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HOSPITAL LEADERS 
DECIDED TO LAUNCH A 
COMPREHENSIVE LOOK 

AT WHY THE ED WAS 
NOT FUNCTIONING 
WELL AND CHANGE 

WHATEVER 
PROCESSES NEEDED 

IMPROVEMENT.

Fix to ED Overcrowding Includes 
Hallway Treatment

A hospital in Mississippi has 
significantly improved its 
emergency department (ED) 

throughput and reduced the perennial 
problem of overcrowding in part 
by embracing a concept that most 
facilities try hard to avoid: treating 
patients in hallways and other non-
standard areas.

In 2016, Forrest 
General Hospital 
in Hattiesburg, 
MS, was facing 
ED issues that are 
common to many 
facilities. Patients 
were dissatisfied 
about long wait 
times, the waiting 
rooms were filled 
on a regular basis, 
the hospital had to 
devote significant nursing resources 
to caring for patients in waiting areas, 
and a high number of patients left 
without being seen.

Staff also were unhappy about 
working conditions, and turnover 

was high. Hospital leaders decided to 
launch a comprehensive look at why 
the ED was not functioning well and 
change whatever processes needed 
improvement.

Forrest General’s ED is high acuity, 
serving as a referral center for most of 
southern Mississippi. The ED volume 

in 2016 was about 
80,000 patients a year 
and has increased at 
least 5% every year 
since.

The metric that 
crystallized the 
problems in the ED 
was the rate of patients 
leaving without 
treatment (LWT), 
says John Nelson, 
MD, FACEP, medical 

director with the 
hospital. That figure was typically 6% 
or 7%, and some months it reached 
8%. No one was happy with that 
figure because they knew it signified 
a range of throughput and patient 
satisfaction problems, Nelson says.
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That figure now is about 2%, 
even though ED volume has 
increased 20% since the start of the 
project, he says.

Length of stay (LOS) in 2016, 
at an average 227 minutes for all 
patients (and almost 300 minutes 
for admitted patients), also was an 
issue, Nelson says. The time from 
arrival to putting a patient in a 
room was approaching 30 minutes. 
Patient satisfaction numbers were in 
the cellar.

“We reached a point where we 
knew something had to change,” 
Nelson says. “We didn’t know at 
first whether it would be manpower, 
the rooms available to us, or some 
other solution, but we knew those 
numbers were not sustainable. We 
had to address it in some way if we 
were going to continue this growth 
pattern.”

Assessing Current  

State First

The working team included 
ED medical directors, emergency 
medicine physicians, the ED patient 
care manager, project analysts, 
patient care coordinators, staff 
RNs, an ED technician, and a unit 
assistant. The hospital worked with 
quality improvement consulting 
firm Vizient, based in Irving, TX, to 
develop a solution.

“You have to have administration 
support on something like this, 
and we lobbied heavily to have 
the whole institution involved in 
addressing this problem,” Nelson 
says. “We worked hard to involve 
not just the ED, but inpatient 
nursing, trauma service, cardiology, 
radiology, lab, social services, 
registration, housekeeping — 
everyone. If we lose any of those 
people’s involvement, that creates a 

slowdown or a road block that can 
thwart everything else we’re doing 
to improve these processes.”

They began by assessing the 
current state of operations and 
collecting baseline data. Arrival 
patterns, which help to gauge 
volume per hour of the day and 
guide staffing decisions, were 
especially important. They also 
mapped current processes to 
eliminate waste, designed new 
processes, and then matched staffing 
to the new processes.

“I can tell you from the 
physician side that it can be hard 
to hold that mirror up and look at 
yourself honestly. We had to change 
the way we look at things and be 
more conducive to change,” Nelson 
says. “We were set in our ways and 
didn’t want to think about changes. 
It worked fine that way 20 years 
ago, so why shouldn’t it work now?”

It was not just physicians, 
though. Nurses and other staff also 
tended to make excuses for the 
high LWT and LOS rates, says ED 
nursing director Sheila Shappley, 
RN, BSN, MBA.

Three Key Influences

The team identified the three 
factors that limit patient flow: 
bed, doctor, and nurse. They also 
determined that clinical assessment 
must occur as soon as a patient 
arrives at the ED.

Forrest General found that a 
key to improving ED care was 
matching nurse and provider 
staffing to expected patient volumes. 
Overcrowding and slow throughput 
were not caused only by a lack of 
beds, they found. Any shortfall in 
beds, nurses, or physicians would 
create problems. One strategy was 
to increase staffing earlier in the day 
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so there would be sufficient human 
resources when the patient volume 
began to increase.

This was different from the 
previous practice of bringing on 
additional staff at the time of 
expected increase, Nelson explains.

As the day went on, the hospital 
had more and more patients who 
left without treatment or were not 
seen in a timely manner, sometimes 
getting in a room and waiting a 
couple hours before providers were 
able to get to them, Nelson says.

