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• Monktown 

• Freidricktown 

• Sante Jean 

• Edmonstertown 

• Hellifacks 

• Charlaton  

• Sinknee • Yurmouth 

Easteros: 
Thought Experiment 

 

How do you optimize 

access to high quality 

Emergency Medicine in 

an evolving Health 

Care Eco-system? 

• New Glasconish 

• Mudderslide 

• Centville 

• Mirrormushy 

• Truerow 

• Frigidwater 

• SanStephanie 

• Armhurts 



• Monktown 

• Freidricktown 

• Sante Jean 

• Edmonstertown 

• Hellifacks 

• Charlaton  

• Sinknee • Yurmouth 

Easteros: 
Assumptions: you are 

the new Philosopher 

King Decision-maker, 

minister of health 

 

• No politics 

• No historical 

precedent 

• Good EMS system 

• New Glasconish 

• Mudderslide 

• Centville 

• Mirrormushy 

• Truerow 

• Frigidwater 

• SanStephanie 

• Armhurts 

911 call in Farsborrough 
- Paramedics arrive on scene and 

patch in 

- 32 year old male with penetrating 

trauma to the torso, vitals stable 

- Should we go to the Farsborrough 

“ER”, the SanStephanie ED, or the 

bigger hospital in Sante Jean? 



1. What is Emergency Medicine? 

2. How does this impact Health System Design? 

3. Nova Scotia provincial Emergency Program of Care 

 - Goals and approach 

4. EPoC 4 priority directions: 

 - System Design and Integration 

 - Quality, Standards, and Patient safety 

 - Hospital / System Flow (efficiency and capacity) 

 - Governance and accountability 

 



“How you formulate 

a problem is far 

more essential than 

its solutions” Einstein 

What is Emergency 

Medicine? 

http://en.wikipedia.org/wiki/File:Einstein_tongue.jpg


Historical 

Context 
Ancient: 

 

Modern: 

- The era of public 

inquiries and 

coroners inquests 

- Specialization 

 

Integrated 

Networks of 

Emergency Care: 



Historical 

Context 

Ancient: 

 

Modern: 

- The era of 
public inquiries 
and coroners 
inquests 

- Specialization 

 

Integrated 
Networks of 
Emergency Care: 



• Pre 1960s: Ancient history 

• 1960s: CPR, out-of-hosp defibrillation 

• 1968: American College of EPs 

• 1972: Cincinnati, USC – LA EM residencies 

• 1973: Accidental Death and Disability: The 
Neglected Disease of Modern Society 

• 1977: Queens, McGill, Western EM residencies 

• 1979: Canadian Association of Emergency Medicine 

• 1980s: Royal College of Physicians and Surgeons & 
College of Family Physicians recognition 

• 1998: Dal EM achieves full departmental status 

• 2000s: Improved clinical quality/standards, 
Increasing regionalization and increasing academic 
recognition (…but also increasing overcrowding and 
rural ED closures)  



What is EM? 

(and what its not) 

 

 

Definition 

 

Unique content 

Knowledge and 

Discipline 

 

ERPs, BURPS, 

and other forms 

of eructation 
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What is EM? 

(and what its not) 

Emergency medicine is the medical 
specialty dedicated to the diagnosis 
and treatment of unforeseen illness 
or injury. It encompasses a unique 
body of knowledge as set forth in the 
"Model of the Clinical Practice of 
Emergency Medicine."1 The practice 
of emergency medicine includes the 
initial evaluation, diagnosis, 
treatment, and disposition of any 
patient requiring expeditious 
medical, surgical, or psychiatric 
care.  

An Emergency Physician is defined 
as being college/board certified   

(American College of Emergency 
Physicians) 
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EM Metaphors: 





The Future of Emergency Medicine: 

Management consultant Peter 

Drucker once observed, “The best 

way to predict the future is to 

create it.” As physicians, we have 

power to determine what will be 

written about us 50 years from 

now. What future do we want 

for our patients? The choice is 

up to us. 

Five years from now, I think emergency 
medicine will be known for three things.  

1. the traditional: if you’re really sick 
or hurt, it’s the only place to go. 

2. we will be noted to be the best 
acute care diagnosticians in the 
world.  

