
Introduction

The problems related to emergency depart-
ment (ED) overcrowding have been analyzed
from multiple perspectives1 leading to the imple-
mentation of different strategies to minimize the
impact of emergency admissions. Among the va-
rious measures are short stay units (SSU), inten-
ded for hospitalization of patients expected to
show rapid stabilization, with estimated average
stay times of 48-72 hours2,3. SSU have been
shown to be useful in the management of hospi-

tal beds4,5, with good safety profile and patient sa-
tisfaction, no increase in mortality or readmission
rates6-8. Given the lack of beds available for ED pa-
tients, SSU may constitute a possible solution9.

In the last two decades this has spread in
Spain. We have heard about their existence at
medical congresses or from scientific articles, but
many questions arise as to: how many there are,
where they are situated, how many beds they
contain, how they are organized, who runs them
and what their activity is. This is the reason for
the project REGICE (Registration of Short Stay
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Units in Spain). In the present REGICE 1 study, we
present the results on structural features, location,
functional dependence and professional staffing.

Method

We performed a cross-sectional study based on a
survey completed by the professionals responsible
for SSU in Spanish hospitals in 2012. The study was
conducted in two stages: 1) a first exploratory sur-
vey by telephone contact with a member of each
center, coordinator of admission service or emer-
gency department (ED) of 591 hospitals featured on
the website of the Ministry of Health (available at:
http://www.msc.es/ciudadanos/prestaciones/centros-
ServiciosSNS / hospitals / home.htm) to determine
the existence of a SSU and willingness to participate
in the REGICE study and 2) a second descriptive sur-
vey using a form sent electronically to those respon-
sible for the SSU, or a specifically designated physi-
cian, of the 67 centers with a SSU that responded in
the first survey.

A first questionnaire explored the following ques-
tions: Does your hospital have a SSU that admits pa-
tients from the ED? and To what department is it at-
tached? (ED, Internal Medicine, Pulmonology,
independent or other). The second questionnaire
contained 6 questions on structural data and 10
questions on the organization of staffing each SSU.

Qualitative variables are presented as frequencies
and quantitative variables as mean and standard de-
viation (SD) or median and interquartile range (IQR)
if not normally distributed. Statistical analysis and da-
ta processing was performed using the Excel pro-
gram.

Results

Of all the 591 hospitals surveyed, we identified
67 (11.3%) SSU, located in most of the autono-
mous communities of Spain except Navarra, Ara-
gón, Extremadura and the Canary Islands. As at
8th February 2013, 48 (71.6%) SSU had contribu-
ted their data and formed part of the REGICE 1.

The first SSU date from the late 1980s (1986
Hospital Virgen de la Macarena in Seville, 1989 La
Fe hospital in Valencia and Vall d' Hebron in Barce-
lona). In the mid-1990s these units began to ap-
pear in greater numbers (Figure 1): 15 in the pe-
riod 1995-2000 and 29 more from 2001 onwards,
the more recent being Vilamoura Hospital in Bar-
celona, Complejo Asistencial in Soria in 2011 and
Hospital Virgen de las Nieves in Granada in 2012.

Table 1 shows the most relevant data on the
structure and organization of professionals; 83%
(40 /48) of SSU are open 12 months a year and
6% (3/48) between 10 and 11 months a year.
Physician assignment to these units varies widely,
from no specifically designated physicians (at Hos-
pital del Bierzo in Ponferrada, the SSU is used by
specialists of internal medicine or pulmonology
for their patients admitted from the ED) to the in-
volvement of all ED physicians (Manacor Hospital,
Virgen de las Nieves in Granada or Hospital Seve-
ro Ochoa de Leganés), as well as exclusive and
specialized practitioners for these units. The num-
ber of physicians who work in the SSU is usually
2-4 (56 %) with a physician / bed ratio of 1:5.8
(range 1:2-1:12). In all cases, the nurses and auxi-
liary nurses work morning, afternoon and night
shifts, mostly the morning shift (the data in the
table correspond to weekdays; the distribution is
very similar with fewer staff on weekends and ho-
lidays). Two out of three SSU have medical resi-
dents in training, mostly from the specialties of fa-
mily and community medicine and internal
medicine.

Discussion

The proportion of hospitals with SSU is relati-
vely small. These units appeared mainly over the
last decade. In this period, EDs have increasingly
adopted management measures to mitigate the
problems of over-occupation especially in rela-
tion to the lack of beds available for hospital ad-
mission. Alternatives to conventional hospital
wards (CHW) have been developed, such as
SSU, observation rooms (ObR), home hospitali-
zation units (HHU) and rapid diagnostic units
(RDU)10. There are recommendations for ObRs
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Figure 1. Year of creation of the 48 Short Stay Units (SSU)
which participated in the REGICE 1 register.
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and RDUs as to structure, service portfolio and
quality standards for process and outcomes11-14,
and there are sufficient data for HHU14. Howe-

ver, for SSU, we had little information until the
present study.

