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Myth 1: We're all taking about the same thing

* Boarding
* When Does the Timer Start
* Intent to Admit
+ Admission Acceptance
* Admission Orders
* When Admin Feels Like it

* The 4 Hour Mean/Median
* Proportion that meets standard

« Crowding v. Boarding (State of the ED)
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Crowding and Operations
Inpatient Boarding in the ED
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Myth 2: Biggest Myth of All

Crowding is Only an Inconvenience

(ambo diversion).13
Delayed Rx: PCl,22 Abx,232425 TPA, 2627 Analgesics,282° Asthma Rx,3°
Adverse Events/Errors: 3236 Sensory Overload,3 Premature d/c,3
Poor Outcomes: 161721 Elderly,'® Critically 1lI*%12
Increased Costs:  Inpt LOS,20,21,3839,4041
Impaired Access: LWBS,*43 Ambo Diversion, 131418
* 18% return, 11% admit.*3
* Poor Pt Satisfaction: 4550
1t Legal Action:5!
1 Staff Turnover:5!
+ WProductivity:5!
Violence:2

* Mortality: ED pati]eAnts,sz ED admits,®910.19 |CU patients;!! cardiac pts




Harmful Effects of Crowding (Clinicians)

* Moral Harm
% * Violence toward staff y

* High turnover
* Decreased productivity

* Increased distractions—leading to human
error

* Consequent Legal Actions
* Burnout
* Poor Patient Experience

« Higher cost $ l [ {
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(Myth 2): LWBS Means no Emergency

* Up to 20% return

* ~10% return for admission or sugery
* with worse outcomes

Myth 3: ED Crowding is an ED Problem

33% 33% 33%

Emergency care 95%
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(Myth 3): Solutions Rest with the ED

It should be noted that many ED-based solutions do significantly
improve ED operations and patient flow within the ED, but most do
not address boarding and crowding. Thus, meaningful solutions are

"

at the institutional level

* It’s Misaligned Health Care Economics

* Dictates High Inpatient Volumes

* Assures Hospital Crowding and Inefficiency
* Critical Threshold 87%
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Figure 1. Impact of Boarding on ED Function
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Queuing Theory:
Matching fixed resources with unscheduled demand

Utilization Tipping Point

Increasing Inpatient Occupancy
* Increasing Hospitalizations
Non-ED inpatients are increased
* Increasing Inpatient LOS
Observed and Expected LOS are increased

patients + days= patient days = High Occupancy

60% 65% 70% 75% 80% 85% 90% 95% 100%
Utilization
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Myth 4: If only the ED were more efficient

* Consults Game

* Admission Games
* Convoluted Admissions Process )

* Bed Hoarding Games

* Discharge Games

* No Weekend Services

* Easier to Admit through the ED 4 0 5 ol 5 L

* Training Issues
99% efficiency of 35 steps=70%
95% efficiency of 35 steps=16%

90% efficiency of 35 steps= 2%
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Myth 5: Low Acuity Patients are the Problem

* Low acuity: 10%-36%
* 50% have barrier
* 15% financial
* 30% no primary care

¢«

Focusing attention on ways to decrease lower-acuity ED visits
diverts administrative energy from addressing the real issue —
excessive boarding functionally decreases ED size. It is important to
underscore that diverting low-acuity patients to alternate sites does

not decrease admission demand or impact boarding.”

I\/Iyth 6: Hospital Census is Low—So it must be the ED

* Average Census:
* Midnight is the Lowest
* Includes L&D, Ob
« Surgical Reserved Beds
* Specialty Beds (e.g., PM&R)

M Cess

* Most Admission are Medicine

Ruiaw by Hour

* Census: during the day >100%

Pierce: https://doi.org/10.1002/jhm.13233 —— Ty




Myth 7: Hospital Has Few Options

* Bed Czar

* Inpatient Hallway Beds

* Real Surge Plan (pre-emptive)

* Value EM admission=to all others
* Command Center

« Staff Properly

* 24/7 Hospital

* Surgical Smoothing

« Early d/c (inpt) or discharge lounge

7/10/2024

Mismatched Availability

9% Occupancy vs Avg Medicine Boarding
April 2012 to Oct 2012
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% Occupancy vs Avg Medicine Boarding
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Myth 8: The ED has no Role in Fixing It

* Decrease Admissions (reverse triage) -
* Follow pathways

« Strict Interpretation of EMTALA

* Fast Track

* Bedside Registration

« Staffing s -
* MVP (multi-visit patient program) e
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Myth 8: The ED has no Role in Fixing It

Resource FY19 FY20 FY21 FY22 FY23

CT Utilization @ED)] Mean = 2.3 hours vs 2.8 hours

MRI Utilization 28%  28%  2.9%

Mean CT Process time has increased by 39%

Mean MR process time has increased by 169%
CT and MR Utilization account for 65,000 hours of process time

If patients are in beds, we now dedicate AN ADDITIONAL 2 beds entirely to
CT/MR wait: 7 beds entirely dedicated to process wait time

MRI Turnaround 43hr  5.1hr 5.3 hr

Myth 9: Build a Bigger ED

“You can’t cure constipation
by building more colon”

So What’s the Real Cause(s)

HEALTH CARE
FINANCING




So What'’s the Real Cause(s)

« Census Must be Kept High

* $S Prefer Procedures

* 4 % day Hospital

« Lack of Post Discharge Facilities
« Lack of Primary Care

* End of Life Care

HEALTH CARE
FINANCING S\

N

Medicine is a Commodity Traded on the NYSE
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So What'’s the Real Cause(s)

