














































February 24, 2020 
 
Dear Chair Rivera and the New York City Council Committee on Hospitals, 
 
I’m writing today as an Emergency Physician and as a citizen of New York City who is 
concerned about the prevalence of Emergency Department (ED) boarding and crowding in our 
area. My views expressed are solely my own and do not express the views or opinions of my 
employer. 
 
I’ve worked in Emergency Medicine in Manhattan for over five years, in multiple hospital 
systems. In that time, I have been overwhelmed by how many patients are squeezed into our 
departments, and the expectations on staff to see a high volume of patients, often beyond what 
is reasonable.  
 
Fundamentally, the demand for Emergency Medical care is greater than the resources currently 
available. These are complex issues, but I hope to shed some light on the lived experience of 
someone working in these settings.  
 
Emergency Department boarding and crowding are hospital problems. 
 
It’s essential to acknowledge that ED boarding and overcrowding are problems that originate in 
the hospital level, not in the Emergency Department itself. The fundamental issue is that 
patients who are admitted to the hospital physically remain in the ED for an extended period of 
time instead of moving to an inpatient floor. The hospital system controls which patients get 
beds - is it the patients with unplanned emergencies like heart attacks and pneumonia, or the 
planned surgical and procedural cases? This goes beyond physical bed availability - how many 
staff are assigned to care for patients, and what is their capacity?  
 
A hospital may have physical space available, but not have staffing available to care for 
admitted patients in that space. Many inpatients experience difficulty with planning a safe 
discharge from the hospital due to challenges arranging home care, rehabilitation or skilled 
nursing care, so some patients may stay in inpatient beds longer than medically necessary.  
 
The Emergency Department is set up to provide short term treatment. 
 
The main responsibilities of Emergency Medicine are to assess, risk stratify, treat, and 
disposition patients. We are required by EMTALA to provide a medical screening exam and 
stabilizing treatment to all patients who present to our doors. We see a broad variety of patients 
- very sick patients in cardiac arrest, with major trauma, heart attacks, broken bones and 
surgical emergencies. We also see patients with common colds, simple wounds, and benign 
headaches. Many NYC ED volumes approach or exceed 100,000 patients per year, seeing 
hundreds of patients per day. 
 



The Emergency Department is by definition a transitional location. Ideally, patients receive a 
disposition within six hours - a plan to continue care at home, or a plan stay in the hospital for 
further treatment. In order to function properly, admitted patients must leave the department to 
make room for newly arrived patients. Ideally, admitted patients move to a room within two 
hours. Emergency Department boarding describes when a patient is admitted to the hospital, 
but remains in the Emergency Department when no inpatient beds are available. It has been 
clearly established that ED boarding worsens patient outcomes, especially in patients requiring 
ICU level care. 
 
Meanwhile, as admitted patients board, more patients keep arriving to the ED. Admitted patients 
may fill the rooms if they need certain resources (telemetry, negative pressure for infectious 
control, oxygen, ventilator support) or they may remain in uncomfortable ED stretchers in the 
hallways while they wait for a bed upstairs. It is not uncommon to see a patient boarding for 
more than 24 hours. Patients needing psychiatric admission often need to be transported to 
another facility, and frequently wait in the ED for days. Meanwhile, new patients arrive. When 
boarding is high, many new patients will be seen in the hallways as admitted patients fill up the 
available rooms. Boarding and crowding are a challenge for everyone present. Patients are 
uncomfortable. It is difficult to provide the care they require. Nurses and physicians are often 
overwhelmed, as they may still be responsible for the care of admitted boarding patients in 
addition to newer Emergency Department patients. 
 
Another key challenge with Emergency Department boarding and crowding are staffing ratios. 
Emergency Department staffing is generally fixed based on the prediction of when patients will 
arrive. However, the reality of Emergency Medicine is that many more patients may arrive than 
were anticipated. It is very common to see both overcrowded and understaffed Emergency 
Departments. It is not uncommon in New York City to see one physician assigned to thirty 
patients at a time, or one nurse assigned to over twelve patients. No one is arguing that this is 
safe practice, but it remains a reality in many of our local hospitals.  
 
ED boarding and crowding are well known, national challenges. 
 
These are not new problems. The Institute of Medicine released a report on ED boarding and 
crowding in 2006. Rabin et al (from the Department of Emergency Medicine at Mount Sinai 
School of Medicine) published on the problem of ED boarding and crowding and the need for 
more proactive solutions in 2012. 
 
