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AGENDA

• Planning for a new observation unit
• Dashboard background
• Dashboard use in observation units
• How to develop a dashboard



CONGRATULATIONS, YOU ARE STARTING AN OBS UNIT!

• How much time do I have?
• Where will it be?
• How many beds?
• What is the staffing model?
• Open or closed unit?

• Who are the key stakeholders?
• Who is the target patient population?
• Will we need IS resources?
• Will we need DPH approval?



KNOW YOUR FINANCIAL PLAN

• Revenue and cost projections
• Financial implications of the staffing model

• Are ED E&M codes for observation patients left on the table?
• Who is paying for what?

• Most NP/PA staff in an observation unit are paid by the hospital, not department
• What is my breakeven volume?

• If the attending spends about 4 hours/day with the observation unit, how many patients/day do we need to turn over?



SETTING YOUR TIMELINE

• Ideally, you need at least 9 months to start an observation unit
• Hiring new PA/NP or MD staff takes at least 6 months
• DPH approval can take anywhere between 3 and 6 months
• New protocol development takes at least 3 months
• IS development time is highly variable

• You likely will have little influence around the length of your timeline
• If the space is already vacant, you may be told to start “yesterday”



THE TRIAD
• Medical Director

• Nurse Director

• Operations Director

• Weekly workgroup meetings/calls
• Executive sponsorship with monthly meetings

• Hospital VP
• Department Vice Chair or Chair
• Chief Nursing Officer or Nurse Leader
• Chief Compliance Officer
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PROPOSED COMMITTEE STRUCTURE

Regulatory/Finance/
Reporting Committee

(compliance, facilities management, 
hospital finance)

• Ensuring regulatory compliance 
and supporting financial 
infrastructure 

Sunsetting Committee
(nursing leader, admitting leader, 

others)

• Navigate impact of taking 
existing resource online or 
redistributing resources

Proposed Membership:

• Medical director
• Compliance officer
• Nursing director
• Admitting director

Executive Oversight Committee
(Executive Sponsors:  Hospital Nursing Director, ED Vice Chairman, 

Hospital Vice President)

Operations Triad
(medical director, nursing 

director and operations director)

• Coordination of all operational 
planning, implementation and 
ongoing management

• Care coordination director
• ED operations director
• EM administrative director
• Hospitalist leader

Operational Committee (Ad Hoc Membership)
Care coordination director
Unit secretary director
PA director

IS leadership
Others as needed



LEVERAGING LIAISONS



COMMUNICATION

• Opening a new observation unit will impact many relationships – it is much easier to work out the implications in advance
• Know your audience; seek out leaders to explain the rationale for the observation unit and how it can help their service
• Set expectations and increase awareness; the best way to solve a problem is to avoid one
• Tell them several times; start with a mass e-mail at t-6 months, follow up with a town hall meeting with Q&A, then individual meetings by service at t-3 months, then another mass e-mail just prior to the open



WORK PLAN: GANTT CHART



GANTT CHART CONTINUED



GANTT CHART CONTINUED



DONE…
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WORK-TO-DATE SUMMARY 
Area of Work Sub-category Accomplishments to-date Next Steps

Oversight Executive – Begin drafting communication plan

Staffing
PA

– Regular meetings with PA leadership
• High-level hiring strategy with timeline
• Draft Job Descriptions
• Draft schedule templates

– Vet process/hiring logistics with HR
• Determine if leadership role is needed

RN – High-level hiring strategy with timeline
– Obtain position control numbers

• Determine if unit will be a unique cost center

Care Coordination Meet to discuss hiring strategy

IS Operational Infrastructure
– Operational needs assessment
– Proposal

– Obtain approval to move forward with build out
– Work with IS to scope out project

Financial Infrastructure
– Work with Finance to reconcile operational needs with financial 
processes 

Facilities
Physical Plant

–Walk-through of 12D
• Determined no renovations necessary 

– Conduct walk-through with Engineering to address minor 
maintenance requests

Equipment
–Walk-through of 12D

• Determined existing equipment meets needs
– Verify computer workstation supply/WOWs will meet demand
– Verify specialty cart needs
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WORK-TO-DATE 

Area of Work Sub-category Accomplishments to-date Next Steps

Regulatory Operations
– Determination that DPH approval is necessary
– Next steps identified

