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The basic parameters for medical workups have scarcely changed in
the past 30 years. That is, what the internal medicine community
has deemed acceptable for outpatient, inpatient, emergency de-
partment, and urgent care evaluation has remained pretty much
stable or stagnant during all that time. We are failing to take
advantage of the phenomenal speed and accuracy of new labora-
tory and imaging technologies. Due to Hurricane Katrina, which
destroyed the Veterans Administration Hospital in New Orleans,
those of us who work in its urgent care clinic were forced to

undertake complex medical workups from an 8-to-5, walk-in plat-
form. We have been amazed at the efficiency of this. Workups that
used to take weeks can often be done in a few hours or days.
What we have discovered here serendipitously may be worth de-
liberately duplicating elsewhere.
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I am writing this from what has been called “the city that
care forgot.” For the past 6 years, New Orleans has had

enough worry for an entire country. In an area famous for
harboring some very sick and very poor people, the 2 main
hospitals that served them were lost during Hurricane
Katrina. One of them, Charity Hospital, from its original
roots an institution older than the United States itself, has
been completely shut down. The other is the less famous
but equally indispensable New Orleans Veterans Adminis-
tration Hospital. The 2 institutions stood back-to-back
across Gravier Street. Some physicians reading this will
remember the old medical nights in New Orleans and
would be saddened to see what has become of it all. The
area surrounding the hospitals is abandoned—a ghost
town. I have actually seen a bat fly from building to
building.

After the hurricane, local veterans needing acute care
went to private hospitals and clinics. The veterans were
mostly reimbursed for the expenses incurred on a case-by-
case basis in a complex system that frequently broke down.
To reduce the money and anguish that this state of affairs
was costing us, the Veterans Health Administration re-
opened the undamaged emergency department in 2009 as
an 8-to-5, Monday-through-Friday, urgent care clinic.
This free-standing clinic is staffed mostly with internal
medicine physicians and is without its own hospital, resi-
dents, admission teams, or subspecialists.

I had worked at the emergency department in the old
days and was invited to come back. I did, with trepidation.
What am I getting myself into?, I wondered. Was this going to
be an absolute disaster? On the morning of the urgent care
clinic’s first day, I doubted that we would be able to close
our doors because of the tremendous demand for care. Yet,
to my amazement, we never had the slightest problem clos-
ing our doors for the day. Our patients know our hours
and respect them.

As anticipated, we were inundated with very sick pa-
tients. Ours is like no other urgent care clinic in the state;
we are an urgent care clinic in name only. The veterans of
South Louisiana have been without an acute care hospital
for 6 years, so they treat us as their acute care hospital and

will continue to do so until their new facility is completed,
regardless of the signs on the walls.

There is a real downside to running an emergency
facility even 1 minute less than 24 hours a day. When you
close a facility, all beds must be empty. We know that from
the time we open that the doors need to shut at 5:00 p.m.,
and the entire place must be vacant by 8:00 p.m. This
forces us to go the extra mile with evaluation and treat-
ment. We cannot let the fluids—and the responsibility—
run onto the next shift. In fact, we discharge nearly all of
our patients. Even when we see 80 patients in 1 day, we
typically transfer fewer than 5 to a hospital. I estimate
that our emergency department aversions alone have
saved the U.S. government approximately $8 million
last year, without factoring in the money saved from
outpatient procedures.

I would not be writing this if that was all that had
happened. Something else happened because we had to
accelerate our work, and it caught us by surprise: We began
to make very complex diagnoses very quickly. Moreover,
we began making diagnoses for leukemia, anemia, cancer,
and many autoimmune and endocrine disorders that were
often missed in outpatient clinics.

Diagnostic evaluation in academic outpatient clinics
tends to unfold over lengthy periods. Physicians notice dis-
turbing symptoms or signs. They order tests and schedule a
return appointment. Academic centers are busy, so the return
appointment often will not be the next day or even the next
week. If the initial hunch was wrong, the team must start over
weeks later. In our urgent care clinic, when we are wrong, we
start over in 45 minutes. That ability is a powerful advantage.

Despite its inherent limitations—indeed, largely be-
cause of them—we have in our free-standing urgent care
clinic a medical instrument of unbelievable power and flex-
ibility. What we have stumbled on in our little clinic could
be a potential model for far greater use nationwide. Be-
cause of our structure, we must make complex diagnoses
and implement complex treatments quickly and efficiently.
I can’t help but notice that the fundamental way we ap-
proach things in internal medicine has scarcely changed
since I was an intern, and that was nearly 30 years ago. We
do not take advantage of the speed and precision of new
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technologies. There is another problem, too: U.S. physi-
cians seem to have turned over too much acute care to
emergency physicians. No one seems to have voted on this
and thought about the consequences, but it certainly has
happened. And I think it has slowed care.

It is too easy for an emergency physician, especially in
an academic setting, to ‘‘consult medicine’’ or ‘‘consult
surgery’’ instead of thinking through a patient’s problem.
Even when a subspecialist sees a patient in the emergency
department, the real evaluation is postponed to the “next
available clinic slot.” It does not have to be that way.

In New Orleans, my colleagues and I discovered the
power of having a team of physicians that pursues a diag-
nosis in real time. One day’s work is augmented through
further testing the next day. I have repeatedly seen how it is
possible to do a full workup in the time that is often spent
elsewhere waiting for an open bed.

I have come to think that the ideal place in an aca-
demic medical center to accelerate medical evaluations—at

least for certain subgroups of patients—is an urgent care
clinic closely affiliated with an ambulatory procedure unit,
a setting where the goal is to get a diagnosis on an outpa-
tient basis that day or at least that week.

What we have discovered about urgent care in our
sleepy, swampy (and, to us, precious) New Orleans may be
worth testing in other settings.
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