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ABSTRACT 

The purpose of this study was to describe patient satisfaction with an 

emergency department observation unit (EDOU) and the costs of care in the 

same EDOU in a hospital exploring alternate methods of health care delivery. A 

descriptive design was used. EDOU patients were surveyed to elicit their 

perceptions of satisfaction with nursing care. Correlations between age and 

degree of satisfaction were measured. Results revealed a high degree of 

satisfaction with nursing care and with the EDOU environment. No significant 

correlation was found between age and degree of satisfaction. Actual charges 

for EDOU treatment were calculated for each EDOU patient (N=24) and also 

projected at the rate these patients would have accrued charges, had they 

been short stay/observation hospital admissions. There was a statistically 

significant difference between charges for EDOU care and for the projected 

charges for short stay/observation hospital admission care. 



CHAPTER ONE 

INTRODUCTION 
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Chapter One is a presentation of the background literature on 

Emergency Department Observation Units (EDOU), patient satisfaction with 

Emergency Department (ED) care, and costs of EDOUs. Chapter One also 

includes a statement of the problem, the purpose, and significance of the study. 

The purpose of this study was to describe patient satisfaction with the EDOU 

and cost of care in an EDOU in a hospital exploring alternate options to 

discharging or admitting patients in a limited time frame. 

Background 

The concept of short term observation units in emergency care began in 

the early 1970's on a limited basis as a cost containment effort. By the mid 

1980's concern over health care costs was mounting and EDOUs were 

becoming common in hospital settings (ACEP, 1988). In addition to cost, patient 

satisfaction remains a priority in consumer industries, with an emphasis on 

holding providers accountable to their patients (McMillan, 1987). Cost control 

and patient satisfaction in today's health care system are critical for survival in 

the health care marketplace. 

Many factors are involved in the increasing interest in the EDOU. Some of 

these include: (a) interest in improvement in quality of ED care, (b) increased 

focus on outpatient care, (c) the effect of socioeconomic factors on the ED, 



(d) ED overcrowding, (e) hospital patient flow problems, and (f) concern over 

health care costs. The background section addresses these factors·. 

Emergency Department Observation Units 
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An EDOU is a designated area in or adjacent to the ED and is an 

extension of emergency services (ACEP, 1988) under the authority of the ED 

physician or designee (ACEP, 1993). General guidelines for admission to an 

EDOU include: (a) clearly identified patient care goals, (b) evaluation of high 

risk chief complaint, {c) short term therapy of an emergent condition, {d) 

psychosocial needs, (e) limited need for intense medical services, (f) limited 

severity of illness, {g) anticipation of discharge home within time limits, and {h) 

clinical condition appropriate for observation (AC EP, 1993). Table 1 lists clinical 

conditions appropriate for observation, according to the American College of 

Emergency Physicians (ACEP). EDOUs provide an alternative to inappropriate 

admissions, premature or inappropriate discharge, or prolonged stay in the 

main ED (Donovan, 1995). 

The key to a successful EDOU lies in clearly defined admission criteria, 

well planned policies and procedures, clear chain of command, proper staffing, 

location and equipment, and well developed programs for quality assurance and 

utilization review (ACEP, 1988). In general, patients admitted to an EDOU 

should fall into one of two categories: (a) probable discharge; those not 

expected to be admitted and who have a reasonable probability of discharge in 



Table 1 

Examples of Clinical Conditions Appropriate for Observation 

Diagnostic Evaluation 

Abdominal pain 

Chest pain (low probability of myocardial infarction) 

Flank pain, rule out renal colic 

GI bleed, with initial evaluation 

Chest trauma, normal initial vital signs and chest x-ray 

Abdominal trauma, normal initial evaluation and lavage 

Drug overdose, clinically stable 

Syncope, negative initial exam 

Vaginal bleeding, threatened abortion 

Short Term Therapy 

Allergic reactions 

Asthma 

Acute exacerbation of chronic CHF 

Dehydration 

(Table continues) 

13 



Hyperglycemia 

Hypertensive emergencies 

Selected infections (e.g., pyelonephritis) 

Seizure disorder, requiring anticonvulsant loading 

Sickle cell pain 

Psychosocial Needs 

Alcohol intoxication 

Adjustment reaction 

Depression 

Psychosis 

Social disposition problems 

Wrist laceration 

American College of Emergency Physicians (ACEP). (1993). Emergency 

department observation units. ACEP Policy Statement Dallas: ACEP Sales 

and Service. 

14 



a given time frame, and (b) uncertain disposition; those who require a 

prolonged period of observation and testing before a disposition can be 
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made (ACEP; Zun, 1990). Examples of probable discharge categories are: 

renal colic, acute asthma, allergic reaction, and mild dehydration. Examples of 

uncertain disposition include: minor head injury without focal signs, abdominal 

or chest trauma with stable vital signs, seizure disorder for dilantin loading, mild 

alcohol withdrawal, hyperemesis gravidarum, medicine reactions, vertigo, 

weakness, and smoke inhalation (Zun). Social/humanistic problems, such as 

domestic violence, are an additional consideration for AD use. 

Patients with conditions unacceptable for the EDOU are those who are 

medically unstable, critical, or comatose (ACEP, 1988; Zun, 1990). Additionally, 

pediatric patients less than one month of age and those with contagious 

diseases, such as diarrhea, measles or varicella, should not be admitted to the 

EDOU (Zun). 

Ideally, the EDOU should be staffed by an ED nurse with support of 

technicians and/or clerks, depending on the size and use of the unit. Use of 

float nurses should be discouraged (ACEP, 1988). In a position statement, the 

Emergency Nurses Association (ENA) states, "ENA believes that ED nursing 

staff should participate in the development of written policies and procedures 

which address admission to, discharge from, and operation of the 

observation/holding area" (1991, p. 61 ). ENA also strongly encourages 



"ongoing staff education and maintenance of competency congruent with the 

patient population" (1991, p. 61 ). 

Zun (1990), from a literature review on EDOUs, compiled a list of 

advantages of EDOUs, which included: (a) improved patient comfort, (b) 

reduced trauma of hospital admission, ( c) reduced risk of hospital acquired 

infection, (d) improved patient flow, (e) performed a social function, and 

(f) increased revenue. Zun found disadvantages that included: (a) increased 

liability risk for the physician, (b) transfer of care problems, and (c) lack of 

privacy. In general, the literature agrees on the usefulness of the EDOU. Zun 

( 1990) states that the literature supports the many advantages of the EDOU 

and most of the disadvantages can be resolved with well established policies 

and procedures. Further advantages and disadvantages of the EDOU are 

discussed in the review of the literature in Chapter Two. 

Quality of Care in the ED 

16 

Traditionally, patients requiring medical services beyond the first hours in 

the ED have been admitted to the acute care setting. With increasing emphasis 

on reducing high heath care costs, the EDOU offers an alternate option for the 

patient who is a prospect for treatment beyond the initial ED evaluation but not 

requiring inpatient treatment. The ultimate goal of the EDOU is to improve the 

quality of care for patients through extended evaluation and treatment while 

reducing inappropriate admissions and related health care costs (ACEP, 1993). 
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Noise levels, intoxicated and disruptive patients, and the hectic pace of a busy 

ED can be detrimental to quality patient care (Lenehan, 1993; Zun; 1990). The 

EDOU has the potential to improve quality of care by providing a comfortable 

and quiet place outside the main ED, in a setting more conducive to recovery. 

Additionally, social problems can be attended to in a more effective manner 

when there is not the pressure to make rapid dispositions, as is the case in 

most EDs (Zun, 1990). 

Health Care Costs 

Skyrocketing health care costs have created a focus on the outpatient 

arena of care. In an attempt to control costs, more conditions are being treated 

without using the acute care setting. Some conditions currently being treated on 

an outpatient basis at cost savings in some ED0Us are abdominal trauma, 

mild exacerbations of recurrent alcoholic pancreatitis, simple pneumothorax, 

evaluation of appendicitis, and acute asthma (Graff, Redford, & Werne, 1991; 

Henneman, Marx, Cantril, & Mitchell, 1989; Saunders & Gentile, 1988; Valle, 

Sullivan, Richardson, Bivins, & Tomianovich, 1988). A study of 250 hospitals 

that have EDOUs demonstrated that EDOUs are useful for patient care and 

cost containment (Yealy et al., 1982). 

Socioeconomic Factors 

Many socioeconomic factors have an impact on the use of the ED. The 

health care of increasing numbers of the country's sick, poor, young, frail 
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elderly, chronically ill, and socially bereft is absorbed by the ED, as many are 

without access to other resources (Donovan, 1995). The ED has traditionally 

served as a safety net for emergency and other health care needs due to a 

fragmented and under-funded health care system (Donovan). Environmental 

trends, legislation, socioeconomic issues, and poverty of social values have 

created new dynamics for all outpatient care delivery systems (Donovan). The 

impact is felt most significantly on the ED. Social problems of substance abuse, 

homelessness, and domestic and random violence all add to ED utilization 

rates. 

Continuing demands on emergency care resources for provision of primary 

care may be explained in economic terms (Barish & Doherty, 1995). The ED 

can be viewed as "a one-stop diagnostic, admitting and referral center for any 

patient at any time" (p. 676). The ED is the "middleman" between physician 

and hospital, compiling and interpreting comprehensive medical information that 

results in useful decisions for care. The ED is, in effect, a silent partner for 

countless physicians who can refer their patients to an ED at any time (Barish 

& Doherty). People may use ED's for three general reasons: (a) the ED is the 

appropriate site for assessment and treatment of emergent and urgent 

conditions, (b) other sources do not exist or are unavailable, and (c) ED's are 

convenient (Barish & Doherty). 
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The first reason is an appropriate use of ED services and is the basic 

reason for an ED's existence. Inaccessibility of other care and convenience 

are often interwoven and remain a common basis for utilization of the ED 

setting. Penchansky ( 1981) noted that access to care involves five factors: 

availability, accessibility, accommodation, affordability, and acceptability. EDs 

are available 24 hours a day, 7 days a week, and 365 days a year, while clinics 

and physician offices follow much more restrictive hours of business. Urban 

hospitals are frequently on a bus line, making them more accessible for the 

poor or the homeless. Accommodation and affordability are provided by EDs as 

they accept all patients, at least for screening examinations, regardless of 

crowded conditions, insurance coverage, or ability to pay. EDs offer some 

services that are not provided by family physicians, such as wound suturing, 

x-rays, and intravenous rehydration. This creates the image of EDs as more 

acceptable for a myriad of health problems in the patient seeking care. 

Availability, accommodation, affordability, and acceptability all lead to 

overcrowding in the ED and can create pressure to admit or discharge in order 

to accommodate waiting patients (Barish & Doherty, 1995). 

Access to Services Within the Hospital 

Hospitals also face difficulties from within the institution itself. Regional 

staffing shortages and hospital patient flow problems cause delayed access 

from ED to telemetry, critical care, and regular admission beds. With the 



20 

availability of new technology such as serial CK-MB band testing, Computerized 

Axial Tomography (CAT) scanning, and ultrasonic doppler testing, admissions 

may be averted, but at the cost of a prolonged ED length of stay for those 

patients requiring them, compounding the existing overcrowding issue. 

Donovan ( 1995) describes a departmental dilemma as it relates to the 

delicate balance of liability in physicians' practice versus admission costs for the 

borderline patient who may not meet diagnostic related grouping (DRG) criteria 

for admission, yet is clearly too sick for safe discharge. The EDOU can reduce 

the liability for the physician and the institution by allowing more time to make 

difficult disposition decisions, thereby allowing for more certainty of diagnosis 

while preventing admission costs {ACEP, 1993). 

Patient Satisfaction 

Patient satisfaction studies began appearing in the literature in the late 

1950's due to a growing awareness of the patient as a consumer of health care 

(Rempusheski, Chamberlain, Picard, Ruzanski, & Collier, 1988). Risser (1975) 

defined patient satisfaction with nursing care as an attitude that reflects the 

extent of congruence between what patients expect and their perceptions of the 

care actually received. Hinshaw and Atwood ( 1982) were the first to equate 

consumer satisfaction with patient satisfaction in the nursing literature. 

La Monica, Oberst, Madea, and Wolf ( 1986) defined patient satisfaction as the 

extent of agreement between patients' expectations and their perceptions of the 
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nursing care received. These definitions are similar and identify the concept that 

patient satisfaction is the degree to which patient expectations are met (Eriksen, 

1995). 