– Complete DPH waivers, scope of practice, staffing plans
– Submit request and acquire DPH approval

Billing

– Begin discussions with Jim Bryant regarding 
billing/documentation
– Convene Regulatory/Finance/Reporting Committee

Operations

High-level

–Consulting and ancillary services involved in observation 
operations notified
– Scheduled Info Session for stakeholders

– Begin discussions regarding operational metrics
– Schedule meetings with Consulting and Ancillary Services 

• Begin documenting current and future operational 
workflows

• Begin scoping appropriate patient population



Create your dashboard during the planning process, not after you have opened
• Ensure that the data is available and reports are created – this takes time!

BACK TO DASHBOARDS



WHAT IS A “DASHBOARD”

“A graphical user interface that organizes and presents information 
in a format that is easy to read and interpret”

Basic concept

• Visual representation of key performance indicators (metrics)
• Pulls data from multiple sources
• Manipulates data to make it more accessible



THE IDEAL DASHBOARD

Ideal properties

• Contains important data
• Thoughtfully laid-out and easy to navigate
• Easily updated

• Real-time interface with IS system



WHY DO WE NEED A DASHBOARD

• Visibility
• Know exactly what’s going on; provides valuable insight

• Time savings
• Pull key data from multiple systems into one place

• Track ongoing improvements
• Peter Drucker: “if you can’t measure it, you can’t improve it.” 
• Visualize goals and judge performance against plan



KEY CHALLENGES

• Choosing the metrics to track
• What is your most important outcome?
• Which processes most influence that outcome?

• Building the dashboard
• How to link data systems (or develop a manual process)
• Create a user-friendly interface (streamline the design)



ORIGINS OF THE “DASHBOARD”



CREATING REPORTS – START EARLY!

• Is the data already captured somewhere?
• If so, do you or your administrator have access to it?

• If the data request is new, is it technically feasible?
• If so, who needs to approve, how long will it take and how much effort is needed?
• Will it be delivered in a timely and useful format?
• Are there others in the organization interested in the data? 

• Leverage your ask!



DATA CHALLENGES

• Inaccurate data
• Missing data
• Data definitions 
• Late data



DEFINING YOUR METRICS

• Accurate
• Up to date
• Important
• Actionable

• Volume
• LOS
• Quality
• Inpatient conversion rate
• Other



INVOLVE ALL STAKEHOLDERS
• Administrators

• OU leaders
• Department leaders

• Intra-departmental
• Inter-departmental

• Hospital leaders
• Clinicians

• Physicians
• Intra-departmental
• Inter-departmental

• PAs/NPs
• Residents
• Nurses

Know your audience!
• Structured interviews and draft feedback
• You may need to maintain multiple versionsTailor the message 
• What they need to know
• What they want to know
• Show the data the “right” way to tell the story



VOLUME

• Daily/Monthly/Annual visits
• Percentage of all ED visits overall
• Percentage of ED visits by attending
• Volume by protocol/complaint/diagnosis

• Chest pain most common (~20%)
• Volume of resource use (i.e., consultants, diagnostics)



LENGTH OF STAY (LOS)

• National benchmark mean ~15h
• Median often more useful than mean
• Track outliers (LOS<6h, LOS>24h, LOS>36h)
• LOS by attending
• LOS by protocol/complaint/diagnosis



INPATIENT CONVERSION RATE

• National benchmark ~15-20%
• Rate may vary by protocol

• CHF typically 30-50%
• Rate<15%: patient mix not acute/complicated enough
• Rate>20%: patient mix too acute/complicated
• Track rate by attending
• Involve case management early in ED course to help direct patients to appropriate setting
• Financial/Operational impact on hospital (if possible to measure)



QUALITY

• Repeat ED visits
• 3 days
• 7 days
• 14 days

• Critical events
• Codes
• Upgrade directly to ICU
• M&M cases
• Safety reports

• Patient complaints & comments
• Patient satisfaction survey (e.g., Press Ganey)
• Mean score percentile versus peers most typical single metric

• Staff concerns/complaints
• Encourage open communication



KNOWING WHEN TO ACT

• Consider the use of a process control chart



CAUTION: INFORMATION OVERLOAD



DASHBOARD EXAMPLE:
BWH OBSERVATION



Q&A



APPENDIX


