Solutions Subgroup
Emergency Department Boarding and Crowding Working Group
April 23, 2024 | 8:00-8:30am
Meeting Minutes

Members present: Greg Allard, Jonathan Bankoff, John Brancato, Barbara Cass, Dock Fox, Daniel Freess, Michael Holmes, Renee Malaro, Miriam Miller, Chris Moore

Call to Order
· Jonathan called the meeting to order at 8:04am
· The group approved the minutes from March 12
Best Practices/Solutions Manual
· Jonathan floated the idea of compiling a best practices document containing many solutions which may include solutions at the level of health systems
· Some solutions already out there include:
· alternatives to hospitalization such as hospital at home, MIH
· In-hospital entities such as physician in triage, split flow result waiting areas, discharge lounges/suites
· Metric-focused: discharges before noon – hold systems accountable with financial incentives, surgical schedule smoothing
· Jonathan shared that his ED has had some success with getting discharges before 2pm; Middlesex is actively working on a discharge suite, an ED-owned results waiting area, and incorporating virtual care
· Ask to group members: Are there certain high priority items to focus on? Vision is that everyone tackles an item and puts together a resource guide
· Jonathan asked if state partners (DPH and also CHA) have more availability of knowledge
· DPH representatives shared that CHA is probably more well suited to speak to specific practices at hospitals across the state, but the department could be more of an aggregator of information
· DPH historically has offered technical assistance on projects like these
· Barbara suggested that the group consider chunking the best practices guide out into different areas – for example, how does the organization get buy-in from leadership
Consideration of Merger with Discharge Subgroup
· The group is looking to work with the discharge subgroup to formulate this toolkit – Dr. Bankoff will reach out to Dr. Singh about this
General Discussion of Solutions/Toolkit Brainstorm
· During COVID: some hospitals were able to get regulatory relaxation when their ED hit overcapacity (some critical mass threshold) --> is there opportunity for developing an overcapacity protocol akin to the one in the pandemic
· Mandatory HIV screening of every patient can be a light lift when the ED is not overcrowded, but when overcapacity, screening everyone could take up time/space
· DPH responded to this question: The department has the ability to waive certain portions of the regulations of the CT state agencies – we cannot waive statute, but we can waive regulation, so mandatory HIV screening cannot be waived, but this group would be a good vehicle to make recommendations
· DPH will talk to regulations specialists to see if the department could put together a list of regulations that could be waived versus statutes that cannot be waied
· The group briefly discussed looking into surge capacity at EMS
· Discussion on ED diversion
· Answer the question: what tools do EDs have in their toolbox should they get into a position where they are over capacity
· This group could create a list of recommendations for DPH/CHA for when they are considering diversion (have you tried this before you go on diversion)
· Michael shared information about Yale’s surge policy
· Measured by inpatient census, ED census – different thresholds that trigger the policy/incident command structure
· Pain point usually starts w/ psych inpatient: they begin by asking for voluntary acceptance of psychiatric patients
· Then they use in-network hospitals to admit patients (voluntary ED diversion)
· Jonathan shared that a one-size fits all probably does not work for every ED – but more public awareness of how different systems are navigating capacity/crowding issues would be good
· John Brancato shared that their hospital has been doing a lot of the procedures that are outlined in the toolkit, but others are difficult to implement
· Discussion of adding items that are outside of an individual hospital’s scope into the toolkit
· EMS coordination
· Other ways to affect the influx of patients
· The group discussed recommending increasing capacity knowledge/capacity database – who has beds in real time (this could be a recommendation made by the group)
· In general, the group wants to have more open lines of communications between different health systems: perhaps when one hospital is over capacity, another may have capacity
Future Subgroup Focus
· Jonathan will take some of the discussion points and create a spreadsheet – he asked members to check off the things their system already does, to get a sense of what overlap there is
· Discussion of outside guests to consider inviting:
· Who does the group need to bring to the table that is not currently here
· The group may want to look into bringing in a hospitalist, chair of medicine, etc.
· The group may also want to speak to a system that has success with timely discharge – could speak to them and see what works
· Action items:
· Create a bullet point survey for hospital leaders (do you have a discharge lounge, etc), and then include an open forum for them to give more information on what they have
· Dock will reach out to the emergency nurses association to see if they have any contacts
· Stamford hospital recently introduced a discharge lounge – Dr. Bankoff will reach out to someone there to get feedback from them in the future
Closing
· The meeting adjourned at 8:40
