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Patient flow through the emergency department
Requirements
Standards LD.04.03.11 and PC.01.01.01 are revised standards that address an increased focus on the
importance of patient flow in hospitals. These revised elements of performance (EPs) go into effect
January 1, 2013, with two exceptions: LD.04.03.11, EPs 6 and 9 will be effective January 1, 2014. They
will be included in the 2013 standards manual, but any findings from the on-site survey will not affect the
organization’s final accreditation decision. Information on the implementation of these requirements will
be collected by Joint Commission surveyors and staff throughout 2013, and will be used to inform the
survey process.
Standard LD.04.03.11: The hospital manages the flow of
patients throughout the hospital.

Tell us what you think about R3 Report

EP 5. The hospital measures and sets goals for the
The Joint Commission is interested in your
components of the patient flow process, including the
thoughts about this issue of R3 Report.
following:
Please take a few minutes to complete a
• The available supply of patient beds
short on-line survey. The survey will be
• The throughput of areas where patients receive
open through Friday, January 18, 2013.
care, treatment, and services (such as inpatient
units, laboratory, operating rooms, telemetry,
radiology, and the post-anesthesia care unit)
• The safety of areas where patients receive care, treatment and services
• The efficiency of the nonclinical services that support patient care and treatment (such as
housekeeping and transportation)
• Access to support services (such as case management and social work)
EP 6. This element of performance will go into effect January 1, 2014: The hospital measures and sets
goals for mitigating and managing the boarding of patients who come through the emergency department.
(See also NPSG.15.01.01, EPs 1 and 2; PC.01.01.01, EPs 4 and 24; PC.01.02.03, EP 3; PC.02.01.19,
EPs 1 and 2) Note: Boarding is the practice of holding patients in the emergency department or another
temporary location after the decision to admit or transfer has been made. The hospital should set its goals
with attention to patient acuity and best practice; it is recommended that boarding time frames not exceed
4 hours in the interest of patient safety and quality of care.
EP 7. The individuals who manage patient flow processes review measurement results to determine
whether goals were achieved. (See also NR.02.02.01, EP 4)
EP 8. Leaders take action to improve patient flow processes when goals are not achieved. (See also
PI.03.01.01, EP 4) Note: At a minimum, leaders include members of the medical staff and governing
body, the chief executive officer and other senior managers, the nurse executive, clinical leaders, and
staff members in leadership positions within the organization. (See the Glossary for the definition of
leader.)
EP 9. This element of performance will go into effect January 1, 2014: When the hospital determines that
it has a population at risk for boarding due to behavioral health emergencies, hospital leaders
communicate with behavioral health care providers and/or authorities serving the community to foster
coordination of care for this population. (See also LD.03.04.01, EPs 3 and 6)
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Standard 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. Hospitals that do not primarily provide psychiatric or substance abuse services have a written plan
that defines the care, treatment, and services or the referral process for patients who are emotionally ill or
who suffer the effects of alcoholism or substance abuse. (See also LD.04.03.11, EP 6)
EP 24. If a patient is boarded while awaiting care for emotional illness and/or the effects of alcoholism or
substance abuse, the hospital does the following:
• Provides for a location for the patient that is safe, monitored, and clear of items that the patient
could use to harm himself or herself or others. (See also LD.04.03.11, EP 6; NPSG.15.01.01,
EPs 1 and 2)
• Provides orientation and training to any clinical and nonclinical staff caring for such patients in
effective and safe care, treatment, and services (for example, medication protocols, de-escalation
techniques). (See also HR.01.05.03, EP 13; HR.01.06.01, EP 1)
• Conducts assessments and reassessments, and provides care consistent with the patient’s
identified needs. (See also PC.01.02.01, EP 23)