“We had been adding more 
staff to the later shifts and at night 
because there were so many people 
coming in. But we found that if 
we front-load the day and have 
providers, nurses, and everyone else 
here early in the day to address that 
swell in patient volume as it comes 
in, then we didn’t have nearly the 
holdover into the midafternoon and 
into the night,” Nelson says.

“That made the nights more 
pleasant because we weren’t trying 
to catch up with all the patients who 
had come in earlier and were still 
waiting to be seen.”

The improvement team and 
others at the hospital initially 
resisted the idea, sticking with the 
philosophy that more staff should 
be added to the times showing the 
highest volume and worst metrics.

They had to be convinced that 
the growing backlog of patients 
throughout the day was a key 
contributor to those bad numbers 
for LWT and LOS in later shifts, 
Nelson says.

The goal is to stay ahead of 
any surge in volume by keeping 
patients moving through the ED and 
optimizing available beds, Shappley 
explains.

With the new systems in place, 
patients rarely wait in the lobby the 
way they used to. From 2016 to 

August of this year, the average time 
it took for a patient to be placed in a 
room after arrival decreased from 27 
minutes to 13 minutes. Also during 
that period, average LOS for all 
patients decreased from 227 minutes 
to 211 minutes.

Changes to Work 

Schedules

The new processes required 
coordination and increased attention 
by managers to schedule changes 
and shifts. They had to ask nurses 
to change their normal shifts and 
sometimes to work extra hours. 
The changes were communicated to 
staff with a packet of information, 
process books placed in all patient 
care areas, and meetings with each 
shift team.

The process for handling 
emergency medical services (EMS) 
radio calls also needed improvement. 
The process at that time called for 
an RN to take the radio report and 
then call the triage nurse for a bed 
assignment. The triage nurse would 
then assign a bed to the EMS patient 
in the hospital’s system.

Under the new process, the RN 
who takes the radio calls assigns the 
bed, saving time and decreasing the 
workload for the triage nurse.

Forrest General also implemented 
a new two-stage triage process. The 
new process is intended to identify 
and immediately route patients who 
do not require full triage assessment. 
(For details on the two-stage triage 
process, see the sidebar on page 112.)

“Previously, we had a one-step 
triage in which everybody waited in 
line at one window. Now we have 
a multi-step triage system so that if 
you have a minor complaint, you 
are sent to the minor treatment 
area right away, and if you have a 

critical need, you go straight to the 
critical care area of our ED,” Nelson 
explains.

“Those in-between patients with 
complicated medical issues are fully 
evaluated at a second station and 
given rooms from there. Our mantra 
has been that if at all possible, 
everyone goes to a room, and 
nobody goes to the waiting room.”

The average time from arrival to 
triage has gone from 13 minutes to 
two minutes, Shappley says.

The new system aims to 
eliminate placement of patients in 
inappropriate care zones, minimizing 
the placement of very sick patients 
with less sick patients whenever 
possible. Behavioral health patients 
also are placed in designated rooms.

Nurses Swarm Patients

Forrest General implemented a 
team care model they call the Swarm 
Approach, in which two RNs attend 
to the patient as soon as he or she is 
placed in the room. They each have 
specific duties. The primary nurse 
is the one who was assigned to that 
room at shift change or midshift 
and remains the primary caregiver 
for that patient throughout the stay. 
A support nurse helps the primary 
nurse.

The primary nurse introduces 
the rest of the care team, explains to 
the patient what to expect during 
the stay, and queries the patient 
about the chief complaint and 
other vital information. This nurse 
also collaborates with the support 
nurse and manages order protocols 
and sample collection. At the 
appropriate time, the primary nurse 
checks the bed board for the next 
patient.

The support nurse gowns 
the patient, preps supplies, and 
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performs the initial physical 
assessment, verbally communicating 
those findings to the primary nurse. 
This nurse also initiates IV lines, 
collects specimens, applies specimen 
labels, and delivers specimens for 
testing.

Hallway Spaces  

Add Capacity

As part of the ED process 
overhaul, the hospital was able 
to increase the number of beds 
available to ED patients. The ED 
had 50 beds in operation previously 
and increased that to 55. But it 
also designated 28 “virtual spaces” 
— eight stretchers and 20 chairs in 
hallways and nearby seating areas. 
That makes a total of 83 potential 
patient spaces available for ED care.

The hospital also divvied up 
the available ED space in a more 
strategic way. Previously, there was a 
critical care area and the rest of the 
ED. Now there is a critical care area, 
an area for complicated medical 
issues (but not critical ones), two 
other areas for less complicated 
medical issues, and a minor care 
area. Each is staffed differently, with 
providers and staff appropriate to 
those levels of need.

“The nurse practitioners are 
much more productive with the 
new treatment areas, even though 
I would have thought we might 
see a backup with the new system,” 
Shappley says. “We are very 
protective of not mixing up our 
acuities, because then you get less 
production out of everyone.”

Physicians at first resisted the 
idea of being assigned to the specific 
care zones rather than seeing the 
next patient no matter what the 
acuity, Nelson says.