3. I think we will be experts on 
transitions of care, particularly in 
those transitions not only into the 
hospital to decrease length of stay but 
also transitions into the community.  

I think it’s a great future. 

- ACEP forum on the future of EM 2015 





Triple Aim EM 

Access 

Quality 

Cost 
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Challenges 

 

Urban 

 

Rural 

 

Access 

• “Overcrowding” 

 

• Boarding  

75:20:5 

 

• ED efficiencies 

 

• “ED closures” 

 

• Primary care 

access 

 

• Recruit/retain 

 

Quality 

• Vertical 

integration 

 

• Wait times 

 

• CQI/research 

• Horizontal 

integration 

 

• Standards 

 

• MoC 



Persistent EM Myths 
impacting policy 

1. Real life in the ED 
is about “real” 
emergencies 

 

2. Waiting in the ED 
is just 
inconvenient 

 

3. Overcrowding is 
caused by low 
acuity patients 

 

4. EM is expensive 
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EM Myths # 1 

  
1. Real life in the ED 

is about “real” 
emergencies 

 

2. Waiting in the ED 
is just inconvenient 

 

3. Overcrowding is 
caused by low 
acuity patients 

 

4. EM is expensive 

 
 



Understanding who are our patients? 
What is 

Emergency 

Medicine? 



Understanding who are our patients? 
What is 

Emergency 

Medicine? 





“Inappropriate visits to the ED”??? 

Retrospectoscope… 

Prospective / uncertainty / undifferentiated 

/high stakes?/ time dependent / emergency 

* 



Signal and the Noise… 

•Data 

 

• Information 

 

•Knowledge 

 

•Wisdom 
 

                Big Data ≠ Big Wisdom 

Everybody complains that they need more 

data but no one complains about their ability 

to make sense of the data in context… 

http://www.google.ca/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRw&url=http://izquotes.com/quote/296631&ei=RcxKVMWMFYnGggSgv4LYAw&bvm=bv.77880786,d.eXY&psig=AFQjCNEsAaOKxSz0Jkpn-Tt38U-CL3UQPg&ust=1414274459792617


Understanding who are our patients? 
What is 

Emergency 

Medicine? 



Should cohort C be in the ED? What are the alternatives?: 





Understanding who are our patients? 



What is Emergency Medicine? 

1. Resuscitation and stabilization of the acutely ill 

and injured (cohort A) 

2. Diagnosis and clinical decision making in the 

unexpected and undifferentiated health care 

event (cohort B+ anyone, anything, any time) 

3. Designing integrated systems and coordinating 

transitions of care - pre-ED/inter-facility/post-ED.  



EM Myths # 2 

  
1. Real life in the ED 

is about “real” 
emergencies 

 

2. Waiting in the ED 
is just 
inconvenient 

 

3. Overcrowding is 
caused by low 
acuity patients 

 

4. EM is expensive 
 

Wait times and mortality… 

….. …in a dose response relationship that suggests causality 



EM Myths # 3 

  
1. Real life in the ED 

is about “real” 
emergencies 

 

2. Waiting in the ED 
is just 
inconvenient 

 

3. Overcrowding is 
caused by low 
acuity patients 

 

4. EM is expensive 
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Queuing theory: 



Total daily 

demand 

queue 1 

Pour rate = 

speed and 

irregularity of 

patient arrivals 

Capacity 

of ED 

Effect of Boarding on ED 

Inadequate EP staffing  

Safe / Quality Care patient encounters 

Adverse events 

Mortality 

Increased costs 



Sophie’s Choice (Who gets the next ED bed…) 

Ambulance Hallway 

 

1. 72 yo male with 

Chest Pain, cardiac 

risks (32 min) 

2. 84 yo female fall, 

shortened rotated hip 

(1h 44 min) 

3. 20 yo female post 

ictal sz pt (2h 04 min) 

4. 87 yo male confused, 

lives alone (1h 51 

min) 

5. 35 yo male 

intoxicated (3h 36 

min) 

Awaiting transfer from another 

ED: 

 

1. 66 yo female, COPD, rr 30, 

deteriorating (2h, 12m) 

2. 32 yo female, medically 

cleared from overdose, still 

suicidal thoughts (6h, 44 min) 

 

Waiting Room: 

 

