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IN THIS ISSUE
ED boarding creates patient safety 
issues, increases risk of mortality
Solution should be a hospitalwide initiative 

Keeping admitted patients on stretchers in hallways because 
there are no inpatient beds available is an increasing problem 
as emergency departments experience an increase in patients 

and hospitals downsize their bed capacity. 
The emergency department is a place for patients to be diagnosed, 

stabilized and then discharged home or admitted to the appropriate 
level of care, but it’s not a place for patients to receive care, points out 
Tonya Kirby, BSN, MHA, MBA, senior director quality and safety 
collaborative for the Premier healthcare alliance.

“It’s important to get patients in the right bed sooner rather than 
later. Patients who are sick enough to be in the hospital need to be in 
the right bed and receive appropriate care, and the emergency depart-
ment is not the place for that,” she says. The longer the patients stay 
in the emergency department, the more the risk of mortality goes up, 
Kirby says.

Emergency department boarding, otherwise known as excessive 
waits for inpatient beds, results in negative outcomes, ranging from an 
increased risk of mortality to lower patient satisfaction scores, adds 

EXECUTIVE SUMMARY
When patients stay in the emergency department waiting for an inpatient 
bed, it creates patient safety issues and increases the risk of mortality.
• Analyze what happens during the entire hospital stay to find out where 
there are roadblocks to timely patient throughput.
• Come up with ways to ensure that patients are moved to the next level of 
care as soon as it is appropriate.
• Begin discharge planning on Day 1 and engage the patient and family early 
on, informing them of the anticipated discharge date.
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Patricia Hines, PhD, RN, vice president of The 
Camden Group, a national healthcare consulting 
firm.

The biggest issue with emergency department 
boarding is patient safety, Hines says. When 
patients are in a hallway or sitting on a cart and 
waiting to be admitted, there is an increased risk 

of an adverse event, she says. In addition, emer-
gency department boarding often means delays 
in patients receiving the treatment they need, she 
says.

“It’s definitely a quality issue. Emergency 
departments don’t have the equipment or the staff 
to take care of patients’ needs after they are stabi-
lized. The staff is trained to triage patient needs, 
provide emergent care, ensure that patients are 
stabilized and moved to the floor or discharged. 
Leaving patients in the hallway with somebody 
checking on them is not the same thing as having 
a floor nurse caring for the patient,” adds Linda 
Sallee, MS, RN, CMAC, ACM, IQCI, director for 
Huron Healthcare with headquarters in Chicago.

Hines quotes a data brief from the National 
Center for Health Statistics that determined 
that in 2009, 78% of emergency department 
patients were held in emergency departments 
that reported boarding patients in hallways and 
other spaces while waiting for an inpatient bed 
to become available. “When beds are full and 
the emergency departments go on diversion, it’s 
a challenge, particularly when the emergency 
department is the only one in the area,” she adds.

The Joint Commission is focusing on patient 
throughput and has expectations that hospitals 
not only collect data but create solutions, Hines 
says. “One of their standards requires hospital 
leaders to set goals for improving throughput 
and involve the entire healthcare team in creating 
solutions. That’s an area that Joint Commission 
surveyors are looking at,” she says.

Hold-ups in the emergency department also 
can affect a hospital’s scores on the Hospital 
Consumer Assessment of Healthcare Providers 
and Systems (HCAHPS), Hines points out. 
“Now that the Centers for Medicare & Medicaid 
Services has instituted value-based purchasing 
and the HCAHPS scores are a factor in reim-
bursement, this clearly should be a point of con-
cern,” she says.

Emergency department boarding affects more 
than the emergency department. It affects the 
entire organization, Kirby says.

“To avoid emergency department boarding, the 
inpatient staff has to get patients moved out in a 
timely manner when they no longer meet inpa-
tient criteria. Hospitals have to start at the back 
door and work their way backwards to fix what 
is going on in the hospital, and that will help to 
fix emergency department boarding,” Kirby says.

When patients aren’t discharged in a timely 
manner, it creates a vicious cycle, Sallee says. 
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Patients can’t move from the intensive care unit 
or telemetry unit because a medical-surgical bed 
isn’t available, and new patients who need to be 
in intensive care can’t be moved out of the emer-
gency department. 

“In order to improve patient throughput, hos-
pitals must have good admission and discharge 
criteria for each unit,” she says. 

Improving throughput should be a continu-
ous process improvement plan, Hines says. “The 
key is to have a multidisciplinary team examine 
the reasons for the problems with throughput 
and collaborate on solutions,” she says. Include 
representatives from the emergency department, 
nursing services, ancillary professionals, and 
physicians.

Look at bed utilization, length of stay, and 
when and how quickly patients are discharged, 
Kirby advises. Determine what drives the dis-
charge process, such as the surgery schedule or 
the admitting physicians’ clinical schedule, and 
take steps to improve.

Appropriate utilization of beds, particularly 
in the intensive care unit, the telemetry unit, or 
medical-surgical units, is usually the roadblock 
to optimal patient throughput, Kirby says.

“Over-utilization of telemetry is one of the 
biggest problems, and hospitals have started 
using order sets based around telemetry,” Kirby 
says. For instance, patients may be on telemetry 
monitoring for three days without an arrhyth-
mia. In these cases, the nursing staff should be 
able to discontinue telemetry and move patients 
to a lower level of care, Kirby says.

“If the intensive care unit and other units 
don’t have discharge criteria, patients are not 
moved out in a timely manner and they get 
backed up, Sallee adds.

Analyze the time that discharge orders are 
written, the time at which patients leave, and 
what happens in between, suggests Brenda 
Keeling, RN, CPHQ, CPUR, president of Patient 
Response, Inc., a Durant, OK-based healthcare 
consulting firm.

Implement a team to determine what is 
holding up the discharges and initiate steps to 
remove or minimize delays.

For instance, identify delays in the time it 
takes the laboratory to turn over reports, which 
can delay the physician in making a timely deci-
sion to discharge the patient. Tabulate the delay 
between the time the discharge order is writ-
ten and the time the patient leaves the hospital. 
Determine how long it takes environmental ser-

vices to clean vacant rooms and get them ready 
for the next patients.

“It’s important for the entire team to work 
together and include the family in the plan of 
care for the patient,” she says.

Make sure there is constant communication 
between the emergency department and the nurs-
ing staff on the patient units, Keeling suggests. 
Some hospitals post their electronic bed board 
information in the emergency department and 
on the nursing units so that supervisors, charge 
nurses, case managers, social workers, other 
clinicians, and environmental workers have con-
stant access to bed status at all times. The best 
process is not to wait until the bed availability 
is reaching a critical low but to implement a 
team approach for discharge planning that frees 
beds when patients are stable enough to be dis-
charged, she says.

