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Objectives
Recall that the Joint Commission has
patient flow standards
Discuss that the Joint Commission has a
patient flow tracer that is evaluated by
surveyors during a survey
Describe the four hour rule (goal) on
getting patients to their room when
admitted
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TJC Amends Patient Flow Standards
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TJC Issues R3 Report
 Published December 19, 2012 and is 5 pages
 Provides rationale, requirements, and references used

 Can be downloaded off TJC website at
www.jointcommission.org/r3_report_issue4/
 Discusses LD.04.03.11 and PC.01.01.01 changes
 LD.04.03.11: The hospital manages the flow of patients
throughout the hospital (Revises EP 5, 7, and 8)
 PC.01.01.01: The hospital accepts the patient for care, treatment, and
services based on its ability to meet the patient’s needs (EP 4 and 24)

 LD EP 6 (4 hour time frame) and 9 (boarding
behavioral health patients) effective Jan 1, 2014
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R3 Report Patient Flow Thru the ED

www.jointcommission.org/r3_report_
issue4/
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TJC FAQ References R3 Report
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Crowding and Boarding
 The patient flow standards are part of the
leadership chapter
 Leadership chapter completely rewritten in 2009
and amended every year since
 TJC standards on patient flow are to prevent
overcrowding and boarding especially in emergency
department (ED) patients
 Also boarding of patients in other temporary locations

 TJC first implemented patient flow chapter
standards in 2005
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Patient Flow Revisions
 Revisions include leadership use of data and
measures to identify and mitigate and manage
patient flow issues and management of ED
throughput as a system wide issue
 Revisions include safety for boarded patients
and leadership communication with behavioral
health providers so care of boarded patients is
coordinated
 TJC also revised PC.01.01.01 because of safety
issues of boarding behavioral health patients
especially in the ED
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Use of Data
 TJC revised EPs 5, 7, and 8 to be consistent with
current practices regarding the use of data and
metrics
 This is used to identify, monitor, manage and improve
patient flow throughout the hospital

 Most hospitals reported that leaders are reviewing the
patient flow data on a monthly or quarterly basis
 Have used Lean, Six Sigma or other change
management to make changes and improve
outcomes
 Attention to culture and operations were found to be as
important as concerns about technology & data
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Overcrowding and Boarding
 Crowding and boarding has been a problem for
many years for hospitals
 It has been a top issue for organizations like the
American College of Emergency Physicians
(ACEP) and the Emergency Nurses Association
(ENA)
 One study found that ED crowding is growing
twice as fast as visits
 In fact, ED crowding is rising to unsustainable
proportions (Pines, Annals of EM, 2012)
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Overcrowding and Boarding
The number of ED visits increased by 1.9%
per year over an eight year study period
This calculated to a rate that increased 60%
faster that the population growth
Crowding grew by 3.1%
ACEP and Urgent Matters are an excellent
source of articles on solutions and ideas to
deal with the issue of overcrowding and
boarding
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ACEP Resources on Crowding and Boarding

www.acep.org/cont
ent.aspx?id=32050
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Urgent Matters
http://urgentmatters.org
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Consensus Statement for ED Metrics
 ACEP, ENA, AAEM, AAP, ANA, ED Practice
Management Association, and others have joined
forces to reduce ED crowding
 Total 9 organizations
 Signed a consensus statement to standardize ED
metrics so everyone is measuring things in the
same way
 Defines ED arrival time, ED transfer time, ED
contact time (time to see the physician or LIP),
admission time, disposition to discharge, ED LOS,
etc.
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Consensus Statement for ED Metrics