1. 22 yo female, first 

preganancy, 12 wks, heavy 

PV bleeding (3h, 13 min) 

2. 17 yo male, sore red swollen 

scrotum (45 min) 

3. 55 yo male, Chief of 

Surgery’s husband, 2 day hx 

epigastric pain radiating to 

back (just triaged) 



EM Myths # 4 

  
1. Real life in the ED 

is about “real” 
emergencies 

 

2. Waiting in the ED 
is just 
inconvenient 

 

3. Overcrowding is 
caused by low 
acuity patients 

 

4. EM is expensive 
 

• Majority of costs are Fixed costs (in relation to burden of acute 

illness/injury [cohort A] in the relative size of the catchment area) 

 

• A large proportion of costs are Transferred costs (from programs or 

services unable to manage their own queues in a timely manor). 

 

• A very small proportion is the Marginal costs (of low acuity pts) 

 

• Fixed + Transferred + Marginal costs / all pts = Average cost per pt 

 



• Monktown 

• Freidricktown 

• Sante Jean 

• Edmonstertown 

• Hellifacks 

• Charlaton  

• Sinknee • Yurmouth 

Easteros: 
Thought Experiment 

 

How do you optimize 

access to high quality 

Emergency Medicine in 

an evolving Health 

Care Eco-system? 
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• Monktown 

• Freidricktown 

• Sante Jean 

• Edmonstertown 

• Hellifacks 

• Charlaton  

• Sinknee • Yurmouth 

Easteros: 
Assumptions: you are 

the new Philosopher 

King Decision-maker 

 

 

• No politics 

• No historical 

precedent 

• Good EMS system 

• New Glasconish 

• Mudderslide 

• Centville 

• Mirrormushy 

• Truerow 

• Frigidwater 

• SanStephanie 

• Armhurts 





Emergency Program of 
Care (EPoC) 
Health Services Planning  
Overview / Update 
  

David Petrie  

Tanya Penney 

 



Evolution of Emergency Care in 
Nova Scotia 

Last Century 1996 - today Tomorrow… 

Back Door 

of Hospital 

Front Door 

of Hospital 

Keystone node in 

connected Health 

Ecosystem 





Quality, 
Standards, 

and Pt 
Safety 

Hospital and 
System Flow 

System 
Design 

and 
Integration 



1. Q&S committee 

2. Quarterly 
reporting 

3. Standards 
(accountability and 
support) 

4. Maintenance of                                     
Competence 

1. CAEP wait times 

2. EDIS 

3. Same/next day 1* care 

4. Non-ED alternatives for 
complex social pts 

 1. Categorization 

2. Horizontal 
Integration 

3. Vertical 
Integration 

4. Health Human 
Resources 



• Stewardship of tangible assets (financial and 
legal obligations) 

• Accountability to senior organizations, 
payers, partners, stakeholders 

• Accountability to individual members and 
constituent interests 

• Set the Unit/Dept’s course and 
priorities (Mission, Vision, Values) 

• Deploy resources accordingly 
(trade-offs, incentives, sanctions) 

• Frame problems and make sense of 
ambiguous situations 

• Evolve, adapt, respond to uncertainty and 
changing environments 



1. Q&S committee 

2. Quarterly 
reporting 

3. Standards 
(accountability and 
support) 

4. Maintenance of                                     
Competence 

1. CAEP wait times 

2. EDIS 

3. Same/next day 1* care 

4. Non-ED alternatives for 
complex social pts 

 1. Categorization 

2. Horizontal 
Integration 

3. Vertical 
Integration 

4. Health Human 
Resources 



1.1: Categorization 

0

1

2

3

4

5

6

Less More

Outcomes in relation to… 

Distance Volumes



• Monktown 

• Freidricktown 

• Sante Jean 

• Edmonstertown 

• Hellifacks 

• Charlaton  

• Sinknee • Yurmouth 

• New Glasconish 

• Mudderslide 

• Centville 

• Mirrormushy 

• Truerow 

• Frigidwater 

• SanStephanie 

• Armhurts 

Canada 

May 20, 2017 7:00 pm  

Emergency room closures front and 

centre on Nova Scotia campaign trail 
By Alexa MacLean  

Video Journalist  Global News  

“There isn’t any question or 

interpretation about it; emergency room 

closures have increased every year 

since the Liberals/NDP/PCs came to 

power,” NDP/Liberal/PC Leader Joe 

Politician said. 

