
Emergency Department Wait Time Reduction Commission

March 26, 2025
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Meeting #3



• State of the State - Jon Kromm

• Subgroup Updates - Tina Simmons
• Access to Non-Hospital Care 
• Best Practices
• Data subgroup
• Capacity, Operations and Staffing

• Site Visit Overview - Tina Simmons & Attendees 

• Baltimore Crisis Site Visit - Dr. Morhaim and Jonathan Davis

• Open Forum - All Commissioners

• Next Steps - Tina Simmons
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Agenda



• Transition to the AHEAD Model in 2026

• Current Hospital Challenges

• How ED Wait Times fit into the overall strategic plan
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State of the State



Subgroup Updates
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ED WTR Commission Subgroups
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Access to Non-Hospital Care Data Subcommittee

ED-Hospital Best Practices Hospital Capacity, Operations & 
Staffing

• Integrate and optimize best practices and data 
analytics for advanced primary care, specialty 
care, home health, post-acute care, and ancillary 
services in an effort to reduce avoidable ED and 
hospital utilization and improve care transition 
workflows throughout the continuum of care. 

• Initial priorities are focused on Post Acute Care
• Meetings every six to eight weeks.

• Identify and develop different data sources 
across healthcare platforms to include 
ambulatory, acute care, post-acute care, and 
third-party data.

• Meetings every six to eight weeks.

• Develop a set of hospital best practices and 
scoring criteria to improve overall hospital 
throughput and reduce ED length of stay, advise 
on revenue at-risk and scaled financial 
incentives, and provide input on data collection 
and auditing.

• Meetings every four to six weeks.

• Subgroup will convene in April 2025.
• Planned focus of the subgroup is to assess 

access and capacity across the State, 
collaborate with commercial payers, Medicare, 
and Medicaid, and optimize workforce 
development opportunities. 

• Meetings every four to six weeks.



• Access to Non-Hospital Care
• Next Meeting: May 8

• ED Hospital “ Throughput” Best Practices
• Next meeting May 1

• Data Subcommittee
• Next meeting April 23

• Hospital, Capacity, Operations & Staffing
• Plans to convene April 30 - Membership in review
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Subgroup Meetings



Access to Non-Hospital Care Subgroup 
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Access to Non-Hospital Care Members   
***Additional members will be added from MHCC, BHA, Medicaid and Hilltop



• Purpose: Support the work of the newly appointed ED Wait Time 
Reduction Commission.

• Specific Focus: To discuss opportunities to integrate and optimize best 
practices and data analytics for advanced primary care, specialty care, 
home health, post-acute care, and ancillary services in an effort to 
reduce avoidable ED and hospital utilization and improve care transition 
workflows throughout the continuum of care.  

• Priority Focus:  
• 1. Post-acute access, capacity, and function
• 2. Palliative Care 
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Focus of Access to Non-Hospital Care Subgroup

https://hscrc.maryland.gov/Documents/Work%20Group%20Uploads/ED%20WTR%20Commission/hb1143%20fiscal%20note.pdf
https://hscrc.maryland.gov/Documents/Work%20Group%20Uploads/ED%20WTR%20Commission/hb1143%20fiscal%20note.pdf


• Determine capacity and analyze number of existing post-acute beds compared to optimal number of post-acute 
beds
• In progress

• Identify and define complex care population that drives delays in care transition
• Will begin in April 

• Create a small group of subject matter experts to design a proposal for optimal post acute infrastructure for 
complex patients (chronic care beds, LTAC’s, hybrid SNF, expanded home health protocols, etc.)
• Members identified, meeting to be scheduled in April

• Explore collaboration with PointClickCare-In progress
• First meeting has occurred, second meeting with HSCRC leadership scheduled for 3/26 

• Identify opportunities for increased, earlier palliative care-In progress
• Legislative report on Palliative Care presented to this group on 3/6
• Exploring reports available in CRISP