According to data from RECIGE 1, a standard
SSU in Spain has about 15 beds, depends on the
ED but is located outside the ED, is staffed by two
nurses on morning and afternoon shifts, a variable
number of physicians with variable timetables, sha-
red duty shifts, shared supporting staff and no visi-
ting hours at weekends.

SSUs are often the result of ED initiatives in res-
ponse to the demand for care, so it seems logical
that the majority are functionally dependent on the
ED and to a lesser extent on other departments6,9,15.
This question generates debate, especially with the
department of internal medicine, on the advanta-
ges and disadvantages of dependency options. This
is an open discussion involving an analysis of the
objective of having a SSU, motivational aspects,
preferential or shared dedication, professional trai-
ning, the possibility of professional development in
the case of emergency physicians and, ultimately,
the characteristics of each center.

With respect to staffing, the provision of nurses
is proportional to the number of beds but the
number of physicians is much more variable, and it
proved difficult for our survey respondents to cal-
culate and define the exclusive dedication of each
professional in hours per day in the SSU since most
were also working in their respective departments.

In this regard, it seems advisable that the SSU
should have a separate medical team and staff dis-
tributed in morning / afternoon / evening shifts
and an organization to ensure continuity of care
(admission-discharge) every day of the week.

Our study has two main limitations: first, the
possible bias resulting from SSU not included in the
register, and second, the absence of data verifica-
tion. However, the information collected may be
useful both for those hospitals with an existing SSU
and for those contemplating the incorporation of
this medical resource.

Addendum 1
Group of REGICE project collaborators: Francesc Sanpedro (Hos-

pital Vall d’Hebron) Josep María Guardiola (Hospital de Sant Pau), Mar-
ta Guzmán (Hospital General de Catalunya), Ana Álvarez (Hospital Mú-
tua de Terrassa), María Arránz (Hospital de Viladecans), Manuel Daza
(Hospital de Mataró), Emilia Cortés (Hospital de Calella), María José
Rallo (Hospital Verge de la Cinta de Tortosa), Jordi Requena (Pius Hos-
pital de Valls), Víctor Pérez (Hospital de Blanes), Àngels Masabeu (Hos-
pital de Palamós), Mª Aurora Rúa (Hospital Son Espases), Pere Serra
(Fundació Hospital de Manacor), Federico Guerrero (Hospital General
de Castellón), José Carlos Núñez (Hospital Clínico Universitario de Va-
lencia), José Antonio Lull (Hospital Francisco de Borja de Gandía), Ma-
nuel Ballester (Hospital Universitario La Fe), Pilar Palau (Hospital Uni-
versitario Dr. Peset), Amadeo Almela (Hospital Arnau de Vilanova de
Valencia), Ángel Nieto (Hospital Lluis Alcanyís de Xátiva), Ramón Gui-
rao (Hospital General de Elche), Mar Segarra (Hospital General de Elda-
Virgen de la Salud), María Encarna Hernández (Hospital Universitario
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Table 1. Structural and staff organizational data
for the 48 short stay units (SSU) which participated
in the REGICE 1 register.

N (%)

Dependencia funcional
Urgencias 31 (65)
Medicina interna 11 (23)
Independientes (dirección) 5 (10)
Urgencias y medicina interna 1 (2)

Ubicación
Planta de hospitalización 25 (52)
Urgencias 21 (44)
Otras localizaciones 2 (4)

Nº of beds [mean (SD) (range)] 15.1 (6.3) (5-30)
Tipo de habitaciones

Camas individuales + camas dobles 12 (25)
Camas dobles únicamente 11 (23)
Camas individuales únicamente 9 (19)
Camas individuales + otras combinaciones 5 (10)
Otras combinaciones (sistema boxes. sala…) 11 (23)
Camas monitorizadas (telemetría) 15 (31)

Responsable de la unidad
Jefe de urgencias 29 (60)
Jefe de medicina interna 11 (23)
Director médico 3 (6)
Jefe o coordinador de la UCE 2 (4)
Otros 3 (6)
Jefe propio (diferente al Jefe del servicio) 20 (42)

Nº physicians / beds [mean ratio (range)] 1:5.8 (1:2-1:12)
Organización horaria de los médicos

Laborables
Turno mañana + guardia 28 (58)
Turno de mañana + turno tarde + guardia 16 (33)
Otras combinaciones 4 (8)

Festivos
Pase de visita + guardia 17 (35)
Guardia (12 h o 24 h) 31 (65)

Guardia
Propia de UCE 6 (13)
Compartida con urgencias 20 (42)
Compartida con medicina interna 16 (33)
Otros modelos 6 (13)

Personal de enfermería
Laborables [media (DE)] (rango)

Turno mañana 2.17 (1.01) (1-4)
Turno tarde 1.83 (0.79) (1-4)
Turno noche 1.43 (0.65) (1-3)

Personal auxiliar de enfermería
Laborables [media (DE)] (rango)

Turno mañana 1.82 (0.83) (0.5-4)
Turno tarde 1.61 (0.66) (0.5-3)
Turno noche 1.16 (0.52) (0-3)

