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“Hey, when you have a 
minute, can you stop by my 
office? There’s something I 
want to tell you…”



“Congratulations, 
you’re going to 
have an Obs Unit”

BOSS
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• There have been many, but leading transition to a new obs unit is one that I’m often 

asked about…

Lessons learned along the way…



Adaptive Change Transformational Change
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Change

‘repair the tire, again’

‘the tire is flat, again’

‘install a new tire’
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Kubler-Ross Change Curve

• Key to leadership is understanding those you lead

• Fundamentally change the way healthcare is delivered

• Individual/team/organization will progress through these phases

– Not all will experience every phase

– Some will get stuck, some will revert, some will move very quickly, etc…



Denial



Prevalence Of Hospital Observation Services
(Number Of Medicare Beneficiaries With An Observation Stay Per 1,000 Beneficiaries Per 

Month, 2007–09) 

Feng et al. Health Aff 2012;31:1251-1259

25% increase in observation stays over a 2 year span.



Duration Of Hospital Observation Stays
(Average Number Of Hours Per Observation Episode Per Month, 2007–09) 

Feng et al. Health Aff 2012;31:1251-1259

7% increase in average length of stay in 

observation over a 2 year span (26.2 hrs to 28.2 

hrs).



• Recovery Audit Contractors (RAC)

• Expanded reimbursement for observation services

• Best practice standards recognizing use of observation units

• Readmission penalties 

• 2 midnight rule

• ED overcrowding trends

• Institute of Medicine recommendation that OUs be part of solution to healthcare crisis

• Expanding literature base supporting use of OUs (Type 1)

Growth of Observation Services



Pros and Cons of Delivery Models



• Failure to realize favorable clinical outcomes

• Performance advantages and disadvantages

• Failure to recognize savings

• Potential for cost-shifting

• Need for value-based, reliable care

Why we are making this change now:  
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Anger
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• Majority (85%) of program directors felt observation medicine important part of training

---but---

• Few programs have dedicated curriculum or required training

• Only recently (2016) a model observation medicine curriculum was presented

• In the interim:

– Focused didactics

• Interdisciplinary (physician, APP, RN)

• Utilize ‘in-house’ experts

– Intra- or Interdepartmental joint conferences (ie. EM-IM, EM-Cardiology, etc)

• Local observation medicine experts

– Targeted protocol-based reading

– CME conferences 

Education in Observation Medicine



• Challenge: New team members were asked to integrate themselves into a new unit delivering a novel form of healthcare and develop 

critical skills in a short timeframe 

• Strategy: Leadership conducted a needs assessment for staff to self-identify learning opportunities

• Lessons Learned: Staff-level sharing of knowledge is an invaluable approach to team building and an effective tool for culture change

Developing a New Culture:
Unit-Based Education Collaboration



17

Bargaining
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• This is a strategic initiative for the hospital (not the department)

– Messaging to medical community should emphasize this

– Impacts everyone’s patient care

• Goal alignment is important

– What are they hoping for?

• Improved efficiency?

• Clinical outcomes? 

• Loss avoidance?

• Equip your team to succeed

– If they say “if only we had”, then think “how can I get that”

Hospital Support



• Nursing

– 4:1 patient to nurse ratio 

– Dedicated to OU care

• APP (NP/PA)

– Provide OU care under physician supervision

– 24/7 coverage dedicated to OU

Clinical Resources 

• Attending 

– Reassesses all patients in the OU daily

• Dedicated OU time will depend on several 

factors

– Available 24/7

• Degree of dedication based on clinical 

need

• Dedicated Leadership

– Develop and monitor protocols

– Update competencies

– Support flow from ED

– Monitor utilization and quality



• Cardiology

– Chest Pain

– Atrial tachycardia

– CHF

• Neurology

– TIA

– Vertigo

– Headache

• Surgery

– Abdominal pain

• Gastroenterology

– GI Bleed

• Bowel prep, endoscopy procedures, NPO status

Collaborating services

• Diagnostic Services

• Priority testing and resulting

• Streamlined workflows

• Non-invasive cardiology

• Radiology

• IR

• Care management, PT, SW

• Impact on ability to discharge

• Ancillary service 

availability

• Care management and 

social worker 

• Effective disposition 

planning
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• Streamlined workflows

– Consultants

– Procedures

• Prioritized diagnostics, labs

– Performance and interpretations

• Linens, food, garbage emptying, bed cleaning, etc…

Prioritization
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• Size matters

• Clinical breadth

• Simple vs Complex observation

• How beds will be used in the late afternoon

Beds



– Streamline care

• Scheduled investigations, therapies, reassessments

– Standardized management

• Less variability

– Discharge and admission criteria

• Reduced 30-day readmissions relative to routine care

– Inclusion/Exclusion criteria

• Tailor to the unit, based on resources

Clinical Protocols

X
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• Measurement

– Automatic 

• Surveillance

– Early recognition

• Key to quality improvement

– PDSA

• Upward and outward management

– Tell your story

Data/Analytics
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Acceptance

The stress test 

is negative!