www.acep.org/clinical---practicemanagement/consensus-statement--definitions-forconsistent-emergency-department-metrics/
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Crowding is a Patient Safety Issue
 Crowding is caused by boarding
 Research has shown that this is a patient safety
issue and impacts patient outcomes
 Boarding increases
 Waiting times and ambulance diversions
 Length of stay (LOS)
 Medical errors and sentinel events
 Malpractice claims
 Patients who leave without being seen
 Financial losses, mortality and other related issues
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Crowding and Boarding Mortality Rate
 Article published in December 2012 in Annals of
Emergency Medicine found patients who came
through a crowded ED had a 5% greater chance of
dying in the hospital
 Likely caused from challenging doctors’ resources
 Crowding delays treatment of MI, pneumonia and
painful conditions, increased LOS and costs
 Average ED rate now 58.1 minutes (Up from 46.5
minutes between 2003 and 2009, CDC)
 Looked at 995,379 ED visits from 187 hospitals
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5% Greater Odds of Dying in Crowded ED
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Patient Flow
 Is an issue that needs to be solved by hospital
leadership
 It is not necessarily an ED issue even though it
impacts the ED
 The revised standards recognize that the causes
may be multi-factorial and stem from other areas
in the hospital
 If the surveyor identifies problems with patient flow,
the surveyor will interview leadership about their
shared responsibility with the Medical Staff
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Managing Patient Flow Rationale
 This standard has a rationale that discusses that
managing the flow of patients throughout the
hospital is essential to prevent overcrowding
 Overcrowding undermines the timeliness of care
and affects patient safety
 System-wide programs should be effectively
managed that support patient flow
 This includes processes for admitting, assessment,
treatment, patient transfer and discharge
 Improving these can lead to useful strategies
25

State Ban on ED Diversions
 Massachusetts became the first state to ban
ambulance diversion in 2009
 Concern was this would increase ED over crowding and
boarding

 2012 study found this was not the case and actually
found it led to shorter average ED wait times
 ED traffic increased in nine hospitals 3.6% but LOS
dropped 10.4 minutes for admitted patients
 Ambulance diversion has little impact on crowding
 Operational changes improved patient flow such as
streamlining handoffs and reducing occupancy level
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Ambulance Diversion & Crowding
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State Ban on ED Diversions
 Hospital may only divert if on Code Black such as
fire, flooding, contamination or other disasters
 Study found the major factor of ED crowding is
boarding of admitted patients in the ED
 Inadequate staffing also lead to ED crowding
 Massachusetts hospitals have been leading the way
to reduce ambulance diversions and focus on
patient flow
 IOM says diversions can lead to catastrophic delays
for seriously ill or injured patients
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Key Interventions
 Code Help implemented
 Inpatient bed dashboard
 Establish threshold to deploy physicians at triage
 Establish 10 bed surge pod on inpatient unit to care
for boarded ED patients
 Use nontraditional space for boarding such as PACU,
off hour procedure unit, etc.
 Twice daily rounds
 Internal medicine coverage of admitted patients
waiting for inpatient bed, etc.
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Manage Patient Flow LD.04.03.11
The standard: The hospital manages the flow
of patients throughout the hospital
 This standard has 9 elements of performance (EPs)
 EP1 states the hospital has a process that supports
the flow of patients throughout the hospital
 What are some things a hospitals could do to meet this
standard?
 Many hospitals have a policy of no direct admits to the ED
 Some hospitals go on diversion when there is a critical
shortage of beds or staff
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Manage Patient Flow LD.04.03.11
 EP1 states the hospital has a process that supports
the flow of patients throughout the hospital
(continued)
 Some hospitals have instituted processes to support the
flow such as stat cleans of room by environmental
services when a patient is waiting in the ED
 Some hospitals have posted ED physicians or NP at
triage to expedite care in the ED
 Some ED have direct boarding where patients arriving go
immediately to an ED bed if one is open (pull to full)
 Others keep ambulatory patients vertical when their
condition allows this
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Manage Patient Flow LD.04.03.11
 EP1 states the hospital has a process that supports
the flow of patients throughout the hospital
(continued)
 Some hospitals have a revised process in which each
of the departments accepted one overflow patient
 The thought being it was easier for a department to
take care of one additional patient then to have 12
boarded patients in the ED
 Some hospitals require daily rounds be made by a
specified time so current patients are discharged
home timely freeing up beds for patients who are
being boarded
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LD.04.03.11 Manage Patient Flow
 EP1 states the hospital has a process that supports
the flow of patients throughout the hospital
(continued)
 Patient flow problems most frequently occurred on
Mondays and Tuesdays
 Some hospitals have ensured that adequate services are
available on the weekend so surgeons will not just
schedule elective cases on Monday or Tuesday but can
space elective cases throughout the entire week
 The literature is full of research and strategies that
hospitals that do to improve and support patient flow
throughout the hospital
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LD.04.03.11

Plan Patient Care

 EP2 Addresses the need for the hospital to
plan and care for the patients who are
admitted and whose bed is not ready or a bed
is unavailable
 Patient may be in a temporary area such as
the ED or PACU
 EP3 Addresses the need for the hospital to
plan the care for patients who are placed in an
overflow location
 So what does these two standards mean?
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EP 2 and EP 3 LD.04.03.11
 For example, an ICU patient is admitted and is
currently residing in the ED
 It is the ICU standard of care-does an ICU nurse come
down to care for the patient?