They soon warmed to the idea 

ED Uses Two-stage Triage to 
Improve Flow

Forrest General Hospital in Hattiesburg, MS, developed a two-
stage triage process that has helped improved throughput and 

many other aspects of care in the ED.
The first stage, T1, is a rapid triage that assigns beds to patients 

in acuity levels 1, 2, 4, and 5. Only acuity level 3 patients go on to 
the second stage, T2. Level 3 patients typically require significant 
resources, so a further assessment is needed to properly direct their 
path after triage. A registrar works in parallel with the triage nurse, 
conducting a mini-registration that includes documenting the name 
and birthday, applying a wrist band, and obtaining consent from the 
patient. An ED technician also is present to take the patient to an 
exam room or the T2 assessment. The technician also notifies the T1 
nurse of new patient arrivals.

In T2, a nurse obtains additional information and assigns the 
patient to an exam room, sending him or her to one area for a soft 3 
and another for a hard 3. An ED technician obtains vital signs and 
takes the patient to the assigned bed.  n

of staying within one smaller area 
of the ED for their shifts. “With 
47,000 square feet in the ED, it was 
not usual to be with one patient 
and then the next patient is on 
the other end, which is 100 yards 
away,” Nelson says. “This lessened 
our footwork and the nurses know 
who to go to to communicate about 
certain patients. This improved our 
efficiency and the length of stay.”

The addition of the virtual spaces 
— essentially designated hallway 
locations — helped the ED deal 
with the waxing and waning of 
volume throughout the day, Nelson 
says.

The ideal is still for patients 
to remain in an exam room when 
possible; but when volume dictates, 
they can be moved to a virtual space 
if, for instance, they are stabilized 
and simply awaiting test results.

“Our busy days typically are 
Sundays and Mondays, but our 

busiest day in the last five years was 
a Thursday. Sometimes data doesn’t 
tell you everything and you can’t 
predict when you’re going to have 
an extremely busy day,” Nelson says. 
“So, the virtual spaces allow us to 
flex with that and manage the high 
days and low days — and the high 
and low times within those days.”

Hallway Idea Not Easy 

for Some

Shappley and Nelson say 
accepting the idea of placing patients 
in the hallways was a huge change in 
thinking for everyone at the hospital. 
Like at most hospitals, “boarding” 
patients in the hallway is frowned 
upon as a last resort, something to be 
avoided if possible.

The practice was seen as a sign of 
failure for the ED, or at least a sign 
that it was hopelessly overwhelmed 
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Research Shows Skepticism 
Over Hallway Care

The practice of treating ED patients in hallways has generated some 
reports in the medical literature expressing concerns for patient 

safety, though the incidents cited do not reflect a system in which 
patients are first stabilized and seen by a physician in an exam room.

In one report, a 32-year-old man had been recently diagnosed with 
type 2 diabetes and sought care at an ED that was 250% over capacity. 
The initial evaluation, which included a chest radiograph, ECG, and 
laboratory studies, suggested mild diabetic ketoacidosis.

“His medical care in the ED was conducted in a crowded hallway. 
After correction of his metabolic abnormalities, he felt improved and was 
discharged with arrangements made for outpatient follow-up,” the report 
says. “Two days later, he returned in cardiac arrest, and resuscitation 
efforts failed. The autopsy was significant for multiple acute and chronic 
pulmonary emboli but no coronary artery disease.”

In the subsequent malpractice lawsuit, the hospital settled for $1 
million and blamed the incident on the physician. The state medical 
board disciplined the doctor, alleging negligence because the ECG had 
not been personally interpreted by that physician.

“A formal hearing was conducted with the EP’s medical license 
placed in jeopardy. This case illustrates the risk to EPs who treat patients 
in crowded hallways, where it is difficult to provide the highest level 
of care,” the report says. (That report is available online at: https://bit.
ly/2PjI0ib.)

Another report “found that hallway care was associated with worse 
patient perceptions of clinician-patient communication.” The effects may 
be worse with acute conditions like heart attacks, in which hallway care 
may lead to poor communication, which in turn creates more worry and 
fear in the patient, the study says.

“Recognizing the association between communication and hallway 
care may identify patients who may benefit from additional psychosocial 
support and help improve aspects of clinician-patient communication 
across a wide range of care environments in the ED,” the report says. 
(That report is available online at: https://bit.ly/2wPaObm.)  n

by patient volume, she says. And it 
was generally assumed that patients 
did not want to be put in the 
hallway, seeing it as demeaning.

The proposal for actively using 
the virtual spaces met with a lot 
of resistance from both staff and 
administration. The turning point 
came when the hospital asked 
patients how they felt about the idea.

“We found that as long we can 
protect their privacy and their 
dignity, patients were much more 
amenable to being in the hallway if 
that meant they were being taken 
care of and the next time they came 
they wouldn’t be waiting in the 
lobby,” Nelson says.