Though recent press may have brought this issue to light, boarding and crowding have been 
prevalent in all NYC hospital systems for many years. I have never met an Emergency 
Physician in New York City who works at a hospital that does not struggle with boarding and 
crowding. This is a national challenge, and one likely worse in our area due to increased space 
constraints. 
 



It is my hope that growing awareness of this challenge will inspire legislation to measure ED 
boarding and crowding, advocate for systemic improvement, and inspire more investment by 
our hospital systems in this important issue. The paper attached by Dr. Rabin et al outlines 
specific strategies to address this issue: Solutions to Emergency Department ‘Boarding’ and 
Crowding Are Underused And May Need To Be Legislated. 
 
In even simpler terms, I think it would be helpful to define the capacity of a space. I’ve seen 
spaces that were approved for twenty beds to be used for fifty patients. How many people can 
an Emergency Department reasonably accommodate? How many staff are required to care for 
that number of patients? What are the contingency plans when the demand for that space and 
staffing exceed what is available? Instead of making do with limited staff and putting a stretcher 
in every available space, I’d like to see us acknowledge and respect the reasonable limitations 
of both space and staff. Our patients deserve to be treated in a safe environment by staff with 
the capacity to care for them, not in a room packed full of stretchers staffed by people asked to 
do an impossible job.  
 
Emergency Physicians want the best for our patients. That means acknowledging and allocating 
the appropriate resources necessary to care for them. 
 
Thank you for your attention to this issue. Below are a few references that may be useful to your 
team.  
 
Sincerely,  
 
Shannon McNamara, MD, ABEM, FAAEM 
New York City Emergency Physician 
 
 
Institute of Medicine. Hospital-based emergency care: at the breaking point. Washington (DC) : 
National Academies Press ; 2006. 
http://www.nationalacademies.org/hmd/Reports/2006/Hospital-Based-Emergency-Care-At-the-B
reaking-Point.aspx 
 
Solutions To Emergency Department ‘Boarding’ And Crowding Are Underused And May Need 
To Be Legislated 
Elaine Rabin, Keith Kocher, Mark McClelland, Jesse Pines, Ula Hwang, Niels Rathlev, Brent 
Asplin, N. Seth Trueger, and Ellen Weber 
Health Affairs 2012 31:8, 1757-1766  
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By Elaine Rabin, Keith Kocher, Mark McClelland, Jesse Pines, Ula Hwang, Niels Rathlev, Brent Asplin,
N. Seth Trueger, and Ellen Weber

Solutions To Emergency
Department ‘Boarding’ And
Crowding Are Underused And
May Need To Be Legislated

ABSTRACT The practice of keeping admitted patients on stretchers in
hospital emergency department hallways for hours or days, called
“boarding,” causes emergency department crowding and can be harmful
to patients. Boarding increases patients’ morbidity, lengths of hospital
stay, and mortality. Strategies that optimize bed management reduce
boarding by improving the efficiency of hospital patient flow, but these
strategies are grossly underused. Convincing hospital leaders of the value
of such solutions, and educating patients to advocate for such changes,
may promote improvements. If these strategies do not work, legislation
may be required to effect meaningful change.

F
or decades, dangerously crowded
conditions have plagued hospital
emergency departments across the
United States and around the world.
In 2006 the US Institute of Medicine

declared “crowding,” when the number of pa-
tients exceeds the emergency department treat-
ment space capacity, to be “a national epi-
demic.”1 Since that declaration, waiting times
for emergency department care have increased,
sometimes even for the sickest patients.2,3

The detrimental effects of emergency depart-
ment crowding on patients are numerous and
well documented. Crowding is associated with
higher morbidity and mortality, delayed pain
control, and inferior health care.4 Crowding also
impedes hospitals’ ability to reach national
safety and quality goals, compromises the health
care safety net, and limits the national capacity
for disaster response.