 How does the patient get their assessment done,
lab tests, medications administered and other ICU
care?
 How does the hospital ensure that the patient is
getting the same standard of care?
 How do you ensure that nursing staff are competent
to care for patients?
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LD.04.03.11

Diversion

 EP4 Discusses that criteria guide decisions to
initiate ambulance diversion
 Hospitals should have a policy and procedure on
diversion
 One state recently passed a law forbidding ambulance
diversions but other safe guards were put into place
 Diversion is an EMTALA issue
 EMTALA CoP, page 38, states that “a hospital may
divert individuals when it is in “diversionary” status
because it does not have the staff or facilities to accept
any additional emergency patients at that time”
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LD.04.03.11

Diversion

 EP4 discusses that criteria guide decisions to
initiate ambulance diversion (continued)

 If ambulance disregards the hospital’s instructions
and brings the patient to the hospital, the ED must
do a medical screening exam (MSE) to determine
if the patient is an emergency medical condition
(EMC)
 ED should consider documenting dates and times
for diversion
 Case law exists regarding diversion
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EMTALA Manual

www.cms.gov/Regulations-andGuidance/Guidance/Manuals/downloads
/som107_Appendixtoc.pdf
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So What’s in Your Policy?
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LD.04.03.11 Measurement and

Goals

 EP5 Requires the hospital to measure and set
goals for the components of the patient flow
process
 This EP was revised January 1, 2013 and includes
additional things that must be measured

 Hospital leaders will need to use data and metrics in
a more systematic process
 Measurement includes:
 The available supply of patient beds
 Access to support services such as case management and
social work
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LD.04.03.11 Measure the Following
 Measurement includes (continued):
 The safety of areas where patients receive care and
treatment
 Throughput of areas where patients receive care
which could include inpatient units, lab, PACU, OR,
telemetry, radiology, and telemetry
 Hospitals must also measure and set goals for the
efficiency of non-clinical services that support
patient care such as transportation and
housekeeping
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LD.04.03.11 Boarding and the 4 Hour Rule
The hospital must measure and set goals for
mitigating and managing the boarding of
patients who come through the ED
EP6 EP went into effect January 1, 2014
It is recommended that patients not be
boarded more than 4 hours
This is important for safety and quality of care
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LD.04.03.11 Boarding and the 4 Hour Rule
 TJC defines boarding as the “The practice of
holding patients in the ED or a temporary
location after a decision to admit or transfer is
made.”
 The hospital should set its goals with attention to
patient acuity and best practices
 The four hour window has lead to a lot of discussion
in the emergency medicine community
 The four hour window is a recommendation and not
a requirement but all hospitals should strive to not
keep patients boarded more than 4 hours
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LD.04.03.11 Review Measurement Data
EP 7 Requires the staffs or individuals
who manage the patient flow processes
to review the measurement results
 EP7 went into effect January 1, 2013

This is done to assess if the goals made
were achieved
Data required was discussed in EP 5
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LD.04.03.11 Data Guides Improvements
EP8 Requires leaders to take action to
improve patient flow when the goals were not
achieved
 EP8 revision went into effect January 1, 2013

 Leaders who must take action involve the board,
medical staff, along with the CEO and senior
leadership staff
 References PI.03.01.01, EP 4, which states that the
hospital takes action when it does not achieve or sustain
planned improvement
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LD.04.03.11 Data Guides Improvements
 There are certain delays that are known as patient
flow problem triggers
 Data will prompt surveyors to have discussions with
the hospital and the role of the Medical Staff in
resolving these
 This includes delays in patient assessment, blood
draws, radiology studies, handoff communication
and reporting, cleaning rooms, taking report from
the ED, and delays in the getting patients to the
operating room can signal that patient flow
problems exist.
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LD.04.03.11