Easteros 
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Canada 

May 20, 2017 7:00 pm  

Emergency room closures front and 

centre on Nova Scotia campaign trail 
By Alexa MacLean  

Video Journalist  Global News  

“There isn’t any question or 

interpretation about it; emergency room 

closures have increased every year 

since the McNeil Liberals/NDP/PCs 

came to power,” NDP/Liberal/PC 

Leader Joe Politician said. 

 

 

 

 

 

 

 

"So you could even flip that over and say, is it 

ethical to say I'm going to put an emergency 

department in your community but not be able to 

staff it, not be able to provide the things you 

need, but still try and call it an emergency 

department?" medical ethicist Dr Pauls  said. 

Rural areas deserve real emergency care, 

doctors say — and that could mean closing 

ERs 

Frequently closed small-town hospitals could be reorganized by province 

By Tessa Vanderhart, CBC News Posted: Apr 24, 2017 

Easteros 



• Monktown 

• Freidricktown 

• Sante Jean 

• Edmonstertown 

• Hellifacks 

• Charlaton  

• Sinknee • Yurmouth 

Easteros: 
Thought Experiment 

 

How do you optimize 

the “siting and sizing” 

of Emergency 

Departments in a 

geographic region? 

• New Glasconish 

• Mudderslide 

• Centville 

• Mirrormushy 

• Truerow 

• Frigidwater 

• SanStephanie 

• Armhurts 



1.2: Horizontal Integration 



1.3: Vertical Integration 

• TREKK 

 



1.4: Human Resources 

• Code black team 



STRATEGIC DIRECTION #1  

Network Design and Integration: Siting, Sizing, Synergizing and optimizing health human resources 

Goal #1 Goal #2 Goal #3 Goal #4 

Categorization (siting and sizing of EDs 

should be formalized with operational 

implications and system accountabilities 

in relation to all other system access 

points  

Better Horizontal integration of “the 

patient care journey” for the person 

with an unexpected illness of injury that 

does not require hospitalization 

Better Vertical Integration of “the 

patient care journey” for the person 

with an unexpected illness or injury that 

does require secondary, tertiary, or 

quaternary care/hospitalization 

Optimize human resource utilization 

and integration of all health care 

professionals as part of the 

Emergency Medicine (EM) patient 

care team 

Actions Actions Actions Actions 

1.1.1 Review the literature so that ED 

definitions can be based on a 

developing consensus and 

national guidelines 

1.1.2 Develop and integrate “virtual” & 

electronic access points 

1.1.3 Recommendations must involve 

hazard analysis methodology in 

determining proposed levels of 

care and mitigation strategies  

1.1.4 Collaborate with key Programs of 

are to establish mutually 

supportive care delivery models 

1.2.1  Improved the                              

transitions/interfaces with primary 

care, the ED, and 

home/continuing care to improve 

patient outcomes 

1.2.2 In rural communities,   the unique 

nature and potential system 

design solutions for Level 4 access 

points requires ongoing 

community “shaping” and primary 

care collaboration 

1.2.3 Integrate with the strategic plans 

of EHSNS 

1.2.4 Partner with the Maritime   SPOR 

support unit to evaluate 

effectiveness 

 

 

1.3.1 Improved planning of patient 

transitions/interfaces with other 

Programs of Care, and other 

specialist/sub-specialists. 

1.3.2 Improved telemedicine links (i.e. 

Hub and spoke design with level 

3/4s to closest level 2, and 

specialist/sub-specialty 

connections to the Level 1) 

1.3.3 Integrate with the strategic plans 

of EHSNS. 

1.3.4 Partner with the Maritime SPOR 

support unity to evaluate 

effectiveness  

 

1.4.1 RNs in EDs are prepared for the 

clinical responsibilities within the 

ED, and they are utilized to their 

full scope of practice. 