“Previously we were kind of 
embarrassed they were out there, 
so we didn’t want to talk to them, 
and they didn’t want to talk to us. 
Now it’s very different. We stop to 
chat and make sure they have what 
they need, and we see it as a positive 
indicator that they’re being taken 
care of.”

Physicians who initially resisted 
the idea are now on board because 
they realize that it allows them to 
see more patients, Nelson says. He 
sometimes gets calls from doctors 
asking that more patients be moved 
to the hallways. (See the sidebar on 
the right for information on research 
related to the risks of hallway care in 
the ED.)

Protocol for  

Hallway Use

Patients are not simply shuffled 
off to a virtual bed space when the 
ED is busy. There is a protocol to 
follow, which starts with making 
sure the initial nurse swarm and 
treatment are completed and that all 
portable imaging exams, if ordered, 
are complete.

The patient also must have had 
the first contact with a physician, 
and any patient requiring a cardiac 
monitor or continuous supplemental 
oxygen as part of the ED care must 
remain in a room rather than going 
to a virtual care space. However, a 
patient who uses oxygen daily can be 
moved to a virtual space.

The primary nurse decides 
whether the patient meets the 
criteria for a virtual bed and transfers 
the patient to a hallway care space 
when appropriate.

When moving a patient to a 
hallway space, the primary nurse 
first explains the situation to the 
patient and draws from this script 
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developed by the hospital: “Our ED 
is beginning to get full and our goal 
is for every patient checking into 
the ED to be immediately placed 
in an exam room to be evaluated 
by a provider and nurse instead of 
having to be placed in the waiting 
room until an exam room becomes 
available. Since you have been 
evaluated by a provider and a nurse, 
is it OK for us to move you to a 
hall bed/chair while you wait for 
your disposition so we can make 
this room available for the next 
emergency patient? We certainly will 
take very good care of you.”

Forrest General also added a 

greeter outside the ED entrance 
who helps people in and out of 
vehicles and can summon additional 
assistance. The ED’s goal is to keep 
LOS under 200 minutes for all 
patients, and it reaches that goal 
about six out of seven days, Nelson 
says.

Shappley notes that the team 
stays on top of the metrics and looks 
for any opportunities to tweak the 
system for improvement. 

“Our management team is 
looking every day at the matrix and 
wondering why it took so long to get 
this scan done or whether there is 
any trend,” she says. 

“When we find something, we 
don’t look at it as a problem, but 
rather an opportunity to improve on 
what we’ve already done.”  n
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Disruptive Physicians, Staff Must Be  
Held Accountable

Peer review and quality 
improvement professionals 

often are faced with difficult 
physicians — the ones who generate 
more than their fair share of 
complaints from both patients and 
staff. They also receive poor reviews 
and drag down the facility’s overall 
satisfaction scores. And similar 
trouble comes from a unit within 
the hospital that just does not seem 
to want to comply with a quality or 
safety directive that everyone else is 
following.

Dealing with such a physician 
or group is always a difficult 
proposition. That is especially so 
when, for example, a doctor is a 
high revenue generator, a leader in 
a specialty, or otherwise powerful 
and important to the organization. 
And how do you get staff to comply 
with directives without singling out 
individuals for discipline?

Accountability is key, even 
though there has been a movement 
away from holding individuals 

accountable in favor of redesigning 
systems to encourage the desired 
behavior, says Gerald B. Hickson, 
MD, senior vice president for 
quality, safety, and risk prevention 
at Vanderbilt University Medical 
Center in Nashville. He also holds 
the Joseph C. Ross Chair in Medical 
Education and Administration.

Rude or abusive physicians must 
be managed affirmatively no matter 
how much cachet or power they 
have within the hospital, Hickson 
says. Vanderbilt uses a program 
that addresses disruptive physician 
behavior in an escalating fashion, 
and he says it must be employed 
without regard to the doctor’s 
position in the hierarchy.

Accountability,  

Not Blame

Dealing with dysfunctional 
systems requires returning the 
right amount of professional 

accountability to the healthcare 
environment, but without returning 
to the unproductive approach 
of past decades, Hickson says. 
No one wants to go back to the 
old way of shaming and blaming 
individuals for every error, he says, 
but there must be accountability for 
disruptive and abusive behavior.

“If you focus only on 
intentionally designed systems 
without pairing it with professional 
accountability, you get a lot of 
discussions that don’t go anywhere,” 
he says. “We can all agree that 
washing hands is a good thing, 
but just saying that doesn’t make 
people wash their hands. At some 
point you have to hold people 
accountable.”

Hickson recalls how a unit at 
Vanderbilt was not compliant 
with handwashing expectations, 
and when called to task, staff said 
conditions on the unit were not 
conducive to good hand hygiene. 
He agreed that they could not be 
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held responsible if the hospital did 
not provide adequate conditions 
for good hygiene, so the hospital 
improved the work area in the way 
the staff asked.

