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Disclaimer
The information in this report is a summary of available material and is designed to give readers (health systems stakeholders, policy
and decision makers) a starting point in considering currently available research evidence. Whilst appreciable care has been taken in
the preparation of the materials included in this publication, the authors do not warrant the accuracy of this document and deny any
representation, implied or expressed, concerning the efficacy, appropriateness or suitability of any treatment or product. In view of the
possibility of human error and advances of medical knowledge, the authors cannot and do not warrant that the information contained
in these pages is current, accurate or complete. Accordingly, they shall not be responsible or liable for any errors or omissions that
may be found in this publication. You should consult other sources in order to confirm the currency, accuracy and completeness of the
information contained in this publication and, in the event that medical treatment is required you should take professional expert
advice from a legally qualified and appropriately experienced medical practitioner.
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What is the evidence of the effectiveness and
safety of emergency department short stay
units?
This report summarizes evidence of the effectiveness and safety of
short stay units (SSU) in the emergency department (ED). Its intention
is to support knowledge needs of stakeholders considering the
implementation of SSUs in The Ottawa Hospital.
Key Messages
 Evidence from a moderately robust systematic review indicates
SSUs may lead to improved clinical outcomes and efficiency
in healthcare delivery. Yet, this systematic review is nearly a
decade old. A rigorous and updated systematic review on this
issue is strongly recommended.
 Most comparative evaluations of SSUs to date have involved
before-and-after designs; consequently caution must be used in
interpreting positive findings which may have also resulted
from non-SSU improvement over time (e.g. changes in
practice behaviors, increased hospital beds).
 There is a dearth of quality RCTs in both the literature
assessing SSUs specifically, and ED overcrowding more
globally. Evidence from the few RCTs reviewed are limited in
generalizability due to the disease specific focus of the
observation units evaluated (e.g. cardiac, asthma).
 There is limited evidence from one systematic review
indicating that SSUs may lead to improved patient satisfaction
in specific clinical contexts

Who is this summary for?
This summary was undertaken for The
Ottawa Hospital and is intended for use by
local health systems stakeholders, policymakers and decision-makers within The
Ottawa Hospital.

Information about this evidence
summary
This report covers a broad collection of
literature and evidence sources with a
search emphasis on systematic reviews.
As such, evidence summarized from
systematic reviews is highlighted in
blue boxes, like this one. Systematic
reviews are generally favoured over
other study designs, because they
incorporate evidence from multiple
primary studies, instead of reporting
evidence from just one study.

 This summary includes:

 Key findings from a broad collection of
recent literature and evidence sources.

 This summary does not
include:

 Recommendations;
 Additional information not presented
in the literature;
 Detailed descriptions of the
interventions presented in the studies.
Many sections conclude with a
“Bottom line” subsection that
provides a statement summarizing
the studies or aims to provide some
context. These statements are not
meant to address all of the evidence
in existence on the subject, rather,
only that which is featured in this
document.
All papers summarized in this document
are available by request to
kkonnyu@ohri.ca.
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I. Background

Contents

Emergency department (ED) overcrowding has been defined as “a
situation where the demand for emergency services exceeds the
ability to provide care in a reasonable amount of time” (Bond et
al., 2006). ED overcrowding is a serious and ongoing issue across
Canada; according to a 2006 survey of Canadian ED directors,
62% of respondents reported overcrowding to be a major or severe
problem in 2004 and 2005 (Bond et al. 2006).

I. Background
II. Evidence
a. Evidence on SSUs specifically
b. Evidence on solutions for
overcrowding (SSUs one of
multiple solutions
c. Other evidence
III. Upcoming event

Short stay units (SSUs) have emerged as a potentially useful strategy for managing overcrowding in emergency
departments. The theoretical benefit of SSUs is to ‘offload’ stable patients from the acute ED and to reduce the amount
of unnecessary hospital admissions. Typically, the focus of these units are on 1) expected short treatments such as
blood transfusions, 2) further diagnostic investigations to finalize a medical diagnosis, and 3) safe discharge into the
community such as social work involvement. To prevent such units from being a ‘dumping grounds’, most SSUs have
strict inclusion/admission criteria. Part of the difficulty is evaluating the value of SSUs is terminology – many other
terms have been used to describe such units (e.g. Observation Units, Assessment Units, Clinical Decision Units).
Typically though, SSUs are some type of extension of the ED with an overarching objective for improving “the quality
of medical care through extended observation and treatment, while reducing inappropriate admissions and healthcare
costs” (Daly et al. 2003).
The objective for this review was to conduct a rapid summary of the evidence related to the effectiveness and safety of
ED SSUs. Its aim is to inform initiatives within The Ottawa Hospital and greater Champlain LHIN region attempting
to address ED overcrowding. To frame the literature, we used the definition of SSUs as operationalized by our Ottawa
Hospital stakeholder; specifically seeking and summarizing evidence that related to “an area of the hospital reserved
for patients admitted directly from the ED who require a period of observation to resolve diagnostic uncertainty before
being sent home or who are expected to recover within 48 hours or who require complex outpatient support arranged”.