“When the supply of empty beds is getting 
low, it is crucial for physicians to work closely 
with case managers, social workers, and charge 
nurses to triage patients meeting discharge sta-
bility on individual units. The staff should be 
held accountable for facilitating those discharges 
in a timely manner,” she says.

As soon as the nursing unit is notified that a 
patient has been admitted, the nurse should ini-
tiate the transfer, Sallee says. Sometimes nurses 
say a room is not ready for patients because they 
don’t want another patient at that time, Sallee 
says. “They don’t think about the consequences 
for the patient and for the hospital. Nurses need 
to develop a different frame of mind and focus 
on doing what’s best for the patient rather than 
thinking a newly admitted patient is just some-
one else to care for,” Sallee says.

Develop a system to notify housekeeping as 
soon as patients leave their rooms so empty 
beds will be available. Look at the hours your 
housekeeping staff are on duty. If a bed becomes 
empty in the evening and there’s not a house-
keeping person to clean the room, it can contrib-
ute to the emergency department backlog.

SOURCES
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• Tonya Kirby, BSN, MHA, MBA, Senior Director Quality and Safety 
Collaborative, the Premier healthcare alliance. e-mail:  Tonya_
Kirby@PremierInc.com
• Linda Sallee, MS, RN, CMAC, ACM, IQCI, Director, Huron 
Healthcare. email: lsallee@huronconsultinggroup.com  n
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Early discharge planning 
improves throughput
Involve the family from Day 1

The key to avoiding emergency department 
boarding is to move patients through the con-

tinuum as quickly and safely as possible. That’s 
where case managers are essential in making sure 
the stay goes smoothly, that patients’ discharge 
needs are identified early in the stay, and that 
patients and family members are aware of the 
anticipated discharge day.

“Facilities are finding that some patients still 
expect to stay in the hospital as long as they 
want to stay or until it’s convenient for someone 
to arrive to take them home. It’s up to the case 
managers and social workers to anticipate their 
discharge day and discharge needs and make sure 
the patient and family understands,” says Brenda 
Keeling, RN, CPHQ, CPUR, president of Patient 
Response, Inc., a Durant, OK-based healthcare 
consulting firm. 

Once the clinical discharge plan has been 
determined, the social worker and case manager 
should communicate the plan to the patient and 
family to arrange discharge needs and make cer-
tain that the patient and family understand the 
plan, she adds.

Avoid “just in time” discharge planning and 
start to identify patients’ discharge needs while 
they are still in the emergency department, or as 
soon as they are admitted to an inpatient bed, 
advises Tonya Kirby, BSN, MHA, MBA, senior 
director quality and safety collaborative for the 
Premier healthcare alliance.

Always include the patient and family in the 
discharge plan. “Case managers should have 
open communication with patients and fami-
lies,” Kirby says. Discuss the plan of care for the 
patient, the anticipated length of stay, and likely 
discharge needs. 

If family members are not in the patient room 
when you visit, call them and let them know 
what’s going on with the patient and the plan 
of care. Case managers should be well informed 
about the patient’s living situation, support 
system, and post-discharge needs, and not just 
find out on the day of discharge, Kirby says. 
Determine if a patient will need durable medi-
cal equipment, physical therapy, or home health 
services after discharge and get it ordered early 

in the stay. Start talking to the patient and fam-
ily about what kind of care the patient will need 
at home after discharge so the family can arrange 
everything in advance, Keeling suggests.

Don’t wait until the day of discharge to tell 
the family of the need for post-acute care. For 
instance, if a patient is likely to need a stay in a 
rehabilitation facility or skilled nursing facility, 
tell the family on Day 1 so they’ll have time to 
check out potential facilities.

“Work closely with the multidisciplinary team 
so everyone caring for the patient is informed,” 
Keeling suggests. Place a dry-erase board in 
each patient room and have the staff update it 
throughout the day. Include the names of the 
nurses, case manager, and social worker, the 
procedures scheduled for that day, and the antici-
pated day of discharge. Back that up with a script 
that everyone who cares for the patient uses to 
emphasize the expected length of stay and the 
need to prepare for discharge.

For example: “I see you’re here for a hip 
replacement. The average length of stay is three 
or four days. Some patients may be ready for dis-
charge earlier and some may take a day or so lon-
ger. However, we try to provide our patients with 
the anticipated discharge date so you and your 
family will have time to make arrangements to go 
home with assistance or, if your physician recom-
mends it, you may have a short stay in a skilled 
nursing or rehabilitation facility.”

Case managers need to change the way they 
look at patients and think about the entire stay, 
rather than what has to be done in the next hour 
or day, Kirby says.

“Because we have had such a shortage of 
healthcare providers, we have educated them 
to be task-driven and not think about why the 
patient is here, what the plan of care is and why 
the patient is receiving that particular care,” she 
says. Start the discharge assessment teaching 
when you see the patient for the first time. For 
instance, if a patient is starting on new medica-
tion, start talking about it, the cost, and whether 
the patient can afford it or whether you should 
get social work involved.

Consider having bed huddles more than once a 
day, such as on both the first and second shift on 
all units. Determine the barriers to a timely dis-
charge and concentrate on eliminating them. For 
instance, if patients who no longer meet inpatient 
criteria can’t be discharged because there isn’t a 
skilled nursing bed available or they don’t have 
anyone to take care of them at home, it may be 
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that the discharge planning process needs to start 
earlier. “If you can’t get patients out of the hospi-
tal, you can’t get anybody else in,” Kirby says.

During the bed huddles, look at who has a dis-
charge order and work on getting them out. Once 
you determine who could be discharged that day, 
work with the physicians to expedite discharges, 
Kirby says.

Kirby adds:
• Make sure that patients on your unit are in 

the right level of care and that beds that can be 
open are open.

• Look at patients in the intensive care unit 
or step-down units to determine if they can be 
moved to a medical-surgical unit.

• See that patients get discharged and out the 
door as early in the day as possible.

• Remember that change-of-shift is a dif-
ficult time for moving patients from one place 
to another and try to plan your discharges 
accordingly.  n

Avoid temporary solutions 
to patient flow
They create more problems than they solve

If your hospital moves discharged patients out 
of their room before they have transportation 

home or admits patients to the nursing station 
while they wait for a room, it’s time to rethink 
the idea, some experts say.

Discharge lounges, where discharged patients 
stay while waiting for a ride, were a popular 
throughput solution at one time, but one that 
experts discourage.