“After we made all of 
those improvements, to their 
specifications, their performance 
didn’t improve a bit,” he says. “We 
can spend a lot of time as quality 
and safety officers fixing things that 
need to be fixed, but it must be 
coupled with a clear, unambiguous 
declaration that we expect our 
members to do every time. Unless 
you have people, process, and 
technology aligned to help you 
with professional accountability, 
your safety program cannot move 
forward because of the influence of 
a very small number of people who 
decide these things don’t apply to 
them.”

Make Expectations 

Clear

That reasoning can be applied 
to a number of quality and 
safety efforts — everything 
from handwashing and timeout 
compliance to physician 
interactions with staff and patients, 
he says.

“If you don’t have a plan 
for dealing with the subset of 
people who don’t comply with 
expectations, it is hard for everyone 
else to maintain high reliability,” he 
says. “I don’t want us to return to 
the old days of shame and blame, 
but once leadership effectively 
embraces the need for improvement 
and fixes those things, then my 
expectation is that you’re going to 
wash your hands. Every time, not 
just when you feel like it.”

Whether the unacceptable 
behavior is poor hand hygiene or 

a physician who is verbally abusive 
to staff, hospital leadership must 
engage the problem head-on and 
make clear that such behavior is 
not acceptable, Hickson says. Once 
the organization makes the proper 
behavior possible by providing the 
necessary resources and processes, it 
is reasonable to expect compliance 
with your expectations, he says.

“Some of the best interventions 
come from people who are manning 
a desk somewhere but realize they 
are part of the safety team. If they 
see someone engaged in behavior 
that is not appropriate, they interact 
in a socially appropriate way,” 
Hickson says. “That means you 
never embarrass, never humiliate, 
but you do let them know that there 
was an opportunity missed to do 
the right thing.”

Choose Battles Wisely

At the same time, however, 
Hickson says healthcare leaders 
must remember that physicians and 
staff work in an inherently stressful 
environment and not come down 
hard on them for every momentary 
lack of performance.

Conversations about problem 
behavior should acknowledge 
that stress, note appreciation for 
how much the physician or staff 
members get right, and stress that 
the goal is to avoid a pattern of this 
unacceptable behavior, he suggests.

“It’s about providing input 
early and often. When we see 
lapses, don’t wait until everybody 
understands that this physician 
is problematic,” Hickson says. 
“Engage that person early, and 
leadership must do this in a 
consistent way so that it is clear 
nobody gets a pass.”

That consistent application of 

expectations and consequences can 
falter when the disruptive physician 
is a high revenue generator, or 
someone who wields a lot of 
power and influence for various 
reasons, Hickson says. That is when 
quality leaders must be steadfast 
in applying the same expectations 
as they would for any other 
physicians.

Otherwise, a small percentage 
of disruptive physicians can have 
an outsized effect on hospital 
operations, morale, turnover, 
outcomes, safety, and patient 
satisfaction, Hickson says. About 
2.5% to 4% of all clinicians — 
physicians, nurses, and others — 
have difficulty being respectful to 
colleagues and patients, he says.

“Those same people also tend 
to have difficulty respecting rules 
and complying with expectations 
for behaviors,” Hickson says. 
“These same people can be very 
influential and when they decide 
they’re not going to do something 
like a timeout, then that gives 
others the idea that they don’t have 
to do it either. If nobody wants to 
confront that first person because 
he generates 24,000 RVUs a year 
because of the economic issue, how 
do you create a safety culture if the 
rules don’t apply to everybody?”

Cracker Thief Story

But when do you get involved? 
What abusive or disrespectful 
behavior rises to the level of 
needing leadership intervention? 
The line is not clear; rather, it is 
determined on a case-by-case basis 
regarding how much the behavior 
affects the work environment.

Hickson tells the story of a 
problem physician who was widely 
known for being disrespectful 



116   |   HOSPITAL PEER REVIEW® / October 2018

to others, but he was not held 
responsible for the behavior 
because he was such a high revenue 
generator and wielded so much 
clout in the organization. One of 
the complaints that made its way 
to leadership involved him eating a 
package of crackers that a nurse had 
left at her workstation.

“The cracker case was so 
important to us in retrospect, 
because of course it’s not about 
the crackers. How many times had 
this particular individual eaten 
someone’s crackers, and how many 
times had he done something 
equally disrespectful, or worse?” 
Hickson explains. “This was the 
incident that pushed this nurse 
enough to report it, but what she 
was really reporting was a physician 
who had no respect for others and 
was causing enough of a disruption 
that he affected how people 
did their jobs, and the safety of 
patients.”

Any individual’s tipping point 
will be different, Hickson notes. 
Some people are going to report 
the first time a physician says 
something snarky or grabs a cracker 
without asking, while others will 

wait a long time until they cannot 
stand it anymore. Still others will 
never report the disrespect or abuse.

Hospital leadership does not 
have to investigate every report of 
such behavior, Hickson notes. It is 
important to collect all information 
about potentially disruptive 
physicians or staff, he says, but only 
about 2% of such reports need a 
full investigation by the hospital.