II. Evidence
a. Evidence on SSUs specifically
6/11 A 2003 systematic review by Daly and
colleagues in Australia assessed the evidence of short
stay observation units with respect to efficiency of
healthcare delivery and quality of services provided
(Daly et al. 2003). Specifically, data from included
studies was extracted according to the following
domains: clinical outcomes, length of stay, representation rates, ED efficiency and costs of care.
Notwithstanding the fact that the reviews’ search
date is now over 10 years old, this is the best
available synthesis of SSUs included in this evidence
summary. Twelve studies (1 Canadian) comparing
observation units with routine care were included;
between-study heterogeneity prevented quantitative
meta-analyses and findings could only be presented
narratively. Table 1 from this report, summarizing
the study characteristics and main conclusions is
included below. Based on the evidence, the authors
concluded that “[SSUs] have the potential to
increase patient satisfaction, reduce length of stay,
improve the efficiency of EDs and improve cost
effectiveness. However, [SSUs] have commonly
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been implemented alongside new clinical protocols,
and it is not possible to distinguish the relative
benefits of each. As demand increases, providing
effective and cost-efficient care will become
increasingly important. [SSUs] may help
organizations that are attempting to streamline
patient care while maintaining their quality of service
delivery”
Bottom line:
Evidence from one systematic review assessing
evidence up to 2000 and including 1 Canadian study
suggested SSUs may offer an effective and safe ED
patient management option. Specifically, findings
from the 12 studies reviewed suggested that SSUs
may potentially lead to potential improvements in
patient satisfaction, length of stay, ED efficiency, and
cost effectiveness. Caution should be used in
interpreting these findings however due to the
methodological limitations of the included studies and
the need for an updated search of the systematic
review.
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Table 1. Comparative studies of SSUs

(from Daly et al. 2003; highlighting added; references listed in ‘References of interest’)

b. Evidence on solutions for overcrowding (SSUs
one of multiple solutions)
9/11 A 2006 systematic review by the Canadian
Agency for Drugs and Technologies in Health
(CADTH) assessed the evidence on interventions to
reduce overcrowding in the ED (Bond et al. 2006).
SSUs were captured in two before-and-after studies
and were associated with positive outcomes; one study
reported a decrease in ED length of stay for treat-andrelease patients, while the other reported a decrease of
patients who left before being seen and the number of
ED diversions (listed in ‘References of interest). Based
on this evidence, the review authors categorize SSUs
as one of the several interventions for which “limited
evidence suggests that these efforts to address
overcrowding at an institutional level should be
encouraged and monitored; they have a high chance of
success” (see Table 2 for overview of interventions
assessed). Of note, although the review attempted to
assess the relative effectiveness of interventions aimed
at improving ED overcrowding, the lack of direct
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comparisons, and the general trend for positive
outcomes restricted this aim. Consequently the
reviewers could only conclude that “many

interventions of varying complexity, intensity, and
duration have been applied in an attempt to
alleviate or control ED overcrowding. While most
seemed to reduce overcrowding, it is difficult to
determine the relative value of these interventions,
and the lack of comparison studies makes it
impossible to say which ones work best”. As
helpful direction for moving this evidence
forward, they provide valuable recommendations
for future studies including the need for
comparable and representative comparison groups,
blinded or unbiased outcome assessments,
concurrent controls, comprehensive outcome
assessment, and prospective design.
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Table 2. Evidence-based interventions for ED overcrowding and clinical practice

(from Bond et al. 2006)

