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When reviewing a recent patient satisfaction survey, how many of us have come face to face with complaints much like the following?  “I had to wait for hours.”  “There was no privacy in the treatment area.”  “There was no privacy in the triage nurse area.”  “The waiting room was too crowded.”  How many patients have avoided going to the ER, simply because they didn’t feel well enough to wait for hours in the waiting room?  Well, with the New Consumerism characterizing America today, this will not be tolerated.  
Led by the baby boomer generation, consumer satisfaction is likely to be the principal value guiding healthcare facility design in the foreseeable future.  This internet savvy group of consumers are the most informed healthcare service users that providers have seen and the most demanding.  They’re quality conscious customers who are busy surfing the net to check out hospital and physician quality and patient outcomes reports where they’re to be found.  Don’t think for a minute that the new consumers are not shopping around for the very best emergency services that money can buy.

In addition, a new brand of super seniors is expected to surface; boomers in their 80s that are participating in sports and leading full lives.  There’s even a prediction that by the year 2020, 65 will be considered middle age.  Patients everywhere are going to seek quality healthcare services for their parents, their children and themselves.  New demands will be placed on emergency department care.
NEW ED SPACE STANDARDS 

An efficient department configuration can not improve an ED that suffers from inadequate space, however.  Additional capacity should first be sought through operational improvements, of course.  

Based on patient workload calculations, is the current amount of space inadequate for servicing patients in a quality environment?  It is generally believed that patients will recover better when family members are permitted to accompany them.  Treatment bays should be large enough to accommodate modular supply cabinets, portable technology and side chairs for family members.  

PLANNING FOR THE FUTURE 

A flexible design should be planned in order to optimize patient capacity, future expansion of treatment space and potential reuse of portions of the department if patient volumes eventually decline.  

Here are some things to think about.

Patient Privacy

With the arrival of the Federal HIPAA legislation, patients are becoming more aware of their privacy rights and will expect privacy safeguards in the hospital setting.  Solutions to patient privacy in the main ED are well-known to architects and consist of side walls or glass enclosures.  It may be time to reconsider the space standard for minimum treatment bay size, however.  The curtained bays might not promote quite the invasion of privacy that they are reputed for, if they were more spacious.  

Staff/Physician Support Space

Too often physician work and dictation space is omitted from the planning.  The physicians must then impose themselves on the central desk that is often designed without the physician functions in mind.  In addition, in keeping with the Disney concept, a “backstage” area should be included that provides privacy for staff to “break character”, while taking a well-deserved break.  It is important that the backstage area be centrally located for quick response times to patient needs and it should maintain visual access of the ED.  The replacement of the central “nurse station” with decentralized mini-stations for nursing staff, physician staff and extenders serves to promote quality control, encourage patient-centered design and increase patient and staff satisfaction.  

Storage is a must.  When additional space must be found for new program elements during the design process, it seems that storage space is always the first to shrink.  Storage space for medical equipment, supplies, patient personal effects and staff personal effects is critical for staff operating efficiencies.

Urgent Care

Nowadays, where patient volume justifies it, most facilities have implemented urgent/minor care programs to accommodate lower acuity emergency patients.  The unit should be integral with the emergency department, but should allow for separation of low acuity patients.  A shared triage and registration capability should be available for patients in both the main or minor care or fast track portions of the department.  Separate waiting rooms should be accommodated if this can be reasonably achieved.  Though ancillary support equipment may be shared between the fast track and the main (high acuity) ED area, to be efficient fast track staff (physician and/or physician extender) must be dedicated during hours of operation.  The facility configuration, however, should permit staff to flow between major and minor care areas with relative ease.