Look for Patterns

That does not mean that you do 
not talk to the physician, though.

“We don’t sweat the single 
reports. Most of them are simply 
a story and there’s no way to find 
the truth,” Hickson says. “But we 
do go to the physician and say, ‘We 
got this report, and it doesn’t seem 
consistent with our core values. We 
know there are two sides to every 
story, so I’m just going to ask you 
to reflect on these events and I trust 
you to do the right thing.”

That conversation should take 
no more than three minutes, he 
says. It must be delivered by a 
peer, not a superior. Then you wait 

and see if more reports come in. 
Experience has shown that about 
2.5% of all physicians account for 
about 50% of all complaints, he 
says.

For those physicians, Hickson 
says, the next conversation is 
different: “Dr. Smith, I need to 
ask you why you appear to have a 
pattern of this behavior.”

“That’s the stepwise approach. 
I don’t care whose crackers those 
were or why he took them,” 
Hickson says. “But when you 
accumulate a pattern of this 
behavior, then the evidence speaks. 
We code these reports according to 
certain themes, and in this case the 
complaints all pertained to a lack of 
respect for boundaries. That had to 
be addressed.”  n

SOURCE
• Gerald B. Hickson, MD, Senior 

Vice President for Quality, Safety 

& Risk Prevention; Joseph C . Ross 

Chair in Medical Education and 

Administration, Vanderbilt University 

Medical Center, Nashville, TN . 

Phone: (615) 343-8177 .

CMS Developing More Uniform  
Ligature Risk Guidance

Hospitals may soon have a more 
uniform set of guidance on 

protecting patients from ligature 
risk, with CMS announcing 
recently in a memo to state survey 
agency directors that it will 
incorporate findings from The 
Joint Commission Suicide Panel’s 
November 2017 special report on 
suicide prevention into its revised 
interpretive guidance.

CMS said it will not convene 
a task force on the issue, as it 
proposed earlier, opting instead 
to combine the existing guidance 
on ligature risk points — most 
commonly doors, hooks, handles, 
windows, belts, sheets, and towels 
— which could be used to attach 
a cord, rope, or other material for 
hanging or strangulation.

(The CMS memo is available 

online at: https://go.cms.
gov/2PMBgua. The TJC suicide 
panel report is available online at: 
https://bit.ly/2j61ppl.)

Addressing ligature risk 
should begin with an assessment 
of current risks and preventive 
measures, and that assessment 
must be multidisciplinary, says 
Sue Andersen, PhD, CHSP, 
EMTP, EMSIC, national director 
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of emergency management, 
environment of care and safety for 
Medxcel, a consulting company 
based in Indianapolis. She 
previously served as the safety 
director for a Level I pediatric 
trauma center in Detroit.

Andersen recently participated 
on an expert panel at the American 
Society for Healthcare Engineering 
Annual Conference and Technical 
Exhibition, discussing the 
importance of a multidisciplinary 
team to complete risk assessment, 
including assessing ligature, self-
harm, and suicide risks.

“Hospitals typically put 
this issue on safety or facilities 
management because we look at 
it from an environmental aspect, 
but it’s really bigger than that. It 
has to do with facilities, safety, and 
clinical, also,” she says.

“The processes for assessing 
patients, reassessing patients, 
how to move patients, and one-
to-one monitoring really come 
from the clinical assessment. From 
my experience, that has been 
overlooked a lot.”

The risk assessment is what 
truly drives change, Andersen says. 
Hospitals too often have tried 
to make improvements without 
first completing a thorough risk 
assessment, and that is partly 
because there is not adequate 
guidance on how to do so, she says.

A risk assessment is likely to find 
many areas ripe for improvement, 
and some will be straightforward 

alterations to the physical 
environment, Andersen notes.

But some of the more important 
findings might involve policies and 
procedures that are lacking or not 
followed consistently.

She cites the example of an 
at-risk patient who spends hours 

in the ED waiting for a transfer or 
inpatient bed.

Even if staff are watching the 
patient, what happens when staff 
members take that patient to the 
bathroom? Are staff trained on 
suicide risks and how to work 
at-risk patients? Do they have 
sufficient personnel to follow the 
established procedures?

“That is missing in many cases,” 
Andersen says.

“The physical alterations are 
pretty easy. Everyone knows that a 
chain or cord poses a risk, but the 

processes are where it can get pretty 
sticky. Staff often do not fully 
understand their roles in preventing 
harm related to ligature risks.”

The new CMS guidelines should 
provide a basis for improving 
hospital risk prevention related to 
ligatures, Andersen says.

The TJC report is helpful, but 
hospitals have struggled without 
a single, comprehensive guide for 
best practices, she says.

Andersen says the CMS 
guidance is likely to prompt many 
hospitals to substantially improve 
their ligature risk prevention.

“It will be helpful if the CMS 
guidance makes clear that this is the 
type of door you should have, this 
is type of one-to-one monitoring 
you should have. Otherwise a lot 
of it is subjective and left to the 
opinions of individuals at every 
hospital,” she says.

