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Objective 

•  Provide an overview of the Emergency 
Department Waiting Time reduction 
strategy in Ontario, the so-called ER/ALC 
strategy, from 2008 to present 

•  “waiting time”= total ED length-of-stay 



October 2007   
•  Ontario Premier Dalton McGuinty 

announces a public commitment to 
reducing ED waiting times in Ontario 

•  "We're going to build on the success we've 
had bringing wait times down elsewhere in 
our hospitals to significantly speed up 
emergency care."  



Why then? 



Annual Emergency Department Visit Rates by Age Group in 2007/08 compared 
with 1992/03, Ontario (based on OHIP claims)
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So, the Premier’s announcement 
was not a total surprise…    

   

•  Built on the success of the Ontario Wait 
Times Strategy 

•  International precedent at tackling ED wait 
times (NHS 4hr rule) 

•  Preceded by 2+ years of work in Ontario 



Appropriate 
Alternatives to ER 

Services 

Build ER Capacity 
and Improve ER 

Processes 

Faster Discharge for 
Alternate Levels of 

Care (ALC) Patients 

•  Strategies focused on key chronic diseases and 
mental illness/addiction to reduce/prevent ER 
visits 

• Increasing access to family health care 

• Public provided with information on 
alternatives to the ER and time spent in the ER 

•  Paying designated hospitals incentives for 
measurable improvements in ER performance. 

• Setting targets for time spent in the ER 

• Creating process improvement programs to 
assist hospitals in improving patient flow 

•  Investments to increase home care and 
community supports  

•  Linking hospital ERs with Community Care 
Access Centres	


• Increasing long-term care capacity and 
outreach services. 	


•  Reduced wait 
times 

•  Improved 
satisfaction 
•  Increased 

predictability 
 for patients 

Ontario’s ER/ALC Strategy 



Objectives of Ontario’s ER/ALC 
Strategy 
 
1.  Reduce ED wait times 

 
2.   Improve patient experience 

3.  and, oh, improve quality of care if you have time (?) 



Principles in Ontario’s ER/ALC strategy 
1.  Explicit accountability  

2.  Clear performance metrics and targets (requires timely 
and accurate data) 

3.  Transparency through public reporting of performance 

4.  Comprehensive set of interventions including incentives 
for good performance 
 

5.  Engaged and capable leadership including on the front-
lines 



Who is accountable? 
•  Ministry of Health strikes accountability 

agreements (contracts) with CEOs of 
Regional Health Authorities to achieve 
specific reductions in ER wait times in the 
region. 
 

•  Regional Health Authorities strike 
agreements with Hospital CEOs regarding 
reductions in ER wait times at their site 



Provincial ED wait time targets  
(ED arrival to physical departure) 

Patient group ED LOS benchmark Target  

All admitted patients ≤8 hours 90% 

High acuity discharges ≤8 hours 90% 

Low acuity discharges ≤4 hours 90% 



Public Reporting and Transparency 











Interventions 
Alternatives 
to ER 
Services  

-Long Term Care Nurse Outreach Teams   
-Public education, with emphasis on alternatives to the ER 
-Primary care reform, Health Care Connect launch 

Build 
Capacity and 
Improve 
Processes 

-Hospital ER Pay for Performance 
-Process Improvement Program 
-Dedicated nurses to ease ambulance offload 
-Targets and public reporting on time spent in the ER  
-Physician incentives 

Faster 
Discharge 
for Patients 
Requiring 
ALC 

-Increased home care service maximums  
-Increasing home care services, supportive housing and 
community supports 
-Aging at Home Strategy projects dedicated to ALC 
 



So, has the policy worked?   
•  ED waiting time performance has improved 

across the system despite rising volumes 
– At or close-to target times for 90% of low and 

high acuity discharged patients 
– Major challenges remain for admitted patients  
– Performance varies++, many sites have seen 

substantial improvement, others have seen 
little/none 

•  Morale much improved among providers 



And which aspects are most 
important?   

CAUTION: personal opinion will now 
be expressed! 



Which aspects are most important?   

RESEARCH

Association betweenwaiting times and short termmortality
and hospital admission after departure from emergency
department: population based cohort study from Ontario,
Canada

Astrid Guttmann, senior scientist,1,2,3,4 Michael J Schull, senior scientist and 2010-11 Commonwealth Fund
Harkness fellow,1,4,5,6,7 Marian J Vermeulen, epidemiologist,1,6 Therese A Stukel, senior scientist1,4,6

ABSTRACT
Objective To determine whether patients who are not

admitted to hospital after attending an emergency

department during shifts with long waiting times are at

risk for adverse events.