1.4.2 Paramedics, Nurse  Practitioners 

and Physician Assistants are 

utilized/.integrated where 

appropriate  

1.4.3 Physician Resource Plan should 

recognize board certification in 

EM (credentialing aligned with 

national recommendations and 

definitions)  

1.4.4  Strengthen inter-professional 

teams focusing on team work 

and culture 

1.4.5  Creative hub and spoke 

partnering/supporting for 

staffing and scheduling 

 



1. Q&S committee 

2. Quarterly 
reporting 

3. Standards 
(accountability 
and support) 

4. Maintenance of                                     
Competence 

1. CAEP wait times 

2. EDIS 

3. Same/next day 1* care 

4. Non-ED alternatives for 
complex social pts 

 1. Categorization 

2. Horizontal 
Integration 

3. Vertical 
Integration 

4. Health Human 
Resources 



2.1: Quality, Standards + Patient Safety committee 



2.2: Quarterly Reporting, Public Reporting 

Ontario Wait Times 

http://www.ontariowaittimes.com/er/

En/SearchSelection.aspx?view=1  

http://www.ontariowaittimes.com/er/En/SearchSelection.aspx?view=1
http://www.ontariowaittimes.com/er/En/SearchSelection.aspx?view=1


2.3: Provincial ED standards 

• Better care sooner 

• CAEP/ white paper 

$ Saved are re-invested 



2.4: Decision support + Maintenance of Competence 

https://www.bcemergencynetwork.ca/clinical_resource/  

https://www.bcemergencynetwork.ca/clinical_resource/


Trekk.ca  



STRATEGIC DIRECTION #2  

Exceptional Emergency Care through Standardization, Monitoring, and Continuous Quality Improvement 

Goal #1 Goal #2 Goal #3 Goal #4 

Provincial Emergency Quality and 

Standards Committee- Integrated with 

zonal operational structures to establish 

high quality standardized practices 

throughout the emergency care system 

Quarterly reporting of key process 

indicators and outcomes (when 

available) for all sites and zones  

Support the existing provincial ED 

standards and continue to 

evolve/modify/improved the standards 

Establish a provincial strategy that 

supports maintenance of 

competence, and ongoing 

professional raining for front-line 

providers 

Actions Actions Actions Actions 

2.1.1  Establish TOR (stand up 

committee) that includes 

responsibility for the 

development of ED standards, 

indicators, and standardized 

clinical best practice guidelines, 

policies and procedures 

2.1.2  Align operational work plan to 

the business planning cycle 

2.1.3  Create an up to date electronic 

dashboard of clinical practice 

guidelines (i.e. TREKK), polices, 

and procedures 

2.1.4  Procure necessary financial,                     

technological implementation and 

on-going operations of an online 

repository/dashboard  

2.2.1  Create a standard quarterly 

report templates based on 

national/international 

benchmarks 

2.2.2  Support development of data 

definitions, minimum data sets, 

and timely access to necessary 

databases for periodic reporting 

2.2.3  Feedback re site and zone 

performance on KPIs informs 

system change and improvements 

2.2.4  Publically report performance 

2.3.1  Review current standards 

(appendix 2) and determine which 

ones are true standards requiring 

monitoring and accountability, 

which ones require modification, 

and which ones are aspirational 

(with no specific accountably) 

2.3.2  Establish and enforce an 

accountability framework 

(including incentives and 

sanctions) for the EM standards 

2.3.3  Publically report performance 

  

2.4.1 Define key areas of Emergency 

competencies in alignment with 

national colleges and 

standards. 

2.4.2 Describe standards for 

competence and establish a 

mix of training models 

2.4.3 Explore opportunities for 

expanded scopes of practice 

with requisite training and 

regulation/oversight 

2.4.4 Build upon growing simulation 

training expertise, and make 

available provincially 

 



1. Q&S committee 

2. Quarterly 
reporting 

3. Standards 
(accountability and 
support) 

4. Maintenance of                                     
Competence 

1. CAEP wait times 

2. EDIS 

3. Same/next day 1* care 

4. Non-ED alternatives for 
complex social pts 

 1. Categorization 

2. Horizontal 
Integration 

3. Vertical 
Integration 

4. Health Human 
Resources 



3.1: Patient wait times 





3.2: ED Information Systems 



3.3: better same day / urgent access to primary care and 

specialists (including lab and DI) 



