
COMMENTARY

Rhode Island and the Changing Paradigm of Health Care Delivery
WILLIAM BINDER, MD

One year ago, prior to the failure of the proposed merger of 
Lifespan and Care New England, I wrote about the declining 
state of health care in Rhode Island.1 Despite Rhode Island’s 
numerous challenges, local physicians, nurses, advanced 
practice providers, and other health care workers have toiled 
relentlessly, attempting to provide the stan-
dard of care to our catchment area. Hope 
springs eternal and there was a sliver of opti-
mism at that time – the COVID-19 vaccine 
had demonstrated proven effectiveness in 
spite of a surge in cases, a potential merger 
offered new resources to cash-strapped 
health systems, and for a while, the economy surged. 

Unfortunately, the fault lines unearthed by the pandemic 
have not healed and, in fact, have widened. The lessons of 
the pandemic have gone unheeded. The innovation, support, 
and collaboration between public and private entities noted 
in the early days of COVID-19 have dissipated. Emergency 
physicians in Rhode Island’s largest health care system have 
seen conditions deteriorate even further than we thought 
possible. It is difficult to look a patient in the eye while he 
or she is writhing in agony from a kidney stone, or vomit-
ing due to a bowel obstruction, and tell them you can help 
alleviate their pain, knowing full well that inadequate staff-
ing means no one is available to implement an order in a  
timely manner. 

There are numerous causes for Rhode Island’s health 
care dysfunction. Locally, a poor business climate, an often 
tumultuous relationship between health systems and unions, 
leadership vacuums, and myopic vision have resulted in a 
challenging environment. The two largest health systems 
are teetering on the brink of insolvency. However, larger 
forces are also at work throughout the United States (US). 
The current structure of health care financing, a lack of inpa-
tient capacity nationally (emergency department (ED) visits 
have risen over the past 2 decades, while the number of EDs 
and inpatient beds has decreased), staffing shortages, issues 
surrounding behavioral health care and opioid and substance 
use disorders, as well as diminished outpatient health care 
availability, have strained our system.2

THROUGH THE ED LENS
Length of stay, inpatient boarding
The health of a hospital can be revealed through the lens 
of its ED. Markers of ED operational efficiency are the 
canary in the coal mine.2 One important metric, length of 

stay (LOS), has risen dramatically in all of 
Rhode Island’s EDs due to inpatient board-
ing. While increased boarding and LOS 
have risen nationally, some of the state’s 
facilities are double the national average. 
Boarding, a result of inadequate nurse staff-
ing on inpatient floors and an inability to 

discharge patients to skilled nursing facilities (which are 
beset with their own staffing problems) has downstream 
implications. Medical errors are likely to increase, patient 
privacy is compromised, and there is increased mortality 
among patients who wait greater than 4 hours for a bed.3 
In Rhode Island hospitals, where the majority of patients 
are admitted through the ED, boarding leads to ED crowd-
ing, a sentinel marker of hospital dysfunction.2 Panicked 
parents of infants requiring suctioning due to RSV bronchi-
olitis arrive to the ED after referral by their pediatrician, 
only to be told it is an 8–9 hour wait. Staff are demoral-
ized as well. There are ED shifts in which we have 4 open 
beds for 60 unsuspecting patients, leaving these poor souls 
to linger hours and hours in a crowded waiting room.  
Frequently, patients wait, but some – too many – do not.

Left without being seen 
Left without being seen (LWBS), perhaps the most sensitive 
metric regarding ED function and throughput, has surged 
nationally and locally. Median LWBS in the US has doubled 
from 1.1% to 2.1% between 2017–2021, numbers which 
would have been welcome for most Rhode Island hospitals 
preceding the pandemic.4 The worst performers in a national 
study averaged 10% LWBS toward the end of 2021, and this 
was prior to the recent explosion in non-COVID-19 respira-
tory viruses.4 Unfortunately, pre- and post-pandemic, Rhode 
Island’s hospitals are at the back of the pack, with some 
facilities now running in the double digits. 

Markers of ED operational  

efficiency are the canary  

in the coal mine. 
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Impact
The impact of long waits, ED boarding, and inadequate 
staffing has subtly changed our approach to health care. 
Colleagues in every field, from emergency medicine to psy-
chiatry to hospitalists to orthopedics, are making decisions 
based on resource scarcity rather than on the standard of care. 
We send home patients whom we would normally observe 
or admit, and ask them to see their primary care physician, 
whose first available appointment may be in 3 months. Any 
small perturbation threatens to drive the system further into 
crisis. The recent epidemic of RSV infections in pediatric 
and vulnerable adult patients is a case in point, and has led 
to extended and dangerous delays in emergency care. 

SOLUTIONS TO CONSIDER: SCOPE OF WORK
EMTS
Under current conditions, we are not meeting the needs of 
our patients, nor of our health care workers. Some imme-
diate solutions to this crisis are available, but require 
insight and courage. The paradigm of health care delivery 
has changed. Rhode Island Department of Health (RIDOH) 
regulations prevent EMTs or paramedics from placing intra-
venous lines in an ED, yet somehow it is reasonable for the 
same provider to place an IV while in an ambulance bounc-
ing around. In contrast, paramedics routinely insert IVs 
in Massachusetts hospitals. Recently an emergency order 
was submitted by RIDOH to allow EMTs to place IV lines 
in the ED. This needs to be a permanent change, and sug-
gests that all allied health roles should be reevaluated given  
personnel shortages.

Nursing
A more complicated problem is nursing. Over the last several 
decades, and in response to the Institute of Medicine’s 2010 
report on nursing, the nursing profession has been encour-
aged to accept greater responsibilities within the health care 
system.5 The pandemic has upended the equation and cre-
ated a supply chain deficit throughout the US. The impact 
on Rhode Island has been profound. Every hospital in the 
state is insufficiently staffed and our patients suffer. Entire 
units have closed in EDs and on inpatient floors, dramat-
ically reducing capacity at a time when we cannot afford 
the loss of a single bed. While nursing is an important and 
crucial part of the health care system, in an era of scarcity, 
nursing roles must be reevaluated and responsibilities have 
to be pared down to essential tasks. Nursing leadership and 
the unions need to consider unconventional, yet forward 
thinking solutions for change.

Expanding resources at state level
Additional changes could be considered at the state level. 
Behavioral health resources and beds can be expanded, 

alleviating an enormous stress on our system, but this will 
take time and money. However, boarding behavioral health 
patients comes at its own cost. Many of our patients with 
behavioral health issues and those with substance abuse 
disorders frequently remain in the ED for 24 to 48 hours, 
or longer, despite stabilization and a thorough assessment, 
because they have nowhere to go. This prevents 5–6 ED 
patients per day per boarder from being seen. Coordination 
(and funding) between the state and our hospitals could  
alleviate the impact of mental health boarding.

CONCLUSION

The techs, advanced practice providers, nurses, and phy-
sicians who come to work daily routinely experience the 
frustration of a system stymied by roadblocks. We are in 
uncharted territory and we have choices. We can hope for 
improvement, or we can redesign our approach to patient 
care and increase our capacity, and allow health care work-
ers to perform at the top of their abilities. It is heartbreak-
ing to watch conditions deteriorate when solutions to our 
crisis are within reach. In order to deliver high quality 
health care in Rhode Island, it is essential that state govern-
ment, RIDOH, the state’s health systems, unions, nurses, 
and physicians and providers recognize that the ground has 
shifted. In adversity there can be opportunity. It is time for  
immediate action. v
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