Boarding Causes Crowding
Crowding is not an emergency department–
based problem. Rather, it is a symptom of dys-
function in interrelated parts of the broader
health care system. A stubborn misperception

persists that crowding results from uninsured
patients’ seeking nonemergency care in the
emergency department.5 However, as the Insti-
tute of Medicine and the Government Account-
ability Office now recognize, the main driver of
emergency department crowding is patient out-
flow obstruction: an inability to move admitted
patients to inpatient beds in a timely manner.1,2

After evaluation and treatment in the emer-
gency department, patients are either dis-
charged, held for observation in an emergency
department observation unit, or admitted to in-
patient wards for longer courses of evaluation
and treatment. Patients are considered admit-
ted, regardless of where they are physically lo-
cated, once the emergency physician places an
order admitting them to the hospital and re-
questing an inpatient bed. Patients who remain
in the emergency department beyond the time
required to implement a timely transfer to an
inpatient bed are considered “boarders” in that
department. Definitions of timely transfer vary.6

Experts often cite a period of less than two hours
from the admission order as timely.7,8

Boardingeffectively diminishes emergencyde-
partment capacity, because it reduces the num-
ber of beds available for the evaluation and treat-
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ment of new patients. One hospital found that
moving admitted patients to inpatient beds
within two hours increased the “functional treat-
ment capacity” of its emergency department by
10,397 hours, or 433 days, annually.9

Common And Harmful Boarding
Emergency department boarding has been
common for decades. A landmark 2001 point-
in-time study found that one in five patients in
US emergency departments were boarding, and
three in four emergency departments were
boarding at least two inpatients.10 A 2003 survey
by the Government Accountability Office found
that nine out of ten hospitals reported some de-
gree of boarding, and 20 percent boarded pa-
tients for at least eight hours, on average.7 An-
other study found evidence that some patients
were boarded for days.11 And according to a na-
tional survey published in 2010, 84.9 percent of
hospitals reported having boarded patients the
week prior to the survey.12

Certain groups of patients board for longer
periods, including black, female, elderly, and
psychiatric patients.13–16 Patients with medically
treated conditions, such as pneumonia or heart
failure, are more likely to board than patients
with surgically treated conditions.13,17 In large
metropolitan areas, 48 percent of admitted pa-
tients board at least two hours, but in areas with
populations of under a million, only 23 percent
of admitted patients board at least two hours.2

Holding admitted patients in crowded condi-
tions carries well-documented risks, including
prolonged illness and worse outcomes for
stroke, cardiac, and intubated patients; expo-
sure to hospital-acquired infections; and lapses
in dailymedications and other routine care from
overtaxed emergency department staff.
Evidence increasingly confirms that boarding

may increase in-hospital death rates substan-
tially.18 In fact, the first North American death
from hospital-acquired severe acute respiratory
syndrome, in 2003, occurred after the patient
was exposed while boarding in a Toronto emer-
gencydepartment.19 (Technical AppendixA sum-
marizes the evidence of boarding’s detrimental
effects.)20

Systemic Problems In Hospital Flow
A hospital is a system with patients flowing
through it, from admission through testing
and treatment to discharge. Boarding results
from backups in this flow, when inpatient beds
are not readily available to patients admitted
through the emergency department. Theoreti-
cally, backups occur at the following points in

time:whenhospital capacity is exceeded, and the
hospital is full of patients who need inpatient
care; when the hospital inefficiently manages
and discharges inpatients, unnecessarily tying
up inpatient beds; or when empty beds exist
but are unavailable to emergency department
patients—for example, when beds are reserved
for other possible admissions.
According to queuing theory—the mathemati-

cal study of the behavior of waiting lines or
queues—bottlenecks in flow formwhen a system
operates above 85–90 percent capacity, decreas-
ing efficiency.21 As predicted by queuing theory,
boarding occurs before hospitals and units are
100percent occupied, usually around80–85per-
cent capacity. This is partly because specific bed
types, such as beds formales orbeds for isolation
cases, fill earlier than other types.22–24

Capacity Constraints Boarding occurs dur-
ing times of high occupancy at hospitals,17,25,26

establishing a vicious cycle: Boarding lengthens
hospital stays,27,28 increasing hospital occu-
pancy, which in turn increases boarding. How-
ever, there are few signs of systemic supply
deficits. According to the American Hospital
Association, average hospital occupancy in
2008was 68 percent—far below capacity.29 Local
variation exists, and public, urban, and East
Coast hospitalsmay operate at higher occupancy
rates than other hospitals. However, only 13 per-
cent of urban hospitals were found to be full in a
2009 national study.30