Design Population based retrospective cohort study

using health administrative databases.

Setting High volume emergency departments in Ontario,

Canada, fiscal years 2003-7.

ParticipantsAll emergency department patientswhowere

not admitted (seen and discharged; left without being

seen).

Outcome measures Risk of adverse events (admission to

hospital or death within seven days) adjusted for

important characteristics of patients, shift, and hospital.

Results 13934542 patients were seen and discharged

and 617011 left without being seen. The risk of adverse

events increased with the mean length of stay of similar

patients in the same shift in the emergency department.

For mean length of stay !6 v <1 hour the adjusted odds

ratio (95%confidence interval) was 1.79 (1.24 to 2.59) for

death and 1.95 (1.79 to 2.13) for admission in high acuity

patients and 1.71 (1.25 to 2.35) for death and 1.66 (1.56

to 1.76) for admission in low acuity patients). Leaving

without being seenwas not associatedwith an increase in

adverse events at the level of the patient or by annual

rates of the hospital.

Conclusions Presenting to an emergency department

during shifts with longer waiting times, reflected in longer

mean length of stay, is associatedwith a greater risk in the

short term of death and admission to hospital in patients

who are well enough to leave the department. Patients

who leave without being seen are not at higher risk of

short term adverse events.

INTRODUCTION

Waiting times in emergency departments are a consid-
erable problem in many countries.1-3 Lengthening
waiting times and associated crowding have led the
Institute ofMedicine to describeAmerican emergency
departments as “nearing the breaking point.”4 To deal

with the problem of waiting times, policymakers in
Canada, Australia, and England5-7 have instituted
health reforms that include setting targets for the time
patients spend in the department. Recently, however,
the British government has rescinded National Health
Service (NHS) emergency department targets for lack
of “clinical justification.”8

The evidence on the impact of waiting times has
focused on high acuity patients. Long waiting times
are associated with delays in time sensitive treatments
for serious conditions typically requiring admission to
hospital.9 10 About 85% of patients attending an emer-
gencydepartment, however, gohomeafter their visit,11

and whether waiting times adversely affect their out-
comes is unknown. Long waiting times can delay
every stage of the visit, from initial assessment to treat-
ment to final decision making to admission or dis-
charge (patient disposition) and can alter clinicians’
routines and decision making.12 For patients, the frus-
tration with long waits can cause up to 10% to leave
without being seen (that is, before seeing a physician,
without a diagnosis or treatment).12 Hence, long wait-
ing times can alter the behaviour of both staff and
patients and lead to potentially adverse consequences.

Objectives

The National Quality Forum in the United States has
endorsed the use of annual rates of patients who leave
hospital without being seen and lengths of stay in emer-
gency departments as measures of quality and
efficiency.13 We examined whether these factors are
associated with an increased risk of death and admis-
sion to hospital within seven days in patients who are
not admitted. We focused on patients who were not
admitted to hospital because they form the largemajor-
ity of patients and are thought to be less seriously ill and
therefore rarely studied and subsequent outcomes are
more directly associated with care in the emergency
department compared with admitted patients. We
determined the relative risk of adverse events when
patients present to departments with longer waiting
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1.  A focus on total ED waiting time targets 



show an increase in the risk of both mortality and
admission to hospital associated with presenting dur-
ing shifts with long mean lengths of stay. In contrast,
patients who left without being seen were not at
increased risk of adverse events compared with those
who were seen and discharged, nor were patients who
attend departments with high rates of leaving without
being seen. Patients who left without being seen had
slightly higher rates of follow-up with primary care
physicians and return visits to the emergency depart-
ment than those who were seen and discharged, which
could have helped to mitigate adverse events. Some
could have problems that resolve while they are wait-
ing to be seen.

