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While crowding and boarding inpatients in the emergency departments 

seem to be yearly hallmarks of  flu season, throughout the year they 

remain enduring problems. Both reflect significant structural problems, 

such as a lack of  inpatient bed capacity and delays in transporting admit-

ted patients out of  the ED, and are 

therefore di"cult for emergency phy-

sicians to address directly.1 However, 

short of  taking a year to train in a 

waiting room medicine fellowship,2 

there are some direct, practical ways 

for us to help mitigate the e!ects of  

crowding and boarding.

For emergency departments that 

are part of  larger hospital networks, 

sometimes rethinking inpatient ca-

pacity across hospitals can be equiv-

alent to adding capacity. Admitting 

lower-acuity patients to crowded 

tertiary-care facilities may misalign 

resources. A relatively stable patient with a COPD exacerbation or pneu-

monia may be served as well by a community hospital as a tertiary-care 

center, but the inpatient bed that they occupy at the tertiary-care center 

might be the one that a patient with an NSTEMI or stroke needs. While 

many patients who arrive at a tertiary-care or academic center might bris-

tle at the idea of  being transferred to a lower-acuity facility, when given 

the option of  an inpatient bed versus the prospect of  a night boarding in 

the emergency department, their perspective may change rapidly.2

Placing a doctor at triage can lead to improvements in length of  stay and 

department flow, but can also lead to significant increases in cost and the 

frequency of  testing.3 Some larger emergency departments may have 

enough demand for a dedicated doctor in triage to make a substantial 

di!erence in throughput; however, for many departments, the same e!ect 

can be accomplished by allowing doctors to “flex” into triage at times of  

high crowding or boarding. This will help to expedite needed tests and 

reduce door-to-doctor times, and can be particularly useful if  there’s no 

available beds in the emergency department to see new patients and the 

waiting room is filling up.

Rethinking your groups’ shift schedules or patient assignment strategies 

can also yield significant dividends. We tend to have a much greater 

capacity to see new patients early on in our shift – so even if  your group 

tends to schedule more physicians to work at periods of  higher demand, 

they might be less productive than a single doctor who is coming onto 

their shift fresh.4 Similarly, many of  us have an unconscious tendency to 

slow down when working together with a colleague. Instituting a rotational 

strategy of  alternating new patients between providers (or another strat-

egy to balance the load) can help keep everyone at an even pace.5

Radiology and laboratory testing can represent significant bottlenecks 

for workups in the ED. Although adding an additional CT scanner or a 

lab in the ED might seem like appealing solutions to improve throughput, 

like adding inpatient capacity, these are major capital investments, and 

often involve the conflicting interests 

of  many stakeholders (for whom 

improving crowding isn’t a priority). 

Often, streamlining protocols with 

other departments, such as radiology 

or pathology, can yield similar ben-

efits. Allowing just a few critical tests 

to be point of  care tests completed 

at bedside, such as creatinine for 

expediting CT scans, or troponin for 

chest pain, may have an outsized 

e!ect on throughput. Similarly, some 

routine practices in radiology, such 

as oral contrast for abdominal CT 

scans, can be safely eliminated for 

many patients, yielding a major improvement in throughput without a!ect-

ing accuracy.6

Sometimes the most e!ective strategy is to keep low-acuity patients out 

of  the emergency department altogether. Converting a single room within 

the emergency department to a low acuity zone with multiple chairs, or 

repurposing a portion of  the waiting room as a “results pending” area for 

ambulatory patients with minor injuries can make a substantial di!erence 

in patient flow.  While it often runs against our instincts and sense of  duty 

as emergency physicians to prioritize patients who have minor complaints 

or quick dispositions, sometimes it really is necessary to get these pa-

tients out of  the department quickly, if  only to ensure that available beds 

in the emergency department are available to those who need them.  

References

1. Hoot NR, Aronsky D. Systematic review of  emergency department crowding: 

causes, e!ects, and solutions. Annals of  emergency medicine. 2008 Aug 

1;52(2):126-36.

2. Lund A. Career opportunity in emergency medicine… waiting room medicine 

fellowship. CJEM. 2007;9:71.

3. Rowe BH, Guo X, Villa-Roel C, et al. The role of  triage liaison physicians 

on mitigating overcrowding in emergency departments: a systematic review. 

Academic Emergency Medicine. 2011 Feb 1;18(2):111-20.

4. Joseph JW, Henning DJ, Strouse CS, et al. Modeling hourly resident 

productivity in the emergency department. Annals of  emergency medicine. 

2017 Aug 1;70(2):185-90.

5. Traub SJ, Stewart CF, Didehban R, et al. Emergency department rotational 

patient assignment. Annals of emergency medicine. 2016 Feb 1;67(2):206-15.

6. Levenson RB, Camacho MA, Horn E, Saghir A, McGillicuddy D, Sanchez LD. 

Eliminating routine oral contrast use for CT in the emergency department: 

impact on patient throughput and diagnosis. Emergency radiology. 2012 Dec 

1;19(6):513-7.

24 COMMON SENSE    JULY/AUGUST 2018

COMMITTEE REPORTS