InefficienciesWhether or not hospitals oper-
ate close to capacity, inefficiency, rather than
insufficient bed supply, is often the cause of
boarding. Although hospitals operate around
the clock, many services—including diagnostic
testing, specialist consultations, medical proce-
dures, and administrative and other services—
are available only during limited hours. One
study found that patients were half as likely to
be discharged onweekends andholidays than on
other days.31 Better management of services
without continuous availability could increase
hospital capacity by increasing inpatient turn-
over without taking expensive measures to add
beds.21,32,33

Some hospitals—including cash-strapped
safety-net hospitals—have decreased or elimi-
natedboardingby improvingefficiency.Exhibit 1
highlights management strategies to improve
efficiency based on evidence of what hasworked.
For example, moving stable patients who are

boarding in emergency departments to inpatient
hallways alleviates crowding without jeopardiz-
ingpatient safety.34 Boarders prefer less crowded
inpatient hallways to emergency department
hallways,35 and patient safety increases because
patient-to-nurse ratios are usually lower on in-

Ellen Weber is a professor in
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patient wards than in the emergency depart-
ment. Although this system does not place
boarders in rooms, it liberates emergency de-
partment beds. Once patients arrive on wards,
beds in rooms are often quickly found.34

Reservation Of Empty Beds Some hospital
practices contribute to the inefficient use of re-
sources. For example, reserving empty inpatient
beds can cause some inefficiency in the flow of
bed use. One recent informal survey found that
more than 60 percent of teaching hospitals
board patients in the emergency department
even when beds are empty elsewhere in the hos-
pital (Sandra Schneider, immediate past
president, American College of Emergency
Physicians, personal communication, Janu-
ary 20, 2012). Beds are reserved for patients
being transferred from other hospitals, for pa-
tients having elective procedures who may re-
quire admission, or to maintain a “geographic”
bed plan: a plan that groups beds according to
specific specialties (renal, orthopedics, and
so forth).
Reserving empty beds for postelective pro-

cedure admissions is a known cause of boarding
in emergency departments.1,2,26,36 Larger elective
surgical caseloads lead to increases in the num-
ber of empty inpatient beds reserved. Even

in a hospital where most admissions occurred
through the emergency department, elective sur-
gical caseload was a better predictor than the
number of emergency department admissions
of ambulance diversion.37 Ambulance diversion,
a proxy for crowding, entails sending ambulanc-
es to other hospitals because the original hospi-
tal is at full capacity.
Some studies failed to confirm that reserving

empty beds for nonemergency department ad-
missions leads to boarding.25,38 However, some
hospitals perform relatively few elective proce-
dures, so the extent of this effect probably varies
among hospitals.
A measure known as “surgical schedule

smoothing” can be introduced to regularize sur-
gery schedules and reduce boarding through in-
creasing the efficiency of inpatient bed use.1,11,33

For example, many surgeons prefer to operate
early in theweek, leading to the heaviest surgical
schedules onMonday. Moving some procedures
to later days in the week and weekends can re-
duce the peaks in demand for inpatient beds that
often lead to boarding.
Some hospitals have used this strategy

to eliminate boarding while increasing their
elective surgical caseloads. This increase has
been accomplished partly by decreasing surgery

Exhibit 1

Hospitalwide Strategies For Efficiency Improvement Demonstrated To Reduce US Emergency Department Boarding And
Crowding

Strategy Rationale/effect

Moving boarders to inpatient halls Places boarders in quieter, less crowded, safer (lower patient-to-nurse ratio)
setting while freeing emergency department beds; may actually expedite
placement into rooms; demonstrated to be safe

Smoothing elective surgical and
catheterization schedules

Distributes procedures evenly over the week to decrease peaks in demand
for inpatient beds and need for procedure cancellations; shown to nearly
eliminate boarding at Boston Medical Center and elsewhere

Scheduling early cardiac
catheterizations

Performs catheterizations earlier in the day to expedite the freeing of
unneeded beds reserved for postcatheterization patients

Active bed management Often assigns a “bed czar” to closely track bed use and address bottlenecks
in flow into and out of beds; computerized systems are also often
employed

Discharge lounge Often moves to a lounge patients awaiting discharge who no longer need to
be in a bed, freeing up beds

Aggressive management and expediting
of inpatient discharges

Increases attention to discharge planning from time of admission so that
arrangements for home services or outpatient placement are more likely
to be in place when the patient is medically ready for discharge