The focus on patient satisfaction continues today and is heightened by the 

competition for managed care contracts in today's health care climate. \1\/hile 

patient satisfaction cannot be the sole evaluation mechanism of quality of care, 

it is nevertheless an important dimension to consider in planning programs and 

in evaluating care (Rempusheski et al., 1988). Consumers of health care are 

often sophisticated and are seeking influence over their own health care future. 

Patients are becoming active participants in program development, hospital 

design and determinants of health care delivery styles (Nash et al. , 1994; 

Spitzer, 1988). Today's consumer is paying more out-of-pocket expenses for 

health care, and is asking more questions about appropriateness, cost and 

quality of health care services (DeBack & Waite, 1988). 

Some organizations are seeking patients' perceptions of their facility as a 

means of designing services to meet the expectations identified by the 

consumer. Expectations of the consumer influence whether, how soon, and 

how often they seek care, the provider they choose, and how satisfied they are 

with that care (McMillan, 1987; Ross, Steward & Sinacore, 1993; Thomas et al., 

1995). Generally, consumers define quality of care by their perceptions of 

physical and psychological comfort, because most consumers are not able to 
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differentiate skill levels between various staff members (Spitzer, 1988). 

Providers who are perceived as meeting the needs of patients are usually 

selected over other facilities (McMillan, 1987). To compete effectively, a facility 

must be able to offer services that are perceived by the consumer to be of high 

quality at a fair price. 

Patient satisfaction research is revealing that consumers' perspectives 

may differ from those of health care administrators and providers 

(Rempusheski, et al., 1988; Thomas et al., 1995). The multidemsional definition 

of quality of care includes the perspective that patients, consumers, providers, 

payers, and public entities all have interests in the provision of care rendered 

by health care providers and health care personnel (Institute of Medicine, 

1996). The challenge of combining the consumer viewpoint with professional 

practice standards is an important issue for nursing. Consumers have certain 

expectations about their care, and nursing now has the opportunity to explore 

those expectations and create a new consumer-provider relationship (Eck, 

Meehan, Zigmund, & Pierro, 1988). 

Patient satisfaction with care can be measured in a variety of ways, but 

not all of those ways are accurate (Verran& Mark, 1991 ). There may be 

problems with construct validity of the instrument , and often it appears that 

perceptions of quality of care, rather than patient satisfaction, is actually being 

evaluated (Verran & Mark). A further limitation of patient satisfaction as an 



outcome measure is that patients traditionally rate nursing care at high levels 

and this decreases the variability of responses needed for unbiased analysis 

(McMillan, 1987; Verran & Mark). Additionally, when, where, and how patients 

are asked for their opinion may influence response rate and bias of responses 

(Bond & Thomas, 1992). 

Statement of the Problem 
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The combination of issues related to ED overcrowding, socioeconomic 

factors, access to services, quality of care, and cost effectiveness of care 

results in crisis situations for EDs across the country. EDs are experiencing 

escalating patient volumes and workloads with overcrowding, prolonged waiting 

times and admission holdovers. The use of EDOUs is one attempt to 

de-escalate this crisis. Donovan (1995) forecasts little reprieve for the ED 

dilemma except in the redesign of care delivery, and describes the EDOU 

concept as the legacy of the future. The literature on EDOUs is largely 

authored by physicians. There is little, if any, reported research on patient 

satisfaction with EDOU care. 

Statement of Purpose 

The purpose of this research was to describe patient satisfaction with 

the EDOU and the cost of care in an EDOU in a hospital which was exploring 

alternate options to discharging or admitting patients in a limited time frame. 

The outcomes measured in this study were patient satisfaction with the EDOU 



24 

experience and actual cost of patient care in the EDOU as compared with the 

projected cost of a short stay hospital admission. 

Significance of the Study 

This study on patients' satisfaction with EDOU care will enhance nursing 

knowledge by describing patient satisfaction based on actual experience in the 

EDOU (N=24). The study of patient satisfaction is important because there are 

few, if any, studies in the literature describing patient satisfaction with EDOU 

care. For this unit to be incorporated into the health care delivery system at this 

hospital, both patient satisfaction and cost effectiveness must be demonstrated. 

Patients' perceptions of care in this unit are important in guiding the facility in 

the provision of quality care. A program aimed at reducing medical care costs 

will benefit the patient ultimately, through direct means (out of pocket costs) and 

indirect means (insurance premiums). The health care system benefits from a 

quality and cost effective program because of the prevalence of fixed price 

payment systems today (Schroeder, 1989). 

Nurses' commitment to people, along with their technical and cognitive 

experiences, give them a unique advantage in linking the needs of patients with 

the resources of the health care system (Fine, 1988). This study reflects an 

interest in the holistic, nursing approach to patient perceptions and satisfaction 

in a developing unit, and can contribute to nurses' awareness of patient 

satisfaction and cost issues. 



Summary 

Chapter One included background on ED0Us and rationale for such a 

unit in the ED, considering the current health care climate. The problem, 

purpose of the study, and significance of the study were presented. The 

purpose of this study was to describe patient satisfaction with the EDOU and 

cost of care in an EDOU in a hospital seeking to address alternate options to 

discharging or admitting patients in a limited time frame. 

25 

Trends in rising ED utilization, decreasing reimbursement for services 

rendered, and skyrocketing health care costs have been threatening the 

survival of hospitals. New and innovative methods of delivering quality and cost 

effective care is a mandate in today's health care market. The study hospital, 

affected by overcrowding and diverse socioeconomic factors, was exploring new 

health care delivery methods while maintaining or improving customer satis 

faction. The EDOU was one approach to increasing quality of care, satisfaction 

with care, and reducing costs. 
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CHAPTER TWO 

CONCEPTUAL FRAMEWORK AND REVIEW OF LITERATURE 

Chapter Two includes the conceptual framework for this study, its 

application to this study, and a review of literature on EDOUs, patient 

satisfaction, and cost of care. EDOU literature includes costs of care of EDOUs, 

along with advantages and disadvantages of EDOUs. The literature on patient 

satisfaction includes the importance of patient perceptions of their care and 

what variables are important to the consumer. Included in the literature on costs 

are cost savings realized by use of EDOUs and a resulting decrease of hospital 

admissions. Finally, the research questions and definition of terms are 

presented. 

Conceptual Framework 

The conceptual framework underlying this study was the Neuman Systems 

Model (Neuman, 1995). The model was chosen for its holistic and 

multidimensional characteristics relating to intrapersonal, interpersonal, and 

extrapersonal stressors that may affect patient's perceptions of care in an 

EDOU. Client perception of needs and client/care giver collaboration are 

important aspects of the Neuman Systems Model. 



27 

The Neuman Systems Model 

The model is based on two major components: stress and the reaction to 

stress (Neuman, 1995). The basic concepts of the Neuman Systems Model are 

nursing, client, environment, and health. 

Nursing. According to Neuman ( 1995), the goal of nursing is to 

facilitate optimal wellness for the client through retention, attainment, or 

maintenance of client system stability. Neuman emphasizes the clienUnurse 

relationship as being collaborative and active. The focus of nursing in the 

Neuman Systems Model is the maintenance of stability and the emphasis on 

prevention. Neuman (1995) has described three levels of prevention: (a) 

primary, (b) secondary, and (c) tertiary. Primary prevention is that action (for 

example, health promotion) required to retain client system stability and is 

selected when the risk of a stressor is known, but a reaction has not yet 

occurred. Secondary prevention is that action {for example, acute care 

intervention) required to attain system stability and is chosen when a reaction to 

a stressor has already occurred. Tertiary prevention is that action (for example, 

self care teaching) required to maintain system stability and is selected when 

some degree of stability and reconstitution has occurred following secondary 

prevention interventions. Of major importance is the observation that tertiary 

prevention leads back, in a circular pattern, towards primary prevention 

(Neuman). 
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Client . Client in the Neuman model is an interacting open system in total 

interface with both internal and external environmental forces or stressors 

(Neuman, 1995). Client can be an individual, family, or other group and is a 

"dynamic composite of interacting variables - physiological, psychological, 

sociocultural, developmental, and spiritual" (Neuman, p. 21). 

As shown in Figure 1, the client in the Neuman Systems Model is 

represented by a series of concentric rings surrounding the basic structure. 

The core is the client, and consists of basic survival factors such as normal 

temperature range and genetic response patterns (Neuman, 1995). The 

concentric circles around the core represent the flexible line of defense and the 

normal line of defense, which serve as protective mechanisms for the integrity 

of the basic structure. 

The flexible line of defense is depicted by the outer, broken circle 

surrounding the normal line of defense (Figure 1 ). The accordianlike nature of 

the flexible line of defense provides a buffer system and is the first line of 

defense in response to a stressor from the environment {Reed, 1995). As the 

flexible line of defense expands, more protection is afforded; as it contracts, 

less protection is available. The buffer ability of the flexible line of defense is 

related to the type, number, and strength of stressors. 

The normal line of defense is portrayed as the solid line that encircles the 

broken internal lines of resistance (Figure 1 ). The normal line of defense is the 



Figure 1 

Adaptation of the Neuman Systems Model 

Disruption of normal stable 
state due to illness/injury 

- - - - --
Further disruption due to unmet 
expectations of health care 

----

29 

Normal line of Defense 

Flexible Line of Defense 

Lines of Resistance 

Adapted from Neuman, 8. (1995). The Neuman Systems Model (5th ed.). CT: 

Appleton & Lange. 
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usual state of wellness of the client, the standard against which deviation from 

wellness can be determined (Neuman, 1995). V\/hen the flexible line of defense 

is penetrated by a stressor, the normal line of defense is contacted and a 

resulting reaction occurs. Typically, the client will show signs of instability or 

illness caused by the disruption of the normal stable state (Reed, 1995). The 

series of concentric broken rings surrounding the core are the internal lines of 

resistance (Figure 1). They contain certain factors ( such as activation of the 

immune response) that protect system integrity (Neuman, 1995). The internal 

lines of resistance are activated when a stressor has penetrated both the 

flexible and normal lines of defense. Effectiveness of the lines of resistance 

lead to reconstitution and system stability; ineffectiveness leads to energy 

depletion and death (Neuman). 

Environment. Environment is described as all internal and external 

factors or influences surrounding the client (Neuman, 1995). The internal 

environment consists of all forces internal to the defined client and consists of 

influences of an intrapersonal nature. (Neuman). The external environment 

consists of influences of an interpersonal or extrapersonal nature (Reed, 1995). 

The Created environment encompasses both the internal and . external 

environment and represents the client's unconscious mobilization of all system 

variables toward system integration, stability, and integrity (Neuman). 



Stressors are a part of the environment and may have positive or 

negative outcomes (Neuman, 1995). The types of stressors include 

intrapersonal stressors, interpersonal stressors, and extrapersonal stressors. 

lntrapersonal stressors are forces occurring within the boundary of the client. 

Those forces that occur outside the boundary of the client but at a proximal 

range, are defined as interpersonal stressors. Extrapersonal stressors are 

described as forces occurring outside the boundary of the client at a distal 

range (Reed, 1995). 
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Health. Health is viewed by Neuman ( 1995) as a continuum from 

wellness to illness, not merely an absence of disease. Wellness of the client 

depends on the actual or potential effect that stressors have on the lines of 

defense. V\/hen system needs are met, a state of wellness exists. Unmet needs 

can reduce the wellness state (Reed, 1995). 

Application of the Neuman Systems Model 

The specific components of the Neuman Systems Model used as a 

conceptual framework for this study are intrapersonal, interpersonal, and 

extrapersonal stressors that have an impact on the EDOU patients. 

lntrapersonal stressors can arise from the client's perceptions and expectations 

of health care. The resources of, and relationship with, caregivers are potential 

interpersonal stressors and may, in turn, affect the intrapersonal factors. 

Likewise, extrapersonal stressors may be the resources of, and relationship 
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with, the facility, which could affect both intrapersonal and interpersonal factors. 

Thus, the client's expectations of the caregivers and the facility can create 

displeasure (stress) or satisfaction (no stress). McMillan (1987) states that 

consumer satisfaction includes two factors: pre-consumption expectations, and 

post-consumption perception of the service's performance. Dissatisfaction (a 

stressor) results when performance is less than expected (McMillan, 1987). 

Knowledge of client expectations provides a facility with information that can 

be used to decrease stressors through provision of quality resources and 

relationships with health care providers. Potential stressors discussed in the 

literature include nursing care (intra personal and interpersonal), facility 

environment (extrapersonal), and psychological or social needs (interpersonal). 