Boarding of Psych Patients

 EP 9 States that the hospital determines if it has a
population at risk for boarding due to behavioral
health emergencies
 EP9 was new standard effective January 1, 2014
 Hospital leaders must communicate with the
behavioral health providers to improve coordination
and make sure this population is appropriately
served
 There is a shortage of behavioral health beds in this
country leading to times where these patients have
camped out in the ED sometimes for days
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Boarding of Behavioral Health Patients
 Patient flow problems pose a significant and
persistent risk to the quality and safety of
behavioral health patients
 Some hospitals have added up to 5 or 6 beds in
a locked unit in the ED for behavioral health
patients to keep them safe
 Often staffed by behavioral management staff and
not ED staff
 Often have video and audio to observe patients and
ensure their safety
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Boarding of Behavioral Health Patients PC
 Hospitals should also be familiar with two sections
of PC.01.01.01 under EP4 and EP24

 EP 4 Hospitals that do not primarily provide
psychiatric or substance abuse services must
have a written plan that defines how the patient
will be cared for which includes the referral
process for patient who are emotional ill, or who
suffer from substance abuse or alcoholism
 This means that hospitals that do not have a behavioral
health unit or substance abuse unit, how do you care for
the patient until you transfer them out?
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Boarding of Behavioral Health Patients PC
 PC.01.01.01 EP 24 (new in 2014)
 EP 24 requires boarded patients with an emotional
illness, alcoholism or substance abuse be provided
a safe and monitored location that is free of items
that the patients could use to harm themselves or
others
 Hospitals often use sitters and have a special safe
room
 EP24 requires orientation and training to both
clinical and non-clinical staff that care for these
patients
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Boarding of Behavioral Health Patients PC
 PC.01.01.01 EP 24 (Continued)
 This includes medication protocols and deescalation techniques
 Assessments and reassessments must be
conducted in a manner that is consistent with the
patient’s needs
 Free guide on how to create a safe room called the
Design Guide for the Built Environment of Behavior
Health Facilities, at
www.fgiguidelines.org/wpcontent/uploads/2015/05/DesignGuideBH_7.0_1505_rev-2.pdf
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www.fgiguidelines.org/wpcontent/uploads/2015/05/DesignGuideBH_7.0_1505_rev-2.pdf
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Methods of De-escalation
Active listening
Validate feelings such as “you sound like you
are angry”
Some organizations have personal deescalation plan that lists triggers such as not
being listened to, feeling pressured, being
touched, loud noises, being stared at,
arguments, people yelling, darkness, being
teased, etc.
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Psych Boarders in the ED
There are 53 million mental health related
visits to the ED
This is an increase from 4.9% to 6.3% from
data 1992-2001
19.4% of patients with mental health issues
are admitted
This is why ACEP and the American
Academy of Pediatrics recommend
increasing resources related to mental health
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Psych Boarders in the ED
2010 Survey of Hospital ED Administrators
found:
 86% of EDs are unable to transfer patients
 70% reported that patients are boarded in the ED
because of the shortage of beds for more than 24
hours
 10% reported patients are boarded more than 1
week
 90% reported that boarding psych patients
reduced the availability of ED beds for ED patients
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Psych Boarders in the ED
 Study found that 67% of ED doctors reported that
there was a decrease in behavioral health beds
 23% reported sending patients home without
seeing a mental health professional due to a lack
of resources
 This included that 31% of the time there was not a
psychiatrist available
 Perhaps the telemedicine law will make it easier to
contract with a group of psychiatrist to ensure all
patients are seen by a psychiatrist
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Tracer Methodology
 The surveyors follow actual experience of a
sample of patients as they interact with their
health care team
 The surveyors evaluate the actual provision of care
provided to these patients

 Looks at how the individual components of the
hospital interact to provide safe, high quality
patient care
 The proof is in the pudding and this makes great
sense
 Patient flow tracer updated with guidance in
January 2014 and new discussion topics in LD
session
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2016 Survey Activity Guide
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Survey Activity Guide Tracers Page 49
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Patient Flow Tracer
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Introduction to Patient Tracers
 Purpose is to evaluate compliance with the
standards as they relate to the care and treatment
of a patient 1
 Tracers are integral to the on-site survey process
and often referred to as the corner stone of the
Joint Commission survey (no longer called JCAHO)
 Practicing tracers are a great way to prepare for
your survey
 Tracers can provide you with information and ability
to increase patient safety and improve clinical
outcomes