“Surveyors have so many 
different opinions on this, too, 
but it’s because we’re all working 
on different guidelines and no one 
comprehensive set,” Andersen says. 
“There are still some challenges 
that hospitals can have with this 
issue even when they’re trying 
diligently to do the right thing.”  n
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BPCI Advanced Program Begins in October

Participation agreements for the 
Bundled Payments for Care 

Improvement (BPCI) Advanced 
program from CMS were due 
recently, and providers are going 

live with the program on Oct. 1. 
In a new twist from old versions of 
BPCI, CMS has issued an option 
for providers to retrospectively drop 
out of the program in March 2019, 

notes Keely Macmillan, BPCI 
general manager with Archway 
Health, a software company in 
Watertown, MA.

(More information on BPCI 

“HOSPITALS TYPICALLY 

PUT THIS ISSUE ON 

SAFETY OR FACILITIES 

MANAGEMENT 

BECAUSE WE LOOK 

AT IT FROM AN 

ENVIRONMENTAL 

ASPECT, BUT IT’S 

REALLY BIGGER THAN 

THAT.”
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Advanced is available on the CMS 
website at: https://bit.ly/2mcB3me.)

“It was a tight time frame to 
begin with as far as when you got the 
data and when you had to get your 
agreement in for participation, but on 
top of that there were some providers 
who got their data quite late,” she 
says.

“There also were some errors 
with some of the data that affected 
particular bundles, so CMS added this 
option to drop out without a penalty 
if it looks like the program is not 
going to benefit you.”

That option applies to any 
participating providers, Macmillan 
notes, not just those who received 
incorrect or late data.

“For those providers who were 

a little more reluctant to enter the 
program because perhaps they had 
a higher risk, this option for leaving 
later might have made them more 
willing to participate,” she says.

“Generally, this is a good thing 
because it gives providers a chance 
to get their feet wet in the program 
for several months, after which 
they should have more data and 
can make a better decision about 
whether to stay in the program or 
not. They also can decide to pick 
and choose certain bundles to drop 
in March.”

Macmillan notes, however, that 
those participating providers need 
to have the proper tools in place 
to monitor their risk before that 
March deadline.

CMS has stated that it will 
flag patients attributed to an 
accountable care organization, 
an important distinction that 
providers must watch for as the 
program moves forward, Macmillan 
says.

“This is about making an 
informed decision once the 
program has begun, and providers 
need to be prepared to monitor 
this data so they can make the right 
call in March about whether to 
continue,” she says.  n
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Judge Dismisses Hospital’s Lawsuit 
Against Leapfrog

A Chicago hospital has failed in 
its attempt to sue the Leapfrog 

Group for defamation related to its 
low score, and the experience may 
hold a lesson for other hospitals 
about ensuring the accuracy of data 
submitted to Leapfrog Group and 
other ratings organizations.

A Cook County Circuit Court 
judge recently dismissed the lawsuit.

The lawsuit noted that Leapfrog 
awarded the hospital “A” grades for 
patient safety in its fall 2016 and 
spring 2017 reports, but then gave it 
a “C” in the fall 2017 report.

Leapfrog lowered the grade 
because patient medications were 
prescribed electronically only 50% to 
74% of the time, the lawsuit claimed.

The hospital alleged in the lawsuit 
that it prescribed medications 
electronically 95% of the time.

Leapfrog had the data showing 

that higher rate of electronic 
prescribing, the lawsuit claimed. The 
hospital notified Leapfrog of the error 
several times to no avail, according to 
the lawsuit.

Leapfrog responded that the “C” 
grade was based on the hospital’s 
self-reported data, which had been 
submitted through the Leapfrog 
online tool, according to court 
documents.

The hospital reported that 60% 
of inpatient medication orders were 
processed through its computerized 
physician order entry, according to 
Leapfrog.

The hospital had a period of 
time to review the data it submitted 
but did not notify Leapfrog of any 
problem, Leapfrog said in its response 
to the lawsuit.

Leapfrog’s response to the 
hospital’s claim outlines this timeline:

• “On June 7, 2017, plaintiff 
submitted data to the Leapfrog 
Hospital Survey via Leapfrog’s 
online survey tool. Among this data, 
plaintiff reported that approximately 
60% of inpatient medication 
orders are processed through its 
computerized physician order entry 
(CPOE). In making its submission, 
plaintiff completed an affirmation 
of accuracy, expressly certifying that 
the information submitted ‘is true, 
accurate, and reflects the current, 
normal operating circumstances at 
our hospital.’

• “Plaintiff, like all other 
hospitals that submitted data by 
June 30, 2017, had the opportunity 
to review its own Leapfrog Hospital 
Survey results, based entirely on 
its own self-reported data, for a 
period of two weeks before that 
information was published on the 
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Leapfrog Hospital Survey website 
on July 25, 2017. Plaintiff raised 
no issues regarding its CPOE data 
or anything else during that time.