The Neuman Systems Model focuses on gathering significant client data vital 

to determining the impact or possible impact of environmental stressors upon 

the client (Neuman, 1995). Decreasing stressors for the client could have a 

positive impact on enhancing satisfaction. Measuring patient satisfaction, as 

the degree of fulfilled client expectations of care and caregivers, will assist in 

determining the value of the EDOU for this facility. 

Extrapersonal stressors are also represented by health care costs 

resulting from the current method of health care delivery that affect the patient 

financially. Measuring costs of EDOU care compared with costs of short stay 

hospital admission will assist further in determining the value of the EDOU. 
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Out-of pocket costs for consumers are rising with the introduction of co

payments for ED visits and hospitalization. The patient eligible for EDOU care 

would not be liable for the co-payment for admission, because the EDOU is 

considered outpatient care. Additionally, if health care costs are addressed by 

this facility, the patient, the insurer, and the provider all benefit by reduced 

health care dollars spent. For this study, client was defined as the patient 

receiving care in a hospital's EDOU. The EDOU patient was considered the 

core, with stressors acting upon that patient. Stressors are defined as any 

factors of EDOU care perceived by the patient as not meeting their 

expectations. This study has attempted to evaluate the result of potential 

stressors for the patient by focusing on the degree to which the facility and staff 

are meeting patient expectations in the EDOU, as measured by patient 

satisfaction. The extrapersonal stressor of cost of care also was examined. 

Review of Literature 

The review of the literature includes research on effectiveness of EDOUs, 

patient satisfaction, and cost effectiveness. 

Effectiveness of EDOUs 

A number of studies have demonstrated the effectiveness of the EDOU in 

the treatment of a variety of clinical entities. Farrell ( 1982) conducted a 

retrospective review of the use of an EDOU over a 4 month period in order to 

analyze the types of patients admitted, the treatment provided, and to estimate 
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the savings generated by avoiding unnecessary hospital admissions. This study 

evaluated clinical presentations, length of stay, treatment, complications, and 

disposition of patients (N =57 4) admitted to the observation unit. Patients were 

admitted to the unit for a wide variety of problems, the most common being 

spontaneous abortion (D. =64), and abdominal pain (D. =60). Length of stay in 

the EDOU varied from 1 to 27 hours. The usual length of observation 

was between 3 and 6 hours (D. =200 patients). The most common treatment 

modality provided was IV fluid administration (n = 386 ). Complications while in 

the EDOU were limited to three minor blood transfusion reactions. Of all the 

patients, 75% were discharged to home, 21% were admitted to the acute care 

setting, 2% were sent to a physician's office, and 2% were referred to another 

facility . An estimated total of 210 hospital admissions (1 .7 per day) was 

prevented by use of the EDOU (Farrell). 

Zwicke, Donohue, and Wagner ( 1982) used a chart audit to determine 

the role of the EDOU in the treatment of acute asthmatics. Forty six patients 

with a primary diagnosis of asthma were examined and treated by the ED 

during the 4 month study period. Of these 46 patients, 37% (D. =17) were 

discharged home from the ED, 13% (D. =6) were admitted and 50% (D. =23) 

were observed in the EDOU. Thirty nine percent {n =9) of the observed patients 

required hospitalization, and 61% (D. =14) were discharged to home after 

observation and symptom management in the EDOU. The length of time in the 
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EDOU ranged from 3-36 hours (M = 20.2). Only one patient was found to 

rebound following discharge from the EDOU. One complication was noted: one 

patient required endotracheal intubation and assisted ventilation due to 

respiratory failure. Some of the conclusions of this study were: {a) The EDOU is 

an appropriate alternative for the asthmatic patient who fails to respond to ED 

therapy and is not ill enough to be immediately admitted to the hospital; {b) The 

EDOU is safe, because immediate changes in patient status can be observed 

and evaluated, and appropriate interventions instituted with the backup support 

of the entire ED nursing and medical staff at all times; and {c) The EDOU is 

less costly because it decreases hospital admissions. 

In another study, Saunders and Gentile {1988) retrospectively reviewed 27 

consecutive admissions to the EDOU for exacerbation of previously 

documented recurrent alcoholic pancreatitis to determine whether EDOU 

treatment of this entity is efficacious and cost effective. Of the 27 patients with 

this diagnosis admitted to the EDOU, 52% {n = 14) improved sufficiently to be 

discharged in less than 24 hours after a mean duration of observation for 14.4 

hours. The other 48% (n = 13) required hospitalization, with an average length 

of stay of 7.5 days. There were no complications found in either group, 

although the authors state that follow up data were incomplete. This 
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retrospective study demonstrated that in patients with mild attacks of alcoholic 

pancreatitis, an initial period of observation and treatment may decrease 

unnecessary hospitalizations. 

Treatment of simple pneumothorax was investigated by Vallee, Sullivan, 

Richardson, Bivens, and Tomianovich from November 1985 to January 1987 

(1988). Patients were considered eligible for the study if they were at least 16 

years old and had a simple pneumothorax demonstrated on anteroposterior and 

lateral chest radiograph. Exclusions to the study were tension pneumothorax, 

hemothorax, hydrothorax, empyema, pneumothorax complicated by 

cardiopulmonary instability, or presence of associated injuries requiring surgery 

and/or mechanical ventilation. During the 14 month study period, 36 patients 

met criteria, while one was withdrawn due to an incomplete medical record, 

leaving a total of 35 patients. The age of the study population ranged from 17 

to 62 years of age (M= 35). Fifty nine percent of the patients (n = 22) were 

treated successfully with simple catheter aspiration and discharged from the 

ED. The remaining 41 % required more complex care. Of the 59% treated with 

aspiration and discharged, two returned with recurrence of pneumothorax. This 

study demonstrated the ability to treat and discharge patients with simple 

pneumothorax from the ED after a period of observation. 

Henneman, Marx, Cantrell, and Mitchell (1989) investigated management 

of abdominal trauma in the EDOU. In this retrospective record review of 



patients with significant blunt or penetrating abdominal trauma and a negative 

diagnostic peritoneal lavage (N = 230), eighty one percent were discharged 

from the EDOU after 12 hours of observation (n =188). Five of the study 

patients were admitted to intensive care beds, 32 were admitted to ward beds, 

and the remaining 5 left against medical advice (n=3) or were transferred to 

another hospital (n=2). There were no reported significant complications in the 

188 patients discharged from the EDOU. This study supports the proposition 

that selected patients with abdominal trauma and a negative diagnostic 

peritoneal lavage can be managed safely in the EDOU. 
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The objective of another retrospective study was to examine patients with 

abdominal pain for changes in probability of appendicitis during EDOU stay 

(Graff, Radford, & Werne, 1991 ). During the one year study period, patients 

(N =252) with abdominal pain were examined under short term (10.4 hours) 

observation for the probability of appendicitis. This study used an appendicitis 

scoring mechanism for evaluating the need for appendectomy in patients with 

abdominal pain. Appendicitis probability after observation increased from 50% 

to 65% in patients with appendicitis and decreased from 35% to 22% in patients 

without appendicitis. Graff et al. concluded that for patients with intermediate 

initial probability of appendicitis, the EDOU improved the ability to distinguish 

patients with appendicitis from those without appendicitis. 
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Gaspoz, Lee, Cook, Weisberg, and Goldman (1991) evaluated outcomes 

of patients admitted to an EDOU to "rule-out" myocardial infarction-(MI). Of the 

512 consecutive admissions to the EDOU with low probability Ml, 83% (n =438) 

were discharged home without evidence of acute Ml or serious complication. 

Mean length of stay in the EDOU was 1.2 days (median= 1 day). There were 

no deaths and only one serious complication occurred in the EDOU. 

Seventeen percent (n =87) patients were admitted to the hospital and the rate 

of acute Ml for the total group was 3% (n =15). Follow up was carried out 6 

months later on 98% of the 488 patients who accounted for the 512 

admissions. Cardiac survival rate was found to be 99% for patients discharged 

home directly from the EDOU. This study concluded that the EDOU is safe and 

adequate for ruling out acute Ml in a defined subset of patients (Gaspoz et al.). 

Yealy, DeHart, Ellis, and Wolfson ( 1987) conducted a telephone survey of 

observation beds in the United States. Among other data, information was 

sought regarding the advantages and disadvantages of EDOUs as perceived by 

their directors. Advantages and disadvantages of these units, as perceived by 

their directors, appear in Table 2. The data are listed in order of the frequency 

of response. The major advantages reported were higher quality of care and a 

decrease in costs (Yealy, et al.). 



Table 2 

Advantage and Disadvantages of Observation Units 

Advantages 

Higher quality of care 

Lowers overall health care costs 

Eases burden on ED if well staffed 

Prevents unnecessary admissions 

Improved emergency physician skills 

Allows more accurate diagnosis 

Decreases liability 

Disadvantages 

Divides emergency physician's attention 

Increases emergency physician's responsibility 

Can become a dumping ground 

Provides little reimbursement for physician 

Occasionally impedes ED flow 

Increases need for staff and space 

Allows procrastination 

Yealy, 0., DeHart, 0 ., Ellis, G., & Wolfson, A., (1989). A survey of observation 

units in the United States. American Journal of Emergency Medicine, 7, p. 578 
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In summary, the literature supports the effectiveness and quality of the 

EDOU in caring for a wide range of clinical conditions without significant 

complications. Many patients with selected medical conditions can be safely 

treated as outpatients in the EDOU, thereby preventing costly inpatient 

admissions. 

Patient Satisfaction 
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Various aspects of ED care have been studied for level of patient 

satisfaction levels with care. Some of these aspects are: (a) nursing care, (b) 

information provided, (c) ancillary staff, (d) environment, (e) waiting times, and 

(f) compassionate care (Booth, Harrison, Gardener & Gray, 1992; Bursch, 

Beezy & Shaw, 1993; Krishel & Baraff, 1993; Lewis & Woodside, 1992; 

Redelmeier, Molin & Tibshirani, 1995). The literature on patient satisfaction is 

discussed in this section. 

Care and service factors. Lewis and Woodside ( 1992) studied patient 

satisfaction levels with nursing care, ancillary personnel, and ED environment. 

Every fifth patient who registered during 24 predetermined day, evening, night, 

and holiday shifts received a questionnaire. Of the 200 questionnaires 

completed, 48 did not respond to questions regarding nursing care (n = 152) 

and all responded to other aspects of the ED visit (N =200). The components 

of nursing care found to have the highest ratings of unsatisfactory responses 

were: (a) concern for those with patient (12.6%), (b) explanations given about 
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patient's condition (9.8%), (c) concern for patient privacy (8.6%), (d) ease of 

obtaining a nurse when needed (8.6%), (e) recognition of individual qualities 

and needs of patient (8.6%), and (f) made a difference in how patient felt 

(8.2%). The conclusions from this part of the study indicate that patients want 

attentive nursing care that protects their privacy, recognizes their individuality, 

and includes significant others in information giving. The authors state that 

patient satisfaction with ancillary personnel and ED environment were high, 

although no figures were given. Additionally, no information was given on 

questions that elicited this information. One major area of dissatisfaction 

(22. 5%) found by Lewis and Woodside ( 1992) was the ED was length of wait. 

Waiting times for ED care were also investigated by Booth, Harrison, 

Gardener and Gray (1992). In the latter study, questionnaires were received 

from patients (N =342) and then correlated with timing slips that staff filled out. 

Two hundred forty of these questionnaires could be correlated with staff timing 

slips (n =240). The objective mean overall waiting time correlated significantly 

(Q <0.001) with subjective opinions by patients on the reasonableness of their 

waiting times. Target time was the time in which at least 75% of patients 

regarded the waiting time as excellent or good. Minimum standard was defined 

as the time in which at least 75% of the patients regarded their waiting time as 

excellent, good or reasonable. Despite the statement that medical and nursing 

staff felt waiting times were not excessive prior to the study, the results showed 
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that 38.3% of patient perceptions of wait met the target standard, and 65.4% 

met the minimum standard set in this study. The importance and value of 

patient perceptions rather than staff perceptions is demonstrated by this study. 

Consumer input is vital to quality health care provision. 

Bursch 1 Beezy and Shaw ( 1993) measured patient satisfaction in ED 

patients (N =258) by means of a telephone survey after their ED visit. Of the 14 

variables measured, regression analysis revealed the five most important 

variables in patient satisfaction were: (a) amount of time before being cared for 

in the ED, (b) patient ratings of how caring the nurses were, (c) how organized 

the ED staff were, (d) how caring the physicians were, and (e) satisfaction with 

the amount of information given to them (Q<0.001 on all variables). This study 

suggests that patients want prompt, effective, informed and caring services from 

an ED. 