“When hospitals discharge patients to a 
lounge, they are setting themselves up for more 
issues,” says Tonya Kirby, BSN, MHA, MBA, 
senior director quality and safety collaborative 
for the Premier healthcare alliance.

For instance, patients may get up to go to the 
bathroom and fall. Even though they are dis-
charged, they are still on hospital property.

“Discharge lounges didn’t work in the past, 
but some hospitals are trying it again. Discharge 
lounges are a risk for patients and a potential lia-
bility for the hospital,” says Brenda Keeling, RN, 
CPHQ, CPUR, president of Patient Response, 
Inc., a Durant, OK-based healthcare consulting 
firm.

Since the patients have been discharged and 

there are no orders, clinical services can no lon-
ger be provided, Keeling points out. Patients may 
decide to take the medications they are sent home 
with and take the wrong medications, she adds.

“It’s much better to educate the patient and 
family about the expected length of stay begin-
ning with the day of admission and give them 
advanced notice about when their loved ones are 
going to be discharged,” Keeling says.

Instead of boarding patients in the emergency 
department, some hospitals are moving patients 
to the floor and admitting them to the desk. 
“This can create problems because if patients are 
sick enough to be in the hospital, they should be 
in a bed in a room, where they can get the treat-
ment they need,” Kirby says.  n

ED designed to focus on 
issues faced by seniors
Dedicated unit provides for their special needs

When patients who are over age 65 come 
into the emergency department at St. Mary 

Mercy Livonia Hospital in Livonia, MI, they are 
triaged to a 14-bed dedicated senior emergency 
department unit designed to meet the special 
needs of the senior population.

“When we opened the first senior emergency 
department in Michigan, the staff knew immedi-
ately that it was the right thing to do. The senior 
population is different from younger adults. In 
addition to a range of medical issues, many seniors 
have chronic conditions, take multiple medications, 
have cognitive deficits and other behavioral health 
issues, and may be living in an environment that 

EXECUTIVE SUMMARY
Patients over age 65 who come into the emergency 
department at St. Mary Mercy Livonia Hospital in 
Livonia, MI, receive treatment in a special unit with 
non-glare lighting, non-slip floors, hand-rails and 
grab bars, and pressure-reducing mattresses.
• Staff received special training on meeting the spe-
cial needs of the senior population.
• Providers go beyond looking at the complaint with 
which the patients present and assess and evaluate 
their living situations and needs in the community.
• The staff makes follow-up calls the next day to most 
of the patients.
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puts them at risk,” says Michelle Moccia, RN, pro-
gram director of the senior emergency department 
at the 308-bed acute care hospital. St. Mary Mercy 
Livonia is a member of Trinity Health, a health 
system that includes 47 acute care hospitals as well 
as outpatient treatment centers, long-term care 
facilities, and home health and hospice programs in 
10 states.

Trinity Health’s first senior emergency depart-
ment was established in 2008 at Holy Cross 
Hospital in Silver Spring, MD. “It was so positive 
for patients and family members that the Trinity 
Health leadership decided to create a model 
that could be replicated in other hospitals,” says 
William Thomas, MD, an elder care expert who 
is working with Trinity Health on geriatric issues 
and development of the senior emergency depart-
ment initiative. Taking the lead from Holy Cross’ 
senior emergency department initiative, Trinity 
Health and Saint Joseph Mercy Health System 
started implementing the model in 2010, open-
ing the senior emergency department at St. Mary 
Mercy Livonia, and following quickly with seven 
more senior departments in eastern Michigan. 
To date, Trinity Health has developed 19 senior 
emergency departments in four states.

The senior emergency department is staffed 
by a core team trained to work with seniors, 
with other clinicians rotating through the area. 
Patients who are 65 and older who come into the 
emergency department receive the same assess-
ments, even if the senior emergency department 
unit is full. The hospital is building a new area 
that will accommodate an additional 14 seniors. 

“Most emergency departments are geared to 
treat adult patients for their chief complaint. In 
the senior emergency department, we go beyond 
that complaint, assessing and addressing addi-
tional issues affecting health and visits to the 
emergency department,” says Michael Calice, 
MD, FACET, emergency department medical 
director at St. Mary Mercy Livonia.

The team looks at the patients’ medication 
regimen, living conditions, and support system 
at home. As part of their assessment, the nurses 
take time to listen to the patients’ stories and 
determine their functional status. They conduct 
a depression screen and evaluate the patients for 
memory loss or cognitive issues that will need to 
be addressed when the patient is discharged. “We 
were surprised at the rate of depression among 
senior patients. But if we didn’t ask, we would 
never know,” Calice says.

If the nurse identifies any needs, he or she calls 

in a case manager or social worker to work with 
the patient. “We want our patients to live the 
best lives they can and stay resilient. Many times, 
it takes more than just treating them and sending 
them home with prescriptions,” says Sue Penoza, 
RN, MA, strategic planning director for Trinity 
Health.

The staff in the senior emergency department 
go beyond taking care of patients’ chief com-
plaints, adds Julie Denomy, RN, care coordinator 
for St. Joseph Mercy-Port Huron senior emer-
gency department.

“When we develop a care plan for a senior 
patient, we consider not only the disease, but 
look at the whole patient—mind, body, and 
spirit. This is a vulnerable adult population, and 
it takes spending time with them and their care-
givers to find out what they need. We don’t just 
treat them and send them home. We do whatever 
is necessary to make sure the patients will do 
well when they go back into the community,” she 
says.

The staff in the senior emergency department 
take a team approach to patient care, Denomy 
says.

The case managers call the patients’ designated 
family contacts to get as much information as 
they can and to report on the patients’ emer-
gency department visits, sometimes alerting them 
that their loved one may need a different living 
situation.

“Everyone on the staff is a transition coach. 
We try to help the patients and their caregivers 
learn to navigate the healthcare system and make 
sure they have everything they need,” Denomy 
says.

The senior emergency staff call back the major-
ity of patients the next day to make sure they 
understand their discharge instructions and have 
been able to get their prescriptions filled.

“We want to make sure they understand their 
discharge instructions so they won’t come right 
back to the hospital. Often patients are confused 
about their medication and how they are sup-
posed to take it. Some patients don’t schedule 
a follow-up visit with their physician or fail get 
their prescriptions filled for various reasons,” 
Denomy says. Case managers may call the care-
givers or patients’ primary care physician if they 
or the patients have any concerns.