• Identify and facilitate Palliative Care education opportunities across the continuum (primary care, ED, acute care, 
post-acute)
• HSCRC team has engaged with Gilchrest who is very interested in expanding palliative care education 

across the state
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Initial Priorities of Access to Non-Hospital Care Subgroup 



Best Practice Subgroup
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• 1. The HSCRC Commission will implement the specifications of the Best Practices policy 
including a set of six Hospital Best Practices that are designed to improve the emergency 
department (ED) and hospital throughput and reduce ED length of stay (LOS).
• For each best practice identified, three weighted tiers were developed with corresponding measures that reflect the fidelity and

intensity of each best practice.

• 2. Hospitals will select two Best Practices to implement and report on for  RY 2027.
• The target date for data submission is October 1, 2025.  Any hospitals with justifiable reporting delays must notify HSCRC prior

to October 1st.   Failure to report data to the Commission by December 2025 will result in a 0.1 percent penalty on all-payer, 
inpatient revenue to be assessed in January 2026.   

• HSCRC will follow the extraordinary circumstances exception policy for any unforeseen events (i.e., cyberattack, natural 
disaster, etc.).

• The Best Practice subgroup will continue to meet and develop data reporting templates.
• The subgroup will also analyze the impact of the best practices on length of stay and develop a recommendation for subsequent

rate years related to pay for performance.  
• Each hospital will submit the selection of two best practices to HSCRC using the SurveyMonkey submission form by April 18, 

2025.  

• 3. We propose that subsequent rate years will have a +/- 0.25 percent inpatient hospital revenue 
at risk tied to performance on these best practice metrics BUT intend to evaluate the impact of 
the best practices and make a final recommendation for subsequent rate years after the Year 1 
Best Practice program impact is assessed.
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Best Practice Recommendations Approved for RY 2027 (CY 2025)
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Best Practice Subgroup Members 
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Best Practice Subgroup Members Continued
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Best Practice Subgroup Members Continued 



Best Practice Selections   
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Interdisciplinary Rounds & Early Discharge Planning 
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Definition: Interdisciplinary Rounds, IDR, are formal mechanism of daily communication to advance the comprehensive 
patient centric plan of care where healthcare professionals from a variety of relevant health disciplines gather, informed by
their clinical expertise, review, discuss, coordinate patient care, determine care priorities, establish daily goals, and plan for 
transfer or discharge. Below are elements of IDR care progression to ensure timely and safe discharge:  

• 1. Early and effective discharge planning discussed in IDR can ensure a quality patient centered transition, significantly 
decrease length of stay, LOS and readmission risk.  Hospitals will submit evidence of early inpatient discharge planning 
based on documentation and process used by health system.

• 2. Discharges from hospitalization are based on being medically ready and having a safe discharge plan. A barrier to a 
safe discharge planning and follow-up may be due to health-related social need, HRSN. By screening Social 
Determinants of Health, SDOH, prior to discharge, hospitals will be able to identify barriers to a supported and safe 
discharge. Hospitals will submit evidence from the inpatient discharge planning cohort described in element 1 that have 
been offered screening for one or more of the SDOH categories.
• a. Food insecurity
• b. Housing instability
• c. Transportation needs
• d. Utility difficulties
• e.  Interpersonal safety

• 3. Screening to identify and understand SDOH barriers is important. Addressing the identified barrier through referrals 
and community connection develops a successful and supported plan of discharge. Hospitals will submit evidence from 
the inpatient discharge planning cohort described in element 1 that screened positive for one or more of the SDOH 
categories in element 2 and addressed through a referral or community connection. 

18

Interdisciplinary Rounds & Early Discharge Planning - Required Elements
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Effective IDR of established patient centric goal of discharge date, disposition and health related social needs to address 
potential care progression delays. 