Information given to patients on arrival and describing ED function and 

patient evaluation time can enhance patient satisfaction (Krishel & Baraff, 

1993). An information sheet was developed by an ED to address concerns and 

anxiety about what was going to happen to them as well as the reasons why 

their ED stay might be prolonged. The information sheet was distributed on 

alternate days to all ED patients. Those not receiving the information served as 

controls. Immediately after discharge instructions were given, a research 

assistant administered a satisfaction survey (N =200). Overall satisfaction rates 



(good or excellent ratings) for the information group were 64 % and for the 

control group were 35%. The authors concluded that information giving had a 

significant impact on patient perceptions of the quality of care and overall 

satisfaction. 
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Psychosocial factors. Redelmeier, Molin and Tibshirani { 1995) 

investigated compassionate care for the homeless provided by an ED to test 

whether compassionate care, by increasing patient satisfaction, can alter 

subsequent use of ED services. One hundred thirty three consecutive homeless 

adults who were not psychotic, extremely intoxicated, unable to speak English, 

or medically unstable were studied. The researchers randomly assigned half of 

the sample to compassionate care and the other half served as a control 

group. Compassionate care was provided by volunteers and included 

establishing rapport, listening attentively, and sharing opinions. Encounters were 

often multiple and did not interfere with medical care. The control group had no 

interaction with volunteers. Prior to the intervention, the rate of ED use was 

high in this population, with an average of 7 visits per year {0-60 per month). 

More than a third had made 2 or more visits within 2 days of each other. After 

compassionate care intervention, the average visits were significantly lower {0-

43 per month, Q<0.018). Regression analysis demonstrated a one-third 

reduction in the return visits in one month. Conclusions of this study are that 

compassionate management of selected homeless adults decreases repeat 



visits, because patients tend to return frequently until they are satisfied with 

their treatment. 
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In summary, patient satisfaction literature indicates that the consumer of 

health care wants timely, informed, and compassionate care delivered in an 

environment satisfactory to the consumer. This care must also offer privacy and 

inclusion of significant others in care, disposition, and follow up, in order to 

satisfy the consumer. 

Patient Satisfaction Instruments: 

Many patient satisfaction instruments exist (Bethel & Ridder, 1994; 

Eriksen, 1995; Hinshaw & Atwood, 1981; Lamonica, Oberst, Madea, & Wolf, 

1986; Risser, 1975). An early instrument by Risser ( 1975), the Patient 

Satisfaction Index (PSI), is a 25 item questionnaire designed to identify three 

aspects of patient satisfaction with nurses and nursing care in an outpatient 

setting: (a) technical-professional factors, (b) trusting relationship, and (c) 

education relationship. This instrument was later revised by Hinshaw and 

Atwood ( 1981) to address patient satisfaction with nurses and nursing care in a 

hospital setting. Reliability of the revised PSI instrument was reported to be 

satisfactory and stable for each of the subscales, with moderate to strong 

validity (Hinshaw & Atwood, 1981). LaMonica, Oberst, Madea, and Wolf (1986) 

conducted three studies to develop and test an instrument, also a revised form 

of the PSI, to measure hospitalized patients' satisfaction with nursing care. 
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These studies utilized instruments consisting of 50, 42, and 42 items 

respectively. The authors identified three new factors: (a) dissatisfaction, (b) 

interpersonal support, and (c) good impression. Bethel and Ridder (1994) used 

the 25 item PSI to evaluate patient satisfaction before and after work redesign 

focused on patient-centered care. 

After an extensive search, one instrument specific to ED was found. 

Davis ( 1988) developed a patient satisfaction instrument specific to ED care, 

and conducted a study to determine the reliability and validity of the 

Emergency Department Consumer Satisfaction Scale (EDCSS) for measuring 

consumer satisfaction with emergency department nursing care. Subjects for 

the study consisted of community patients (D. =97) who had received care in an 

emergency department and patients (D. = 137) who were being discharged from 

a hospital emergency department. The EDCSS is a 29 item Likert type scale 

with responses ranging from "completely agree" to "completely disagree". 

Findings of this study were that factor analytic procedures failed to support the 

existence of the three subscales initially conceptualized for the EDCSS. Four 

factors emerged, which were labeled Psychological Safety, Discharge Teaching, 

Information Giving, and Technical Support. The instrument was then revised 

and named the Davis ED Consumer Satisfaction Scale (DECSS), The DECSS 

demonstrated an alpha coefficient of . 92. The Psychological Safety subscale of 

the DECSS produced a reliability alpha coefficient of . 92, while the Discharge 
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Teaching, Information Giving, and Technical Competence subscales 

demonstrated alpha coefficients of .93, .67, and .75, respectively. Conclusions 

of the study were that, while further testing of the DECSS for construct validity 

was needed, the instrument was acceptable for clinical use(Davis). The main 

advantage to this instrument is it's specificity to emergency department patient 

satisfaction. The disadvantage is it's length (29 items). 

A consumer satisfaction instrument, the Patient Satisfaction with Nursing 

Care Index (PSNCI), was developed by Eriksen (1988) and reviewed in 1995 

(Eriksen). The initial version consisted of 34 items measured on a Likert type 

scale to determine patient satisfaction (Eriksen, 1995). Two of the items on the 

original scale were reworded, items pertaining to professional standards of 

competency were deleted, and new items related to reliability and appearance 

of the nurse were added. Further testing of the instrument was done and it 

was revised to a 15 item questionnaire. These results have not yet been 

published (Eriksen). Testing of this scale revealed reliability alpha coefficients at 

.93 and .94, and the factor loadings of the individual items were all .70 or 

above. Thus, there is evidence for reliability and validity of the instrument 

(Eriksen, personal communication, February 23, 1996). The advantages of this 

questionnaire include it's relative brevity (15 items) and it's availability in both 

English and Spanish. 
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The two most appropriate for this study are the DECSS (Davis, 1988) 

and the PSNCI (Eriksen, 1988). Eriksen's instrument was chosen fer it's brevity 

and because a Spanish translation is available for use in this study. 

Cost Effectiveness of the EDOU 

As health care costs continue to rise, health care providers are concerned 

with programs that achieve desired results and are effective in using resources 

to obtain those results. A program's cost effectiveness is scrutinized as closely 

as its outcomes, before approval for instituting the program on a long term 

basis. Costs of care for EDOU care were, therefore, established early on in the 

history of EDOU's. Several studies that examined clinical conditions appropriate 

for EDOU went on to analyze cost effectiveness of EDOU care. 

Vallee et al.(1988) reported the cost effectiveness of treating simple 

pneumothoraces with catheter aspiration in the EDOU. Other methods were 

more costly as they required hospitalization. This study showed the following 

total costs of four different methods of treating pneumothoraces: (a) catheter 

aspiration therapy - $868, (b) Heimlich valve therapy - $2,884, (c) Heimlich 

valve with suction - $3,028, and ( d) tube thoracostomy - $6,402. The costs per 

treatment modality included the ED fee, equipment charges, hospital costs, and 

chest radiograph costs. The authors reported 59% (n =22) of all 

pneumothoraces were successfully treated by catheter aspiration and 

discharged, resulting in a significant cost savings to the facility and insurer. 
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EDOU use for abdominal trauma has likewise proven to be cost effective. 

Henneman et al. ( 1989) evaluated patients (N =230) with abdominal trauma 

and negative diagnostic peritoneal lavage managed in an EDOU 81 % (n = 187) 

of whom were discharged after observation without complications. If an EDOU 

had not been available, all 230 patients would have required admission 

(Henneman et al.). At the time of this study (1984), the cost of 12 hours in the 

EDOU was $100, whereas the cost of a ward bed or intensive care unit (ICU) 

bed for less than 24 hours was $147 and $359, respectively (Henneman et al.) . 

The cost of admitting all patients who did not leave against medical advice (n = 

225) to an ICU bed was calculated at $80,775. Managing this same number 

initially in the EDOU, with ultimate ward admission for 33 patients and ICU 

admission for 5 patients, resulted in a total cost of $29,446, a potential savings 

of $51,329. 

Zwicke, Donohue, and Wagner (1982) analyzed costs of treatment for 3 

asthmatics treated in the EDOU and 3 asthmatics treated as inpatients. This 

study showed that a large number of asthmatics (50%) can be treated for about 

one-third the cost of an inpatient hospital admission ($459 for EDOU stay, 

$1348 for hospital admission of 3.3 days). 

Recurrent alcoholic pancreatitis is yet another condition shown to generate 

cost savings if treated in the EDOU. Saunders and Gentile (1988) found that 

50% of patients with this diagnosis could safely be treated and discharged from 



an EDOU. The authors reported that a randomly selected group of patients 

directly admitted to the hospital with the diagnosis of recurrent alcoholic 

pancreatitis had an average length of stay of 5.8 days. Average length of stay 

in the EDOU was 14.4 hours. This decrease in hospital admissions has great 

potential for cost savings. 

49 

Farrell (1982), in a retrospective review of patients (N =574) admitted to 

an EDOU with 65 different clinical presentations, also found the EDOU to be 

cost effective. The author estimated a total of 210 hospital admissions (1.7 per 

day) were avoided by use of the EDOU. At the time of the EDOU care, a ward 

bed per day was $184 and an ICU bed per day was $414. Without an EDOU, it 

was estimated that 88 of the EDOU patients would have been admitted to ICU 

for one day and a ward bed for one additional day. The remainder of the 21 O 

admissions avoided would have been to ward beds for an average of 2 days. 

Total savings from avoided admissions in this 4 month period were estimated at 

$97,520, or more than $290,000 per year. 

Deleon, Farmer, King, Manternach, and Ritter (1989) evaluated care and 

cost of patients( N =495) admitted to an EDOU with chest pain suggestive of 

acute Ml but without diagnostic electrocardiogram changes. Three hundred 

twenty seven of these patients were discharged from the EDOU, after a mean 

length of stay of 11.1 hours, without complication. At the average cost of $3,103 

for a 3 day admission of a non- Ml patient, the 327 patients discharged from 



the EDOU would have incurred hospital costs of $1 ,014,681. Treating the 327 

patients in the EDOU ($598 per patient) resulted in a total hospital cost of 

$195,547, representing a savings of $819,135 (80% reduction in costs). 
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An additional study that assessed potential cost savings of the ED 

diagnosis of acute Ml and other myocardial ischemia by using a 9 hour EDOU 

period in two hospitals demonstrated cost effectiveness of the EDOU (Hoekstra 

et al., 1994). The EDOU patients (n =333) at hospital 1 were compared with 

concurrent controls (n = 55) who were admitted directly to the hospital to 

evaluate for acute Ml. None of the control patients developed an acute Ml 

during the hospitalization. The mean charge for EDOU patients discharged 

(n =257) was $1,368 compared to $3,957 for control patients. Hospital 2 

showed cost of care for EDOU patients discharged (n = 32)) as $1,275, with 

control group (n = 17) cost as $3,961 . Mean charges for EDOU workup were 

approximately $2,600 less at hospital 1 and $2,700 less at hospital 2 than the 

control groups. Significantly lower hospital charges related to evaluation of 

chest pain were demonstrated at both facilities. Additional cost savings 

accrued in this study, but difficult to document, resulted from decreased use of 

ancillary services, such as laboratory and radiology. Combing these costs with 

measurable hospital costs demonstrates the cost effectiveness of the EDOU. 

Use of an EDOU as an integral part of a hospital's health services was 



documented to be more cost effective than any other alternative (ICU versus 

intermediate care versus ward bed) (Deleon et al., 1989). 
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In summary, review of the literature on EDOUs substantiates the cost 

effectiveness of the EDOU, largely through prevention of costly inpatient 

hospital admissions. The EDOU has been useful in cost containment efforts in 

today's health care setting. No studies were found in the literature that 

investigated both patient satisfaction and costs of care. 

To summarize the review of the literature overall, there have been studies 

on clinical conditions treated effectively and safely in the EDOU and studies on 

costs of care of certain clinical conditions. There was no reported research 

describing patient satisfaction with EDOU care. 

Research Questions 

Research questions for this study were: 

1. What is the degree of patient satisfaction with EDOU stay? 

2. What is the degree of patient satisfaction with EDOU care environment? 

3. What is the difference in charge for EDOU stay and for short 

stay/observation admission charge for the same length of stay? 

Selected extraneous variables were analyzed to determine their relationship 

to patient satisfaction with EDOU care. 
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Definition of Terms 

The terms used in the research questions are defined in this section of the 

chapter. 

Patient satisfaction: perceptions of how well consumer expectations of care are 

met, as measured by score on Patient Satisfaction with Nursing Care Index. 