Critical Decision Unit

Depending on the scope and size of your cardiac program, direction of managed care and provider incentives, it may be appropriate to plan an observation unit/critical decision unit as part of the emergency department operations.  An observation unit is likely to decrease the admissions rate (20% generally) and should ensure that key symptoms aren’t overlooked.  In order to permit routine overflow of emergency patients into the CDU, it must be fully integrated with the main ED on an operational basis.  Though clinical decision units (CDUs) are being implemented at more and more facilities, the ultimate success of a CDU is very much a practice pattern issue.  Use of observation status is ultimately influenced by the economies of care and reimbursement.  Patients complaining of chest pain, congestive heart failure and asthma are candidates for observation.  The acute care area will be effectively decompressed by removing these “long-term” observation patients to a CDU area.  Long-wait times at the ED is a topic of keen interest.  A February 4, 2000 USA Today article focused on overcrowded EDs, cited the issue of observation patients occupying ED beds and clogging the system.  Most facilities have realized an immediate positive affect on patient throughput once the CDU is operational.  

Pediatric Care

For most hospitals, pediatric care is integrated into a single emergency department facility.  Physicians and nursing personnel should be trained in pediatric care and on duty during peak hours.  A separate sub-area in the waiting room should be furnished for children and should be partially isolated to minimize pediatric patient exposure to the adult population.  Pediatric rooms should be decorated and furnished for children and adolescents, but should be used/furnished flexibly for the adult population usage.  Isolation rooms should be available within the department.  

A free-standing pediatrics ED function is not recommended unless the typical minimum standard of 16,000 to 20,000 annual visits is satisfied.  Costs of a dedicated, separately staffed unit can not be supported with smaller patient volumes.  With the national declines in pediatric inpatient admissions at facilities other than referral children’s hospitals, it is also difficult to justify pediatric emergency/inpatient stay/outpatient care combination units.
Worker’s Compensation

Many organizations locate occupational medicine services adjacent to or within the Emergency Department environment.  Worker’s compensation injuries and illnesses should be recognized as an important service for the emergency department (typically 5-8% of total volume).  Emergency department focus should be on rapid and effective treatment and referral of injured and ill workers, but not provision of a full range of occupational health services.  

Systems should be in place to routinely and dependably notify companies of workers’ related injuries at time of service when appropriate; prioritize and accelerate treatment when feasible; conduct drug screens and other tests on a timely basis; refer patients to company specified physicians, when appropriate; aggressively provide return-to-work and light-duty assignments; follow treatment protocols as defined by the overall occupational health program when they are in the clinical interest of the patient; track patients’ progress within the primary occupational health program; ensure that documentation is adequate to support patients’ and employers’ interests from medical and legal standpoints.  Drug testing, pre-placement physicals, rehabilitation services, record keeping, patient tracking and similar activities should be located in the main occupational health program area.

EMS Areas

Paramedics and other EMS staff require areas to chart and areas to clean and store equipment.  

They need secure lockers (for each ambulance-provider organization).  Supplies, linens and non-disposable supplies (backboards, etc.) need to be collocated in single area near the EMS staff exit, so that paramedics don’t have to move to various ED locations to access these.  Any supply room should be large enough for at least two people to access supplies simultaneously.  Typically, a room is required that will accommodate the appropriate number of cots so that paramedics can clean and change linen simultaneously.  EMS areas should be located away from public access, since drug boxes are sometimes exposed.  An equipment cleaning area is needed that approximates a clean/soiled utility room; with suction in the decontam room.
.

Ambulance routes to the ED should be devoid of twists and turns that negatively impact maneuverability.  Back-in ambulance bays should be avoided.  Cross-mixing of vehicular and pedestrian flow should be avoided.

Other Department Configuration Issues

The physical configuration of an emergency department can make or break effective operations.  Over the past several years, the facility design of the Emergency Department has evolved at an accelerated rate.  With the increasing volume of most Emergency Department visits and decreasing number of full-service hospitals, this rate of change is likely to continue.  Department facilities that have expanded in an ad-hoc fashion over the years, often lose the original adjacency and proximity requirements that are so very important.  When treatment space to circulation space ratios are considered, many of these ad-hoc layouts include far too little revenue-generating space.  An improved facility configuration can save needless steps and precious time for care providers.  Security measures typically require improvements in most ED environments.