1 Tracer Methodology: Tips and Strategies for Continuous System Improvement, 2nd edition, TJC
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TJC Patient Flow Tracer
 Surveyor instructed to look and listen throughout the
survey for clues that may be indicative of patient flow
concerns along with awareness in patient flow
 When found the surveyor should perform the program
specific tracer for patient flow
 During the orientation to the organization, the surveyor
is to ask the leaders how they monitor and manage
hospital wide patient flow issues
 Should document any projects undertaken and
reasons
 Especially medical, surgical and behavioral health patients
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TJC Patient Flow Tracer
 Surveyor may trace the patient affected by patient
flow issues
 Will ask what flow processes are measured
 Bed availability delays
 Lengthy boarding experiences
 Transport delays
 Transfer delays
 Delays in performing tests and receiving results
 Availability of providers
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Patient Flow Interview Questions
 Will ask for dashboard data they review to support
system wide decision making
 Will look for cyclical issues or trends
 During the individual tracer, surveyor instructed to
look at the data the hospital is collecting
 What patient flow processes are measured?
 Recall the EP 5 tells the hospital what to monitor

 What other PI measures are in place?
 How is the information used to make improvements
and will look at process contributing to concerns
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Patient Flow Interview Questions
 How is the patient flow data circulated and shared
with others?
 Surveyor to explore patient flow issues
 Surveyor to check for variability in workload such as
staffing during the day and between days of the
week
 Will ask about wait times, turn around times, and
boarding of patients
 Will look for delays in stat orders for diagnostic
testing, complaints of not enough staff etc.
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Individual Tracer for Patient Flow
Will assess if improvements to patient flow
have been made
Ask staff what they consider to be the most
challenging patient flow problems
 Especially the ED, OR, medical-surgical units, radiology,
lab, housekeeping and transport

Surveyor told to reference the program
specific tracer for patient flow
 Surveyor to ask staff about timing of assessments
and reassessments
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Patient Flow Interview Questions
 Also availability of consulting providers such as
behavioral health, oncology, surgery, neurology,
and ob/gyn
 Surveyor to ask about the rounding of the
consultants and the qualified mental health staff
 Ask the staff about the frequency of rounding on
boarded patients with behavioral health
emergencies
 There is a program specific tracer for patient flow
for hospitals including critical access hospitals that
is very detailed
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Behavioral Health Patients Boarded in ED
 Surveyor instructed to review medical records of
boarded patients
 To make sure assessments and reassessments
done including medical, mental status, and psych
assessment
 Consider suicidal risk
 Care planning and identify care providers and family
members or others with role in care planning
 Evaluate communication and coordination with
other staff such as social work, and psychiatry
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Patient Flow Interview Questions
 May ask about the volume and types of patients
seen in the ED
 How ED throughput is monitored?
 How are patients presenting with conditions outside
the scope of services managed such as a mental
health patient who is a trauma patient?
 Will ask about patient boarding
 Unsafe practice thrive in the presence of patient
congestion
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Patient Flow CAH and HAP Programs
 Program Specific Tracer: Duration is 60 to 90
minutes
 Surveyor to identify if there is any evidence of any
patient flow problems
 Surveyor to evaluate the process issues that are
present throughout the hospital that can contribute to
patient flow issues
 The triggers indicative of a patient flow problem are
assessed by direct observation, by reviewing PI data
and reports, and by interviewing staff
 Will select a patient who had an extended delay or stay
72

