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Last October 9, 2014 saw the publication in
the Official Gazette of the Generalitat de Catalun-
ya (DOGC) the order1 that incorporated the reso-
lution adopted by the Board of Directors of the
Institut Català de la Salut (ICS) which set out the
nature of services by physicians from different
specialties, provided certain conditions were met
that we will detail later, which ended a long his-
tory of doubts and discussions on how to recogni-
ze an obvious reality: that professionals who per-
form their work in emergency departments (EDs)
have the same responsibilities as any other de-
partment professional and the head of this team
of doctors fulfills at least the same functions as
any department head, besides those of the coor-
dinator. The reality is that in public hospitals, re-
gardless of the autonomous communities to
which they belong, the regulations prevented
such recognition, until the publication of this or-
der.

Coordinators and heads of emergency
departments in Spain

AAlthough we have no official data, in 2000
the work of Montero et al.2 was published, contai-
ning the results of a mail survey in 1997 of 340
EDs, with a response rate of 56% (190 EDs). This
paper shows that 92% of EDs have a specific he-
ad and in 52.3% of cases this was the coordina-
tor. Only 29.3% were heads of department. On
the other hand, of the 190 hospitals surveyed,
63.7% claimed to have a sufficient staffing to
carry out emergency care, although paradoxically
higher level hospitals were the most deficient. The
profile of these professionals was in 56% of cases
a general practitioner (GP) and in 21% a specialist

in Family medicine. As for the professional profile
of the head of EDs, in 31% of cases this was a GP
and in 29.9% a specialist in internal medicine, in
17.2% a specialist in intensive care and in 12.6%
it was a specialist in Community and Family Medi-
cine, and in the remaining 9.2% other specialties.
O the 190 hospitals surveyed only 35 were and
are reference hospitals.

The results of a recent survey (2012) commis-
sioned by the Catalan Society of Emergency Me-
dicine3 continue to show a situation that is far
from optimal. Of the 82 hospitals in Catalonia
that have EDs active 24 hours a day, 79 (96%)
responded and participated in the survey. Of the-
se, 55 are public use (70%) and 24 private use
(30%). The participants' responses indicate that in
69.6% of cases they are organized as a depart-
ment and 53.2% have a department head, com-
pared to 29.1%, which have a coordinator. Simi-
larly, only 63.3% of those responsible for the ED
considered that it had sufficient professional staff,
but this is a subjective assessment that does not
respond to any standard. Regarding the specialty
of ED professionals, family and community medi-
cine (24%) was the majority, followed by internal
medicine (16.6%), orthopedic surgery (11%) and
pediatrics (9.7%), while 11.3% do not have a
specialist qualification.

The emergency departments of the Institut
Català de la Salut

The ICS, publicly owned, manages 8 hospitals
and 280 primary care teams in Catalonia. The 8
hospitals, 6 of which are university teaching hos-
pitals, are located in the four Catalan provinces
and can be categorized into high-tech tertiary
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(Valld'Hebron Hospital in Barcelona, Hospital de
Bellvitge in L'Hospitalet de Llobregat and Hospital
Germans Trias in Pujol in Badalona), regional refe-
rence (Hospital Doctor Josep Trueta in Girona, Ar-
nau de Vilanova Hospital in Lleida, Hospital Joan
XXIII in Tarragona) and two nearby hospitals, one
of medium size with intensive care (Hospital Verge
de la Cinta in Tortosa) and another of smaller size
but which serves about 200,000 inhabitants (Re-
gional Hospital of Vilamoura). Overall, in 2013,
about 696,568 emergencies were attended, repre-
senting about 20% of hospital emergencies in Ca-
talonia, with a distribution that can be seen in Fi-
gure 1. It should be noted that in the case of the
Hospital Universitario Vall d'Hebron, which attends
most emergencies, organizational complexity in-
creases: there are three buildings, with three en-
trances to different EDs: trauma, maternal and
child emergencies, and general emergencies. The
staff of physicians who are directly responsible for
the EDs varies depending on hospitals, between
14 and 22 professionals. So when we talk about
the ICS and its EDs, we are referring to the largest
provider of health services in Catalonia, with refe-
rence hospitals and EDs of high organizational
complexity and a high volume of emergency vi-
sits.

The organization of hospitals is regulated by
Order No. 621 of 18 November 1985 issued on 4
December of the same year. Later in 1987, 1990
and 1992 partial modifications were made. There-
fore, although the ICS is an institution in Catalo-
nia and Spain, the regulatory framework, as in
other communities regarding their public centers,
is obsolete. Only thus can we explain that the EDs
of Spanish public hospitals are not hierarchical.
But that does not just affect public hospitals, but

also others who, by extension, have fragile orga-
nizational structures in the ED, with frequent
changes of responsibility, with the difficulty that
implies for their doctors to develop a career or to
consolidate a care model. These organizational
structures are unattractive to attract professionals,
who prefer to be integrated in a structured and
hierarchical department. That may also explain in
part why some doctors who work in the ED do as
an access platform to another department or as a
transitional stage in their careers.

And what is the critical point that prevents es-
tablishing hierarchical EDs? The structure of the
department is linked to the existence of the spe-
cialty. This is the impediment to normalizing a si-
tuation which, obviously, is nonsensical and satis-
fies neither those responsible for the ED, nor its
professionals or the hospital managers, aware of
the weakness of the position of coordinator of
EDs unless that management itself explicitly rein-
forces it, or the ability of the ED professional ac-
ting as the person responsible for managing a te-
am of professionals without having any
intermediary (section head or chief physician) in
whom to delegate part of the functions and, in
turn, relate to department heads with a higher
position and professional recognition.