Emergency Department Observation Unit (EDOU) stay: time period, in hours, 

SRent as a patient in an observation unit in an ED. 

Patient satisfaction with EDOU care environment: consumer perception of the 

physical aspects of the EDOU as measured by score on EDOU Environment 

Questions. 

Charge for EDOU stay: the hourly charge rate predetermined by the facility 

Charge for short stay/observation hospital admission: the daily room charge 

plus an hourly observation fee determined by the facility 

Short stay hospital admission: an inpatient hospitalization stay of less than 24 

hours. 

Summary 

Chapter Two included conceptual framework and the review of literature 

on EDOUs, patient satisfaction, and cost of care. The research questions and 

definition of terms were presented. EDOUs' have been shown to be a safe 

and effective method of health care delivery. Costs of health care can be 

decreased for selected clinical conditions by use of such a unit. Cost of care for 
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EDOUs for a variety of clinical conditions requires further study. Patient 

satisfaction with EDOU care has not been studied and needs to be

investigated. Of all the patient satisfaction instruments reviewed, the PSNCI and 

the DECSS were the most appropriate. The PSNCI was chosen for this study 

because the advantages of its brevity and its availability in the Spanish 

language outweighed the advantage of an emergency department specific 

instrument. . The Neuman Systems Model is an appropriate conceptual 

framework to study patient perceptions of care as they relate to intrapersonal, 

interpersonal and extrapersonal stressors. 



CHAPTER THREE 

METHOD 
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Chapter Three includes the research design, the setting and sample, data 

collection procedure, instruments and plan for data analysis. Protection of 

human subjects is also addressed. 

Research Design 

The study design was descriptive. The group condition was EDOU care. 

The outcome variables were patient satisfaction with care and cost of EDOU 

care. 

Setting 

The setting for this study was a local not for profit community hospital of 

393 beds. The ED in this facility is a 30 bed department, including the two bed 

EDOU, and the monthly census for the ED and EDOU combined is 

approximately 4,200. The EDOU was a newly developed service instituted in 

July, 1996. Prior to its inception, a committee comprised of ED medical director, 

ED director, ED manager, ED staff nurses, and a quality assurance (QA)/ 

utilization review (UR) representative, formulated criteria for admission, policies, 

procedures, staffing issues, length of stay limits, discharge criteria, and QA/UR 

design for the EDOU. The EDOU was staffed, at all times, with one ED patient 

care technician (PCT). If the patient required cardiac monitoring, the PCT 

assigned to the unit must have successfully completed the cardiac monitoring 
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course at the facility. The designated ED registered nurse (RN) assessed all 

patients at least every two hours, and more frequently, if needed, dependent on 

the patient's condition. The unit was equipped with stretchers, cardiac monitors, 

chairs, tables; oxygen, suction, call lights, code arrest signal system and a code 

cart. Additional amenities were soft lighting, individual reading lights, television, 

and educational material on a variety of medical conditions expected to be 

treated in the EDOU. 

Sample 

The potential sample for this study consisted of the total population 

admitted to the EDOU over a two month period of time, thus making it a 

convenient sample for the year. Thirty patients received care in the EDOU 

during the study period. Two patients took the questionnaire home to complete 

and did not return the instrument. Four patients chose, for reasons unknown to 

the researcher, not to participate in the study. Due to time constraints of the 

study period, (two months), the total number of subjects (N=24) was less than 

anticipated. 

Criteria for inclusion in the sample of EDOU patients were: 

(a) treatment received in the EDOU, at the order of the ED physician, after 

initial medical management in the ED, 

(b) 18 years of age or older, 
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( c) medically stable patients as determined by stable vital signs, and 

(d) able to give consent, in English or in Spanish, to participate in the study. 

Data Collection Procedure 

The researcher arranged with the EDOU staff for their assistance in 

implementing the protocol for the research. Participation was requested at or 

near the time of discharge of the patient to avoid interfering with patient care 

and to assure that the patient was medically stable. Data were collected for 

patient demographic data, satisfaction, and perception of environment by use of 

a questionnaire distributed by the investigator or staff at the facility. Staff 

nurses assisted in completion of the questionnaire only if the patient requested, 

but reminded the patients that the opinions must be theirs. The investigator 

discussed the research project at a unit meeting to elicit support from the staff, 

assuring that all potential patients were asked to participate in the study. 

Additionally notices were posted in the EDOU and the ED to remind staff of the 

study. Initially, subject accrual was slow, due to low utilization of the EDOU. 

Questionnaires were printed in English and Spanish because Spanish is the 

primary language for a number of the clientele at the facility. English language 

(.o.=22) and Spanish language (n=2) questionnaires were completed. Each 

completed questionnaires was sealed in a blank envelope and then placed in a 

locked box on the unit to which only the investigator had access. 
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Instruments 

Demographic Questionnaire 

A five item demographic questionnaire was used to obtain information on 

age, gender, ethnicity, approximate number of previous visits to this ED, and 

approximate number of visits to other EDs (Appendix A). A process of 

translation and back translation (Brislen, 1970; Chapman & Carter, 1979) was 

used to establish the final version of this questionnaire. Translation was done 

by bilingual staff at the University of Arizona. 

Patient Satisfaction Questionnaire 

Two instruments were considered for use in this study, the DECSS (Davis, 

1988) and the Patient Satisfaction with Nursing Care Index (Eriksen, 1988). 

Upon careful comparison of these instruments, the researcher determined that 

the same concepts were covered in both and the brevity of the Eriksen scale 

outweighed the benefits of using the ED specific, but much longer, DECSS 

scale. Rationale for this decision was based on experience gained from 15 

years of emergency nursing. The decision was founded on the belief that, by 

the time of disposition, most patients were eager to be discharged and 

maximum participation would be best assured through the use of a less 

extensive scale. A second reason the Eriksen scale was chosen is that the 

scale is available in English and Spanish. The questionnaire was printed in 

English on one side and Spanish on the other side, to encourage participation 
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of Spanish speaking patients in the study. A process of translation and back 

translation had been used to develop the Spanish version of the questionnaire . 

The Patient Satisfaction with Nursing Care Index (PSNCI) (Eriksen, 1995) 

was the instrument used to obtain information on patient satisfaction (Appendix 

B). The researcher obtained permission from the author (Appendix C) to use 

the instrument in the study. The items on the PSNCI reflect satisfaction with 

dependability, responsiveness, information giving, empathy, and tangibles. The 

instrument is a 15 item self-administered questionnaire on which patients rate 

the degree to which experience with nursing care did or did not meet their 

expectations. Responses are rated on a O - 6 Likert type scale, with O 

signifying "not met at all" and 6 being "way beyond expectations". A total scale 

score is obtained by adding the responses, with a possible range from O - 90. 

Additionally, after the 15 items, the instrument includes a question on overall 

rating of satisfaction with nursing care. 

Previous testing of this scale revealed alpha coefficients of .93 and .94, 

indicating internal consistency reliability. A factor analysis was done with factor 

loading of the individual items at .70 or above, indicating evidence for construct 

validity of the instrument (Eriksen, 1995). For this study, an alpha coefficient of 

.99 indicated internal consistency reliability of the PSNCI. This is an acceptable 

level of reliability (Nunnally, 1978), although it is quite high, probably because of 



the small sample size and the large number of items on the instrument, and 

possible redundance in items. 

EDOU Environment Questions 
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Two additional items were added at the end of the Patient Satisfaction 

with Nursing Care Index because the staff at the study hospital wanted specific 

ratings of the physical environment by EDOU patients (Appendix D). The 

questions address : (a) "The room I was in", and (b) "The noise level in my 

room". These items were rated on the same scale as the original instrument. 

Scoring of these two items was done separately from the scoring on the Patient 

Satisfaction with Nursing Care Index. 

The translation of the Demographic Questionnaire and EDOU 

Environment Questions for the study was accomplished according to guidelines 

in the literature. The effect of ethnicity on the relevance and definition of a 

construct necessitates an accurate translation of an instrument into the target 

language (Ferketich, Phillips, & Verran, 1993). The most common and highly 

recommended procedure for translating is back translation (Brislen, 1970; 

Chapman & Carter, 1979). Steps for development of culturally appropriate 

measures of phenomena include translation, back translation, comparison of the 

forms, revisions as needed, and a pilot test of the developed form. 

Initially, the translation is done by a person fluent in the target language. A 

second person, also fluent in the language, is then asked to back translate into 
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the source language. Next, a comparison of the forms is made to verify that the 

content and concepts remain equivalent. Revisions, as needed, are made 

through repetition of this process (Jones & Kay, 1992). 

This researcher asked a bilingual lay person whose primary language is 

Spanish to translate the items on the demographic Questionnaire and the 

EDOU Environment questions into Spanish. Next, this form was back translated 

into English by a second bilingual lay person whose primary language is 

Spanish. The researcher then compared the original English form and the back 

translated English form for equivalence of content, determined that they were 

equivalent, and used the final product in the study. 

This study constitutes a pilot study of the newly translated items. For the 

purpose of this study internal consistency reliability of the two EDOU items was 

done by conducting an additional separate reliability estimate of the PSNCI with 

the two EDOU items included. An alpha coefficient of .9915 indicated internal 

consistency reliability. 

Cost Data: 

At the study facility, short stay/observation patients accrue a daily room 

charge along with an hourly rate for observation status. The business office at 

the study hospital provided the researcher with: (a) the standard daily room rate 

plus the hourly charges for short stay/observation patients, and (b) the hourly 

charge for EDOU patients. The EDOU charge was established prior to the 
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inception of the EDOU and had been used in prior years as an ED Observation 

charge for ED patients held for prolonged periods of time in the ED. Prior to 

the inception of the EDOU, most, if not all, of the EDOU patients would have 

been admitted to the hospital as short stay/observation patients. Therefore this 

cost comparison is valid and important to the viability of the EDOU. 

All projected costs discussed in this study include only the daily room 

charge, if any, and the hourly observation charge. No ancillary testing, 

pharmaceuticals, or physician charges were included. 

The facilitiy's patient mix includes capitated contracts, Health Maintanence 

Organization (HMO) contracts, commercial or fee for service plans, Arizona 

Health Care Cost Containment System (AHCCCS) contracts, and uninsured 

patients. Because of this mixture, not all plans are billed for actual services 

rendered. Some plans pay a predetermined rate, some pay fee for service, and 

some are reimbursed under the monthy payment for capitated care. The patient 

charges are acrrued and entered into the billing system, whether the insurer 

receives a bill or not. According to Suzanne Johnson, Cost Accounting 

Coordinator for the study facility, the charges are also used to enable the 

hospital to cost out patient care and is valuable in negotiating contracts 

(personal communication, October 7, 1996). This information on costs and 

charges is relevant for this study because it clarifies the need to examine costs 

of care, for institutions with various payer types. 
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Data Analysis 

Summary descriptive statistics were used to describe the subject's age, 

gender, ethnicity, and previous ED use. Indices of central tendency and 

dispersion were obtained for age, previous ED use, and of scores on the 

PSNCI and the EDOU Environment Questionnaire. Pearson's Product Moment 

Correlation coefficients were used to determine the relationship between 

patients' ages and degree of satisfaction, as measured by the score on the 

PSNCI. 

The charge per case of EDOU care was determined. Charges for EDOU 

patients were calculated using the hourly rate established for the EDOU, 

multiplied by the hours of stay. The researcher then calculated, for each EDOU 

patient, projected charges that would have been accrued, had that patient been 

admitted to the hospital under the short stay/observation status and stayed for 

the same length of time. In both cases, times were rounded to the nearest hour 

and charges were rounded to the nearest dollar. Differences between charge 

per case of EDOU care and the projected charge that the same patients would 

have accrued as a short stay/observation hospital admission were then 

analyzed by a t-test for paired two tailed samples. A statistical computer 

program (SSPS) was used for all data analysis. Level of significance for this 

study was set at p< . 05. 
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Protection of Human Subjects 

This study was submitted for review and was approved by The University 

of Arizona Human Subjects Committee (Appendix E). The study proposal was 

also submitted to the Research Committee at Carondelet Health Care and was 

approved (Appendix F). Questionnaires were distributed at or near time of a 

patient's discharge to minimize the perception that responses could alter the 

care received and to prevent the study from interfering with treatment in 

progress. 

The researcher gave all participants a disclaimer letter stating that there 

were no immediate gains or risks, and that their participation was voluntary 

and would, in no way, affect their care (Appendix G). They were informed that 

they could ask questions about the study at any time, their questions would be 

answered, and that they could discontinue their participation if they desired. 