Rationale
In light of persistent evidence of emergency department (ED) overcrowding and patient boarding, The
Joint Commission conducted extensive research to define the nature of ED overcrowding in the
contemporary environment and to identify opportunities for improvement in The Joint Commission’s
1,2,3
Research confirmed that, although the ED may be where a patient flow
current evaluation methods.
4,5,6
For this reason,
problem manifests in a hospital, the ED may not be the source of the problem.
elements of performance were revised and developed to enhance patient safety by addressing a) the use
of data and metrics to better manage patient flow as a hospital-wide concern; b) the safe provision of care
for patients should boarding occur; and c) mitigating risks experienced by patients with psychiatric
emergencies who are boarded in the ED.
Use of data and metrics
Standard LD.04.03.11, EPs 5, 7, and 8 were revised to better reflect current practices regarding the use
of data and metrics in identifying, monitoring, managing, and improving issues in patient flow throughout
7,8,9
Most respondents to the Joint Commission’s patient flow field review reported that their
the hospital.
leaders currently review key metrics in hospital-wide patient flow on a monthly or quarterly basis.
Contemporary practices include increasing the use of Lean, Six Sigma, and change management
strategies to improve operations and outcomes, and increasing the use of technology for integrated
10,11,12,13
Leadership
tracking of beds, discharges, patient status, and other care and service elements.
attention to culture and operations was found to be as important as concerns about data, technology, and
physical capacity. Many patient flow improvements do not require large capital expenditures; leadership
accountability for creating a shared vision and clear expectations for patient safety across units is
14,15,16
essential for successful patient flow solutions.
Boarding
Boarding represents a particular type of problem in patient flow that can result in heightened risk for
17,18,19
Standard LD.04.03.11, EP 3 has always required the hospital to
patients and inefficiencies for staff.
plan for care of patients placed in overflow locations. Standard LD.04.03.11, EP 6 was enhanced to guide
hospitals to better mitigate and manage risks for patients who come to the ED and are subsequently
boarded in the ED or another unit of the hospital while awaiting admission or transfer. The note at EP 6
defines boarding as “the practice of holding patients in the emergency department or a temporary location
for four hours or more after the decision to admit or transfer has been made.” Most respondents (77
percent) to The Joint Commission’s patient flow field review agreed that The Joint Commission should
recommend a time frame in the definition of boarding. The literature varies concerning specific boarding
time frames; for this reason, the four-hour time frame referenced in the note at EP 6 serves as a guideline
20,21,22,23,24,25
The four-hour time frame is not
to help the hospital set a reasonable goal for its institution.
being imposed as a national target or requirement for accreditation.
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Patients with psychiatric emergencies
Standard PC.01.01.01 was revised to provide a more focused set of expectations for patients at risk due
to prolonged boarding in the ED while awaiting placement in a specialized psychiatric service or transfer
26,27,28,29
Existing standards provide for safe, quality care for all patients; however,
to another facility.
PC.01.01.01, EP 24 was developed to address on-going identified deficiencies in the areas of physical
30,31,32,33,34
environment, staffing, and assessment, reassessment and care for this vulnerable population.
While hospitals typically employ all resources available to facilitate appropriate transfers, on-going
shortages and barriers in the provision of behavioral health care services in communities continue to
confound the best efforts of case managers, social workers, and other hospital staff to find appropriate
and timely placements. Research has indicated that hospitals, hospital systems, and hospital
associations are increasingly reaching out at the leadership level to their counterparts in behavioral health
care organizations, agencies and government. The goal of such outreach has been to identify
opportunities to support a more effective continuum of care for individuals with psychiatric emergencies
35
and reduce the inappropriate use of EDs. In response, standard LD.04.03.11, EP 9 was developed to
foster hospital leadership communication with behavioral health care providers or authorities to help
mitigate demand for ED services and improve collaboration on continuum of care strategies for these
individuals. Similar to the requirement for hospitals to collaborate with the community in emergency
management planning to build a more effective and resilient response capability, better communication
between hospital and behavioral health care leaders can facilitate the more efficient use of limited
resources, and build leverage to implement more effective systems of care for individuals at risk of
36,37,38
Communication will vary depending upon the nature of relationships
psychiatric emergencies.
already established, but such communication should occur at least annually and may range from
conference calls and correspondence to meetings, education forums, and strategic working groups.