The expanded assessment has not increased 
patient length of stay in the emergency depart-
ment, Moccia says. “At first, it took longer until 
the nurses became accustomed to the new assess-
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Managing Length of Stay Using Patient Flow — Part 2

CASE MANAGEMENT 
INSIDER

Case manager to case manager

By Toni Cesta, PhD, RN, FAAN
Senior Vice President
Lutheran Medical Center
Brooklyn, NY

Last month, we reviewed the fundamentals 
to patient flow concepts and theories. We 
talked about how demand and capacity 

management theories can be applied to health 
care settings. And we talked about the need for 
health care organizations to take a proactive 
approach to managing patient flow on a daily 
basis.

Now that we have covered the fundamentals, 
let’s begin to discuss how to break this large con-
cept into manageable parts. Patient flow manage-
ment is a huge issue to tackle because of its wide 
reach throughout any health care organization. 
There is virtually no department or discipline 
that does not have some effect on patient flow. 
To begin, let’s consider placing patient flow pro-
cesses into three major categories:

1. access;
2. throughput;
3. discharge.
Each of these larger categories can then be sub-

divided into more manageable groupings. 

Access and Patient Flow

Patient access has to do with the ways in which 
a patient enters a health care system and all the 
processes associated with that access as well as 
associated outcomes. They include:

• admission;
• registration;
• precertification (denials);
• emergency department;

• bed tracking and management;
• utilization review and transfers.

Admission Process

The admission process is affected by many 
departments, including patient access/admit-
ting, nursing, and ancillary services. If this 
process is an issue in your hospital, a team may 
want to look at the process from beginning to 
end. A good rule of thumb to consider is that 
whenever there is more than one department or 
discipline involved in a process, then the best 
way to address the problem is by convening a 
workgroup that can meet and work the problem 
out as a group. The goal of the team would be 
to identify any areas needing improvement. The 
team may find that the delay is in admitting, or 
it may be on the nursing floor after the patient 
has arrived at the unit but before the nurses 
have completed the process. Redundancies in 
the process should also be reviewed as patients 
frequently will be asked the same questions 
over and over again. This is dissatisfying for the 
patients and a waste of time for the staff.

The admission process can also be affected 
by the time of the day. If your hospital admits 
larger numbers of patients at certain times — 
for example, in the mid-to-late afternoon — 
then these peaks in volume can result in delays 
in the process. This issue relates to our earlier 
discussion about the need to discharge patients 
when they are clinically ready, rather than at 
an arbitrary time of day such as 10 or 11 am. 
This kind of batching can result in placing 
undue volume overload on the other affected 
processes. In this case it would be the admitting 
process, but it might also include the labora-
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tory, radiology and nursing. All these depart-
ments would be affected by batched admissions 
and result in a process delay.

Registration Process

Patients typically arrive at the hospital in the 
categories of “planned,” “urgent” or “emer-
gent” admissions. These patients are registered 
in different ways. Errors made during the reg-
istration process can have a negative effect all 
the way through the inpatient experience and 
ultimately have a negative effect on the dis-
charge planning process. The case managers 
need accurate insurance and patient address 
information in order to begin and manage dis-
charge planning. Registration errors can be a 
patient safety issue as well. For patients who are 
incorrectly registered, it is possible that a dupli-
cate medical record number may be assigned 
to them. This can lead to errors in patient care 
as information from prior admissions is not 
accessed or used. For this reason and others, the 
hospital may want to consider a performance 
improvement project if registration errors are a 
concern. The performance improvement team 
may want to understand the types of errors and 
the frequencies with which they occur as well as 
when they occur. For example, do errors occur 
more often on emergency admission on the night 
shift? What types of errors are they? Are they 
duplicate medical record errors, errors in Social 
Security numbers, or the spelling of patient 
names? How will these issues affect patient 
safety, discharge planning, billing or denials?

Registration errors can often affect precerti-
fication denials. Precertification denials occur 
when the managed care company is not notified 
in a timely manner that one of its members is 
being admitted to the hospital. The team may 
want to take a look at these denials and ask the 
following questions:

• Do they correlate with registration errors?
• Do they happen on particular shifts or days 

of the week?
• Do they occur when staffing is short?
• Are they more likely to happen in admitting 

or the emergency department?
As the team gathers information, it can share 

it with the access department or the admitting 
department staff so that they can begin to under-
stand the effect of these errors on other depart-
ments down-stream. It is not uncommon for a 

department that is at the front end of a process 
to not know the ramifications of its work on 
other departments or disciplines further along in 
the process. 

Finally, the team should work directly with 
the access department’s leadership to correct 
the errors. The team should revisit the issue on 
a regularly scheduled basis so that so that any 
slippage can be caught and corrected as soon as 
possible. 

The Emergency Department

Much of the focus on patient flow has been 
aimed at the emergency department. As has been 
discussed, emergency department overcrowding 
resulted in a Joint Commission standard in 1995 
that focuses on this issue and how hospitals 
are working to correct it. Overcrowding in the 
emergency department can be caused many fac-
tors including:

• a rapid influx of patients to the ED, particu-
larly at certain times of the day and days of the 
week;

• physician or RN staffing shortages in the 
ED;

• delays in ancillary services such as radiology 
or laboratory;

• a slowing of discharges from the hospital 
causing a backlog in the ED;

• delays in transportation;
• an increase in the inpatient length of stay.
For most hospitals, the majority of admissions 

enter through the emergency department. This is 
particularly true for medical patients. The ED’s 
processes can affect flow for admitted as well 
as treat-and-release patients. Typical emergency 
department processes should be monitored and 
managed on a regular basis in order to deter-
mine where the greatest problems lie. In addition 
to measuring these sub-processes, they should 
also be measured separately for admitted versus 
treat-and-release patients. The more specific the 
data can be, the greater the likelihood of iden-
tifying the specific areas of bottlenecks and cor-
recting them as needed.

Emergency department processes should 
include the following:

• time to triage;
• time from triage to seen by physician;
• time from seen by physician until disposi-

tion determined;
• time from disposition to bed assignment;
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• time from bed assignment to placed in bed;
• turn-around time for radiology tests/treat-

ments/procedures and results reported;
• turn-around time for laboratory tests/treat-

ments/procedures and results reported;
• turn-around time for initiation of treatment 

of admitted patients;
• length of stay for admitted patients;
• length of stay for treat-and-release patients;
• diversion rate (reported time that the ED is 

not accepting ambulances due to overcrowding 
and capacity management issues);

• number of patients who left without being 
evaluated by an MD, PA or nurse practitioner.

