
The word “organization” can refer to the action
of organizing something, or the resuelt or object.
The act of organizing consists of coordinating the
work of different people through the establishment
of defined tasks or roles for each, as well as the
structure or manner in which they are related for
the achievement of an objective or goal. If we refer
to the word organization as an object, we refer to
the environment, the place where these people
achieve their objectives1. This definition, extracted
from the field of business management, allows us
to introduce the topic of the difficulty of organizing
a hospital emergency department (ED).

The main difficulty lies in the heterogeneity of
the group to be coordinated. The professionals
that participate in emergency healthcare may be
ED staff members, specialists from other depart-
ments, medical residents in training and non-
medical staff. All these groups have different unre-
solved problems, some of which will be discussed
here, which affect ED organization. Finally, the
fact that in most cases it is the patient who de-
cides when and where to consult2-5, constitutes an
added difficulty.

With regard to the physicians, some of their un-
resolved problems include understaffing, poor
working conditions and the need for specialized
training6, all of which complicate ED organization.
Nursing staff have other difficulties, such as the
coverage of less attractive shifts by qualified per-
sonnel, generational replacement and specific train-
ing. With regard to professionals ceded to the ED
by other departments or acting as consultants in
the ED, their unequal involvement and their ten-
dency to defend the interests of their own depart-
ments generate organizational problems. As for the
medical interns, the fact that accident and emer-

gency medicine is still not a specialty means we
cannot train our own future specialists and this too
creates various problems. Most specialty training
programs involve spending time in the ED during
the period in which residents are least experienced,
which means an extra workload for the regular
professionals. Once residents acquire a certain level
of autonomy, they begin doing shift work in their
specialty, and this creates problems between them
and the regular ED professionals. Non-medical staff
(clerks, orderlies, cleaning and security personnel)
play a key role key in the outcome of the ED care
process and neither they nor their supervisors are
always fully aware of this fact, so the degree of
commitment varies.

All this complex and heterogeneous organiza-
tion of professionals must be oriented to the care
of patients who often do not use this resource
properly. Our health system is valued for its accessi-
bility, but in reality free accessibility twenty four
hours a day every day of the year is only guaran-
teed by the ED5. This is one of the main reasons for
excessive demand and ED overcrowding7,8. Regard-
ing the different mechanisms to control such de-
mand, there are differences of opinion on their ap-
propriateness and their short/medium term
effectiveness, and there are few published works
describing interventions with a beneficial impact9.

When we consider the notion of organization as
an "object", the ED is definitely the most complex
hospital department, since it must be prepared to
respond to diverse health problems, both medical
and surgical, with different levels of severity, which
could fall within the scope of highly specialized or
general conditions. The ED must also respond to
peaks in demand3, whether daily, weekly or season-
al10, and even exceptional mass emergencies and
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catastrophes11. To do this, one must have appropri-
ately equipped spaces, well-defined circuits12 and a
high level of coordination with other departments
and areas of the hospital, such as surgical rooms,
the laboratory and the imaging service.

Although there is abundant literature on the
problems of organizing an ED2,8, there is little that
offers solutions and addresses the effects of the
measures to be taken13. Hence the importance of
the work by Sanchez et al. published in this issue
of EMERGENCIAS14, which presents the effect of a
rearranging an ED’s care spaces using a classical
structure, with ED areas and professionals distrib-
uted according to different specialties.

The organizational change outlined in this arti-
cle gives greater prominence to ED personnel and
less to other specialists, with attention and care
spaces organized according to patient severity,
stratified by the Spanish Triage System (SET in
Spanish)15,16. The result of this is improved effective-
ness and both objective and subjective quality.
This, in our view, is the major contribution of the
work by Sanchez et al. Any intervention in the ED
should be aimed at improving care outcomes. Fol-
lowing the example of Hospital Clinic, rearranging
ED areas according to triage levels should con-
tribute to this. Each ED should be able to calculate
the number of attention points for each severity
level and the number of professionals required, and
thus comply with SET quality standards. In fact,
triage systems are also a tool for ED managers for
daily running and planning future structural and
staff requirements. 

In conclusion, although we are aware of the dif-
ficulties involved, the physical layout and distribu-
tion of professionals according to care areas should
cease to be a problem for those in charge of or-
ganizing the ED; it should rather become a solution
for urgent patient attention.
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