Triggers Indicative of Patient Flow Problems
 Increase length of stay in the ED
 Insufficient support and ancillary staffing
 Misuse of ED for low acuity patients and direct
admits
 Patients experiencing delays with transfers
 Indicators such as MI get ASA and beta blockers on
arrival and fibrinolytic with 30 minutes and PCI
within 90 minutes
 Pneumonia patients blood cultures and antibiotics
timely?
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Triggers Indicative of Patient Flow Problems
 Assessment delays
 Delay in blood draws or x-rays
 Delay in communication such as reporting handoff
from one area to another
 Delay in discharge due to discharge processes
 Delay in OR scheduling
 Hospital process that stop flow of patient in ED
such as work up in ED or housekeeping protocols
 Misuse of ED for direct admits
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Patient Flow Tracer
 Can locate a patient to trace through looking at the
ED log or on surgical units where problem getting a
bed into a bed
 Will look for a behavioral health patient in the ED
needing an inpatient bed
 Will look for delays in transferring the patient to an
inpatient bed
 Surveyors may interview staff
 Will look at what patient flow processes are being
measured
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Patient Flow Tracer
 Will visit the ED more than once to determine
impact and responses to flow at different times of
the day
 Are there patients in hallway beds?

 Will ask leaders what they have done to fix the
patient flow problems
 Will ask about shared accountability with the
medical staff and leadership
 How are the indicator results reported to leadership
and how was it used to improve patient flow
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Patient Flow Tracer
 Will interview staff about the patient flow experience
with psyche or substance abuse patients
 Is the staffing, assessment, and care taken to safely
manage the behavioral health or substance abuse
patients
 Was the space appropriate to safely manage these
patients
 Note that many hospitals have a ED special unit to house
behavioral health patients awaiting a bed or transfer
 Often a locked unit with cameras and audio control and
care provided by behavioral health staff
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Patient Flow Tracer
 Will interview the physicians, including surgeons and
hospitalists about rounding times, surgery schedule
and discharge process
 Note may be looking to see if the hospital modifies
the elective surgeries when indicated
 May ask about the MS structure such as teaching or
safety net hospital, use of hospitalists, contracted or
employed ED physicians and how it impacts patient
flow initiatives
 Will ask about delays in patient care
 May still ask about diversion policy and process
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Patient Flow Tracer
 Do the PI measures show any delays in treatment,
surgery, discharge to home, or diagnostic testing?
 Will look to see if any delay to getting the patient
transferred to their unit
 May ask how the key goals were determined
 Will ask how patient safety and quality are
sustained in situations where the hospital’s goals
are not met
 Surveyor to discuss observations with the
organization at the conclusion of the tracer activity
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Patient Flow Tracer Questions Asked in Past
 Looked at how the hospital planned for staffing and
how they trained staff about the differences in
emergent and hospital care
 Identify temporary holding area such as are patients
held in the emergency department or waits for
surgery or critical care units
 Treatment delays, medical errors and unsafe
practices can thrive in presence of patient
congestion
 TJC hospitals are expected to identify and correct
patient flow issues
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Behavioral Health Patients in the ED
 Will ask about the practice of sitters
 How often is care provided to patients
 Will ask if patients placed in hallways when ED
bays are full
 What suicide risk reduction actions are taken
 What contacts with community resources
 Ask how care is provided until disposition
 Ask about case management and social worker
availability in the ED
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Patient Flow Through the ED
 If surveyor finds out the ED goes on diversion
frequently;
 Will ask to see staffing plan for period they were
on diversion
 Will ask if there is a plan to intervene when
census meets a certain threshold
 How does the OR handle elective surgeries prediversion?
 How does the hospital decide to convert other
areas into patient rooms like the PACU
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Planning Session
 During the planning session for metrics regarding
EP 5 of LD.04.03.011 regarding the supply of
patient beds and the safety of care areas and
access to support services
 Determine if there are performance goals and
incremental targets for each of the patient flow
processes
 Ask about the measures that in place
 How they monitor the data of their performance based
on their goals
 Are they benchmarking themselves against external
associations or research initiatives
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CMS Created and TJC Adopted ED Quality Measures
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CMS ED Throughput Measure

http://www.medicare.gov/HospitalCom
pare/Data/emergency-wait-times.aspx
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The End! Questions??
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Resources
Pines JM, et al. The financial consequences
of lost demand and reducing boarding in
hospital emergency departments. Annals of
Emergency Medicine, 2011 Oct;58(4):331-40
Institute of Medicine. Hospital-based
emergency care at the breaking point,
Washington, D.C.: National Academies
Press, 2007.
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1621 (accessed February 14, 2013)
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Resources
 www.hospitalovercrowding.org
 Dr Peter Viccellio
 Overcrowding power point slides
 Key points of harm caused by overcrowding
 Full capacity protocol, etc.
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