• “Later, Leapfrog notified all 
hospitals that they must complete 
or update their Leapfrog Hospital 
Survey responses by Aug. 31, 2017, 
for their responses to be used in 
scoring the Fall 2017 Leapfrog 
Hospital Safety Grades. Again, 
plaintiff did not update any CPOE 
data prior to the deadline.

• “On Sept. 13, Leapfrog opened 
up a three-week data review period 
for hospitals receiving a Fall 2017 
Leapfrog Hospital Safety Grade 
to review all data from all sources 

that would be used to calculate 
their safety grade and to raise any 
concerns about those data with 
Leapfrog. During this period, 
plaintiff did not review its data 
and raised no issue regarding the 
CPOE data plaintiff provided to 
Leapfrog.”

Furthermore, Leapfrog claimed 
that 10 days after the close of the 
review period, the hospital logged 
into the Leapfrog Hospital Survey 
via the online survey tool but did 
not change any survey responses 
pertaining to CPOE.

The hospital also raised no 
objections during a two-week 
embargo period for hospitals to 

preview the Fall 2017 Safety Grade 
before publication, Leapfrog claims.

(The Leapfrog response is 
available at: https://bit.ly/2wB0Rxt.)

When the hospital filed suit the 
day before the fall 2017 report was 
published, Leapfrog agreed not to 
publish the hospital’s safety grade. 
The hospital nevertheless continued 
with the lawsuit.

Leapfrog attorneys argued that 
even though the organization stood 
by its “C” grade, the defamation 
lawsuit should be dismissed because 
it never published the hospital’s 
lower patient safety grade. The 
judge agreed.  n

Only 49% Follow CMS Sepsis Protocols

Fewer than half of U.S. hospitals 
follow CMS’s sepsis treatment 

requirements, according to a recent 
government report.

CMS released the sepsis data 
on its Hospital Compare website 
for the first time, and it is not 
reassuring. The national average 

compliance rate for the Severe 
Sepsis and Septic Shock Early 
Management Bundle was 49%.

CMS implemented the measure 
in July 2015 to improve hospitals’ 
identification and treatment of 
sepsis, which the agency notes 
kills more than 200,000 people 

each year. The sepsis bundle calls 
on hospitals to measure patients’ 
serum lactate levels, obtain blood 
cultures, and administer antibiotics 
within three hours after diagnosis.

The sepsis data on the Hospital 
Compare website is available at: 
https://bit.ly/2PRu1Bb.  n

Improve Hospital Ratings With Patient Input

Hospital ratings on publicly 
available resources could be 

improved by allowing patients 
to prioritize their needs and 
preferences, according to a recent 
analysis by the RAND Corporation, 
a public-private think tank based in 
California.

Individual patients may have 
different priorities when assessing 
their patient experience and 
outcomes, and that should be 
reflected in the hospital ratings, the 
analysts suggest.

The analysis appeared in the New 
England Journal of Medicine, where 
the authors note, “As currently 
constructed, the weighting systems 
that underlie overall hospital 
performance ratings are expressions 
of the values, preferences, and 
tastes of their creators. Why not ask 

patients what’s important to them 
instead?”

The authors created a new tool 
called the Personalized Hospital 
Performance Report Card that 
incorporates these varying priorities.

The report can be accessed at: 
https://bit.ly/2MHeI07.  n
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CE QUESTIONS
1. At Forrest General Hospital, how 

did the average ED length of stay 

for all patients change from 2016 to 

August 2018? 

a. It decreased from 227 minutes to 

211 minutes. 

b. It increased from 227 minutes to 232 

minutes. 

c. It decreased from 148 minutes to 98 

minutes. 

d. It increased from 201 minutes to 214 

minutes.

2. Which type of patient is eligible 

to be moved to hallway space in 

Forrest General Hospital’s ED? 

a. Any patient, as soon as he or she 

enters the ED. 

b. Any patient with a minor health 

issue. 

c. Any patient who has completed 

treatment (and all portable imaging 

exams, if ordered) and had the first 

contact with a physician. 

d. Any patient who has been through 

the triage process and is waiting for 

first contact with a physician.

3. What does Gerald B. Hickson, 

MD, advise regarding reports of 

physicians being disrespectful to 

others? 

a. Every report should be thoroughly 

investigated by the hospital. 

b. These reports never need a full 

investigation. 

c. Reports should be investigated only 

if they are made public. 

d. It is most important to look for a 

pattern of disrespect.

4. In the lawsuit involving a Chicago 

hospital suing Leapfrog for 

defamation, what was Leapfrog’s 

key defense? 

a. The grade it gave the hospital 

was based on data submitted by 

the hospital, which had ample 

opportunities to correct any errors. 

b. The grade was the result of a 

miscalculation by Leapfrog analysts. 

c. The published grade was a mistake 

and did not reflect how Leapfrog 

actually graded the hospital. 

d. The grade had no deleterious 

effects on the hospital, and there were 

no damages.
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