✔ Improve patient outcomes through enhanced facilitated communication and collaboration in coordinating care 
among disciplines

✔ Engage patient and/or natural supports to be involved in continuum of care and discharge planning process 
✔ Reduces LOS and improves capacity  



Standard Daily/Shift Huddles 
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The AHRQ defines a huddle as a short, standing meeting that is typically used in clinical 
settings to quickly share important information and touch base with a team, typically held at the 
beginning of each workday or shift.
• Tier 1: Implementation of, at minimum, daily huddles utilizing a multidisciplinary team 

approach with a focus on throughput and discharges.
KPI: Multidisciplinary daily huddles are being completed at X frequency as defined by each 
organization.
• Tier 2: Tier 1 requirements with the addition of a standardized infrastructure (standard 

scripting, documentation, and/or use of huddle boards). Tier 2 would also include an 
escalation process for addressing clinical and/or non-clinical barriers to discharge or 
throughput.

• Tier 3: Tier 1 and Tier 2 requirements, with the addition of monitoring and reporting of key 
performance indicators (KPIs) as drivers of process improvement r/t throughput. Example 
KPIs could include but are not limited to, percent of discharge orders written by noon, or 
percent patients leaving the facility by a designated time as determined by each facility.

21

Standard Daily/Shift Huddles 



Bed Capacity Alert
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Tier 1 -- Organization establishes one or more capacity metrics, examples could include: total 
number of patients in hospital, % hospital beds occupied, % of ED boarder c/w overall ED beds, 
NEDOC score, other hospital defined metrics.

Tier 2-- Organization establishes a bed capacity alert process (aka surge plan) driven by capacity 
metrics that triggers defined actions to achieve expedited throughput. Actions could include:  
Enhanced inpatient huddles to expedite discharges, rapid admission order turnarounds, 
hospitalist care in the ED, executive escalation, opening surge units, etc

Tier 3 – Organization quantitatively demonstrates consistent activation of surge plan in response 
to bed capacity triggers.  Internal metrics to be hospital defined and specific to hospital surge 
protocol.  Examples could include: #/% of protocol activations, % discharges by specific time-
maybe 1 p.m. and/or 3 p.m, etc.
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Bed Capacity Alerts



Expedited Care Bucket
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Expedited Care Bucket
Many best practices are proven to reduce Hospital Length of Stay and Boarding. 
Select one or more of the expediting practices listed below:
❑ Nurse Expediter
❑ Discharge Lounge
❑ Observation Unit (ED or Hospital based)
❑ Provider Screening in Triage / Early Provider Screening Process
❑ Dedicated CM and/or SW Resources in the ED

Tier 1:  Implement/Expand one (1) expedited care practice from the list above and report KPI as 
determined by hospital.  For example, LWBS, Inpatient LOS, Door to Provider Time, etc.
Tier 2:  Implement/Expand two (2) expedited care practices from the list above and report KPI for 
each practice as determined by hospital.
Tier 3:  Implement/Expand three (3) expedited care practices from the list above and report KPI as 
determined by hospital.



• The AHRQ defines a huddle as a short, standing meeting that is typically used in clinical 
settings to quickly share important information and touch base with a team, typically held at 
the beginning of each workday or shift.  This subgroup was tasked with building tiers for 
consideration as well as to present any barriers or opportunities identified by the group. 
Proposed tiers are defined below

• Tier 1: Implementation of, at minimum, daily unit huddles utilizing a multidisciplinary team 
approach with a focus on throughput and discharges.

• Tier 2: Tier 1 requirements with the addition of a standardized infrastructure (standard scripting, 
documentation, and/or use of huddle boards). Tier 2 would also include an escalation process for 
addressing clinical and/or non-clinical barriers to discharge or throughput.

• Tier 3: Tier 1 and Tier 2 requirements, with the addition of monitoring and reporting of key 
performance indicators (KPIs) as drivers of process improvement r/t throughput. Example KPIs 
could include but are not limited to, percentage of huddle completion, percent of discharge orders 
written by noon, or percent patients leaving the facility by a designated time as determined by 
each facility.