Personal de soporte a la unidad
Personal administrativo propio 20 (42)

Tiempo completo/parcial (%) 12/8 (60/40)
Celador propio 11 (23)

Tiempo completo/parcial (%) 6/5 (55/45)
Personal de limpieza propio 19 (40)

Tiempo completo/parcial (%) 12/7 (63/37)
Formación de residentes

Rotación de residentes 33 (69)
Rotación obligatoria 19 (58)
Rotación optativa 8 (24)
Rotación obligatoria/optativa 6 (15)

Functional dependence
Emergency department
Internal Medicine
Independent (management)
Emergency department and Internal Medicine

Location
Hospital floor
Emergency department
Other

Room type 
One-bed and two-bed  
Two-bed only 
One-bed only 
One-bed + other combinations   
Other combinations (bays, dormitories etc) 
Monitored beds (telemetry)

Person responsible for the unit 
Head of Emergency department 
Head of Internal Medicine 
Hospital medical director 
Head or Coordinator of SSU 
Other 
SSU Head (not departmental head)

Physician time-table
Weekdays 

Morning shift + duty  
Morning + afternoon shift + duty
Other combinations 

Weekends & Holidays 
Visiting hours + duty
Duty (12h or 24h)

Duty
SSU specific
Shared with the ED
Shared with Internal Medicine
Other models

Nurse time-table 
Weekdays [mean (SD) (range)]

Morning
Afternoon
Night   

Auxiliary nurse time-table 
Weekdays [mean (SD) (range)]

Morning
Afternoon
Night     

SSU Support staff   
Own administrative staff 

Part-time /full-time (%)
Own orderly   

Part-time /full-time (%)   
Own personen of cleanliness

Part-time /full-time (%)

Medical resident training
Mandatory rotation
Optional rotation
Mandatory/optional rotation
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Virgen de la Arrixaca), Juan Vicente Calderón (Hospital General Univer-
sitario Reina Sofía), Juan Jorge González Armengol (Hospital Clínico
San Carlos), Juan Anduiza (Hospital Gregorio Marañón), Ana Martínez
(Hospital La Paz), Javier Solís (Hospital Universitario Infanta Leonor), Al-
fonso Martín (Hospital Universitario Severo Ochoa), Ricardo Juárez
(Hospital General Talavera de la Reina), Javier Gil (Hospital Virgen de la
Salud de Toledo), Asunción Costa (Hospital Universitario de Guadalaja-
ra), Antonio Ferreira (Hospital El Bierzo), Luis Lapuerta (Complejo Asis-
tencial de Soria), Basilio Soto (Hospital Universitario Virgen del Rocío),
Carlos Castro (Hospital Punta Europa), Antonio Porras (Hospital San
Cecilio), Juan Sánchez (Hospital Virgen de las Nieves), Juan Larruskain
(Hospital Universitario de Basurto), Valentín Lisa, Pedro Marco (Hospital
San Pedro de Logroño), Arturo González (Hospital Universitario de
Santiago), Manuel García (Hospital Universitario Lucus Augusti), Javier
de la Fuente (Povisa Hospital), Julio Noval (Hospital de Cabueñes), Joa-
quín Alfonso (Hospital Valle del Nalón de Langreo).
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Proyecto REGICE: registro de las unidades de corta estancia en España. Localización, aspectos
estructurales y dotación de profesionales (REGICE 1)

Objetivo: El proyecto REGICE pretende conocer la realidad actual de las unidades de corta estancia (UCE) en España. El
estudio REGICE 1 ofrece información sobre estructura, ubicación, dependencia funcional y dotación de profesionales que
trabajan en las UCE.
Método: Estudio transversal mediante encuesta a todos los hospitales españoles presentes en la web del Ministerio de
Sanidad (año 2012). Se solicitó información estructural y organizativa a los responsables de los hospitales que contesta-
ron disponer de UCE.
Resultados: De los 591 hospitales encuestados 67 (11,3%) informaron disponer de UCE y 48 (71,6%) forman parte del
REGICE 1. El 65% de UCE depende de urgencias, el 23% de medicina interna y el 12% de otros servicios. El 52% se
ubica en una planta de hospitalización y el 44% en urgencias. El número promedio de camas es de 15 (rango: 5-30).
En el 60% el jefe de urgencias es el responsable de la unidad, en el 23% el de medicina interna, y en el 42% disponen
de jefe propio diferente al jefe del servicio del que dependen. El número y organización horaria de los médicos es muy
variable, con una ratio médico/camas de 1:5,8 (rango 1:2-1:12), no así el de personal de enfermería, que está mucho
más estructurado. Un 70% participan en la formación de residentes.
Conclusiones: Sólo el 11,3% del total de hospitales encuestados dispone de UCE. La dependencia funcional mayorita-
riamente es del servicio de urgencias y hay una gran heterogeneidad en la organización de sus profesionales. [Emer-
gencias 2014;26:57-60]

Palabras clave: Unidad de corta estancia. Urgencias. Proyecto REGICE.
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