Participants were informed that by agreeing to be in the study, they were also 

giving the researcher permission to view their medical record to obtain their 

diagnosis. They were also assured of confidentiality. 

Information on cost of care was obtained through the use of business 

office computers with no patient identification attached. No names were 

requested on the questionnaires. Completed questionnaires were sealed in an 

envelope and placed in a locked box to which only the researcher had access, 

on the EDOU unit. Each questionnaire was assigned a code number. 
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Summary 

Chapter Three included the research design, the setting and sample, data 

collection procedure, instruments and plan for data analysis, and protection of 

human subjects. This study was conducted at a large, busy ED that had 

recently implemented an EDOU. The researcher asked participants (N =24) to 

provide their perceptions of satisfaction with care in the EDOU. Charges were 

determined for EDOU care and projected for short stay hospital admission care. 

Data analysis consisted of descriptive statistics, a dependent t-test, and 

Pearson's Product Moment Correlation Coefficient. Human subjects' rights were 

protected. 



CHAPTER FOUR 

RESULTS 

Chapter Four includes a description of the sample and results on patient 

satisfaction, and cost analysis. Descriptive statistics, a dependent t-test, and 

Pearson's Product Moment Correlation Coefficients were used to answer the 

research questions. The results related to each of the research questions are 

presented. 

Description of the Sample 
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The sample consisted of 24 of the 30 adult patients admitted to the EDOU 

at the study facility during the study period. The medical diagnoses were: (a) 

abdominal pain (n=4), (b) allergic reaction, (c) anemia, (d) asthma (n=2), (e) 

calcaneal fracture, (f) chronic mental illness, (g) closed head injury, (h) 

congestive heart failure, (i) esophageal obstruction, 0) facial cellulitis, (k) 

gastroenteritis, (I) hypoglycemia, (m) hypokalemia, (n) inability to care for self, 

(o) lower back pain, (p) lower gastrointestinal bleed, (q) near syncope, (r) 

polymyalgia, (s) vertigo, and (t) vomiting. 

Percentages of subjects by gender were: 75% (n=18) female subjects and 

25% (n=6) male subjects. Gender of the other patients cared for in the EDOU 

during the study period, but who did not participate in the study are as follows: 

(a) the two patients who took the questionnaire home to complete and did not 

return the instrument were both female, and (b) the patients who chose not to 
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participate in the study were two females and two males. The age of the 

sample (N=24) ranged from 24-90 years (M=56.92, SD=21.36). The patients did 

not return questionnaires were 83, and 82 years old. and those who chose not 

to participate in the study were 41,55, 81, and 82 years old. Distribution of age 

is shown in a histogram (Figure 2). Most of the subjects were Caucasian 

(54.2%. n=13), 20.8% (n=S) were Native-American, 12.5% (n=3) were Hispanic, 

and 12.5% (n=3) were African-American. Information on the ethnicity of the 

patients who declined participation was not available. There was a low 

response rate to the questions regarding number of times in ED: (a) number 

of times in this ED ever (n=11,M=2.45, SD=3.17), (b) number of times in this 

ED in the past year (n=8, M=1.38, SD=1.77), (c) number of times in any ED 

ever (n=B, M=3.65, S0=6.70), and number of times in any ED in the past year 

(n= 8, M=1.25, S0=2.05). 

The length of stay in the EDOU ranged from 1-18 hours (M=8. 92, 

SD=S.05). The most frequent lengths of stay were 6 hours (n=4), followed by 

4, 8, 18 hours (n=3) for each. Most patients (n=18) were discharged to home 

after their EDOU stay (M=.29, SD=.55). All patient dispositions after observation 

in the EDOU are shown on Table 3. · 

Results Related to the Research Questions 

Research questions were analyzed using descriptive statistics, t-test, and 

Pearson's Product Moment Correlation. Levels of significance are presented. 
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Figure.2 

Histogram of Age Distribution of the Sample (N=24) 
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Table 3 

Patient Disposition after Observation in EDOU (N=24) 

Discharged to home 

Admitted to hospital 

Admitted to extended care facility 

Frequency 

18 

5 

1 

Percent 

75.0 

21.0 

4.0 
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Research Question One 

Research Question One was: \A/hat is the degree of patient satisfaction 

with the EDOU stay? 
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The PSNCI instrument used to obtain information on patients' satisfaction 

with their EDOU stay was scored as follows: O= not met at all, 1 = lot less than 

expected; 2= little less than expected, 3= as expected, 4= exceeded a little, 

5= exceeded a lot, and 6= way beyond expectations. The sum of the scores 

on all items (1-15) ranged from 41 -90 (M=77.2 , SD=25.2), with a possible total 

of 0-90. The responses (N=24) showed satisfaction with the care received 

in the EDOU. Distribution of patient satisfaction by frequency was negatively 

skewed, with 80% (.o.=19) of the respondents rating their satisfaction level as 

"exceeding expectations", as shown in a histogram (Figure 3). Fifteen percent 

of these rated their satisfaction level as "way beyond expectations" (.o.=3). Three 

respondents rated their satisfaction level "as expected" and two respondents 

rated their satisfaction level lower than "as expected". There were statistically 

significant positive inter-item correlations among all items of the satisfaction 

scale (Q<.001). Items 1-8, (Q=.001), and 14 (Q=.001), (attention to patient, 

availability of nurse, helping, information giving, courtesy, compassion, and 

items kept within reach) were all positively correlated with item 16 (physical 

environment). 
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Figure~ 

Histogram of Patient Satisfaction and Age (li=24) 
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The sample reported high levels of satisfaction with their stay and with 

their nursing care while in the EDOU. The highest ratings were reported on the 

following items: item 6, "feeling like I was in good hands with my nurses" 

(M=4.83, S0=1.55); item 11 , "the professional appearance of my nurses' 

uniforms (M=4.82, SD=1.52); and item 12, "nurses make me feel secure" 

(M=4.81 , S0=1.56). The respondents were also asked to rate their overall 

satisfaction with the EDOU stay on a 1-1 O scale, with 1 being the lowest and 1 O 

being the highest. The patients responding to this question (n=21),were very 

satisfied with their stay in the EDOU (M=B.62, S0=2.40). There was a 

statistically significant positive correlation (2=. 002 - . 021) between the item on 

overall satisfaction and each item on the instrument, with the exception of items 

3 and 9. Means and standard deviations for items 1 to 15 on the instrument 

are presented in Table 4. There was no statistically significant correlation 

between age of the respondent and overall degree of satisfaction (Q=.749). 

Research Question Two 

Research Question Two was: VVhat is the degree of patient satisfaction 

with the EDOU care environment? 

The researcher had developed items 16 and 17 on the questionnaire to 

gather patient input on their care environment in the EDOU. The environment 

items were scored separately in the same manner as the other items on the 

instrument. Of all the items on the patient satisfaction instrument, these two 
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Table 4 

Means and Standard Deviations for Responses to Items on Patient Satisfaction 

with Nursing Care Index 

Item number n Mean Standard Deviation 

1 24 4.70 1.57 
2 23 4.74 1.51 
3 24 4.71 1.60 
4 23 4.70 1.58 
5 23 4.78 1.54 
6 24 4.83 1.55 
7 24 4.75 1.60 
8 23 4.70 1.58 
9 23 4.57 1.56 

10 23 4.70 1.58 
11 23 4.83 1.53 
12 22 4.82 1.56 
13 23 4.78 1.57 
14 24 4.75 1.51 
15 21 4.76 1.64 



questions elicited the lowest ratings of satisfaction, although the responses 

were still positive. Item 16 was designed to rate satisfaction with the physical 

environment (M=4.26, SD1 .57) and item 17 related to the noise level in the 

room (M=4.44, S0=1.65). The degree of patient satisfaction with the EDOU 

care environment was high, although not at as high as the degree of 

satisfaction with the nursing care. 

Research Question Three 

Research Question Three was: \/Vhat is the difference in charge for 

EDOU stay and for short stay/observation admission charge for the same 

length of stay? 
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Charges for EDOU care ranged from $40 - $729 (M=371 .00, S0=213.41 ). 

Calculated projected charges, had these same patients been admitted to the 

hospital under short stay/observation status, would have ranged from $260-

$609 (M=423.16, S0=108.80). In the EDOU sample charges, 66.7% were cared 

for at approximately $400 or less. For the short stay/observation sample 

charges, only 58.3% were cared for at approximately $400 or less. In a two 

tailed dependent t-test for paired samples, the mean of the sums of individual 

means of charges for the EDOU patients and the means of the sums of the 

individual means of the projected charges for the comparison group were 

compared. The means of the two groups were statistically significantly different 

(1= -2.24, df=23, Q=.035). Potential cost savings through use of the EDOU 
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were demonstrated by this study. Additional findings supporting the cost 

effectiveness of care in an EDOU include the mean length of stay for patients 

in the EDOU (M=B.92). This length of stay is probably considerably less than 

the mean length of stay for patients admitted to the hospital under short 

stay/observation status. The projected charges were done on equivalent lengths 

of stay for this study, which probably is an underestimate of what real lengths of 

stay would have been for patients admittted under short stay/observation status. 

Summary 

Chapter Four included a description of the sample and results on patient 

satisfaction and cost analysis. Statistical tests used in the study and results 

relating to the research questions were also presented. 

The results of the data analysis indicated that 80% (N=19) patients were 

highly satisfied with their EDOU stay. There was no correlation between age 

and degree of satisfaction. Patients were slightly less satisfied with the EDOU 

care environment than they were with other aspects of their EDOU stay, 

although their satisfaction with the EDOU environment was still high. There 

was a statistically significant difference (Q=.035) between charges for EDOU 

care and projected charges for short stay/observation hospital care, using 

charges for EDOU care and projected charges for short stay/observation 

hospital admission for the same sample of participants, had they been admitted 

for short stay/observation. 



CHAPTER FIVE 

DISCUSSION 

The purpose of this study was to describe patient satisfaction with the 

EDOU and the cost of care in an EDOU in a hospital seeking to address 

alternate options to discharging or admitting patients in a limited time frame. 

The discussion of results, implications for nursing, limitations of the study, and 

recommendations for future research are presented in this chapter. 

Results in Relationship to Conceptual Framework 
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The Neuman Systems Model guided the orientation of this study. The 

focus of this nursing conceptual framework is on stress and the reaction to 

stress (Neuman, 1995). lntrapersonal stressors may arise from the client's 

perceptions and expectations of care if the actual health care received does not 

meet those expectations. A nursing goal is to provide care that meets the 

expectations and, therefore, not add to the stressor of unmet expectations for 

the patient. This study demonstrated that patients' expectations of EDOU care 

were not only met, but exceeded in 80% (n=19) of the respondents. This 

knowledge indicates that the EDOU is not adding to the stressor of unmet 

expectations for the patient. 

The resources of, and relationship with, caregivers are potential 

interpersonal stressors. The client's expectations of the caregivers and the 

facility can create dissatisfaction (stress) when expectations are not met. 



Satisfaction (no stress) results when performance is greater than expected. 

Results of this study indicate that patient satisfaction with the caregivers and 

the facility was high, not adding to stressors due to unsatisfactory care. This 

study demonstrated patient satisfaction in both interpersonal (compassion, 

courtesy and availability of nurses) and intrapersonal factors (performance 

exceeding expectations of care) . 

Extra personal stressors, for this study, were represented by physical 

environment and health care costs. The results of this study demonstrated 

patient satisfaction with the physical environment of the EDOU. Satisfaction 

with this factor also indicates that the EDOU is not adding the stressor of an 

unsatisfactory environment for the EDOU patient. 

Extrapersonal stressors are also represented by health care costs that 

affect the patient. Although this study showed no statistically significant 

difference in charges for the two subsamples, the results might have been 

different if actual charges for a comparison group admitted as short 

stay/observation had been used. 

Results in Relationship to the Literature Review 

Patient Satisfaction 

Lewis and Woodside ( 1992) found dissatisfaction with various aspects of 

ED nursing care when they studied patient satisfaction levels. Some of these 

nursing care factors included explanations given to the patient, ease of 

76 
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obtaining a nurse, and making a difference in how the patient felt. The authors 

reported patient satisfaction with ED environment, although no figures were 

given. In contrast to the Lewis and Woodside (1992) study, patients in the 

sample for this study reported high satisfaction levels with all aspects of nursing 

care, as well as the care environment. 

Five important variables in patient satisfaction were reported by Bursch, 

Beezy, and Shaw (1993). Two of these five variables were elicited through the 

PSNCI used in this study; degree of caring of the nurses, and amount of 

information given to the patient. Krishel and Baraff (1993) also concluded that 

information giving had a significant impact on satisfaction. The sample in this 

study indicated a high degree of patient satisfaction with both caring and 

information giving. The results of this study indicate that the clinical site is one 

with which patients are satisfied with their EDOU health care delivery. 