Reference
Engagement with stakeholders, customers, and experts
In addition to the required vetting of proposed revisions with The Joint Commission’s expert national
advisory and approval committees, research undertaken included the following:
• A survey of Joint Commission hospital surveyors
• A survey of The Joint Commission’s Hospital Advisory Committee
• Review and discussion of scoring and Requirement for Improvement (RFI) data from
accreditation surveys
• Conference calls with key external experts, including representatives from the American Hospital
Association, the Emergency Department Benchmarking Alliance, the Emergency Nurses
Association, National Association of Public Hospitals and Health Systems, the Institute for
Behavioral Healthcare Improvement, and Urgent Matters
• Joint Commission senior leadership meetings with the American College of Emergency
Physicians
• Presentation and feedback at the 2011 SAMHSA (Substance Abuse and Mental Health Services
Administration, part of the U.S. Department of Health and Human Services) national conference
• Conference calls with community behavioral health providers on community/hospital collaboration
• Seven learning visits at accredited hospitals to help inform standards development
• Formal field review of the proposed standards, resulting in feedback from 788 respondents, 75
percent of whom were from Joint Commission-accredited hospitals
• Three pilot tests at accredited hospitals to help inform survey process enhancements
Level of evidence
The Joint Commission has gathered information from peer-reviewed literature and law and regulation for
this requirement; there is no grading of the level of evidence.
Select bibliography
1. Institute of Medicine. Hospital-based emergency care at the breaking point, Washington, D.C.: National Academies Press,
2007. http://www.nap.edu/catalog.php?record_id=11621 (accessed October 16, 2012).
2. 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.

www.jointcommission.org

R Report ı Requirement, Rationale, Reference
3

Issue 4, December 19, 2012
3.

4.
5.

6.

7.

8.

9.
10.
11.
12.

13.
14.
15.

16.
17.

18.
19.
20.

21.
22.
23.

24.

25.
26.
27.

28.

