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PERSPECTIVES IN HOSPITAL MEDICINE

“Just Getting a Cup of Coffee”— 
Considering Best Practices for Patients’ Movement off the Hospital Floor
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A 58-year-old man with a remote history of endocar-
ditis and no prior injection drug use was admitted 
to the inpatient medicine service with fever and 
concern for recurrent endocarditis. A transthoracic 

echocardiogram was unremarkable and the patient remained 
clinically stable. A transesophageal echocardiogram (TEE) 
was scheduled for the following morning, but during nursing 
rounds, the patient was missing from his room. Multiple staff 
members searched for the patient and eventually located him 
in the hospital lobby drinking a cup of coffee purchased from 
the cafeteria. Despite his opposition, he was escorted back to 
his room and advised to not leave the floor again. Later that 
day, the patient became frustrated and left the hospital before 
his scheduled TEE. He was subsequently lost to follow-up.

INTRODUCTION
Patients are admitted to the hospital based upon a medical de-
termination that the patient requires acute observation, evalu-
ation, or treatment. Once admitted, healthcare providers may 
impose restrictions on the patient’s movement in the hospital, 
such as restrictions on leaving their assigned floor. Managing 
the movement of hospitalized patients poses significant chal-
lenges for the clinical staff because of the difficulty of providing 
a treatment environment that ensures safe and efficient delivery 
of care while promoting patients’ preferences for an unrestric-
tive environment that respects their independence.1,2 Broad lim-
its may make it easier for staff to care for patients and reduce 
concerns about liability, but they may also frustrate patients who 
may be medically, psychiatrically, and physically stable and do 
not require stringent monitoring (eg, completing a course of in-
travenous antibiotics or awaiting placement at outside facilities).

Although this issue has broad implications for patient 
safety and hospital liability, authoritative guidance and evi-
dence-based literature are lacking. Without clear guidelines, 
healthcare staff members are likely to spend more time in 
managing each individual request to leave the floor because 
they do not have a systematic strategy for making fair and 
consistent decisions. Here, we describe the patient and insti-

tutional considerations when managing patient movement in 
the hospital. We refer to “patient movement” specifically as a 
patient’s choice to move to different locations within the hospi-
tal, but outside of their assigned room and/or floor. This does 
not include scheduled, supervised ambulation activities, such 
as physical therapy.

POTENTIAL CONSEQUENCES  
OF LIBERALIZING AND RESTRICTING  
INPATIENT MOVEMENT
Practices that promote patient movement offer significant 
benefits and risks. Enhancing movement is likely to reduce 
the “physiologic disruption”3 of hospitalization while improv-
ing patients’ overall satisfaction and alignment with patient- 
centered care. Liberalized movement also promotes inde-
pendence and ambulation that reduces the rate of physical 
deconditioning.4

Despite theoretical benefits, hospitals may be more con-
cerned about adverse events related to patient movement, 
such as falls, the use of illicit substances, or elopement. Given 
that hospitals may be legally5 and financially responsible6 for 
adverse events associated with patient movement, allowanc-
es for off-floor movement should be carefully considered with 
input from risk management, physicians, nursing leadership, 
patient advocates, and hospital administration.

Additionally, unannounced movement off the floor may in-
terfere with timely and efficient care by causing lapses in mon-
itoring, such as cardiac telemetry,7 medication administration, 
and scheduled diagnostic tests. In these situations, the risks 
of patient absence from the floor are significant and may ul-
timately negate the benefits of continued hospitalization by 
compromising the central elements of patient care.

CLINICAL CONSIDERATIONS
Patients’ requests to leave the hospital floor should be evalu-
ated systemically and transparently to promote fair, high-value 
care. First, a request for liberalized movement should prompt 
physicians that the patient may no longer require hospitaliza-
tion and may be ready for the transition to outpatient care.8 If 
the patient still requires inpatient care, then the medical prac-
titioner should make a clinical determination if the patient is 
medically stable enough to leave their hospital floor. The pro-
vider should first identify when the liberalization of movement 
would be universally inappropriate, such as in patients who 
are physically unable to ambulate without posing significant 
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harm to themselves. This includes an accidental fall (usually 
while walking5), which is one of the most commonly reported 
adverse events in an inpatient setting.9 Additionally, patients 
with significant cognitive impairments or those lacking in de-
cision-making capacity may be restricted from leaving their 
floors unescorted, as they are at a higher risk of disorientation, 
falls, and death.10

In determining movement restrictions for patients in iso-
lation, hospitals should refer to the existing guidelines on 
isolation precautions for the transmission of communicable 
infections11,12 and neutropenic precautions.13 Additionally, 
movement restriction for patients who are isolated after screen-
ing positive for certain drug-resistant organisms (eg, methicil-
lin-resistant Staphylococcus aureus and vancomycin-resistant 
enterococci) is controversial and should be evaluated based 
on the available medical evidence and standards.14-16

When making a risk-benefit determination about movement, 
providers should also assess the intent and the potentially un-
met needs behind the patient’s request. Patient-centered rea-
sons for enhanced freedom of movement within the hospital 
include a desire for exercise, greater food choice, and visiting 
with loved ones, all of which can enable patients to manage 
the well-known inconveniences and stresses of hospitalization. 