EDOU Care Environment 

Lewis and Woodside ( 1992) alluded to patient satisfaction with the care 

environment in their study, but did not study that explicitly. There is little, if any, 

reported research on patient satisfaction with EDOU environment. This study 

showed patient satisfaction with their care environment in the study site EDOU. 

Cost Effectiveness 

Numerous studies have demonstrated the cost effectiveness of the EDOU 

(Deleon, Farmer, King, Maternach, & Ritter, 1989; Farrell, 1982; Henneman et 
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al., 1989; Hoekstra et al., 1994; Saunders & Gentile, 1988; Vallee et al., 1988). 

Likewise, this study showed statistically significant differences in charges 

between the EDOU care and projected charges for short stay/observation care. 

This study showed a difference of $52 in the means of the two subsamples. 

The results of the study may not accurately reflect total potential cost savings 

that could be realized through use of an EDOU. Comparing the actual charge to 

the EDOU patient and then projecting a charge for that same patient, had they 

been admitted under short stay/observation status, is likely not a true picture of 

short stay/observation costs. Had the mean length of stay of actual short 

stay/observation patients been addressed in this study, the results might have 

demonstrated even more significant cost savings. The maximum length of stay 

in the EDOU during this study was 18 hours, which is less than a short 

stay/observation stay. Additionally, the short stay/observation patient receives a 

daily room charge, which the EDOU patient does not accrue. For example, a 

patient admitted to short stay/observation in the evening could receive two daily 

room rate charges plus the hourly charge in one stay, accruing a higher charge 

for care. 

Effectiveness of EDOUs 

Farrell { 1982) retrospectively evaluated clinical presentations, length of 

stay, treatment, complications, and disposition of EDOU patients (N=574). One 

of Farrell's ( 1982) findings was the prevention of hospital admissions ( 1. 7 per 
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day) . Similar to Farrell's study, this study demonstrated that most of the EDOU 

patients (n= 19) were stable for discharge to home after the observation period. 

The remainder of the study group were admitted to the hospital (n=S) or 

admitted to a long term care facility (n=1). 

Zwicke, Donohue, and Wagner's ( 1982) study determined the EDOU to be 

a safe and effective appropriate alternative for the asthmatic patient who fails 

to respond to ED therapy. In the sample for this study, two patients with 

asthmatic conditions were admitted to the EDOU after failing ED treatment. 

One patient was stable for discharge after extended treatment and observation 

in the EDOU. The second patient failed to respond after EDOU care and was 

admitted to the hospital. Similar to Zwicke, Donohue, and Wagner (1982), this 

study also indicated that the EDOU an effective site for treatment of asthmatic 

conditions. One patient avoided an admission. The other patient was able to be 

observed long enough, in a safe environment, to ascertain that hospital 

admission was required. 

During the study period, there were no patients admitted with specific 

diagnoses that would enable the researcher to compare the effectiveness of 

EDOU care findings with other previous studies: Saunders and Gentile( 1988) 

(alcoholic pancreatitis); Vallee, Sullivan, Richardson, Bivens, and Tomianovich 

(1988) (simple pneumothorax); Henneman, Marx, Cantrell, and Mitchell (1989) 

(abdominal trauma); Graff, Radford, and Werne (1991) (abdominal pain, rule 
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out appendicitis); and Gaspoz, Lee, Cook, Weisberg, and Goldman (1991) (rule 

out myocardial infarction). In general, however, similar to the studies listed 

above, this study demonstrated that a wide range of clinical conditions can be 

cared for in the EDOU. 

Implications for Nursing 

The implications for nursing include consideration of factors contributing to 

satisfaction with care, satisfaction with care environment and potential for cost 

containment through EDOU stay. Patient satisfaction with various aspects of 

care and with overall care indicate success in providing care that meets 

expectations. Satisfaction with the relationship with the nurse contributes to 

overall satisfaction. The nurse/client relationship is an important component of 

care. Nurses, even in a busy EDOU, need to consider how to allow for 

establishing a positive relationship with the patient. 

Satisfaction with the care environment also contributes to overall patient 

satisfaction. Nurses need to be aware of factors influencing the care 

environment, for example, the noise level. Eriksen ( 1995) incudes nurses' 

uniforms in a category labeled "tangibles", along with other environmental 

factors. The professional appearance of nurses also contributes to overall 

patient satisfaction. 

Nurses would contribute to enhancement of care by instituting regularly 

scheduled patient satisfaction surveys and using feedback to inform nursing 



care. This is of particular importance when evaluating a new method of health 

care delivery. 

Limitations of the Study 
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The results of this study may not give a complete picture of patient 

satisfaction with EDOU care. The sample size was limited due to the 

constraints of the study period. A larger study population might yield similar 

results, or might demonstrate contrasting results when compared with the 

results of this small study. This study population was largely female (7 5%). The 

majority of respondents were Caucasian (n=13), resulting in less than optimum 

input from various ethnic groups. The average age of 56 years gives a limited 

view of satisfaction by younger patients. 

Another limitation is the tendency of patients to traditionally rate nursing 

care at high levels, which decreases the variability of responses needed for 

unbiased analysis (McMillan, 1987; Verran & Mark, 1991 ). This patient 

tendency was not within the control of the researcher. However, it still remains 

a limitation of the study to be acknowledged. 

Estimated figures for projected charges for short stay/observation patients, 

rather than an actual comparison group is another limitation of this study as it 

relates to cost effectiveness. Mean length of stay for actual short 

stay/observation patients would also have given more accurate cost data. 



Recommendations for Future Research 

The following are recommendations for future research: 

1 . Replicate this study with a larger sample to increase the power of the 

study, for both patient satisfaction and costs. 

2. Replicate this study at a different facility or at multi-facility sites to 

determine patient satisfaction with EDOU care and costs in other hospitals. 
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3. Conduct a study of EDOU patient satisfaction with more ethnic minority 

members as subjects. This would enable nursing to assess satisfaction with 

98re for minority groups. 

Summary 

This chapter provided an overview of the results in relation to the 

conceptual framework and review of the literature, in addition to limitations of 

the study, implications for nursing, and recommendations for future research. 

Patient satisfaction scores elicited in this study indicate that the care 

delivered in the study EDOU did not add stress to the EDOU patients. Likewise, 

the positive responses on the EDOU environment of the study EDOU did not 

add stress to the EDOU patients. Client/nurse relationships were also positive, 

thereby not adding stress to the EDOU patients. Patient charges were not 

significantly lower in the EDOU than for the short stay/observation hospital 

admission, although potential for cost containment exists. 
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My age is years old. 

I am __ Female Male 

I am __ African-American __ Caucasian __ Hispanic __ Native American __ Other 

I have been a patient in this emergency room __ _ 
other times in my life 

I have been a patient in this emergency room __ _ 
. other times in the past year 

I have been a patient in other emergency Tooms __ 
~ther times in my life 

I have been a patient in other emergency Tooms __ 
other times in the past year. 
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Mi cdad cs anos. 

Yo soy __ Femenino __ Masculino. 

Yo soy __ Afro-A.mcricano __ Caucasiano __ Hispano __ Nativo Americana __ Otro 

· Yo he sido paciente en cstc departamento de cmergencia __ 
otras veces en mi vida. 

Yo be sido pacicnte en cste departamento de cmergencia __ 
otras vcces en cl ano pa.sado. 

Yo be sido paciente en otros depart:amentos de cmergencia_ 
otrasvw:s en mi vida. 

Yo be sido paciente en otros departamentos de cmergencia_ 
otras veces en cl a.no pasado. 
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PATIENT SATISFACTION WITH NURSING CARE INDEX 



Patient Satisfaction With Nursing Care Index 
--

Please help us improve our nursing care by completing this questionnaire • 
. 

This questionnaire is to be answereq by the patient receiving nursing care. 

It is OK to assist the patient in writing the answers but the responses should be 

those of the patient. 

Everyone has some idea of what they expect of the nurses taking care of 

them. Listed below are s9me characteristics .or behaviors of nurses which 

patients have said influence their satisfaction with nursing care. 

Think about your expectations of nursing care. As you read each item on 

the questionnaire decide to what degree your experience with nursing care on 

this unit did or did not meet your expectations. There are not any right or wrong 

answers, only your opinion. The numbers O to 6 indicate the degree to which 

your expectations were met 

O - Expectations not met at all 
1 - A lot less than expected 
2 - A li1f:le less than expected 
3 - As expected 
4 - Exceeded expectations a little 
5 - Exceeded expectations a lot 
6 - Way beyond expectations 

My age is ___ years. I am ___ Female ___ Male 

I have been a patient at this hospital ___ other times beside this time. 

I have been a patient in other hospitals ___ times. 

I have been in the hospital this time ab~ut ___ days. 
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1. The individual attention nurses gave me. 0 1 2 3 

2. Getting help with things I couldn't do for myself. 0 1 2 3 

3. Nurses keeping me informed about what was happening. 0 1 2 3 

4. Being able to get a nurse when I needed on~. 0 1 2 3 

5. Courtesy of my nurses. 0 1 2 3 

6. Feeling like I was in •in good hands" with my nurses. .Q 1 2 3 

7. 'Nhen explaining things nurses use words I understand. 0 1 2 3 

8. Compassion of my nurses. 0 1 2 3 

9. Explaining tests and procedures so I could understand 
what would happen to me during the test or procedure. 0 1 2 3 

10. Promptness in answering my call button. 0 1 2 3 

11. The professional appearance of rrry nurses' unifonns. 0 1 2 3 

12. Nurses make me feel secure. 0 1 2 3 

13. Frequency of nurses checking on me and my condition. 0 1 2 3 

14. Nurses kept things I needed, like my call light. water, 
phone and kleenex where I could reach them. 0 1 2 3 

15. Including me in arrangements and planning of my care. 0 1 2 3 

On a scale of 1 to 10, with 1 the lowest and 10 the highest, I would rate my 
overall satisfaction with my nursing care as a ___ ___ 

tf there are any other comments you would like to make please fell free to write -

them on the back of the page. Thank you for your assistance. 

88 

• C 
.2 
cii 
u 

~ 
.• CJ . 
a. 

~ ~ )C 
a 

CII Cl 'C 
C ~ 'C 

0 cu 0 
~ 'C >-

CD Cl) Cl) 
~ C) IJ 

(J u >-
~ .n ~ 
4 5 6 

4 5 6 

4 5 6 

4 5 6 

4 5 6 

4 5 6 

4 5 6 

4 5 6 

4 5 6 

4 5 6 

4 5 6 

4 5 6 

4 5 6 

4 5 6 

4 5 6 



APPENDIX C 

PERMISSION TO USE PSNCI 

89 



THE UNIVERSITY OF TEXAS 

February 23, 1996 

Kathleen May, PhD, RN 
Associate Professor 
University of Arizona 
Tucson, AZ 85221 

Dear Kathleen, 
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Sc:hool of N uninc 

Thank you for your interest in the patient staisfadion questionnaire. Enclosed is an 
original copy of my revised patient satisfaction instrument which should give you good 
duplicating quality. 

I have revised the instrument based on some concept analysis work I did in 
postdoctoral studies at the College of Nursing at the University of Arizona. I have also 
tested this is two hospitals in Tucson. I view patient satisfaction as the degree to which 
we meet the patient's expectations of us. The revised framework inciudes the concepts 
of: 1) dependability, 2) responsiveness, 3) information giving, 4} empathy and 5} 
tangibles. When I tested the reliability and validity with the responses from the two 
hospitals in Tucson, the factor structure I had proposed using these five concepts as 
subscales did not hold up. Therefore what I have is a unidimensionaJ scale that · 
contains items related to each of the five areas identified above. A total scale score 
can be obtained by summing the responses, thus a score can possibly range from O to 
90. The item relationship to each of the five categories is listed below: 

1. Dependability - 6, 12, 13 
2. Responsiveness - 2, 4, 10, 15 
3. lnfonnation giving - 3, 7, 9 
4. Empathy - 1, 5, 8 
5. Tangibles -11, 14 

The item relating to appearance of the nurses' unifonns is somewhat prob! ematic to 
most nurses but it portrays a professionalism, or lack thereof, to patients who do net 
have the kncw1edge base on which to judge professio~al practi~. 

l1T0 Hau1a,11 Schaal ofNuninc • ltC'O Halcom~ l!,,,ul~•~ • Fifrh ,:t,,.,, • Hooro- . Trwu 770'!0 • t71'H 7'fl'Z-7'N'rl 
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My testing, in the two hospitals, revealed reliability coefficients of .93 and.94 using 
coefficient alpha Toe fader loadings of .the individual items were all .70 or above. 
Thus there is_ evidence for reliability and validity of the instrument In addition, one of 
the supervisory people at one of the hospitals indicated that the resulting score, rank 
ordered the units in the way she would have expected. This adds additionaJ evidence 
of validity. 