Comparison with other studies
Patients who leave without being seen have long been
considered at risk of adverse events,23-25 but previous
studies were small, single centre, or did not examine
mortality.23-25 The absence of increased risk should be
reassuring to emergency department clinicians and
administrators, who have struggled with the uncer-
tainty surrounding outcomes in such patients. Our
results suggest that individual patients who leave

without being seen are not at increased risk of adverse
events, and that the emergency department level rate
of leaving without being seen, taken alone, cannot be
seen as a measure of patient safety.
On the other hand, our results suggest that present-

ing during shifts with a long mean length of stay could
have serious safety implications for patients.We tested
for associations between mean length of stay and
adverse events both between and within institutions.
Our findings build on previous research that has been
largely restricted to patients admitted from the emer-
gency department or with high acuity illnesses in ter-
tiary care hospitals. AnAustralian study showed a 35%
increase in 10 day mortality associated with higher
emergency department occupancy among all emer-
gency department patients in a single teaching hospital
but only identified deaths occurring in the same
hospital.26 Another study showed that mortality at
two, seven, and 30 days was related to both emergency
department and hospital crowding, but examined only
patients admitted from the emergency department in
three tertiary care hospitals.27 Studies of patients with
acute myocardial infarction9 and pneumonia10 have
found lower rates of evidence based time sensitive
treatments associated with waiting times and crowding
in emergency departments. These studies point to
potential mechanisms of harm in specific high acuity
illnesses, while other studies have shown delays in
more general processes of care associated with emer-
gency department crowding such as time to inter-
pretation of diagnostic imaging.28

It is unlikely that delays in treatment alone account
for adverse outcomes in the patients we studied, all of
whom left the emergency department,most after being
seen and discharged, implying that the intended care
was completed. It is possible, however, that during
shifts with long mean waiting times important pro-
cesses of care are impeded and decision making
altered.12 23 Examples might include reluctance to
order time consuming tests or consultations and shor-
tened observation periods (both of which could
increase missed diagnoses), incomplete treatment, or
inadequate planning and communication of care after
discharge. The increased risk of adverse events for low
acuity patients suggests that processes might be more
likely to break down if patients are thought to be low

Left without being seen

Mean length of stay
during same shift (hours)

  <1 (reference)

  1-<2

  2-<3

  3-<4

  4-<5

  5-<6

  !6

0.6 1.0 1.4 1.8 2.62.2

Risk factor

Risk
decreases

Risk
decreases

Risk
increases

Risk
increases

Adjusted odds ratio
(95% CI) for admission

Adjusted odds ratio
(95% CI) for death

0.8 1.0 1.2 1.4 1.6 1.8 2.0 2.2

Fig 1 | Adjusted odds ratios (95% confidence intervals) for death and admission to hospital
within seven days of emergency department visit among all non-admitted (seen and
discharged and left without being seen) high acuity patients (Canadian triage and acuity scale
levels 1 to 3). Odds ratios adjusted for triage level, age group, sex, calendar month, income
fifth, urban/rural community, No of visits to emergency department in previous year, chief
complaint, time/day of shift

Table 3 | Outcomes among emergency department patients who were seen and discharged or left without being seen according to acuity level (Canadian
triage and acuity scale) at presentation 1 April 2003 to 28 February 2008. Figures are numbers (percentages)

Outcomes within seven
days after index visit to
emergency department

High acuity (score 1-3) Low acuity (score 4-5) All patients*

Left without being
seen (n=261 924)

Seen and discharged
(n=6 643 694)

Left without being
seen (n=350 057)

Seen and discharged
(n=7 290 848)

Left without being
seen (n=617 011)

Seen and discharged
(n=13 934 542)

Death 123 (0.047) 8502 (0.13) 56 (0.016) 1998 (0.027) 181 (0.029) 10 500 (0.075)

Admission to hospital 6784 (2.6) 190 749 (2.9) 2782 (0.80) 61 157 (0.84) 9651 (1.6) 251 906 (1.8)

Return visit 36 107 (13.8) 640 521 (9.6) 50 792 (14.5) 493 472 (6.8) 87 943 (14.3) 1 133 993 (8.1)

Return higher acuity† visit 4138 (1.6) 62 746 (0.94) 18 104 (5.2) 190 059 (2.6) 22 242 (3.6) 252 805 (1.8)

Any outpatient clinic visit 102 347 (39.1) 2 407 869 (36.2) 108 972 (31.1) 1 766 947 (24.2) 212 745 (34.5) 4 174 816 (30.0)

*Does not equal sum of high and low acuity patients because of missing data in level of acuity.
†Decrease in Canadian triage and acuity scale of 1 point or more compared with index emergency department visit.

