
In this issue of our journal, there appear two
original studies of considerable interest, not only
for Emergency Department (ED) professionals but
also, hopefully, for health care providers and hos-
pital managers. The two studies analyze and re-
port on the activity performed in ED support units.
They are mutually complementary, allowing for
constructive criticism and reflection on a highly to-
pical issue.

In the first study, Estella et al1 present their re-
sults from a 24-bed ED observation unit (ED-OU)
in a second-level hospital. In a random sample of
307 ED-OU patients, the authors describe patient
profiles, final destination, criteria for hospitalization
and the correlation between diagnosis and hospi-
talization. The most important findings include a
mean age of 63 years, male predominance and re-
lated comorbidity in 51% of the cases; 46% were
discharged home and another 46% required hos-
pital admission. The main diagnoses were acute
myocardial syndrome, pneumonia and heart failu-
re. A relevant finding of the study was high con-
cordance between ED diagnosis and hospital ad-
mission, which reached 89.3%.

In the second study, González-Armengol et al2

report on their 4-year experience in a 16-bed ED
short-stay unit in a third-level hospital. The study
included a total of 10,942 patients with a mean
age of 78.8 years. Notable findings include an OU
occupation index of 87%, mean stay 1.91 days
and home discharge rate with a care protocol of
86.9%, of which 20% occurred at weekends.
Other important findings include a slightly eleva-
ted rate (10.9%) of internal transfers, optimal rate
of mortality (0.14%) and re-admission (3.7%).
This study also highlights the relationship betwe-
en use of the short-stay unit and other alternati-
ves such as conventional hospital admission or
home discharge with a care protocol, as occurred

in 12.4% of discharges from the unit to final des-
tination.

Nowadays, there should be no need to debate
the need for creating an ED-OU situated in physi-
cal spaces adjacent to the ED3,4. Patients requiring
observation or treatment in the ED have to remain
in bays needed for primary attention or they are
assigned to other spaces, resulting in great incon-
venience for the patients, family companions and
the attending health personnel themselves. When
the process of deciding on ED patient destination
is performed in a reasonably short time of patient
stay in the ED, this may be considered as a minor
problem. However, when the patient does not re-
quire conventional admission to hospital depart-
ment according to the first evaluation but may be-
nefit from specific treatment during 6-24 hours
followed by ambulatory treatment, then the pro-
blem becomes considerable; this patient may be
occupying a primary attention bay during 24
hours.

The purpose of an ED-OU is to allow these pa-
tients to receive specific treatment and, after su-
pervision and re-evaluation within a maximum of
24 hours, it is highly probable they may be dis-
charged home, with increased guarantee of more
effective ambulatory treatment. An ED-OU may al-
so facilitate a certain level of attention where parti-
cular patients needing more than 6 hours observa-
tion, awaiting diagnostic test results for example,
can be accommodated with a certain degree of
comfort, at the same time freeing an ED bay5.
Thus, an ED-OU meets four main objectives: 1) to
reduce the number of inappropriate hospital ad-
missions of patients with diseases and conditions
that only require short periods of observation follo-
wed by possible discharge home; 2) to reduce the
risk of early discharge in patients with uncertain
prognoses, and thus also reduce the number of re-
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turn visits to ED; 3) to reduce ED waiting time and
stay, since that reduces ED over-crowding; and 4)
to serve as a bridge, on occasions, to alternative
support units such as the short-stay unit, or home
discharge with a care protocol.

The need to relieve ED over-crowding, together
with optimizing hospital stay of patients with chro-
nic disease that become acute, were the main rea-
sons for the birth of short-stay units6,7. Many of
these patients require admission while waiting for
their clinical conditions to improve sufficiently to
then receive ambulatory treatment. If the usual
dynamics of attention are applied in conventional
hospital departments, the resulting stay periods
are not in accord with clinical improvement, which
produces undesired prolonged stay periods and in-
directly, difficulty in reducing ED occupation.
Short-stay units are an effective resource as an al-
ternative to conventional hospitalization for this
type of patient that may benefit from a hospital
stay of 24-72 hours8-11.

For optimal functioning of a short-stay unit,
certain principles should be followed; the correct
selection of patients, establishing admission crite-
ria, clear diagnoses and prognoses for discharge
within 48-72 hours maximum. Thus, the intensity
of care procedures to be carried out in the short-
stay unit must, a priori, be limited when conside-
ring complex complementary tests and duration of
treatments.

The more a short-stay unit fulfils the function of
a short-term treatment unit, not a diagnostic unit,
the more worthwhile it becomes. Nor should it
become a pre-admission unit, which distorts its
true function and reduces its efficacy12.

Finally, hierarchic dependency on the ED is the
main strength of the short-stay unit. The degree of

staff involvement contributes to facilitating its acti-
vity and fulfilling one of its main objectives – to re-
lieve over-crowding in the ED.

Given the above considerations, the answer to
the title question is obvious.
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