Monitoring of bed-cleaning turnaround
time

Improves flow by simple monitoring and accountability

Simplified admission protocol Simplifies often complicated procedures that emergency department and
inpatient teams must follow before transferring patients to the floor;
makes more steps occur in parallel, to expedite transfer

“Reverse triage” Uses a system designed for creating capacity in disasters when the hospital
is full: patients with the least need for inpatient beds can be discharged

SOURCE Authors’ analysis. Citations are available in the online Appendix (see Note 20 in text).
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cancellations that stemmed from overbooking.
Despite initial resistance by surgeons, both sur-
geons and other hospital staff have ultimately
been content with the outcome.33

Another intervention proven successful is
“pooling,” or grouping beds among different
hospital units. As previously mentioned, many
hospitals employ the opposite: a “geographic”
bed plan, where wards are zoned for specific
specialties. This approach has the advantage of
matching specialized nurses with patients and is
convenient for inpatientmedical staff. However,
the downside is that once a ward fills, additional
admissions tend to be boarded in the emergency
department, despite the availability of beds on
other wards.
Thus, the advantages to patients of a “geo-

graphic” plan are counterbalanced by the risks
of boarding. One hospital found that introduc-
ing some flexibility in the geographic pooling of
beds decreased emergency department boarding
times by 50 percent and increased hospital rev-
enue by 1 percent.39

Overall, strategies to increase hospital effi-
ciency are optimally used in combinations tail-
ored for individual hospitals. Furthermore, not
all bottlenecks are within hospitals’ control; in-
patients who require postdischarge nursing
home or rehabilitation care remain in hospital
beds until space is available in an appropriate
facility. At onemajor urban hospital, the average
7.5 hour discharge process takes 35 hours for
patients needing facility placement.40 The Insti-
tute for Healthcare Improvement recommends
that hospitals actually fund new local nursing
home units for patients on ventilators, to facili-
tate the hospitals’ own flow.41

Crowding, Boarding, And Hospital
Profits
Few hospitals have implemented strategies to
improve patient flow (Exhibit 2). In a recent
survey of US emergency department directors,
fewer than half of the 220 respondents reported
that their hospital employed more than two of
nine suggested measures.12

Smooth patient flow requires some empty
beds, but do empty beds represent lost revenue?
Historically, hospitals were paid a daily fee for
inpatient care and had little incentive to dis-
charge patients or operate beyond usual busi-
ness hours to improve flow. Incentives are
changing, as admissions increasingly generate
fixed reimbursement. This change means that
maximizing revenue involves increasing the vol-
ume of admissions, which may in turn require
optimizing patient flow.
Studies examining the financial effects of

boarding have yielded mixed results.When flow
is obstructed and emergency departments be-
come too crowded to safely acceptmore patients,
emergency services agencies institute a diver-
sion of ambulances to take patients elsewhere.
The only study to examine the profitability of
ambulance diversion found that periods of diver-
sion were actually more profitable for the hospi-
tal than those when ambulance patients were
admitted.42

Emergency department crowding and ambu-
lance diversion of new patients thus might de-
flect patientswhogenerate inferior revenuemar-
gins. In fact, one study of hospital admissions of
Medicare patients found that nonemergency de-
partment admissions were just barely profitable,
while emergency department admissions in-
curred an average revenue loss of more
than $700.43

Profitability Of Elective Versus Emer-
gency Admissions Although most emergency
department patients are insured,2 the Emer-
gency Medical Treatment and Labor Act
(EMTALA) mandates that emergency depart-
ments treat unstable patients regardless of their
ability to pay. Because hospitals can confirm that
patients for elective admissions are insured be-
fore admitting them, the emergency department
often becomes a major source of unreimbursed
admissions.
Hospitalsmay appreciate that crowding deters

patients from coming to their emergency depart-
ments, thereby reducing the number of unreim-
bursed admissions.44 However, single-hospital
studies failed to confirm that emergency depart-
ment admissions are overall less profitable than
elective admissions.45,46