Page 4

U.S. General Accounting Office. Hospital emergency departments: crowded conditions vary among hospitals and communities,
GAO-03-460. Washington, D.C.: U.S. GAO, March 2003. http://www.gao.gov/new.items/d03460.pdf (accessed October 16,
2012).
Institute of Medicine. IOM report: the future of emergency care in the United States, Academic Emergency Medicine, 2006
Oct;13(10):1081-1085.
U.S. Government Accountability Office. Hospital emergency departments: health center strategies that may help reduce their
use, GAO-11-414R., Washington, D.C.: U.S. GAO, 2011. http://www.gao.gov/products/GAO-11-414R (accessed October 16,
2012).
Carr BG, Martinez R. Urgent Matters: the regionalization of emergency services (Webinar), Washington, D.C.: George
Washington University, School of Public Health and Health Services, May 26, 2011. http://urgentmatters.org/webinars
(accessed October 16, 2012)
Emergency Department Benchmarking Alliance. The Emergency Department Performance Measures Data Guide, Including
The Emergency Department Benchmarking Alliance Data Survey and Analysis for the Year 2010 (Internet). Dayton, Ohio:
Emergency Department Benchmarking Alliance (requires membership to access). http://www.edbenchmarking.org/ (accessed
October 16, 2012).
Urgent Matters. Standardized performance measurement and reporting in emergency departments (Internet). Urgent Matters
Learning Network II Issue Brief 2, April 2010. http://urgentmatters.org/media/file/UM%20LN%20II%20-%202nd%20IB%20%20FINAL.pdf (accessed October 16, 2012).
Welch SJ, et al. Emergency department operational metrics, measures and definitions: results of the Second Performance
Measures and Benchmarking Summit. Annals of Emergency Medicine, 2011 Jul;58(1):33-40.
Litvak E, ed. Managing patient flow in hospitals: strategies and solutions, 2d ed. Oakbrook Terrace, Ill: The Joint Commission,
2010.
Urgent Matters. Following the Leader. Urgent Matters Learning Network II Final Report (Internet), no date, ca. 2010.
http://urgentmatters.org/media/file/Following%20the%20Leader.pdf (accessed October 16, 2012).
Borger R. Urgent Matters: low-cost high-impact patient flow strategies (Webinar), Washington, D.C.: George Washington
University, School of Public Health and Health Services, Feb 16, 2011. http://urgentmatters.org/webinars (accessed October
16, 2012).
Werner A, Signorelli P. The Hospital Overall Flow Scorecard: an innovative tool in patient flow, The Joint Commission Journal
on Quality and Patient Safety, 2006 Dec;32(12):703-7.
ACEP Boarding Task Force. Emergency department crowding: high-impact solutions (Internet). Irving, Texas: American
College of Emergency Physicians, 2008. http://www.acep.org/content.aspx?id=32050 (accessed October 16, 2012).
Emergency Nurses Association. Position Statement: improving flow/throughput to reduce crowding in the emergency
department (Internet). DesPlaines, Ill.: Emergency Nurses Association, 2010.
http://www.ena.org/SiteCollectionDocuments/Position%20Statements/ImprovingFlowThroughputReduceCrowding.pdf
(accessed October 16, 2012).
Moskop JC, et al. Emergency department crowding, part 2 – barriers to reform and strategies to overcome them. Annals of
Emergency Medicine. 2009 May;53(5):612-7.
Emergency Nurses Association. White Paper: holding patients in the emergency department (Internet). DesPlaines, Ill.:
Emergency Nurses Association, 2006.
http://www.ena.org/SiteCollectionDocuments/Position%20Statements/Holding_Patients__in_the_Emergency_Department__ENA_White_Paper.pdf (accessed October 16, 2012).
Moskop JC, et al. Emergency department crowding, part 1 – concept, causes, and moral consequences. Annals of Emergency
Medicine, 2009 May;53(5):605-11.
Singer AJ, et al. The association between length of emergency department boarding and mortality. Academic Emergency
Medicine, 2011 Dec;18(12):1324-9.
American College of Emergency Physicians. ACEP psychiatric and substance abuse survey 2008 (Internet). Irving, Texas:
ACEP, 2008. http://www.acep.org/uploadedFiles/ACEP/Advocacy/federal_issues/PsychiatricBoardingSummary.pdf (accessed
October 16, 2012).
Felton BM, et al. Emergency department overcrowding and inpatient boarding: a statewide glimpse in time. Academic
Emergency Medicine, 2011 Dec;18(12):1386-91.
Stefan S. Emergency department treatment of the psychiatric patient: policy issues and legal requirements. New York: Oxford
University Press, 2006.
U.S. Department of Health and Human Services, Assistant Secretary for Planning and Evaluation, Office of Disability, Aging
and Long-Term Care Policy. Psychiatric boarding interview summary (Internet), Washington, D.C.: U.S. DHHS, January 2009.
http://aspe.hhs.gov/daltcp/reports/2009/PsyBdInt.pdf (accessed October 16, 2012).
U.S. Government Accountability Office: Hospital emergency departments: crowding continues to occur, and some patients wait
longer than recommended time frames. GAO-09-347. Washington, D.C.: U.S. GAO, April 2009.
http://www.gao.gov/assets/290/289048.pdf (accessed October 2012).
Winokur E, et al. Guesting area: an alternative for boarding mental health patients seen in emergency departments. Journal of
Emergency Nursing, 2009 Sep;35(5):429-33.
Lukens TW, et al. Clinical policy: critical issues in the diagnosis and management of the adult psychiatric patient in the
emergency department. Annals of Emergency Medicine, 2006 Jan;47(1):79-99.
American College of Emergency Physicians. Psychiatric patients, including children, routinely boarded in emergency
departments (Press Release). Dallas: American College of Emergency Physicians, June 18, 2008.
http://www.acep.org/content.aspx?id=39170 (accessed October 16, 2012).
Baillargeon J, et al. Medical emergency department utilization patterns among uninsured patients with psychiatric disorders.
Psychiatric Services, 2008 Jul;59(7):808-11.

