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Crisis in the Emergency Department
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Fig. 1. The carousel model of the emergency department.

depending on their need and on numbers and skill of staffing
(skill-mix™). The sub-departments were distinguished as separate
spaces by doorways and corridors. This is represented by the con-
centric circles in the carousel (Fig. 1).

The need to manage the relationship between the department-
wide motion of the ED and its sections was evident when the field
researcher asked a junior nurse what the role of the Clinical Initia-
tives Nurse (CIN) was. Unprompted by any knowledge of what we
were observing exactly. she explained: “To save time: they speed
things up. especially in sub-acute” (Junior Nurse, Hospital B, Shift
2, p. 4). This role exemplifies the active leadership undertaken by
individuals to coordinate patient flow. The boundaries between
acute and sub-acute sections in both EDs were relatively fluid
and negotiated internally depending on patient need and flow.
However. they were bounded by corridors or doorways. defining
the various sections geographically as distinctive spaces.

The ED of each hospital was located on the bottom floor of the
hospital, literally constituting a “front door™ so that it was easily
a ible for self-pr ion and access by ambulance and other
emergency services. The resuscitation bays in the acute area of one
of the hospitals were. on rare occasions, used for overflow of acute
patients rather than exclusively for those needing resuscitation.
Specifically, beds were allocated across various sub-departments
by the nursing team coordinator to manage the workload of the

nurses. Nurse workload was equalised with the planning of future
bed availability in determining bed occupancy: that is, if possible,
patients were staggered along different sub-departments creating
bed availability in the department. A senior nurse in Hospital B ex-
plained: “We have to keep at least one bed free for a real resus
(resuscitation)” (Senior Nurse, Hospital B, Shift 1, p. 11). Staff were
actively managing time and space, helping control patient flow, as
represented by the clinician controls in the centre of Fig. 1.

Emergency specialists generally only allocated patients to the
EMU (green dots in the carousel) under two conditions: first was
if the patients required a limited period of intervention for an iden-
rified condition with the expectation that they would be able to be
discharged within 24 h; or second, if emergency specialists were
awaiting confirmation that the patients were safe to be discharged.
The significance of the EMU (green dots) for illuminating the car-
ousal-character of the ED is that it allows emergency clinicians to
take blocked patients (black dots) off the carousel and circulate
them through the EMU. The role of the EMU was to gain “breathing
space” on the carousel.

In the central processes described in the carousel model, assess-
ment, stabilisation and diagnosis represented important aspects in
the management of time and space. In the accomplishment of
these aspects, clinicians exercised control over the carousel.
Clinicians identified a recognised medical condition on the basis
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General Considerations Regarding Gaps
in Transitions of Care in Heart Failure

Table 5

Physician assessment
Failure to recognize worsening clinical status prior to discharge from the
hospital
Failure to identify or address comorbid conditions (underlying depression,
anemia, hypothyroidism, and s0 on)

Medication errors and adverse drug events

Failure to recognize worsening clinical status prior to discharge from the
hospital

Mo or inadeguate provision of education to patient and family/caregiver

Failure to clarify whether patient and caregiver understood instructions and
plan of care

Failure to address prior nonadherence in self-care, diet, medications,
therapies,. daily weights, follow-up, and testing

Providing information on broad themes without details on how to make it
work for the individual patient based on lifestyle, economic constraints,
social support, and other patient or process factors

Handoff communication

Lack of communication resulting in primary care provider not knowing patient
admitted

Poor communication of the care plan to the nursing home team, home
healthcare team, primary care physician, or family caregiver

Discharge instructions missing, inadequate, incomplete, or illegible

Lack of understanding by the healthcare receiver of information regarding
heart failure medical and self-care management

Hospital to home and discharge planning
Medication errors

Patient lack of adherence to self-care, e.g., medications, therapies, diet
(sodium restriction), and/or daily weights because of poor understanding or
confusion about needed care, how to get appointments, or how to access
or pay for medications

No follow-up appointment or follow-up too long after hospitalization

Failure to provide phone number of physician/murse patient should call if heart
failure worsens
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Dal 2004 il PO San Paolo ASL NA1
Centro, ha attivato un servizio di
assistenza domiciliare: Dimissione
Protetta e Difficile (Di.Pro.Di.). Da gennaio
2009 a gennaio 2011, sono state reclutati 98
pz( 54 F), eta 74+ 5.8 affetti da scompenso

cardiaco come controllo sono stati analizzati i
dati di 42 pz (22 F), eta 77+4.3 non reclutati

i nel progetto ma anch'essi affetti da scompenso
— cardiaco cronico Giornate
O, degenza(r'is:par'mio
'&’ economico)
Contro DpD
Reospedalizzazioni a 3mesi | o
GRUPPO | TOTALE % Pazientl | 42 %8
Giornate 244 383
CONTROLLO 42 47 .61 tot
( D . Media 5.95 39
ecessi
TRATTATI 98 32.65 — X 59
6RUPPO | TOTALE % | standatd
CONTROLLO 42 30.95
TRATTATI 98 28.57




I nostri dati :Ambulatorio di followup

330 pazienti a luglio 2014
Eta media 73 anni

severita dell'angina con terapia tradizionale Classe

II-ITI(C.C.S.)

Clearance della creatinina: 55-65 ml /m (media),
70% diabete mellito,4%epatopatia (CHILD A)

Follow-up a 6 mesi (Classe
angina)
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The Growing Role of Emergency Departments
in Hospital Admissions
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