Modification of the Order

The original text (translated into Spanish by
the author) states: "The Institut Català de la Salut
can create hierarchical care services when the care
activity is that of their own medical specialty." So
far the link specialty- hierarchical department. The
modification is then introduced after the prece-
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Figure 1. Number of emergencies treated by the emergency services of the 8 hospitals of the Insti-
tut Català de Salut in 2013.
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ding sentence is added: "One can also create hie-
rarchical departments where care activity is deve-
loped through a stable organizational structure
with clear care objectives, teaching, research and
specific management and appropriate to the ser-
vice and the care activity undertaken by at least 8
staff physicians with specialties related to the care
objectives and able to work permanently in the
newly created department.”

Notably, the ED is not mentioned in any case.
The number 8 is solely to avoid using this Order
to form unnecessary microstructures.

On the steps taken which led to approval by
the Board of Directors of ICS, with representation
of the Ministries of Health and Economics, profes-
sionals, local authorities and trade unions and
which is the highest decision making body of the
organization since its establishment in 2007, it is
important to highlight the role of human resour-
ces management and legal counsellors of the ins-
titution in articulating a text aimed at real change
and not a partial solution. Similarly, the president
of the Board of Directors and the Managing Di-
rector of ICS have played a key role in responding
to a technical analysis of the problem and have
listened to the professionals involved.

Proposal for continuous improvement in
emergency departments of the Institut
Català de Salut

However, this process must be contextualized
in a proposal for continuous improvement of EDs,
where hierarchical structuring is a necessary con-
dition to solidify the possible changes proposed.
For example, the work we are currently doing in
the ICS, with the participation of all professionals
involved, has several essential points. As regards
the ED, they are as follows:

1. Hierarchy as a tool to propose and develop
a model of care, promote careers, capture talent
and consolidate improvements.

2. Organization from triage5. Although all EDs
covered by ICS have the same triage system, its
incorporation into already established structures
and still very dependent on other specialties ge-
nerates dysfunctions which should be corrected.

3. Own ED units. Among them the most im-
portant is the observation unit6, in all its forms,
essential for adequate emergency care.

4. Alternatives to conventional hospitalization
(UAHC) Units. Among the different UAHC, all
short-stay units (ECU)7,8 of the ICS depend on the
ED. The rest of UAHC must have a special rela-

tionship with EDs and in turn should be used so
that “drainage” is guaranteed, to address one of
the critical and major causes of ED overcrowding9.

5. Teaching and research programs. Although
improvement in this regard in recent years is un-
deniable10, we can not leave teaching11 or research
to the private initiative of ED professionals.

But we are not just addressing the problem of
urgent care from the perspective of EDs. We un-
derstand that urgent attention is a transversal and
interdisciplinary process that does not start at the
time the patient visits the ED, but before. For that
reason, we are working continuously to improve,
following the model of management by proces-
ses12, establishing the initial limit of the process
when any citizen initiates a demand for urgent at-
tention at any point in the system, so that inclu-
des community health and primary care. This ye-
ar, we had the participation of 80 different
professionals, who have worked on the critical
points with a view to excellence, proposing over a
hundred of improvement actions that affect all le-
vels involved (administrative, orderlies, auxiliary
nursing technicians, nurses, doctors and mana-
gers) and other figures in the system (emergency
coordination center, other specialties etc.). Among
the proposals there is a plan of clinical quality and
safety specifically for EDs. Given the number of
emergencies attended in the ED, one priority is
clinical safety, so this must be one of the issues re-
quiring greater attention13,14.

Looking ahead

Given that this problem affects not only Cata-
lonia, this proposed change opens the possibility
that other regions can follow suit. That would pla-
ce us at the level of the more advanced coun-
tries15-17. This question, which depends on the he-
alth authorities of each community, is not a minor
issue and deserves respect and reflection. In this
regard, the Spanish Society of Emergency Medici-
ne (SEMES) has already expressed the same ideas
through its president18.

Secondly, it is conceivable that in the near fu-
ture the coveted recognition of the specialty of
emergency will occur19. If so, for years to come in
the ED, professionals from different specialties will
continue to work together, so this proposal would
also respond to this situation.

Finally, we need to make a few comments on
what the role of a head of department should be
and what the organizational structure of hospital
services in which key processes are performed
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should be, such as the urgent care process. The
figure of the head of service has evolved from
purely clinical leadership (in care, teaching and
research) to the current reality, a need for lea-
dership in management of both professionals
and material resources. In this line, periodic eva-
luation is mandatory, so that, in organizations
that have a statutory work regime, heads of de-
partment with a life tenure are no longer nee-
ded. This has already been introduced in ICS
hospitals in 2014 and previously in other hospi-
tals with different regimes20. Now it may seem
paradoxical that we propose the creation of a
vertical organization when we are talking of a
transverse process in which other specialties are
involved. On this point we would like to point
out two issues. On the one hand, we believe
that the head of the emergency department
must continue his/her coordinating role, since
their hierarchical relationship must place him/her
above the heads of other specialties whose staff
are involved in emergency care. Although hierar-
chical organizational structures may be more ap-
propriate, as in a clinical management unit
(UGC)20, this would be a later step. First we ha-
ve to overcome a delay of more than twenty ye-
ars in establishing ED hierarchy. Once this new
situation is achieved and the changes are conso-
lidated, those professionals responsible for the
ED will be in the same condition as other de-
partment heads to accept new challenges.

Therefore, in conclusion, we feel that this is a
necessary change, a prerequisite for improving
EDs and for other changes that will undoubtedly
arise in the near future.
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