Your hospital’s ability to track each of these 
sub-processes will be dependent on a number of 
elements being in place. The hospital will need 
to have some form of automation in the ED 
that allows it to track these timeframes. Prior 
to automation, most EDs relied on “logbooks” 
to monitor statistics. It is well understood that 
these logbooks were often inaccurate and/
or incomplete. In order to capture the level of 
detailed information listed above, an ED track-
ing system is essential. 

Over time you may determine that you don’t 
need to track each and every process. As you 
collect the data, some of the processes may be 
working quite well while others seem to be bro-
ken. If you are finding that this volume of data 
is too much or overwhelming, you may want to 
remove the indicators that are always within the 
expected benchmark. This may make the data 
more manageable and/or more meaningful. The 
amount of time you want to spend on collect-
ing the initial set of indicators will be dependent 
on your hospital and the outcomes you initially 
collect. However the process is accomplished, 
it absolutely must be done in concert with the 
emergency department team and ED medical 
leadership. It is likely that the ED is already col-
lecting a lot of this data for regulatory purposes, 
and you will be able to piggyback onto that. 

It is no secret that most EDs report some level 
of overcrowding, and the goal is to take pressure 
off the ED by addressing the processes internal 
to the ED as well as the throughput throughout 
the hospital. Organizations must think about ED 
overcrowding much more broadly than just as an 
ED problem. The hospital must consider the roles 
of other areas of the hospital in improving ED 
efficiency and patient flow. We will review these 
as we continue our discussion on patient flow. 

Bed Tracking

Management of patient beds, including assign-
ment of those beds and turnaround time for 
vacated beds, is an important component of 
patient flow. Many hospitals have assigned this 
function to an RN or group of RNs who can 
manage the assignment of clinically appropri-
ate beds to patients throughout the hospital. 
Some hospitals have even gone as far as staffing 
this process around the clock. Queuing beds for 
post-operative patients and new admissions, as 
well as managing the internal transfer and bed 
assignment processes, can all fall under the role 
of this group of nurses. By allowing the bed man-
agement staff to coordinate the bed assignment 
process, there is greater likelihood that conges-
tion will be reduced as bed assignments are pro-
actively coordinated and managed. 

There are a variety of software applications for 
bed management that can help with these pro-
cesses as well. Using a combination of a central 
bed management station along with “mini-bed 
boards” throughout the hospital allows the bed 
management staff to actively and real-time man-
age the movement of patients into, through, and 
out of the hospital. Anticipating discharges and 
operating volume for the following day are other 
important pieces of this process that assist in 
ensuring that the ED, PACU and operating rooms 
do not get backed up, causing a myriad of other 
problems in capacity and throughput. 

Electronic bed boards also help with house-
keeping throughput as the housekeeping staff 
can be notified electronically when a bed is ready 
to be cleaned, and the cleaned bed can then be 
posted in to the electronic system for the bed 
management nurses to assign. 

Issues to be considered when setting up these 
programs include the hours of operation and 
the number of staff members required. Hours 
of operation will depend on when your hospi-
tal’s discharge and admission processes are most 
active. The number of staff members will depend 
on the size of the hospital as well. Many hos-
pitals have staff members on duty seven days a 
week for a minimum of twelve hours per day. 
However, each organization has to determine 
its requirements based on activity on weekdays 
versus weekends, busiest time of the day and so 
on. It is always a good idea to consider a “pilot” 
to see how many staff are minimally needed to 
make the process work best. 
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The hospital should also consider having the 
bed management staff be part of the case man-
agement department. There are so many com-
ponents of bed management that relate to case 
management processes that this makes good 
sense. Examples include patients going on or 
off telemetry, or in and out of the intensive care 
units. The bed managers will also have to work 
very closely with the department of nursing on 
internal transfer issues such as isolation beds 
or other specialty bed requirements of a clinical 
nature.

Utilization Review and Transfers

Preadmission utilization review should be a 
formal part of any case management department. 
Planned admissions should be reviewed by a case 
manager for appropriateness of the level of care 
based on each patient’s clinical condition and 
needs. This position is typically located in the 
access or admitting department. The case man-
ager performing this function should also review 
transfers and direct admissions to ensure that 
the correct level of care is identified based on the 
patient’s clinical needs and condition.

For hospitals that have a smaller volume of 
these types of admissions, or for small hospitals 
in general, a combined role for the emergency 
department case manager can be a consideration. 
This role can also be combined with transfers as 
well. Some hospitals, if they deal with large num-
ber of transfers in and out of the hospital, may 
have a fully staffed “transfer” center. This can be 
particularly important in hospitals that do trans-
plants. These “units” are staffed 24 hours a day, 
seven days a week.

Whichever way your hospital chooses to staff 
this process, and regardless of where it is located, 
it is important that a pre-admission utilization 
review process be in place. As we have discussed 

in prior months, the routes of entry to the hos-
pital must be case managed. These typically 
include the ED, planned and urgent admission 
processes, and transfers. While many organiza-
tions are moving toward case management in the 
emergency department, they are still neglecting 
the planned admissions and transfers. By not 
case managing these admissions, the hospital 
remains vulnerable for inappropriate admissions 
and inappropriate transfers. 

Throughput and Patient Flow

We have now discussed the issues of greatest 
concern when managing patient flow, includ-
ing the points of entry and pre-admission to the 
hospital. This first category, “access,” includes a 
variety of departments, disciplines and processes 
integral to ensuring that the hospital admits 
the clinically appropriate patients and that the 
admissions process is smooth and results in 
the least amount of errors. Of course, the next 
broad category we will discuss is the “through-
put” process.

As we learned when looking at the admission 
or access processes, we will learn that there are 
a variety of inpatient processes that affect the 
flow of patients through the inpatient direct care 
experience. These processes will affect a number 
of issues, including length of stay, cost per day 
and cost per case, the quality of care provided, 
patient safety and patient satisfaction, among 
others. Throughput, our second category, consid-
ers all the internal processes of the hospital that 
touch patients as they move through the acute 
care continuum. They are integral to the manage-
ment of length of stay in an environment where 
most of the low-hanging fruit has already been 
picked. The ability to manage and sustain a short 
length of stay in an environment where lengths 
of stay are already short is a challenge at best.  n
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ment, but now it has become a habit as they talk 
to patients—even those who are under the age of 
65,” Moccia says.

The hospital has partnered with the local 
emergency medical service to proactively identify 
problems with patients’ living situation. “When 
they go into the home of a senior, they take a 
quick look to see if there are safety issues, if there 
is food in the refrigerator, and if the house is 
heated or cooled. They report to us on what they 
find, and we work with the community agen-
cies to get these patients the services they need,” 
Moccia says.