3.4: non-ED alternatives for chronic complex, behavioral, 

and adult protection pts 



STRATEGIC DIRECTION #3  

Hospital and System Patient Flow and Efficiency 

Goal #1 Goal #2 Goal #3 Goal #4 

Patient wait times are in the top third of 

performers of the nationally accepted 

CAEP benchmarks  

An emergency department information 

system (EDIS) is available in all level 1 

and 2 EDs to monitor patient flow and 

inform planning 

Work with primary care and specialists 

to improve same day/urgent access 

alternatives for appropriate patients 

Improve non-ED alternatives for the 

complex co-morbidity patient, the 

frail elderly, and long term care 

residents who do not have an acute 

worsening of their medical condition 

Actions Actions Actions Actions 

3.1.1  Reduce boarding in the ED 

through hospital flow efficiencies 

(see appendix 3)  

3.1.2  A System and Hospital patient 

flow committee is empowered, 

with accountability, to make 

significant system wide changes 

3.1.3  Implement a provincial wide 

overcapacity policy and processes 

in all (level 1 &2) EDs 

3.1.4  ED LOS standard is emphasized 

and enforced with 

incentive/sanctions by senior 

leaders (culture change) 

3.2.1  Support the staged development 

and implementation of an 

information system  

3.2.2  Align capability of the EDIS with 

functionality to improve patient 

care/flow and meet quality 

program and ED standards 

requirements  

3.2.3  Give front-line providers a voice 

in  the design and implantation 

of the EDIS and future e-pcr 

3.2.4  Feedback ED efficiency metrics to 

influence change/improvement 

3.3.1  Explore “ advanced access 

scheduling” for primary care and 

specialist clinics 

3.3.2  Explore electronic triage and 

specialist consult access for 

specialist to primary care  

3.3.3  Explore increased evening and 

weekend primary care and 

specialist clinics 

3.3.4  Explore increased evening and 

weekend access to diagnostic 

imaging and lab 

3.3.5 Explore better access to surgical 

complication follow up, indwelling 

medical device follow-up, non-

urgent transfusion services, or 

non-urgent medical procedures, 

etc. 

 

3.4.1  Collaborate with the 

Continuing Care program to 

support expansion of the Care 

program to support expansion 

of the Care by 

Design/Expanded scope 

paramedics  

3.4.2  Explore the cost-benefit of 

discharge liaison coordinators 

in the ED setting with specific 

attention to high user group 

3.4.3  Provide non-ED alternative for 

adult protection cases 

awaiting full assessment and 

placement 

3.4.4  Expand access through 

telemedicine technologies in 

long term care residences 

 



1. Q&S committee 

2. Quarterly 
reporting 

3. Standards 
(accountability and 
support) 

4. Maintenance of                                     
Competence 

1. CAEP wait times 

2. EDIS 

3. Same/next day 1* care 

4. Non-ED alternatives for 
complex social pts 

 1. Categorization 

2. Horizontal 
Integration 

3. Vertical 
Integration 

4. Health Human 
Resources 



(Adaptive) 



4.1: Think holistically, act locally, iterate together 

High 

Low 

Low High 

Common 

purpose 

Guiding 

principles 

Subsidiarity of operational decision making 

Common mission/vision, with 

engaged and agile organizational 

leadership and constant 

improvements in service of patient 

and population outcomes (often 

generated by the grass roots) 

“Strong” silo-ized departments and 

organizations with no common 

direction and no incentives for 

collaboration and relationship 

building, and no accountability for 

population outcomes 

Centralized 

decision making, 

Top-down 

control, micro 

management of 

deliverables 

Madly off in all 

directions, low 

local situational 

leadership and 

low operational 

resilience 



Catalyzing System 

Change to Improve 

Health Outcomes  

Policy / Governance / Incentives / Strategy 

Implementation / Adaptations / Front-line Ownership / Patient engagement 

Integrate / Coordinate / 

Stakeholder coalition 

building / Social 

accountability 

Evaluation / Quality 

improvement / Patient 

outcomes / Iterate 

4.2: Provincial EPoC 

system design and 

integration  committee 



4.3: leadership roles and responsibilities are clear (and 

flexible) 
• Team of teams 



4.4: Provider autonomy and accountability are balanced 
They may call you Doctor / or they 

may call you Chief / But you’re still 

gonna have to serve somebody… 



Trust and Engagement are two sides of the same coin 



STRATEGIC DIRECTION #4  

Establish a provincial Emergency Program of Care with appropriate Leadership, Management and 