Thank you for your interest. I am happy to have your student use the questioMaire 
and would be most appreciative if you would send me a 'floppy disk' of the responses 
you get back so I can add them to my data base and continue rafinement of the 
instrument I can use it in whatever form you have i.e., SPSS data file, Lotus, DBase, 
or an ASCII file. 

I will be seeing you all March 18 & 19 for interviS'NS. Sorry this did not get mailed 
sooner. I just forgot 

Sincerely, 

Lillian R. Eriksen, DSN, RN 
Associate Professor 
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What nursing care services do you expect? 
Read carefully each numbered line and circle the number that indicates your evaluation, according to the 
following scale. 

. ... 

j t.l[ij Not met Lotleu Little less AJ Exceeded Exceeded Waybcyoad ·.• ... ;.: .. -: : ·-
i~ at all than than expected a little a lot cpectations 

:.:::·. 
. ,.: ·., .. ... 

.. . at>CCt.cd aDttted 

1. The individual mention nurses gave 
me. 0 t 2 3 4 s 6 

2. Getting help with things I couldn't 
do for mvsc:lf 0 I 2 3 4 s 6 

3. Nurses keeping me informed about 
what was 

. sz. 0 I 2 3 4 s 6 

4. Being able to get a nurse when I 
needed one. 0 1 2 3 4 s 6 

S. Councsv of mv nurses. 0 1 2 3 4 s 6 
6. F ecling like I was in "in good han<b" 

with mv nurses. 0 t 2 3 4 s 6 
7. "When cxpl.a.ini.ng things nurses use 

words I understand. 0 t 2 3 4 s 6 
8. Compassion of my nurses. 0 t 2 3 4 5 6 
9. Explaining tests and procedures so I 

could understand what would 
happen to me during the test or 
procedure. 0 t 2 3 4 s 6 

10. Prompmess in answering my call 
button. 0 t 2 3 4 s 6 

11. The professional appearance of my 
nurses· uniforms. 0 I 2 3 4 s 6 

12. Nurses make me feel secure. 0 t 2 3 4 s 6 
13. Frequency of nurses cbe.cking on me 

and my condition. 0 1 2 3 4 s 6 
14. Nurses kept things I needed, like my 

call light, water, phone and kleenex 
where I could reach them. 0 t 2 3 4 s 6 

15. Including me in arrangements and 
owinin2 of mv care. 0 I 2 3 4 s 6 

16. The room I was in. 0 1 2 3 4 s 6 
17. The noise level in my room. 0 t 2 3 4 s 6 

On a scale of 1 to 10, with 1 the lowest and 10 the high es~ I would rate my overall satisfaction with 
my nursing care as a __ . 
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lQue SCr\icios de enfermeria cspera Ud.? .. 
Lea Ud cuidadosamente cada linea numerada y ponga un circulo en el numero que sehala su cva1uaci6n., segun Ia 
sigltjcnte_ escala. .. 

?\; ft./':,";,::, ,<Y:-:;: .. •- '· .;:::"Ji;: Note Menos de Poco Como se Misek lo Mejor Ck 1tlis a.lli dt :~:;:;',, '·.-: ..•. _ ; .. ·: ., .. .- ····,~. .,.,. rccibicr6D lo meoos dclo esperaba apcrado lo lo esperado ::~}~ '.\ :':I::/,::::,</·::_: .. ·,'.'":.;'.: ·,";;,:-:,,· 
... -~ 

5 espendo es~ndo esoendo : : . ;; ····· 

1. Rcaoi atCDci6n individual c::uando la 
neccsitc. 0 I . 2 3 4 s 6 

2. M~ ayudaron a ha.ccr cosas que yo no 
podi.a haccr. 0 1 2 3 4 s 6 

3. Las cofcrmcras o cnfcrmcros me 
murtcnian inform.ado de lo que 1>asa.ba 0 1 2 3 4 s 6 

4. Pudc reci"'bir aieocioo de enfermeria 
c:u.ando b neccsite. 0 1 2 3 4 s 6 

S. El ocrsonal de cnf cnneria fue cones. 0 1 2 3 4 s 6 
6. Me scnti coo confianz.a bajo el cu.id.a.do 

de tillS cnf crmeros o cnfcrmeras. 0 1 2 3 4 s 6 
7. Cu.ando me cxplic.aba.n algo. lo b.acian 

con palabras que yo podia cntcnder. 0 1 2 3 4 s 6 
s Teni.e.n consideracioncs conmhto. 0 1 2 3 4 s 6 
9. Si habia que ~ccr prueba.s o 

p,occdimientos, me ex:plic.aban como 
iban a SCT y quc esi;>cnr de eUos. 0 1 2 3 4 s 6 

10. Ac:udian promo cuando Ilamaha por el 
tic:mbrc o dcvohun mis Ilamadas 
tel ef 6ni C!.S. 0 1 2 3 4 s 6 

11. La a.paricocia p:of esionaI de los 
unif ormes dcl pe:-son.a} ck cnkrmerie.. 0 1 2 3 4 s 6 

12. Mc hicieron se:irir bicn.. 0 J 2 3 4 s 6 
13. Me revisaban cons-..antcmentc para saber 

sj estaba bic::n. 0 1 2 3 4 s 6 
14. Colocaban al ale2DCC de mu manos las 

cosas quc nca:s.-....aba, como la luz para 
Damar, agua. tclefooo o pami.clos 
desechlblcs. 0 1 2 3 4 s 6 

15. Se me~ participar para haccr 
arT'C21os sobre xm cuidado. 0 1 2 3 4 s 6 

16. El cw.rto doode cstaba. 0 1 2 3 4 s 6 
17. El Divel de ruido Cl mi OJarto. 0 1 2 3 4 s 6 

En una escala dcl 1 al 10, con cl l lo mas b.ajo Y cl 10 lo mAs alto, calfficaria mi satisfaci6n con cl cuidado 
de cnf ermeria como un __ . 



95 

APPENDIX E 

HUMAN SUBJECTS COMMITTEE APPROVAL 



Human Sub~! Committte 

23 June 1996 

Margaret H. Ams, RN, BSN 
c/o Kathleen May, Ph.D. 
College of Nursing 
PO BOX 210203 

TH£ UNMRSrTY OF 

ARIZONA., 
HEALTH SatNa.s Ctt-.'TtR 

L. I ----

RE: THE EMERGENCY DEPARTMENT 
SATISFACTION AND COSTS 

OBSERVATION 

Dear Ms. Ams: 

UNIT: 

1622 E. Mabel St. 
Tucson. Arizona 65724 
(520) 626-6721 

PATIENT 

We received your 15 July 1996 memorandum and accompanying revised 

disclaimer and patient satisfaction questionnaire along with your 

nursing acuity rating instrument for the above cited project 

(Spanish versions also submitted for review) . Protocol changes 

involve decrease in study population to 30 vs. SO, deletion of 

Emergency Department comparison subjects, addition of medical 

record review and use of nursing acuity instrument (disclaimer 

revised to include review of medical record). (Note: Data must be 

recorded in such a way as to remove all patient identifiers.) 

Approval for these changes to your exempt project is granted 

effective 23 July 1996. Regulations published by the U.S. 

Department of Health and Human Services [45 CFR Part 46.101 (b) (2) 

& (4)] exempt this type of research from review by our Committee. 

Please be advised that clearance from official authorities for site 

where proposed research is to be conducted must be obtained prior 

to performance of this study. Evidence of this must be submitted to 

the Human Subjects Committee. · 

Thank you for informing us of your work. If you have any questions 

concerning the above, please contact this office. 

Sincerely, 

~\4 
William F Denny, M.D. 
Chairman 
Human Subjects Committee 

WFD:js · 
cc: Department/College Review Committee 
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CAR~NDELET 
HEAllHO\RE 

Sponsorrd by tltt 
Community 
Nurnng 
OrganiwiDn 

-
1120 South 
Swan&! 

Tuaon.Al 
857Il 

(520) 571-8744 

1·800-883-4552 

--
Mlmlxrof 
Cmcndf4 Ha:lzh 
S,srtm 

Sparuarm fir rht 
Sims of St Joseph 
,!uranddd 

August l, 1996 

Margaret Ams, BSN 
4101 North Nidito Place 
Tucson, AZ 85705 

RE: Access for Research 

Dear Ms. Ams: 

The Emergency Department Observation 
Unit: Patient Satisfaction and Costs 

Your request for access to the Emergency Department 
Observation Unit at Carondelet St. Mary's Hospital to conduct 
your resea!:ch has been approved. Your application for access 
has been reviewed according to current Policy and Procedures 

.for Access for Nursing Research, 

Your contact for the purpose of conducting your research is 
David Jenkins. He will assist you to make any necessary 
arrangements for data collection. 

Good luck with your research. Please notify me when you have 
completed data collection. I will be glad to assist you in 
your plan to share your findings with staff. Please call me 
with any.questions. 

Si:ce?:e~y, { I r <!I·~~ 
Ger~ :. S . Larnb , P!lD , P..!-!, FJiJ'~N 
Senior Corporate Director, Cormnunity 

cc: David Jenkins 
SMH Emergency Department 
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DISCLAIMER 

EMERGENCY ROOM OBSERVATION UI\TI 
PATIENT'S SATISFACTION AND COSTS 
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You are being asked to participate voluntarily in a study that explores the patienfs 
satisfaction with the emergency room and its costs. There is no know risk involved with your 
participation. The only benefit is that you have the opportunity to give your opinion. By 
responding to the questions of a questionnaire you will be giving your consent to participate in 
the study, and consent for the researcher to look at your medical record to determine your 
diagnosis (DRG) and the level of nursing care (nursing acuity). 

The questionnaire will take place when you are about to leave the emergency room and it 
will take you about 15 minutes to fill it out. Your identity will not be revealed and yom 
confidentiality will be kept in all the reports of this project Your name ·will not appear on the 
questionnaire. The investigator and her/his thesis committee will have access to the 
questionnaires. · 

You can decide not to answer some or all the questions. You can ask questions about the 
study and your questions will be answered.. You can withdraw from the study a:t any time 
without any consequences to you. 

Toe primary objective of this study is to help nurses provide care that is satisfactory to the 
patients. 

Your participation is appreciated. 

Thank you very much. If you have more questions call me: 

Margaret Ams 
RN,BSN 
University of Ariz.ona 
College ofNursing 
887-8547 

... 
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l\TJ:GACTON 
~ 

IB\"TI>AD DE OBSERV ACION DEL DEP ARTAME:NTO DE EMERGENCIA: 
SA TISF ACCION DEL PACIENTE Y COSTOS 

Se le pide que voluntariamente participe en un estudio que explora la satisfacci6n del 
paciente con el departamento de emergencia y sus costos. No hay ningim riesgo involucrado en 
su participaci6n. El imico beneficio cs que usted tiene la oportunidad de dar su opini6n. Al 
responder a las pregmrtas de un cuestionario, usted estani dando su consentimiento de participar 
en el estudio, y su consentimiento para que el investigador vea su arcbivo medico para 
determin.ar su diagnosis (DRG) y el nivcl de cuidado de enfenneria (exactitud de enfermeria). 

El cuestionario tomani lugar cuando usted este casi listo de salir del departamento de 
emergencia y le tomani como 15 minutos para llenarlo. Su identidad no sera revelada y su 
~n:fidencialidad sera mantenida en todos los report.es de este proyecto. Su nombre no aparecera 
en el cuestionario. El investigador y su comite de tesis tend.ran acceso a los cuestionarios. 

Usted puede decidir no contestar alguna o todas las preguntas. Usted puede hacer preguntas 
acerca del estudio y sus preguntas seran contestadas. Usted se puede retirar del estudio en 
cualquier memento sin ninguna consecuencia para usted. 

El objetivo principal de este estudio es de ayudar a enfermeras en proveer cuida.do que sea 
satisfactorio para pacientes. 

Su participaci6n cs apreciada. 

Muchas gra.cias. Si tiene mas prcguntas, llamemc: 

Margaret Ams 
RN,BSN 
University of Arizona 
College of Nursing 
887-8547 
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