The emergency department team is working 
with a local home care agency who will contact 
the patient’s primary care physician for a refer-
ral if the emergency department staff feel it’s 
necessary.

The hospital has worked with local assisted liv-
ing facilities, senior housing developments, and 
independent living facilities to ensure that when 
their residents need treatment, emergency depart-
ment staff have all the information they need.

“We are working with these facilities to make 
sure that we can provide seamless care,” she says.  n

Alter the space to make 
ED senior-friendly
Train staff to meet seniors’ needs

Because the needs of the senior population are 
different from the needs of younger patients, 

hospitals should make changes to create an emer-
gency department geared to the needs of seniors, 
says William Thomas, MD, an elder care expert 
who is working with Livonia, MI-based Trinity 
Health on geriatric issues and development of the 
senior emergency departments.

The physical environment should be altered to 
accommodate the physical needs of older people, 
Thomas adds. The staff in the emergency depart-
ment have to receive specific training in the care 
of elders, and the way care is provided should be 
reorganized to include an emphasis on pharma-
ceutical issues such as medical reconciliation and 
social issues that could interfere with the patients’ 
living independently in the community. The orga-
nization’s culture also must change to ensure that 
the needs of older people are a consistent part of 
the care process, he adds.

Senior emergency departments should have no-
glare lighting with dimmer switches in the rooms, 
non-slip, non-glare floors, hand rails, and grab-
bars throughout the entire area to accommodate 
the needs of seniors, Thomas adds. Pressure-
reducing mattresses, blanket warmers, and clocks, 
calendars, and telephones with large buttons all 
create a senior-friendly environment.

Because of noise buffers, the senior emergency 
department is much quieter than the main emer-
gency department, says Sue Penoza, RN, MA, 
strategic planning director for Trinity Health. 
Materials the staff give the patients are in large 
print, and reading glasses and hearing devices are 
available for people who need them.

“When we began developing our senior emer-
gency departments, we reviewed the skills and 
knowledge the staff needs to take care of the 
elder population and developed recommenda-
tions for the education of nurses and physicians, 
as well as for other caregivers such as patient 
care assistants,” Penoza says. The health system 
offered educational sessions around ageism, cre-
ated videos, and offered workshops on working 
with the senior population.

The hospitals included the education in the 
hiring and orientation process. “Our senior emer-
gency departments focus on delivering evidence-
based, patient-centered care to elders who are 
relying on us to help them achieve the best pos-
sible outcomes,” Penoza says.  n

MAC mobile reviews an 
eye-opening experience
Nurses scrutinized records on site 

The first time Winthrop University Hospital in 
Mineola, NY, experienced a mobile review 

from National Government Services, New York’s 
Medicare Administrative Contractor (MAC), the 
panel of three nurses reviewed 20 cases on site 
and denied claims for all 20 cases. When they 
visited the 591-bed teaching hospital again three 
months later, the nurses upheld every claim.

In between visits, the hospital expanded case 
management coverage, provided extensive educa-
tion on documentation requirements to providers, 
revised the language in the computerized physi-
cian order entry, revised the pre-surgical utiliza-
tion review process, and implemented a process 
in which physician advisors review every one-day 
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stay covered by Medicare fee-for-service, says 
Maureen Gaffney, RPAC, RN, senior vice presi-
dent of patient care services and chief medical 
information officer for the Long Island hospital.

Some MACs have begun sending teams of 
nurses to hospitals for on-site reviews of hospital 
records instead of reviewing the records in the 
office without interacting with the hospital staff. 
Winthrop Medical Center was the first hospital 
in the state of New York to receive a review.

In November 2011, the MAC, National 
Government Services, sent the hospital a list of 
20 cases that would be reviewed by a panel of 
three nurses during a two-day onsite visit. The 20 
requested charts were all for one-day stays that 
had occurred during 2011.

Three weeks later, the nurse reviewers showed 
up, held an opening conference with hospital 
staff, spent two days reviewing the charts, then 
met with hospital officials for a post-review con-
ference, giving feedback on why they denied the 
claims. 

After the initial Recovery Audit Contractor 
(RACs) audits, Winthrop identified its top over-
payment issues: surgical cardiovascular proce-
dures, such as drug-eluting stents; percutaneous 
cardiovascular procedures; all risks and mortality 
levels of syncope; surgical cardiovascular proce-
dures without coronary artery stent; and chest 
pain. 

Most of the cases the nurses selected for review 
were from that list and included chest pain, syn-
cope, and stents. Two cases were for one-day 
stays for surgical procedures.

“The nurses were very intimidating and very 
resistant to any of our discussion about our ratio-
nale for admitting these patients. They said the 

documentation needed to be more explicit about 
what the physicians were thinking and pushed 
observation status for the patients instead of one-
day stays,” Gaffney says.

Winthrop’s RAC experience has been com-
plicated by the fact that the State of New York 
requires a disposition of every patient who comes 
into the emergency department within eight 
hours. It’s a challenge in an emergency depart-
ment that experiences more than 70,000 emer-
gency department visits in a year.

In addition, until last year, the state 
Department of Health required that Medicaid 
patients had to be put in a dedicated observa-
tion unit, and not in a regular patient bed. The 
requirement has been rescinded.

“The nurses were not sympathetic about our 
challenge with complying with the Department 
of Health rules on observation for Medicaid 
patients and said it didn’t matter. They informed 
us that Medicare patients can be observed in scat-
ter beds. Placing an outpatient in an inpatient bed 
presents complex operational issues that were not 
appreciated by the reviews,” Gaffney says.

The review nurses denied 80% of the cases 
they reviewed on site and threatened the hospital 
with prepayment review if there were any prob-
lems when they returned in three months.

Based on the audit, the hospital determined 
that the pre-surgical utilization review process 
was broken, case management was not adequate 
in the emergency department, the “admit to” lan-
guage in the computerized physician order entry 
was problematic, that extended recovery orders 
needed to be clarified, and that case managers 
needed to cover every point of entry to manage 
the appropriate level of care.

Case managers now cover the emergency 
department 16 hours a day to assist physicians in 
determining medical necessity for admissions and 
patient status. 

The hospital also assigned case managers to 
all departments where patients enter the hospital, 
including the ambulatory surgery unit, the car-
diac catheterization lab, and the gastroenterology 
lab. “We have case managers where physicians 
may have concerns or patients have complica-
tions after outpatient procedures. Instead of 
admitting these patients, we extend the recovery 
time and keep them in ambulatory status. It’s 
simply a billing issue. We still provide the same 
care,” she says. 