Appropriate Number of Treatment Areas

The correct number of diagnostic and treatment areas should be calculated based on patient volume, treatment times, hours of operation, peak versus average volumes and other important factors.  Space should not be planned based on judgment calls, wish lists or practitioner convenience.  Existing surplus capacity should be tapped before new construction is considered.

Square Foot Requirements

A patient workload capacity analysis is required to calculated the appropriate number of treatment areas for a specific emergency department.  Applicable state guidelines typically examine two aspects in order to validate emergency department space:

· DGSF per treatment area

· Visits per treatment area

The DGSF range typically falls between 613 – 725 DGSF per treatment area, dependent on whether the radiology space is included in the total.  Where new construction is appropriate, an industry benchmark for efficient ED sizing is 500 to 600 DGSF per treatment bay/room for the main (acute) emergency department.  (The CDU is not considered part of the emergency department itself for the purposes of published guidelines.)  In projecting the correct number of CDU beds, peak shifts must be considered in the equation. 

Department Configuration 

The emergency department is among the most costly care giving environments within the hospital setting.  Patient lengths of stay (LOS) should not exceed the appropriate amounts of time if hospital costs are to be kept to appropriate levels.  Efficient circulation and flows within the department are central to achieving appropriate lengths of stay in the ED.  

Proper inter/intra-departmental functional adjacencies between service areas are important.  For instance, patient lengths of stay are often increased due to slow ancillary test result turnaround times.  Thus, imaging and laboratory support areas should be located in close proximity to the ED.  Digital imaging equipment located within the ED will further increase efficiencies by enabling ED physicians immediate access to test images thereby expediting diagnoses and implementation of the patient treatment plan.

Final Thoughts

Is it time to take a closer look at your emergency department operation?  Your competitor is probably evaluating his.  A good place to start is with the patient satisfaction surveys.  Dependent on your specific corporate culture, customer service initiatives may need to be implemented through creative means in order to ensure compliance by all staff and physicians.  The new consumer is a force that must be reckoned with.

For additional information, contact Constance Nestor, Midwest Practice Leader for Planning, RTKL Health Sector:  

(312) 338-3237 or Winnie Lee, AIA, Associate, RTKL Health Sector: (312) 338-3263.  RTKL is the among he 10 largest planning and architectural design firms in the world, as ranked by World Architecture Journal, and employs nearly 200 healthcare planning and design professionals.                                                                      www.rtkl.com
New Trends / Innovations

Frontlines of Medicine Project:

A collaborative effort among emergency medicine, public health, informatics and other agencies to develop standardized methods of reporting emergency patient data across the U.S. (e.g., standardized data).   a

ER One:

A federally funded project to design an architectural prototype for the next generation emergency department to respond to large-scale catastrophic events, in conjunction with Washington Hospital Center in Washington, DC; developing new approaches to the medical consequences of natural disasters, emerging illnesses and terrorist attacks. a

US Ers are overcrowded; 2/3 of all US hospitals reported diversions to other hospitals; one in 10 hospitals reported diversions to other hospitals 4 hours per day (source: U.s. General Accounting Office Report: GAO 03-460

Factors increasing LOS and “overcrowded” conditions: shortage of on-call physicians.  Boarding – Patients are detained in the ED due to lack of critical care and other inpatient beds.

Technology:

Real-time disease surveillance systems are being refined to serve as an early warning system for biologic, chemical and nuclear agents. a

Telematics – The blending of computers and wireless telecommunications (e.g., real-time video and data links between emergency departments and ambulances that allow remote patient assessments). a

Biometric monitoring (e.g., “wristwatch” that monitors and records cardiac rhythms and events). a

Discharge video kiosks. A
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� Must be able to seal decontam room in the event of biohazard (OSHA and terrorism guidelines); should include hazmat shower with a appropriately sized drum.
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