« Total EDs in US Decreased

« Total Inpatient Beds Capacity Down 27%
* 2.41 from 3.32 per 1,000

* ED visits outpaced population growth

* Regulators not Enforcing Standards

* RCA process has no teeth

« Preference to Concentrate Risk in the ED
 “Lets not make the ED too good”

* Institution Fatigue

* Misunderstanding of Occupancy

Solutions




Traditional Solutions
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Traditional Responses (Tactics) - [comment

ED Input

Establish UCC nearby No impact on boarding,unlikely to affect underinsured or ED volumes

Triage low-acuily patients out No impact on boarding,need alternate venue; EMTALA

Helpful,may incur costs; may enhance control of chronic disease and

Extend primary care hours availability s avoid adrmissions

Ambulance diversion Not helpful, hurts patients, may needlessly lose revenue

ED Throughput
No impact on boarding, decreases £D LGS for discharged patients
decreases LWBS; may identify higher-acuity patients earlier but waits
for reatment thereafter persist; unnecessary testing may occur due to
restricted physical exam of the patient

"R best practice. Minimal to no impact on boarding. Streamines oper
ations — may decrease ED LOS for discharged patients

pact on boarding,some additional costs

No impact on boarding, decreases LOS of non-admitted patients, may
lead to shorter decision time

No impact on boarding helpTl for overall LOG I iitlally understafied;
there s 3 limit due to space constraints; may assist with admitting
patients, leaving appropriate numbers. of nursing available for undif
ferentiated new patients

C

Physician/provider at triage

Bedside registration

Creation of fast tracks

Improving ancillary turnaround times

Increased ED staffing

f facilitating some

sions, thus avoiding admission

Not helpful, costly, may make boarding worse by increasing the num

ber and duration of boarded patients

pact on boarding,costl stall addition or stressed stafl

Increasing ED size (adding hallway beds) ratios, privacy issues, Except for rare exigencies, hallway beds are not
appropriate in any location, including E| patient units.

Inpatient unit to manage ED boarding patien pact on boarding, may make it worse

Avallability of afier.care clinics with evening hours v Very helpfulin preventing some sdmissions; allows for safe £D dis.

houre of ED discharge charges and known early follow-up

Possibly helpful Allows for checking on patients for specific Indica-

tions and helping with fellow-up care, eic. Allows for more safe ED

Increasing ED size (redesign, more beds)

Discharge nursing calls discharges knowing followup nurse wil call. Abandoned in some
centers as costly, time-consuming: low yield a5 many patients cannot
be reached.

Possibly helpfuli don properly; requires increased stafing, and
handoffs to staff unfamiliar with patient

l Discharge lounges

Traditional Hospital Based Solutions

Output {Hospital-Based Solutions)

‘Availability o inpatient ancilary services ofthours (evenings | Helpfulwhen 7 days a week to place patients, secure outpatient

and weekends services. and dacrease inpatient LOS

High impact.Hospitals can o langer run 4.5 days a week with in-
creasing LOS; procedures and consults must be available throughout

Hospital aperations 24.7; smoothing elective admissions and

ey the eniire week, not frontdoaded 10 el i the week.

Very Tonctionally hcreases npatent capacity. Increased €orts
Opening unstafied beds
pens may be offset by increased revenue in some seftings.

Redistribuing inpaiient service beds (e.g., from surgery 1o y helpf i
medicine) vients, 35 was. necessary during Covid 19 surges
Proven effective; patient preferred; decreases both ED and inpatient
LOS. Having teams see patients needing beds often helps with expe-

Temporasy boarding on inpatient hallways

2
measures.

E Undersized. Helps
free up ED staff

Admiting senics (WD, purses, orboth), provide are O the | 1o carefor bsrded ptienise i the D and bpvirte of e
admitted patient in the ED
ceving ipatentcare 25 soon 3 adnted in ED; may voidinrease
in hospital LOS often associated with boarded patients
Stop alactie surgeiesprocedures and tansfers phlas generallyivplemented o

safey risk from delayed care

High impacta best practce, usually requires earlier inpatient dis-

Align ingatient discharges 1o admission demand charge, may require ncremenal resources; sequires academic ceniers
0 delay teaching and focus on discharges earl

Helpfulallows for carler discharges with someone checking on pa

tient, medications, and sesponse to therapies upon discharge

Afer-care appeintments made within 48 hours of discharge

10



Real Solutions That Work*

1. Must be a priority AND seen
as a priority of the CEO

2. Must be acknowledge as
THE MOST MAJOR HIDDEN
PATIENT SAFETY ISSUE

“Frankly, | don't remember why i called this meeting.”

* At least for a short period of time
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Real Solutions That Work*
3. Health Care Finance Reform R
4. Regulators

5. Pre-emptive Surge Plans

A

s

* At least for a short period of time

Other Actions

* Get on the Agenda of the Board of
Trustee

 Develop Enforceable Surge Plans

* Give 24/7 Bed Czar re final authority
* Command Center

* 24/7 Hospital

* Surgical Schedule Smoothing

* Set Occupancy Target at 85-87%

11
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- JPROPHET
. ED Flow
Simulation Module

Future Solution

MNEM
Catalyst

Po—
Criteria for Declaring Crisis Standards of
Care: A Single, Uniform Model

oz, MD. MHS-CL, FACEP, Jasan . Mars, MD, MBA, Alen

12



Future Solution

Standards of Care
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The End
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Crowding and Operations:
Admission Process: Bayview

cccccccccc

How do We Get From Here
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