RESEARCH
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Adjusted odds ratios (95% CI) by DEGREE OF CROWDING for death and 
hospitalization within 7 days of an ED visit, all discharged high acuity patients 
 

Figure 1a. Adjusted odds ratios (95% confidence intervals) for death and hospitalization within 7 days of an emergency department visit 
among all non-admitted (seen-and-discharged and left-without-being-seen) high acuity patients (Canadian Triage and Acuity Scale levels 1 
to 3)  
 

Risk Factor 
Adjusted Odds Ratio and 95% CI for Death* Adjusted Odds Ratio and 95% CI for Hospitalization* 

  

  

 

 

% Meeting 

Ontario 
Target 

 

95% to 100% (Ref) 

 

 90% to < 95% 

  

 80% to < 90% 

  

 Less than 80% 

  

 
*adjusted for age group, sex, triage level, calendar month, time of day, day of week, left-without-being-seen status, income quintile, urban/rural 
community, number of ED visits in the previous year, chief complaint 

Risk decreases Risk increases  Risk decreases Risk increases  

0.9 1.0 1.1 1.2 1.3



2. ED pay-for-performance 

•  Signed contracts between Ministry and 
health region CEOs and hospital Board 
Chair explicitly stating performance targets 
would be achieved, if not achieved, P4P $$ 
could be clawed back. 
 

•  Required 10% absolute improvement in 
attainment of targets over previous year’s 
performance 



Other key ingredients 
•  Commitment (public) from highest political 

levels 
•  Engagement senior leadership and grass 

roots 
•  Transparent metrics and quality data 
•  Avoidance of micro-management 
•  Patience and determination 



And what didn’t work so well?   
Appropriate 

Alternatives to ER 
Services 

Build ER Capacity 
and Improve ER 

Processes 

Faster Discharge for 
Alternate Levels of 

Care (ALC) Patients 

•  Strategies focused on key chronic diseases and 
mental illness/addiction to reduce/prevent ER 
visits 

• Increasing access to family health care 

• Public provided with information on 
alternatives to the ER and time spent in the ER 

•  Paying designated hospitals incentives for 
measurable improvements in ER performance. 

• Setting targets for time spent in the ER 

• Creating process improvement programs to 
assist hospitals in improving patient flow 

•  Investments to increase home care and 
community supports  

•  Linking hospital ERs with Community Care 
Access Centres	


• Increasing long-term care capacity and 
outreach services. 	


•  Reduced wait 
times 

•  Improved 
satisfaction 
•  Increased 

predictability 
 for patients 

✔ 

? 



Go Raibh Maith Agat! 



How did hospitals spend the money?  
Initiative 

 
•  Patient Flow Coordinators - instrumental in moving patients from ED to inpatient units  
•  The weekend discharge team (extended hours of PT and Social worker help the weekend 

discharge process as well)  
•  Increased RN staffing in Rapid Assessment - has made a difference with patient flow  
•  Extend CT availability to ER, 2000hr to midnight - implemented and helpful  
•  Extended Social Worker coverage - have been very helpful in addressing complicated 

patients and the frail elderly patients  
•  Hire Physiotherapist for assessments - has been very helpful, especially with elderly 

patients.   
•  Implement EDM system - very helpful.  All ED staff use the system; the managers of all 

inpatient units will be trained on how to use the system so that they can identify their 
patients in the ED and track the ED LOS  

•  Implementation of Medworxx - very helpful.  Identifies those patients who are no 
longer acute, and are thus ready for discharge  

After Hours Clinic 

Medical – Surgical Observation Area 

Mental Health Observation Area 

Medical Lab Assistants 



How did hospitals spend the money? 
• EMS Offload Nurse (funded thru EMS) 
• Flow Manager/coordinator 
• Additional (or maintain add.) GIM beds 
• Nurse led LTCH Mobile Outreach team 
• Rapid Assessment Unit/ Zone 
• Automate EMS On Demand Redirect Protocol 
• Triage redesign 
• Blackberry Project – enabling communication between IP/ED and Flow 

EMS Offload Nurse (funded thru EMS) 
• Flow Manager/coordinator 
• Additional (or maintain add.) GIM beds 
• Rapid Assessment Unit/ Zone 
• Process improvement projects (LEAN, Six Sigma etc.) 

1. 2 additional chairs in ED Minor Treatment area 
2. GEM nurse, Geriatric clinical nurse specialist 
3. Social work integrated in ED 
4. Mental Health Rapid Response Liaison Nurse (MHRRLN) in ED (Nov ’08) 
5. Signage and printed patient information 
6. Wait room clinical liaison staff recruitment  Pilot 
7. Personal pagers for waiting patients 