www.jointcommission.org

R Report ı Requirement, Rationale, Reference
3

Issue 4, December 19, 2012

Page 5

29. Zun L, Brown P. Improving emergency department care for behavioral health clients – some structural and procedural best
practices (Webinar), Castleton, N.Y.: Institute for Behavioral Healthcare Improvement, September 21, 2011.
http://www.ibhi.net/webinar-on-october-12/ (accessed October 12, 2011).
30. Phillips L. Performance improvement: improving processes to reduce LOS for behavioral health patients in the ED: St. Anthony
Hospital, Oklahoma City, Okla., 04/2010 (Internet). Chicago: American Hospital Association, 2010.
http://www.katedudding.com/ibhi/ref-lib-papers/Performance_Improvement_-_SSM_HEalthcare_AHA_April,_2010.pdf
(accessed October 16, 2012).
31. American Academy of Emergency Medicine, American Nurses Association, American Psychiatric Nurses Association,
Emergency Nurses Association, International Society of Psychiatric-Mental Health Nurses. Emergency care psychiatric clinical
framework (Internet), DesPlaines, Ill.: Emergency Nurses Association, 2010.
http://www.ena.org/about/position/jointstatements/Pages/Default.aspx (accessed October 16, 2012).
32. Illinois Hospital Association, Behavioral Health Steering Committee, Best Practices Task Force. Best practices for the
treatment of patients with mental and substance use illnesses in the emergency department; final report (Internet). Naperville,
Ill.: Illinois Hospital Association, June 2007. http://www.psych.uic.edu/ijr/pdf/mnaylor/BestPracticesFinalReport_June2007.pdf
(accessed October 16, 2012).
33. Joint Commission Resources. Emerging strategies to improve care for behavioral health clients in the emergency department
(Webinar), Oakbrook Terrace, Ill.: Joint Commission Resources, 2012. http://store.jcrinc.com/emerging-strategies-to-improvecare-for-behavioral-health-clients-in-the-emergency-dept-on-demand/ (accessed October 16, 2012).
34. Stefan S. Experiences of individuals seen at EDs because of psychiatric crises: the consumer perspective. Improving care for
child and adult behavioral health clients with suicidal ideation and behavior in ED emergency department settings
(PowerPoint), SAMHSA Conference, Baltimore, Md., July 26-28, 2011. http://www.nimh.nih.gov/research-funding/scientificmeetings/2011/improving-care-in-emergency-departments-for-suicide-ideation/agenda.shtml (accessed October 16, 2012).
35. Alakeson V, et al. A plan to reduce emergency room ‘boarding’ of psychiatric patients, Health Affairs, 2010 Sep;29(9):1637-42.
http://content.healthaffairs.org/content/29/9/1637 (accessed October 16, 2012).
36. AHA Behavioral Health Task Force. Behavioral health challenges in the general hospital: practical help for hospital leaders;
recommendations (Internet). Chicago: American Hospital Association, September 2007. http://www.aha.org/content/0010/07bhtask-recommendations.pdf (accessed October 16, 2012).
37. Tuttle GA. Report of the Council on Medical Service; Access to psychiatric beds and impact on emergency medicine (Internet),
CMS Report 2-A-08, Chicago: American Medical Association, ca. 2008. http://www.ama-assn.org/resources/doc/cms/a08cms2.pdf (accessed October 16, 2010).
38. Robinson GE. Streamlined evaluation, transfer, and admission processes significantly reduce waiting times for emergency
department patients awaiting admission to psychiatric facility (Internet), AHRQ Health Care Innovations Exchange, April 14,
2010, updated October 3, 2012. www.innovations.ahrq.gov/popup.aspx?id=2286&type=1&name=print
http://www.innovations.ahrq.gov/content.aspx?id=2286 (accessed October 16, 2012).

www.jointcommission.org