Admissions for elective surgery such as knee
replacement or gallbladder removal tend to be
particularly profitable for hospitals. “Doing,” or
performing procedures, is generallymore profit-
able than “thinking” medical care, such as ana-
lyzing blood tests to find the cause of kidney
failure. This difference is true in part because
elective procedures are usually performed on in-
sured patients who are healthy enough to
undergo surgery, require less overall care, and
have more predictable lengths-of-stay.
However, theprofitability ofprocedures is also

an unintended consequence of payment rates set
by the Centers for Medicare and Medicaid Ser-
vices (CMS). Reimbursement for procedures is
higher so that it can cover the greater staffing
and resources required by procedures; no profit
advantagewas intendedbypayers. Relative reim-
bursement rates for all US payers are largely
dictated by CMS; private insurance companies
use the agency’s rates as a guide.
Over the past decade, the rapid rise of specialty
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hospitals that exclusively perform procedures
has alerted CMS that a profit discrepancy exists,
and the agency intends to rebalance payments.47

This process, however, remains nascent, and it
faces powerful political opposition from pro-
cedure-based subspecialists. For now, the profit
discrepancy between procedures and “thinking”
care persists. As a result, hospital managers may
prioritize elective procedure admissions over
emergency department admissions.2 The profit
discrepancy also makes interventional cardiolo-
gists, gastroenterologists, and surgeons very
valuable to hospitals, which in turn limits hos-
pitals’ ability to negotiate with those specialists
about schedule smoothing and other matters.
The issue of lucrative elective procedure ad-

missions may explain recent findings of nation-
wide studies that boarding is no worse at safety-
net hospitals than at other hospitals,16 and that
emergency department lengths-of-stay are in-
creasing more in hospitals serving more insured
patients—institutions that can more easily gen-
erate revenue from elective procedures.3 Thus,
hospitalsmay be compromising their emergency
care capacity by pursuing revenue from elective
procedures. A Chicago safety-net hospital made
headlines for “cherry picking” by diverting pa-
tients from its emergency department, reducing
the number of emergency department beds and
increasing the proportion of inpatient beds set
aside for surgical admissions.48

Financial Losses Resulting From Boarding
Boarding in the emergency department and
crowding in hospitals can negatively affect hos-
pital revenues and create some financial losses.
Any decrease in the number of insured or paying
patients who arrive by ambulance orwhowalk in
results in lost revenue. One Pennsylvania hospi-
tal estimated that boarding patients more than
twohourscosts thehospitalmore than$3million
annually when it must turn away new patients.9

Another institution’s researchers recently
demonstrated that although the institution’s
elective admissions generate more average rev-
enue than emergency department admissions,
profits are maximized by selectively postponing
elective admissions to reduce boarding. The au-
thors reasoned that revenue from postponed
procedures is merely deferred, whereas revenue
lost by diverting emergency department patients
is lost permanently.49

Some states, such as Massachusetts, have
banned ambulance diversions. But as crowding
persists, emergency departments lose revenue,
because more patients choose to leave without
being treated.
For hospitals, increases in lengths-of-stay be-

cause of boarding lead to increased losses for
admissions that are reimbursed through fixed

fees.27,50 Crowding may also cost hospitals under
the CMS pay-for-performance program, a recent
initiative that provides financial incentives to
meet clinical quality benchmarks. Several of
these are emergency department–based, includ-
ing the administration of aspirin for myocardial
infarctions. Crowding and boarding delay care,
including actions measured for benchmarking,
which thus compromises hospitals’ ability to
achieve these benchmarks.51

Hospitals may also experience secondary rev-
enue losses from boarding. In the authors’ expe-
rience, private physicians who refer patients to
an emergency department for urgent evaluation,
only to have their patients wait hours for in-
patient beds, may choose to affiliate with other
institutions. Low patient satisfaction related to
longwait times andboardingmayalsodrivewell-
reimbursed business away,52 especially given the
new competitive pressures for hospitals to post
information on emergency department wait
times publicly.53

Policy Recommendations
Engage Hospital Leaders Reducing emer-
gency department boarding has been demon-
strated to require a clear commitment by hospi-
tal leadership33,54–56 to overcome operations
barriers across departments. The Institute of
Medicine specifically called on CEOs to drive
hospitalwide patient-flow improvements.1 Im-
proved use of existing beds should be the first-
line strategy to improve hospital system flow,
through the use of proven interventions to re-
duce crowding and boarding (see Exhibit 2).
In some local areas, systemic bed supply may

need to increase or coordination among hospi-
tals regarding occupancy may need to improve.
However, better data on this phenomenon are
needed. The best use of resources may be to in-
crease the number of transitional beds at facili-

Exhibit 2

Adoption Of Recommended Interventions To Reduce US Emergency Department Crowding
And Boarding, 2009