Infrastructure 

Goal #1 Goal #2 Goal #3 Goal #4 

EM care must be planned as a single 

Integrated Network, but will respect and 

enable local management  

Have a Provincial Steering and Strategy 

Committee overseeing the 

implementation, evaluation, and 

iterative improvements of the EPoC 

strategic plan 

Have a detailed leadership and 

accountability structure to support the 

Emergency Program of Care 

Physicians are accountable through 

performance based service 

agreements and NSHA/ISK/DHW is 

accountable to maintain standards 

and support the necessary 

infrastructure  

Actions Actions Actions Actions 

 Align ED site/zone level 

planning/operations with zones, 

and cross cutting services (EHS, 

Emergency Preparedness, Trauma, 

etc) by standing up zone based 

operational committees 

 Create a mechanism for providers 

and stakeholders to contribute 

their voice in planning and 

improvements of the system 

4.2.1  Establish terms of reference (and 

stand up committee) 

4.2.2  Align with other committees and 

overall governance structure in 

NSHA 

4.2.3  Clearly articulate the budget and 

level of authority give to the EPoC 

leadership and steering 

committee, and the process 

through which ongoing decision-

making and financial pressures are 

balanced 

4.3.1 Clear roles and responsibilities 

shall be defined for Senior Co 

Leaders, Zone Co-Leaders and Site 

Chiefs  

4.3.2 Site, zone, provincial job 

descriptions, relationships, and 

accountabilities are described   

4.3.3 Establish a communication strategy 

between the leadership structure 

and all stakeholders 

4.4.1   Support the development of 

appropriate letters of 

agreement and contractual 

rights and responsibilities of 

physicians to their zone 

chiefs 

4.4.2   Create mechanisms for 

NSHA/IWK/DHW to 

understand and respond to 

ongoing operational 

pressures to improve patient 

outcomes  

 



Easterosians 





EMERGENCY MEDICINE: 

MYTHS, MODELS, AND 

METAPHORS 
Catalyst of change 

in evolving Health 

Care Eco-systems 



Questions? Questions? 



Sizing and Siting Approach  



Sizing and Siting Approach  



 

 

 

 
 

 

 

Comprehensive 

Full Service ED 

Advanced  

Full Service ED 

Full Service ED 

Urgent 

Primary Care / 

“ER” / CEC 



Hazard Analysis 

http://www.skybrary.aero/index.php/File:FAA_RA_Sample.JPG


Hazard Analysis of NS ED access: 

RISK = What is the 

likelihood of the 

event? 

What is the severity of 

the event? 

 

CTAS 4,5 

 

CTAS 3 

 

CTAS  1,2 

 

>30% 

 

>10% 

 

>5% 





92.5% of citizens 

97% 1,2,3s / 87% 30 min 



Source: Investment & Decision Support, Department of Health and wellness 

Population – Statistics Canada, 2011 Census 

April 2016 



National Evaluation of the Effect of Trauma 

Center Care on Mortality 
 

25% lower relative 

risk of  death  

at one year in  

trauma centers 
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EJ MacKenzie et al, 2006 





Provincial Helipad Sites: 

 



EMS/Trauma System Integration 

Identification 

Notification 

Resuscitation in 

Trauma Center 

Transfer 

Field Stabilization 

Field Triage 

Transportation 

Primary resuscitation 

Rural 

setting 

Urban 

Setting 

•    Trauma Association of Canada Accreditation Guidelines 

“If an injured patient 

dies at a non-trauma 

hospital, the trauma 

system has failed” 

Howard Champion MD 

 













 

 
Capacity 

Efficiency 

Impact of 

wait times 

Total  

Demand Variability 

of demand 

Safe, quality care 





The Accountability Crisis: 

In the face of demand capacity mismatch a program / queue can: 

 