You don’t need 

to be admitted!
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Acceptance and Beyond

• Institutionalize the change

– Acknowledge connections between new state and successes

• Ie. observation unit to deliver observation services and the new outcomes
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Trailblazing 

• Continuous quality improvement

• Expand dashboards 

• Grow the program



Expanded Dashboards:
Resource Utilization – The right care at the right time

• Take advantage of analytics to optimize resource utilization with clinical outcomes



Expanded Dashboards:
Dynamic Protocol Performance

High frequency, 

high rate

Protocol performance is continuously monitored to ensure desired 

outcomes and to identify opportunities for improvement.



Continuous Quality Improvement:
Gastrointestinal Bleed Protocol

• GI Bleed Protocol Exclusion Critieria: use of anticoagulant or 

antiplatelet agent, history of varices, positive orthostatics, acute anemia, 

etc.



Venous Thromboembolism Prophylaxis Guidelines

Jason, Wyland, MS, PA-C

Emergency Department

Jason.wyland@nyumc.org

Establishing Venous Thromboembolism (VTE) Prophylaxis Guidelines 

for the Department of Emergency Medicine Observation Unit

Problem:
• Hospitalized patients are at risk of developing deep vein thrombosis 

(DVT), and there is significant mortality/disability associated with 

hospital acquired DVT and Pulmonary embolism (PE).

• Observation Units lack standardized DVT Prophylaxis guidelines/ 

algorithms due to their technical status as providing “outpatient” care.

• Consequently, potential at-risk patients in the ED Observation Unit 

(EDOU) were not appropriately screened and treated.

Project goal: To increase assessment of DVT risk (process) and 

therapeutic prophylaxis where warranted (process), in order to decrease 

the number of hospital acquired DVTs (outcome). 

Team members and roles: Jason Wyland PA-C, Project Manager, 

Jordan Dourmashkin PA-C, Sui Leung PA-C, Lauren Magee PA-C, 

Anessa RN, Mel RN, Chris Caspers MD, Silas Smith MD

Interventions:

• Scholarship: best practices were established through literature reviews 

and examination of multiple institutional guidelines.

• Collaboration and buy-in: policy vetting with the Observation leadership 

committee and multiple stakeholders. 

• Implementation

§ DVT Prophylaxis Algorithm designed & applied to all EDOU patients. 

§ Education: Emergency Medicine Physician Assistants (PAs) at 

monthly PA meeting; personalized nursing and other provider 

education on Heparin/Lovenox safety in hospitalized patients.

§ Availability: DVT Prophylaxis Algorithm was placed in the Observation 

Unit protocol binders and posted throughout the EDOU. 

§ Exclusions and safety measures were established for patients 

potentially being treated for DVT prophylaxis.

• Feedback: monthly audit of randomly selected charts for compliance. 

Progress to date:
• Pre-intervention, ~99% of patients placed in the EDOU were screened, 

but only ~65% of at-risk patients received DVT prophylaxis (primarily 

as a result of “click-through” and “alert fatigue” phenomenon). 

• Post-intervention, ~99% were screened, and ~93% of at-risk 

patients received DVT prophylaxis.

• There have been no adverse outcomes since initiating the protocol. 

Project Information Contact:

Lessons learned: By establishing a logical algorithm, soliciting input, 

educating providers, and implementation review, we achieved a reduction 

in the number of at-risk patients for hospital acquired DVTs with minimal 

side effects. We identified and mitigated “click-through” phenomenon (a 

maladaptive work-around to an under-optimized process). Implications: 

The EDOU can proactively identify and adapt relevant inpatient quality and 

safety goals to the observation setting. 

Next steps:
• Track the number of patients who return with DVT/PEs.

• Quarterly surveillance of observation charts for adherence.

• Track/monitor for DVTs and possible side affects and adjust the 

algorithm as indicated.

Updated April 22, 2016
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• Lessons learned

– Collaboration with nursing, Palliative care, social work is key

– Education to providers regarding focused goals of care conversations

– Downstream impact on procedure turn around time and community transitions post-discharge

Meaningful Discussions About Code Status
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Reducing the Rate of Falls in the Observation Unit
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• Keys to success:

• Multidisciplinary collaboration between nursing, providers, pharmacist, PT, SW, care management

• PDSA approach to quality and safety interventions is effective in fall reduction

• Next steps: language barriers and the peri-discharge period



4 4

2

6 6

4

9

8

1
1 1

3

1 1 1 1 1 1

0 0 0 0 0

1

2

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

30-May 30-Jun 31-Jul 31-Aug 30-Sep 31-Oct 30-Nov 31-Dec 31-Jan

Frequency of Ordering of Pharmacologic Sleep Agents

Before 7/27

Initiation of Safe 
Sleep Initiative

Safe Sleep Initiative

• Lessons learned:

• Multidisciplinary collaboration between nursing and providers is effective

• Successful elimination in ordering/adverse events related to pharmacologic sleep 

agents 

• No patient complaints (patient’s desire to be safe outweighs desire to sleep)

• All patients eventually fell asleep
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• Consistent EDOU growth, innovation, clinical excellence

• Blaze this trail.

Depending on your Strategy, Opportunities for Growth 
will Present Themselves

12 beds

15 beds
35 beds

9 beds



36

“Let’s start an 
Obs Unit!!!!”



THANK YOU
I hope to hear from you!

christopher.caspers@nyumc.org


