fl oors, a proposal administrators 
immediately adopted. 

Controllable costs per discharge 
To demonstrate that we are bending the cost curve, AIMS 
also looks at controllable costs per discharge. That is basi-
cally our total cost of the program minus bad debt divided 
by our number of yearly discharges. On a unit basis, this 
demonstrates how much the program costs the organiza-
tion.
 Going back to our launch of Unit Base One and Unit 
Base Two, we demonstrated that after 21 months, Unit 
Base One had added $2.2 million to the contribution mar-
gin by lowering aLOS and increasing admissions. 
 For Unit Base Two, executives wanted to see how re-
ducing aLOS would also decrease variable expenditures; 
we showed that after 15 months, we reduced variable 
expenditures on Unit Base Two by $1.3 million, due to 
patients’ spending less time in the hospital. Adopting unit-
based care also allowed hospitalists to increase admis-
sions from 12,503 in 2010 to 14,411 in 2011, a 15% increase.
 This year, by comparison, AIMS is on track for more than 
18,500 discharges. As for our controllable costs per dis-
charge, we’ve reduced those from 2010 to 2013 by $162 
per discharge as a unit cost. 
 These are great illustrations of how AIMS has ap-
proached our CMO, CFO and COO to discuss budgets, 
which in turn drive processes. Hospitals are obsessed with 
fi nancial metrics, year-end margins and bond ratings. The 
reality is that senior o�  cers can expect very little corrective 
action if they do not meet goals or budgets. 
 Hospitalist directors need to understand the C-suite’s 
language and motivations so they can discuss process 
and resource allocation and determine a mutual solution.
 Instead of complaining that our hospitalists were over-
worked, we documented an inverse relationship between 
average team census and discharge e�  ciency. That got 
administrators’ attention. While every department wants 

more resources, we found a way to successfully compete 
for an ever-bigger slice of a shrinking pie.

Developing leaders
I’ve been very fortunate that both my director of practice 
operations and myself have MBAs and, between us, about 
40 years of health care experience. This gave us incred-
ible advantages in interacting with administration.
 At the same time, I see a trend for hospitals to outsource 
their hospitalist programs to corporate management com-
panies. I feel this often refl ects administrators’ lost patience 
with what they perceive as poor group leadership and in-
e� ective programs.
 It takes time and resources to develop or recruit top-
notch medical directors, and they are often set up to fail. I 
am concerned that our fi eld so frequently promotes young 
physicians into leadership positions where they (under-
standably) lack business and management skills or they 
become the mouthpiece of either administrations or cor-
porate management companies.
 I recently tried recruiting an applicant who was just a 
year and a half out of residency. I was thinking about how 
we could mentor him as an attending, but another group 
o� ered him a director’s position and he accepted!
 Would a surgery group make a junior attending with 
less than two years’ experience the section chair? Obvi-
ously not, so why is this acceptable in our fi eld? Seasoned 
physicians with decades of clinical and management ex-
perience must step up to leadership positions and get the 
necessary training and business and administrative sup-
port. Otherwise, our fi eld will su� er. 
 It’s going to take great leaders to improve patient fl ow 
and reduce costs. While we implement innovations to un-
clog hospitals, let’s also develop the skills that hospitalist 
leaders need. 

David J. Yu, MD, MBA, is the medical director of 
Adult Inpatient Medicine Services with Presbyte-
rian Medical Group at Presbyterian Hospital in 
Albuquerque, N.M. You can send him questions 
or comments to dyu3@phs.org.
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