1. Improve efficiency and appropriateness, and lobby for more resources (difficult) or… 

2. Block inflow and leave pts in the queue (default response) 

3. Solution for one program is a problem for another program 

4. Shifts care to downstream programs less capable of providing it 

5. Displaces consequences of access failure to remote parts of system 

6. Leaders capable of assessing/addressing root causes are protected from having to do so 

7. And leaders in impacted areas are incapable of doing (because they have no authority) 



Practical 

Implications of 

Queuing Theory 

1. Focus on real 
problem queue, 
bottlenecks 

2. Small 
improvements 
can have big 
impacts 

3. Safe redundancy 
surge capacity 

4. High cost of 
planning for the 
average day 

 

http://emergencymedicinecases.com/emergency-

physician-speed-and-productivity-solutions/ 

http://emergencymedicinecases.com/emergency-physician-speed-

how-fast-is-fast-enough/ 

 

http://emergencymedicinecases.com/emergency-physician-speed-

and-productivity-solutions/ 
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Preparing for the average day is like pitching your tent at 

the mid-tide line (and wondering why you are all wet…) 
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Health Care systems are far 

less like a clock (mechanistic, 

clear cause and effect, 

predictable command and 

control – and therefore, 

effectively planned/“run” by 

centralized administrators)  

and more like a Complex 

Adaptive System 

 
http://www.nhsiq.nhs.uk/resource-

search/publications/white-paper.aspx 

 



“Man-made systems become unstable, creating uncontrollable situations even when decision-

makers are well-skilled, have all the data and technology at their disposal, and do their best”. 

http://www.google.ca/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&docid=js4_tcJSMUBDaM&tbnid=z3sx6tLRGCI1YM:&ved=0CAcQjRw&url=http://wattsupwiththat.com/2009/12/03/if-i-had-a-subscription-to-nature-id-cancel-it/&ei=NAk7VN76BMOtyATW3IKIBQ&bvm=bv.77161500,d.aWw&psig=AFQjCNHcrAikYJpGFETYhIXlnzrDN6jHBQ&ust=1413241472551063


20th vs 21st Century Health Care 
Traditional System 

 

Complex Adaptive 

System 

Roles Management 

(top down) 

Situational leadership 

(context dependent) 

Methods Command and 

Control 

Evaluate and Iterate 

Measurement Activities Outcomes 

Focus Efficiency Agility 

Relationships Contractual 

Linear 

Personal Commitments 

Non-linear 

Network Hierarchy Heterarchy 

Design Organizational 

design 

Rigid planning 

Self organization 

Trial and error and 

improve 



System as machine 

vs ecoSystem 



Health Care as a Complex Adaptive System 

Interdependent Agents 

Dynamic Co-evolution 

Non-linear threshold effects 

Self organization and Emergence 

No single point of control 

Hind sight does not give foresight  



20th vs 21st Century Health Care 
Traditional System 

 

Complex Adaptive 

System 

Roles Management 

(top down) 

Situational leadership 

(context dependent) 

Methods Command and 

Control 

Evaluate and Iterate 

Measurement Activities Outcomes 

Focus Efficiency Agility 

Relationships Contractual 

Linear 

Personal Commitments 

Non-linear 

Network Hierarchy Heterarchy 

Design Organizational 

design 

Rigid planning 

Self organization 

Trial and error and 

improve 



Health Care as a Complex Adaptive System 
• Composed of independent agents following their own physical, psychological, 

and/or social rules (not following rules of system) 

• They are non-linear and dynamic and do not reach fixed equilibrium points. 

Negative and positive feedback loops abound. This may appear random and 

chaotic to the mechanistic, cause-effect, world view. 

• Agent’s needs, and rules, may be in conflict (eg. access, quality, costs) depending 

on context, leading to co-evolution and interdependent adaptations. (collective 

interests vs individual interests) 

• Agent’s are intelligent and learn and change behaviors over time, leading to thresh 

hold effects and tipping point system changes. 

• Self organizing and emergent patterns of behaviours. Emergence = valuable 

innovations, De-mergence = crashes and crisis (when it starts to fall apart man it 

really falls apart) 

• No single point of control, system behaviours are unpredictable, uncontrollable, 

and no-one is “in charge”. Agility is essential. 



Reducing the total # of hospital beds is a laudable goal provided that: 
1. Bed hour utilization (efficiency) has been optimized 
2. Hospital occupancy (capacity) rates are between 85-90% 
3. IF beds are closed with occupancy rates >100%, or without optimizing efficiencies, then a 

public debate should occur about why we are rationing emergency care. 