Intervention Adoption rate (%)

Bed coordinator 50.5
Instantaneously available bed information 66.1

Elective surgeries scheduled:
6–7 days per week 13.6
5 days per week 58.2

Elective admissions suspended during ambulance diversion 18.7
Rapid admission protocol 14.8

SOURCE McCaig LF, Xu J, Niska RW. Estimates of emergency department capacity: United States,
2007. Hyattsville (MD): National Center for Health Statistics; 2009 May. (NCHS Heath E-Stat).
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ties to which patients are discharged, instead of
increasing beds in hospitals.
Involve Patients Public education cam-

paigns that alert consumers to thepotential risks
to their health associated with overcrowding in
the emergency department may prove effective.
It is worth noting that when England introduced
limits on the amount of time patients could
spend in the emergency department in 2005,
it was in response to pressure on the government
from patients upset by long waits and
crowding.55

No such outcry exists in the United States, but
patients sitting on hospital boards or commit-
tees could affect local change, and widespread
public concern could motivate government
involvement. At present, the general public
probably lacks sufficient awareness of this issue
and its power to address it, however. Thus, or-
ganizations concernedwith emergency care, dis-
aster response, patient safety, and related issues
should consider sponsoring related public edu-
cation campaigns.
Identify Global Lessons Boarding and

crowding are international issues, despite differ-
ing financial incentives in different health sys-
tems, and lessons can be learned from legislative
responses elsewhere.
Britain’s“Four-HourRule”dictates that98per-

cent of emergency department patients be seen,
treated, and either discharged or placed in an
inpatient bed within four hours. Hospital CEOs
are held responsible for meeting the govern-
ment-monitored target, and as of 2010, 96 per-
cent of British patients were either moved to
inpatient beds or discharged in four hours.
The four-hour target did not result in major ex-
pansions of hospitals but in improved inpatient
bed management and discharge planning.55

Parts of Australia, New Zealand, and Canada
have followed suit with similar regulatory man-
dates. The Canadian province of Alberta recently
reported significant improvements in emer-
gency department time to physician (that is,
the amount of time that elapses before the pa-
tient sees a physician) and lengths-of-stay after
mandating that boarded patients be moved to
inpatient hallways when emergency depart-
ments are overcrowded.57

Build On US Initiatives To Reduce Boarding
Before resorting to such a blunt, and politically
problematic, instrument as a four-hour rule na-
tionally, the United States should attempt to ex-

pand a recently developed base of existing ini-
tiatives.
Perhaps most promising, starting in 2014 the

CMS pay-for-reporting program will provide
hospitals with financial incentives to track sev-
eral boarding-related hospital performancemet-
rics: emergency department length-of-stay for
admitted and discharged patients, and boarding
times.58 Boarding could be reduced if the pro-
gram as it stands were converted to a pay-for-
performance arrangement that also imposed
penalties for failing to reduce wait times.
Such an approach would give hospital leader-

ship a financial stake in reducing, rather than
just reporting, boarding and wait times. The ap-
proach might be most effective if hospital com-
pliancewere required for theninetieth or ninety-
fifth percentile of their waiting times rather than
the median wait periods.16

The Joint Commission recently adopted re-
quirements that hospitals address boarding for
the purposes of accreditation.6 However, speci-
fying the percentage of admitted patients ex-
pected to board for less than four hours could
strengthen these requirements. The Joint Com-
mission is limited in its ability to overcome
political resistance by its quasigovernmental
role and by competition from other accrediting
organizations, so such a change is unlikely.
If CMS follows through on plans to eliminate

the profit advantage of elective and procedure-
based admissions, this change could decrease
boarding and increase incentives for improve-
ments in patient flow. Balancing profitability
should not occur solely by cutting procedural
reimbursements, however. Given the already
thin margins on which hospitals operate, this
approach to change would probably lead to clo-
sures, including among safety-net hospitals.
Boarding might then be exacerbated by a reduc-
tion in inpatient bed supply.

Conclusion
Boarding is a major cause of emergency depart-
ment crowding and is associated with inferior
patient outcomes. Boarding is a systemwide
problem, and successful responses require the
endorsement of hospital leaders. Proven strate-
gies to reduce boarding are grossly underused. If
continued education of hospital managers and
the public does not result in change, enhanced
regulationwill benecessary toprotect patients.▪
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