NOTE: Group discussion relating to barriers to tiers included the consideration of ensuring each facility can operationalize these metrics to 
best fit their organizational needs. A global approach to tier development is supported to limit the need for additional resources and financial 
burdens on organizations as well as provides each organization the ability to customize their approach to drive performance specific to their 
demographics and population.
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Standard Daily Shift Huddle Proposal



Clinical Pathways/Observation Management
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• Clinical pathways are designed to improve the quality of care primarily 
through evidence-based standardization in the ambulatory setting while 
reducing ED visits and hospital admissions.

• Examples of the effectiveness of clinical pathways:
• Diabetes Management: Implementation of diabetes pathways reduced ED visits by 28% over 

18 months (Peterson et al., Journal of General Internal Medicine, 2020)
• COPD Care: COPD Clinical pathway implementation reduced 30-day readmission rates from 

21.4% to 13.6% and decreased average length of stay by 1.7 days (Lemoigne et al., Chest, 
2017)

• Stroke Recovery: Integrate stroke pathways increased timely rehabilitation assessments 
from 62% to 91% of patients (Wang et al., Stroke, 2020) and standardized stroke care 
pathways reduced post-stroke pneumonia by 23% (Rodriguez-Pardo et al., Neurology, 2019)
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Clinical Pathways/Observation Management
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Clinical Pathways
Tier 1: Design and Implement Intervention

Hospitals will select and implement a clinical pathway tailored to a specific patient population.  This 
clinical pathway should be based on the facility's unique patient needs and can incorporate existing 
pathways if already in place.

Tier 2: Develop Data Infrastructure

Hospitals will establish robust data collection and analysis systems to monitor and evaluate outcomes. 
These systems should emphasize comparing the effectiveness of inpatient and ambulatory 
management strategies for the selected patient population, enabling data-driven decision-making and 
continuous improvement.

Tier 3: Demonstrate Improvement

Hospitals will demonstrate a measurable decrease in unwarranted clinical variation and/or measurable 
improvement in outcomes in specific to their chosen intervention.



Patient Flow Throughput Council 
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Definition: Multi-disciplinary council of leaders, including CMO or other Executive, meets every month or more frequently, to evaluate patient flow, mitigate or eliminate 
barriers, and track progress of patients as needed. The council also shares data and KPIs with front-line staff.  The PI Council oversees PI initiatives throughout the 
hospital, including throughput huddles, staffing for surge, discharge lounges, and other flow-related or capacity-building initiatives.  The PI council should include 
executive leadership, nursing leaders, ED leadership, EVS, transport services, patient access, intensive care and hospitalist leadership. 
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Patient Flow/Throughput Council



Data Subgroup
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Data Subgroup Members 



• Identify and develop data sources across healthcare platforms including 
ambulatory, acute care, post-acute care, and third-party data that can be used 
to identify and quantify opportunities related to capacity, operations and inter-
facility care transition

• Current Priorities:
• Analysis of ED LOS data for trends (both EDDIE and Casemix data)-data to be shared mid-April
• Capacity/Occupancy Report-In progress

• Combines MIEMMS Occupancy report/dashboards (slides 15-18) with Casemix data on LOS, 
payors etc.

• Capacity Calculator-In progress 
• Expansion of UMMS-designed Capacity Calculator, currently being validated against casemix

data; potential use to be validated by Data Subgroup (slide 20)
• Post-Acute Analysis of Complex Patients-In Discussion
• Avoidable Days (Prior auths & Denials)-In Discussion
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Data Subgroup Goals



EDDIE DATA (ED Length of Stay)
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Latest EDDIE data
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Latest EDDIE data
**Note the impact of respiratory illness volume surge throughout the state in Jan/Feb
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Latest EDDIE data



39

EMS Turnaround Times: February 2025 Performance
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90th Percentile: 0-35 Minutes