In contrast, there may be concerns for other intentions behind 
leaving assigned floors based on the patient’s clinical history, 
such as the surreptitious use of illicit substances or attempts 
to elope from the hospital. Advising restriction of movement 
is justifiable if there is a significant concern for behavior that 
undermines the safe delivery of care. In patients with active 
substance use disorders, the appropriate treatment of pain or 
withdrawal symptoms may better address the patients’ unmet 
needs, but a lower threshold to restrict movement may be rea-
sonable given the significant risks involved. However, given 
the widespread stigmatization of patients with substance use 
disorders,17 institutional policy and clinicians should adhere to 
systematic, transparent, and consistent risk assessments for all 
patients in order to minimize the potential for introducing or 
exacerbating disparities in care.

ETHICAL CONSIDERATIONS
In order to work productively with admitted patients, strong 
practices honor patients’ autonomy by specifying when and 
how patients are informed of the institution’s expectations 
about and limitations to inpatient movement. For example, 
emergency room patients were less likely to elope when treat-
ment expectations were established at the time of presenta-

FIG 1. Sample Flowchart for Practitioners to Manage Patients’ Requests for Movement

 Patient notifies staff 
member of desire to 
leave their assigned floor.

Staff member notifies responsible 
practitioner for determination 
about patient movement.

Practitioner assesses patient and 
determines that movement would 
be safe and not disrupt timely and 
efficient delivery of care.

Practitioner authorizes patient 
movement and documents  
determination in medical record.

Practitioner assesses patient and  
determines that movement would  
either be unsafe or interfere with 
timely and efficient care.

Patient agrees with  
determination.

Practitioner attempts to mitigate  
burdens of restricted movement  
(eg, movement to supervised spaces, 
volunteer chaperones, timed passes).

Patient disagrees with 
determination

Practitioner engages patient in 
shared decision making to identify 
treatment alternatives that allow 
liberalized movement.

Practitioner alters inpatient treatment 
plan within accepted medical  
standards to facilitate movement  
(eg, change medication timing,  
scheduled procedures, etc.).

If liberalized movement is inconsistent 
with accepted standards of inpatient 
care, practitioner advises the patient  
accordingly, and engages in safe  
discharge planning.
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tion by giving them information about wait times and triage 
protocol.18 Similarly, by preemptively discussing reasonable 
restrictions on movement as a part of informed consent for in-
patient admission, physicians can establish patients’ expecta-
tions early in the admission process and foster a therapeutic al-
liance on the basis of the shared goals of safe and timely care.

Patients may request or even demand to leave the floor after 
a healthcare provider has determined that doing so would be 
unsafe and/or undermine the timely and efficient delivery of 
care. In these cases, shared decision-making (SDM) can help 
identify acceptable solutions within the identified constraints. 
SDM combines the physicians’ experience, expertise, and 
knowledge of medical evidence with patients’ values, needs, 
and preferences for care.19 If patients continue to request to 
leave the floor after the restriction has been communicated, 
physicians should discuss whether the current treatment plan 
should be renegotiated to include a relatively minor modifica-
tion (eg, a change in the timing or route of administration of 
medication). If inpatient care cannot be provided safely within 
the patient’s preferences for movement and attempts to ac-
commodate the patient’s preferences are unsuccessful, then a 
shift to discharge planning may be appropriate. A summary of 
this decision process is outlined in the Figure.

Of note, physicians’ decisions about the appropriateness 
of patient movement could conflict with the existing institu-
tional procedures or policies (eg, a physician deems increased 
patient movement to carry minimal risks, while the institution 
seeks to restrict movement due to concerns about liability). 
For this reason, it is important for clinicians to participate in 
the development of institutional policy to ensure that it reflects 
the clinical and ethical considerations that clinicians apply to 
patient care. A policy designed with input from relevant stake-
holders across the institution including legal, nursing, physi-
cians, administration, ethics, risk management, and patient 
advocates can provide expert guidance that is based on and 
consistent with the institution’s mission, values, and priorities.20

ENHANCING SAFE MOVEMENT
In mitigating the burdens of restriction on movement, hospi-
tals may implement a range of options that address patients’ 
preferences while maintaining safety. Given the potential 
consequences of liberalized patient movement, it may be 
prudent to implement these safeguards as a compromise 
that addresses both the patients’ needs and the hospital’s 
concerns. These could include an escort for off-floor supervi-
sion, timed passes to leave the floor, or volunteers purchasing 
food for patients from the cafeteria. Creating open, super-
vised spaces within the hospital (eg, lounges) may also help 
provide the respite patients need, but in a safe and medically 
structured environment.

CONCLUSION
Returning to the introductory case example, we now present 
an alternative outcome in the context of the practices de-
scribed above. On the morning of the scheduled TEE, a nurse 
noted that the patient was missing from his room. Before the 

staff began searching for the patient, they consulted the medi-
cal record which included the admission discussion and agree-
ment to expectations for inpatient movement. The record also 
included an informed consent discussion indicating the min-
imal risks of leaving the floor, as the patient could ambulate 
independently and had no need for continuous monitoring. 
Finally, a physician’s order authorized the patient to be off the 
floor until 10 am. The patient returned to his room at 9:45 am 
and underwent a normal TEE, after which he was discharged 
home with outpatient follow-up.

The above scenario highlights the benefits of a comprehen-
sive framework for patient movement practices that are trans-
parent, fair, and systematic. Explicitly recognizing competing 
institutional and patient perspectives can prevent conflict and 
promote high-quality, safe, efficient, patient-centered care 
that only restricts the patient’s movement under specified and 
justifiable conditions. In developing strong hospital practices, 
institutions should refer to the relevant clinical and ethical stan-
dards and draw upon their institutional resources in risk man-
agement, clinical staff, and patient advocates.
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