The hospital provided extensive education on 
documentation requirements to the case man-

EXECUTIVE SUMMARY
After being singled out for the first mobile review 
by New York State’s Medicare Administrative Con-
tractor, Winthrop University Hospital in Mineola, NY, 
launched a series of initiatives to avoid Medicare 
denials.
• Case managers were assigned to every entry point 
to screen patients for medical necessity and cover 
the emergency department 16 hours a day.
• The case management team, physicians, and clinical 
documentation team received extensive education 
on documentation requirements. 
• The physician advisor reviews all Medicare fee-for-
service short-stay patients to identify opportunities 
for improvement in documentation.
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agement team, the physicians, and the clinical 
documentation improvement team and changed 
processes, such as the surgical utilization review 
process. “We had to re-teach the clinicians to 
document using the same language that the coders 
and auditors speak. It’s very different from what 
they learned in medical school or other educa-
tional programs,” she says.

The hospital added alerts and indications for 
admission within the electronic medical record 
and redesigned the admissions process to enhance 
documentation, Gaffney says. Now the physician 
advisor reviews every Medicare fee-for-service 
short-stay patient to identify opportunities for 
improvement in the process and documentation. 

When the team of three nurses came back three 
months later and brought their medical director, 
the hospital was ready for them. Representatives 
from the Hospital Association of New York State 
and the Greater New York Hospital Association 
were present, along with the hospital’s physician 
leadership. Before the meeting, the case manage-
ment team had reviewed the 20 requested charts 
as if they were appealing the cases and attached an 
appeals letter to every chart. 

The MAC review team upheld every chart. In 
addition, the denials the mobile MAC auditors 
issued during the first mobile review were appealed 
by the hospital and subsequently overturned by the 
administrative law judge. 

“We learned a lot throughout the whole process. 
We made a lot of changes and believe we are doing 
the right thing for the patients,” she says.  n

Patients surveyed 
post-discharge
Service dramatically improved

The patient access department has been the 
facilitator of discharge calls to emergency 

department (ED) patients for several years, and 
customer service has improved dramatically as 
a result, reports Cynthia Norman-Bey, director 
of patient access services and the Private Branch 
Exchange Call Center at Glendale (CA) Adventist 
Medical Center.

The calls are made within 48 hours after the 
patient has discharged from the ED, so the expe-
rience is still fresh in the patient’s mind. “It is 
critical for our continued service growth to be in 
touch with our patients and their families and ask 

them to share experiences of their encounters at 
our hospital,” says Norman-Bey.

Feedback is collected each week and distrib-
uted to the ED director, nurse managers, ED 
physician panel, chief operating officer, and 
the chief nursing officer who meet to discuss/
implement improvements if applicable. “Patient 
access services team members, including the 
director, conduct calls utilizing a methodology 
which ensure diversity as it relates to patient 
demographics, patient financial information 
if provided, and patient reason for visit,” says 
Norman-Bey. “Feedback received is representa-
tive of all customers.”

Improvements made

In addition, patient access services occasion-
ally conducts telephone surveys for other service 
areas such as outpatient surgery, radiology, and 
cardiology.

“If needed, immediate service improve-
ments can be implemented,” says Norman-Bey. 
“Scripting is used to prompt our team to use key 
words and phrases that we believe are key to 
receiving feedback openly and freely.”

After identifying themselves, staff members 
ask if the patient has time to answer a few ques-
tions to assist the hospital with any service 
improvements that they might recommend. “Our 
approach is very much that of a requester seeking 
their valuable input to improve our services,” says 
Norman-Bey. “This has been very successful for 
us. We have received feedback from patients and 
their families that has assisted us with implement-
ing improvements to both service and processes.” 

Patients have pointed out a need for better sig-
nage on campus, for example. “When that feed-
back is provided to the senior leadership team, 
approval is given immediately to improve or 
increase signage where requested,” says Norman-
Bey. 

Face-to-face interaction

As a result of doing the surveys, the patient 
access team now has a better understanding of 
what patients and their families desire, according to 
Norman-Bey.

“The ‘aha’ light comes on as to why we do what 
we do daily, which is to provide access to services at 
our hospital,” she says.

The patient access services call center staff 
rarely saw patients as a scheduling and authoriza-



42 hospital case management ™ / march 2013

tion department, but they reported wanting more 
direct interaction with patients and their families. 
“In many cases, after speaking to a patient who 
provided feedback to us, we make a special point 
of going to meet them when they arrive on our 
campus for another outpatient appointment,” says 
Norman-Bey. Registrars then provide the patient 
with information on services available at the hos-
pital, the department’s contact information, and a 
hand-written thank you card.

“This type of face-to-face interaction has been 
beneficial,” says Norman-Bey. “It allows us to 
maintain positive service relationships that we hope 
will continue to improve our service reputation.”  n

BYOD policies address 
personal issues

Enforcement requires upfront collaboration

Smartphones, laptops, and tablets are every-
where. The convenience of mobile devices 

has made healthcare documentation, follow up, 
and communication simpler and faster. Limiting 
access to electronic protected health informa-
tion (EPHI) to hospital-owned devices that are 
encrypted and contain security tools such as 
“remote wipe” is one way to enhance EPHI 
security, but the reality is that physicians and 
employees are using personal devices as well.

“It’s not a surprise that people want to use the 
phones with which they are most comfortable,” 
says Steve Wu, attorney and partner at Cooke, 
Kobrick and Wu in Silicon Valley, CA. In most 
cases, personal devices such as tablets or smart-
phones offer more functionality than hospital-
provided devices. “People also don’t want to 
carry two different devices,” he says. 

The increasing use of personal devices for 
work-related communications makes it criti-
cal for healthcare organizations to develop 
Bring Your Own Device (BYOD) policies, says 
Wu. These policies differ from typical security 
policies related to the use of mobile devices. “A 
BYOD policy can be incorporated into other 
policies or developed as a separate policy, but 
it needs to address issues related to the device 
being owned by someone else, not the hospital.” 

The first step is to include all areas of the 
hospital in the policy development, especially 
the information technology (IT) department, 

says Wu. “Too many times, the IT department is 
handed a policy developed by others and told to 
find a way to implement it,” he says. In the case 
of mobile devices, the challenge is that people 
already are using their devices, so policies need 
to reflect the reality of use and apply security 
measures that make sense, he says. 

“Once representatives from legal, risk man-
agement, IT, and the privacy and security offi-
cers for the organization have developed a policy 
together, it is easier to implement,” Wu says. 
“Some hospitals require employees who have the 
need to access EPHI to use only hospital-issued 
devices. Employees who are not accessing EPHI 
are allowed to use their own devices for general 
communication that does not involve sharing 
patient information.”