Atlantic General Hospital  
Cambridge Free-Standing ED   
Chestertown   
Frederick Health Hospital  
Garrett Regional Medical Center   
Germantown Emergency Center   
Holy Cross Germantown Hospital  
Holy Cross Hospital  
Johns Hopkins Hospital PEDIATRIC  
McCready Health Pavilion  
Meritus Medical Center  
Peninsula Regional   
Queenstown Emergency Center   
R Adams Cowley Shock Trauma Center  
Shady Grove Medical Center   
Walter Reed National Military Medical Center  
Western Maryland   

>35 Minutes

Anne Arundel Medical Center  
Bowie Health Center   
CalvertHealth Medical Center-
Easton   
Fort Washington Medical Center   
Franklin Square   
Good Samaritan Hospital   
Grace Medical Center   
Greater Baltimore Medical Center  
Harbor Hospital +  
Johns Hopkins Bayview  
Johns Hopkins Hospital ADULT  
Laurel Medical Center   
Mercy Medical Center  
Midtown   
Montgomery Medical Center -
St. Joseph Medical Center   
St. Mary’s Hospital -
Suburban Hospital   
Union Hospital   
Union Memorial Hospital   
University of Maryland Medical Center  
Upper Chesapeake Health Aberdeen   
Upper Chesapeake Medical Center   
White Oak Medical Center +

>60 Minutes

Baltimore Washington Medical Center  
Capital Region Medical Center   
Carroll Hospital Center -
Charles Regional   
Doctors Community Medical Center   
Howard County Medical Center   
Northwest Hospital   
Sinai Hospital   
Southern Maryland Hospital   
St. Agnes Hospital   

(+): Hospital improved by one or more categories; (-): Hospital declined by one or more categories



Occupancy Reports  
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Capacity/Occupancy Report Draft 
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Draft Capacity Report
Note: For illustrative purposes only; some data fields are incorrect, Mathematica is reviewing how to pull the data; additional data 
fields to be added; will combine MIEMMS reports from previous slides with case mix data as noted 



Capacity calculator 
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Capacity Calculator Draft-for demonstration only



Capacity, Operations & Staffing Subgroup
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• First meeting tentative date-April 30, 2025

• Membership in review

• Work in progress includes:
• Access study
• ED Bed Analysis, all Maryland hospitals
• Capacity/Occupancy Report in development with Data Subgroup
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Capacity, Operations & Staffing Subgroup Updates



Site Visits
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● Successful Site Visit to Suburban on 2/28-attendees to share

● Upper Chesapeake Medical Center site visit in Bel Air has been 
scheduled for Tuesday, April 15, 11a-2p.  Invitation sent out, additional 
instructions for building location and parking will be provided when 
received

● Johns Hopkins Hospital Site Visit in Baltimore is being scheduled for 
Mid-May.  Invitation will be sent once the date is confirmed
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Site Visit Updates



Baltimore Crisis Site Visit
Dr. Morhaim and Jonathan Davis Verbal Update
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Open Forum
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• Pediatric Emergency Department Representation on ED WTR 
Commission and/or subgroups

• https://www.forbes.com/sites/jessepines/2025/03/19/americas-
emergency-department-boarding-crisis-finally-theres-a-bit-of-action/

• ED Commissioner Dialogue
• Symposium: Promoting Medical and Psychiatric Advance Directives 

(flyer on the next slide)
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Open Forum

https://www.forbes.com/sites/jessepines/2025/03/19/americas-emergency-department-boarding-crisis-finally-theres-a-bit-of-action/
https://www.forbes.com/sites/jessepines/2025/03/19/americas-emergency-department-boarding-crisis-finally-theres-a-bit-of-action/
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• Next Meeting: scheduled for May 21, 2025, need to reschedule.  
Propose June 4?  

• Please visit the ED Wait Time Reduction Commission Webpage for all 
materials. 
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Next Steps

https://hscrc.maryland.gov/Pages/ED-WTR-Commission.aspx
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