2/11 A 2008 systematic review by Hoot and Aronsky
in the United States assessed the evidence pertaining
to the causes, effects, and solutions of ED
overcrowding (Hoot and Arongsky 2008); 4 studies
assessing observation units (grouped under
‘solutions’) were included’. Study findings were
summarized narratively and were generally positive
with respect to process outcomes (e.g., decreased
length of stay, rate of ambulance diversion, and
number of patients leaving without being seen). Of
note, while systematic methods were employed, the
literature search was not comprehensive (i.e., only
searched a single database, excluded non-English
titles and grey literature) and extracted quality
assessments were not used to frame study results.
Based on the complexity of the included studies, the
reviewers “refrain from making strong
conclusions…based primary on judgment rather than
numeric inference” and consider the review to be of
value more as a “structured overview of the relevant
literature” to “guide interested readers to the original
articles”. References of included observation unit
studies are listed in “References of interest”.
Bottom line:
Evidence from two systematic reviews published in
2006 and 2008, respectively, assessed interventions
aimed at reducing ED overcrowding. Several studies
assessing SSUs were included and resulted in
generally positive process outcomes. While the 2008
review by Hoot and Aronsky abstained from making
conclusions based on the complexity of included
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studies, Bond and colleagues of the 2006 CADTH
report conclude that there is sufficient (albeit limited)
evidence to warrant implementation and further
investigation of SSUs across intuitions in Canada.
c. Other evidence
5/11 A 2006 systematic review by Boudreaux et al.
in the United States assessed the evidence on
performance improvement methods for increasing ED
patient satisfaction. Observation units were captured
as one of several interventions with “one

supportive study (and no negative studies)
demonstrating improvement in at least one
indicator of satisfaction”. Of note, only
observation units for specific conditions (e.g.
asthma and chest pain) were captured in this
review. References of included observation unit
studies are listed in “References of interest”.
Bottom line:
There is limited evidence from one systematic review
indicating that SSUs may lead to improved patient
satisfaction in specific clinical contexts.

III. Upcoming event
Readers of this reported may be interested in attending
the upcoming Western Emergency Department
Overcrowding Conference to be held at the Sutton
Place Hotel, in Edmonton, Alberta May 6 and 7th,
2011. On day 2 of this conference, there will be a
presentation specific to ‘output solutions’ in which
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‘medical admission units’ is the first topic scheduled to
be discussed (May 6th; 15:00-16:30). Registration
information can be found at:
http://uofa-hospital.gobigevent.com
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Methods
Detailed search strategies were developed by an
experienced Information Specialist (specific
search terms available upon request). Searching
was limited to the following databases:
 Biomed Central;
 Cochrane Database of Systematic Reviews
(CDSR);
 Database of Abstracts of Reviews of Effects
(DARE)
 National Health Service Economic Evaluation
Databases (NHS EED)
Search concepts included Medical Subject
Headings (MeSH) and non-thesaurus terms (i.e.
text words). A ‘grey literature’ search was also
conducted for potentially relevant studies by
reviewing the web sites of relevant organizations
and professional bodies (available upon request).
Screening was conducted by two reviewers;
quality assessment and extraction was done by
one reviewer.
Based on the complexity, heterogeneity, and
magnitude of the records, we chose to only
include synthesized studies published during or
after 2000. In addition, included citations had to
have been published in English and be available in
full text electronically. Of note, relevant primary
studies however were screened and categorized,
and are available upon request.

Risk of Bias Assessment of
Systematic Reviews
AMSTAR is an 11-item measurement tool created
to assess the methodological quality of systematic
reviews. Each question is scored according to 1 of
4 options (yes, no, cannot answer, not applicable)
and the number of ‘yes’ answers tallied. A higher
score indicates increased methodological quality
(Shea et al. 2007)
The 11 assessment criteria are as follows:
1. Was an “a priori” design provided?
2. Was there duplicate study selection and data
extraction?
3. Was a comprehensive literature search
performed?
4. Was the status of publication (i.e. grey
literature) used as an inclusion criterion?
5. Was a list of studies (included and
excluded) provided?
6. Were the characteristics of the included
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studies provided?
7. Was the scientific quality of the included
studies assessed and documented?
8. Was the scientific quality of the included
studies used appropriately in formulating
conclusions?
9. Were the methods used to combine the
findings of studies appropriate?
10. Was the likelihood of publication bias
assessed?
11. Was the conflict of interest stated?
The AMSTAR score (from 0 to 11) for each
systematic review in this evidence summary is
reported in the box that appears at the beginning
of each finding.
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