Organizations that do allow employees to 
use personal devices to access patient informa-
tion should require hospital-provided encryption 
as well as mobile device management software 
on each device to mitigate EPHI loss, says Wu. 
Requiring the hospital-provided programs 
raises some issues when the device is owned by 
the employee, he points out. “One of the key 
security measures is software that will wipe 
all data off the device if it is lost or stolen,” 
he says. “When someone is using their device 
for personal as well as work-related activities, 
this means all family photos or personal com-
munication is also wiped clean.” Making sure 
physicians and employees understand the rami-
fications of using their own phones, tablets, or 
laptops, may make some decide not to use their 
own device.

If you do allow employees to use their own 
devices, be clear about whether using a personal 
device is an expectation. “Employees may ask the 
hospital to pay for the cost of, or a portion of the 
cost of the device if they believe they are expected 
to use the device for work,” says Wu. 

The other issue that must be addressed by 
the IT department is the type of mobile device 
platforms they want to support in the security 
program, says Wu. “Because different types of 
operating systems may require different security 
solutions, some IT departments may find it more 
effective to specify which platforms are sup-
ported,” he says.

In addition to addressing the issues related to 
employees’ access with their personal device, be 
aware that in addition to protecting EPHI, the 
hospital must protect its own network, says Wu. 
“When people use their own devices, the net-
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CNE OBJECTIVES

After reading each issue of Hospital Case 
Management, the nurse will be able to do the fol-

lowing:
• identify the particular clinical, administrative or 

regulatory issues related to the profession of case 
management;

• describe how the clinical, administrative or regu-
latory issues particular to the profession of case 
management affect patients, case managers, hos-
pitals or the healthcare industry at large;

• discuss solutions to the problems facing case man-
agers based on independent recommendations 
from clinicians at individual institutions or other 
authorities.  

COMING IN FUTURE MONTHS

work is exposed to ‘shadow IT’ or programs that 
are downloaded to the mobile device to enhance 
functionality,” he says. These programs include 
Dropbox, iCloud, personal email programs, social 
media sites, and text messaging. “These programs 
increase the opportunity for malware to compro-
mise the hospital network when connected,” Wu 
says. Limiting the types of mobile applications 
that can be downloaded to the device is one way 
to address the problem, he suggests. 

Address employee termination in your BYOD 
policy as well, recommends Wu. “It’s a simple 
process to discontinue access for an employee’s 
password, but a hospital must also be able to 
delete work-related EPHI information on the per-
sonal device as well,” he says. This means having 
a process in place to delete information before the 
employee leaves.

Education is an important step to take when 
implementing a BYOD policy. “Although 
employees will view the ability to use their own 
smartphone, laptop, or tablet as convenient, it’s 
important they understand that the presence of 
EPHI or hospital-related information on their 
device lessens their privacy,” he says. “In the case 
of a breach or a lawsuit, the employee’s device 

n Improving transitions 
as patients move to 
another level of care.

n Providing for the 
special needs of seniors.

n Discharge planning 
for hard-to-place 
patients.

n Why patient-centered 
care is so important.

CNE INSTRUCTIONS 

Nurses participate in this continuing education program 
and earn credit for this activity by following these 

instructions.
1. Read and study the activity, using the provided refer-
ences for further research.
2. Log on to www.cmecity.com to take a post-test; tests 
can be taken after each issue or collectively at the end of 
the semester. First-time users will have to register on the site 
using the 8-digit subscriber number printed on their mailing 
label, invoice or renewal notice. 
3. Pass the online tests with a score of 100%; you will be 
allowed to answer the questions as many times as needed 
to achieve a score of 100%. 
4. After successfully completing the last test of the semes-
ter, your browser will be automatically directed to the activ-
ity evaluation form, which you will submit online. 
5. Once the completed evaluation is received, a credit letter 
will be e-mailed to you instantly.  n

becomes evidence.”
A BYOD policy is important for all healthcare 

organizations because people are using their per-
sonal devices, but physicians and employees need 
to understand all of the issues, says Wu. “The best 
security is separate mobile devices: one for per-
sonal use and one for work.”  n

Do you have time to sort through the inter-
pretive guidelines from the Centers for 

Medicare & Medicaid Services (CMS) for the 
Conditions of Participations (CoPs) regarding 
anesthesia and sedation? The manual is hun-
dreds of pages. Do you know what documents 
surveyors are looking for when they come to 
your facility, and do you know what questions 
they will ask? Most of the most recent changes 
are effective immediately. 

Help is on the way. AHC Media, publisher 
of Hospital Case Management, has published 
“Cracking the Code: Understanding the CMS 
Hospital CoP Standards on Anesthesia,” which 
explains the anesthesia standards and PACU stan-
dards. The chapters are organized in the order in 
which the anesthesia standards are contained in 
the hospital CoP manual. Our book covers anes-
thesia services, organization and staffing, preanes-
thesia evaluations, the intraoperative anesthesia 
record and required policies and procedures, and 
post-anesthesia assessments. We include hundreds 
of pages of policies and procedures and other 
informative practical material you can start using 
immediately. For more information on this book, 
go to http://bit.ly/118jCoT.  n
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1. According to Patricia Hines, PhD, RN, vice 
president of The Camden Group, what is the 
biggest issue hospitals face when they have 
patients boarding in the emergency depart-
ment?
A. Patient throughput.
B. Patient safety. 
C. Poor patient satisfaction.
D. Annoyed family members. 

2. According to Linda Sallee, MS, RN, CMAC, ACM, 
IQCI, director for Huron Healthcare, what do 
hospitals need to improve patient through-
put?
A. Good admissions and discharge criteria for 
each unit. 
B. Doctors who are attuned to discharging 
patients early.
C. Better triage in the emergency department.
D. More medical-surgical beds.

3. According to Tonya Kirby, BSN, MHA, MBA, 
senior director quality and safety collaborative 
for the Premier healthcare alliance, possible 
solutions to emergency department boarding 
include discharge lounges and moving pa-
tients to the floor and admitting them to the 
desk. 
A. True
B. False

4. According to William Thomas, MD, elder care 
expert, what do hospitals need to make to 
create an emergency department geared to 
seniors?
A. Alter the physical environment to accom-
modate the physical needs of older patients.
B. Educate the staff on caring for the senior 
population.
C. Change the organizational culture to ensure 
that the needs of older people are a consistent 
part of the care process.
D. All of the above.


