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		Emergency department crowding is often seen as a problem with few solutions to alleviate the situation. Fortunately for nurse managers, successful strategies exist to reduce the adverse effects of overcrowding.  The following discussion will exemplify potential strategies, using quality improvement, which may not eliminate overcrowding, but will improve the emergency room nurse’s ability to effectively manage an emergency department. 
	The term Continuous Quality Improvement is generally interchangeable in the health care quality literature with Total Quality Management or TQM, can be defined briefly as “a comprehensive management philosophy that focuses on continuous improvement by applying scientific methods to gain knowledge and control over variation in work processes” (Tindill and Stewart, 1993). CQI's concept of “continuous improvement” may be further described by the following: “once processes and problems have been identified, improved, and evaluated, the cycle begins again” (Buccini, 1993). Quality improvement involves continual analysis and evaluation of products and services to prevent errors and to achieve customer satisfaction. The work of CQI never stops because products and services can always be improved (Yoder-Wise, 2011). The CQI process is a structured series of steps designed to plan, implement, and evaluate changes in healthcare activities. Many models of the CQI process exist and many of those parallel the nursing process. 
One of these processes is the PICOT (Population, Intervention, Comparison, and Outcomes). Short definitions of the different types of questions used in the PICOT process are discussed below. Intervention pertains to the questions addressing the treatment of an illness or disability.  Etiology: these questions address the causes or origins of disease. Diagnosis:  these are the critical questions addressing the act or process of identifying or determining the nature and cause of a disease or injury through evaluation.  Prognosis or Prediction is the fourth step in the process and pertains to the questions addressing the prediction of the course of a disease. Finally, meaning: addressing how one experiences a phenomenon.  
In the United States, according to the Centers for Disease Control, at this time nearly half of the inpatient admissions to the hospital come from the emergency department.  A survey from the CDC in 2007 reads that in one year there are nearly 120 million visits to the emergency departments in the United States. The numbers of visits are increasing at a rate of approximately 1% per year while inpatient capacity is static or declining (Baugh, Venkatesh, and Bohan 2010). Many of these hospital admissions result in the emergency department holding patients until beds are available in other departments. 
According to the Joint Commission on Accreditation of Healthcare Organizations patients held in the emergency department must be provided the same level of care, as they would receive in inpatient units. Holding patients in the emergency department has the potential to diminish the capacity to treat additional patients given that approximately 43 % of all hospital admissions originate from the emergency department.  ED patients waiting for a room may have higher acuity that requires increasingly complex and ongoing care which increases the challenge of ensuring appropriate nurse staffing levels and resources are available to maintain safe and effective care for the new patients who continue to arrive.  In addition, holding patients may result in decreased quality of care, poor patient satisfaction, and increased staff frustration and stress (Emergency Nurse Association, 2010).  Increasing demands leads to increasing stress for emergency room nurses who are expected to perform inpatient-nursing functions while managing new and existing emergency care patients in an already crowded environment. 
 Some of the inpatients’ stays are short, less than 12 hours, yet still time consuming for emergency department personnel who are assigned to care for those patient.  Many institutions are now managing these patients as outpatients in short-stay observation units, a unit that is a branch of the emergency department. Many patients require further treatment or diagnostics before being safely discharged and these stays can be accommodated in less than a 24-hour observation admission. Current estimates are that about a third of all emergency departments now have an observation unit (Graff, 2009). 
Observation units in the emergency departments would enhance capacity in the hospital itself. Observation beds would not require all the needs of a licensed inpatient bed. This would also decrease the work required for transportation of patients and the need for a second nurse reevaluation when the patient arrives on the floor. An observation unit can protect the hospital beds for higher acuity patients (Kaplan, 2007).  
As a result of these studies this author’s intent is to use continual quality improvement to clarify the rational for and, operating characteristics of, such a unit and provide support for the clinical aspect including their contribution to patient safety. The work of continuous CQI never stops because products and services can always be improved (Yoder-Wise, 2011).  A service this author would be offering would be an observation unit named a Chest Pain Unit and customers would be males 45 and younger along with females 55 and younger who present to the emergency department with a medical complaint of chest pain. These age groups selections are based on the U.S. Department of Health and Human Services position on risk factors you cannot control with coronary heart disease being male age 45 and older along with females 45 and older. 
A characteristic of an observation unit according to a recent article entitled Observation Units, CDU, and Chest Pain Centers: The State of the Art 2009 states “first theses patients have to able to walk and be medically stable and age does play a role in this” (Kaplan, 2007). The article also states “There is a need to see that at least 80% of these patients stand a chance of going home” (Kaplan, 2007). This guideline for an observation unit encompasses the safety, financial and patient satisfaction reasons behind a CPU (Bohan, 2009).  The Emergency Nurses Association position on the addition of an observation unit may be an option in providing faster access to beds, decrease length of stay, and increased morale among emergency department nurses (ENA, 2010). 
Using PICOT questions to test a hypothesis that male patients age 45 and younger along with women ages 55 and younger would be better served in an emergency room for patient flow and for patient satisfaction. The following questions were asked:
· In the intervention Questioning this author asked: In males < 45 and females < 55 how does a Chest Pain Unit or CPU compare to a 23 hour hold and how does this affect patient flow and patient satisfaction?
· Etiology questions from the PICOT format asked: Are males > 45 and females > 55 who have chest pain compared with those without chest pain at a greater risk for a myocardial infarction over a 8 hour time span? 
· Diagnosis and diagnostic test performed for the PICOT questioning are: In males > 45 and Females > 55 are serial twelve lead ECG’s compared with one twelve lead ECGs more accurate in diagnosing acute myocardial infarction?
· Prognosis and prediction questioning asked if males > 45 and females > 55 how does admission to a CPU compared to a 23 hour hold influence diagnosis of acute myocardial infarction over a patient admission? 
· Finally the Meaning questioning from the PICOT questioning asked: How do male > 45 and females > 55 with chest pain perceive admission during an emergency room visit? 
Acquiring the information for the hypothesis was performed by the authors experience in the emergency room, following a hospital house supervisor to see the leg work that goes along with staffing a hospital inpatient unit, and by following an emergency room case manager to see how a decision is made for full admission and for observation. 
If a decision for an addition of CPU is made the resultant draw backs would come from the cost and maintenance. Many hospitals have underused hospital space so adding on a separate unit would not be needed. In the case of a CPU close proximity to the emergency department itself is a requirement so departmental shifting may be needed. Another deterrent to the addition to a CPU would be the cost of staffing.  The number of CPU patients a nurse can manage can be higher than that of an acute care or inpatient areas of the hospital.  Higher patient to nurse ratio is safe because patient in the CPU have been selected because they represent a low acuity population amendable to simple care algorithms with a high likelihood of being discharged home (Baugh, Venkatesh, & Bohan, 2010)
	A CPU may free up costly and overcrowded emergency resources such as acute care treatment rooms and expedite patients who are in need for urgent attention.  Other departments may appreciate knowing they have a filter system to decrease the patient load coming to them and allow them to given optimal care. Hospitals could benefit from the patient satisfaction standpoint of patients getting the results they need in a more efficient manner whether it is from a short observation status to find nothing is wrong or from a quick admission because there are rooms available on the inpatient unit. With increasing pressure from the government to provide high-quality medicine at a lower cost an observation unit could be a valuable resource to help nursing management meet these challenges. 
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