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Background. An upward trend in the number of hospital emergency department
(ED) visits frequently results in ED overcrowding. The concept of the emergency
department observation unit (EDOU) was introduced to allow patients to transfer out
of the ED and remain under observation for up to 24 hours before making a decision
regarding the appropriate disposition. No study has yet been completed to describe
physical therapist practice in the EDOU.

Objective. The objectives of this study were: (1) to describe patient demograph-
ics, physical therapist management and utilization, and discharge dispositions of
patients receiving physical therapy in the EDOU and (2) to describe these variables
according to the most frequently occurring diagnostic groups.

Design. This was a descriptive study of patients who received physical therapist
services in the EDOU of Massachusetts General Hospital during the months of March,
May, and August 2010.

Methods. Data from 151 medical records of patients who received physical
therapist services in the EDOU were extracted. Variables consisted of patient char-
acteristics, medical and physical therapist diagnoses, and physical therapist manage-
ment and utilization derived from billing data. Descriptive statistics were used to
analyze data.

Results. The leading EDOU medical diagnoses of individuals receiving physical
therapist services included people with falls without fracture (n�30), back pain
(n�27), falls with fracture (n�22), and dizziness (n�22). There were significant
differences in discharge disposition, age, and total physical therapy time among
groups.

Limitations. This was a retrospective study, so there was no ability to control
how data were recorded.

Conclusions. This study provides information on common patient groups seen in
the EDOU, physical therapist service utilization, and discharge disposition that may
guide facilities in anticipated staffing needs associated with providing physical ther-
apist services in the EDOU.
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The emergency department
(ED) is a critical entry point in
the US health care system for

patients requiring immediate care.
The National Hospital Ambulatory
Medical Care Survey conducted in
2007 reported that EDs in the United
States managed 117 million visits
annually.1 Of those visits in the ED,
13% of the patients were admitted as
an inpatient to the hospital.1,2 Fac-
tors such as high patient acuity, hos-
pital bed shortage, increasing ED
patient volume, and insufficient ED
space have resulted in a growing
concern of overcrowding in the
ED.3,4 This overcrowding results in
increased “waiting time” for patients
to see a physician, which has been
shown to negatively correlate with
patient satisfaction.5,6 The number
of ED visits is increasing at a rate of
about 1% annually, whereas inpa-
tient bed capacity is declining or
remaining static.7 In the United
States, there currently is an urgent
need to increase ED patient access,
safety, and quality of care without
increasing costs. The emergency
department observation unit
(EDOU) was developed as a potential
solution to this dilemma.

The average length of stay for a
patient admitted to the ED is 5.5
hours versus about 5 days for those
admitted as an inpatient.1,8 Hospitals
have been facing increased scrutiny
for patients whose length of stay is 1
day or less, putting hospitals at risk
of payer audits and denials.7–9 This
issue has created a cohort of patients
whose needs exceed a 6-hour ED
visit but who require less than 24
hours of hospitalization.8,9 The ori-
gin of observation care or units dates
back to the 1960s; however, formal
guidelines for this level of care were
not established until the late 1980s
and early 1990s.7 The Centers for
Medicare & Medicaid Services (CMS)
first recognized the EDOU as a dis-
tinct entity in 2003 by providing pay-
ment for 3 common patient diagnos-

tic groups: those with chest pain,
heart failure, and asthma.7 The
EDOU is ideally used in instances
where further diagnostics or inter-
vention are required prior to a con-
clusive decision regarding the appro-
priate discharge disposition.7,8,10

The EDOU allows increased time for
the clinical decision-making process
and improves the efficiency and sat-
isfaction of patient care by providing
a middle ground between inpatient
admission and discharge-to-home
dispositions.2,7,8

The use of EDOUs is expanding
throughout the country. Studies indi-
cate that 36% of US hospitals
reported using an EDOU in 20072

compared with 19% to 27% between
1989 and 2003.11,12 The increased
utilization of EDOUs has resulted in
decreased total inpatient admissions,
ambulance diversion, and patients
leaving the ED prior to being seen,
making the EDOU a potential cost-
saving strategy for hospitals.13,14

Emergency department observation
services have been determined to be
a “best practice” by the American
College of Emergency Physicians, so
these units will most likely continue
to expand, as they appear to provide
efficiency and quality.15 Additionally,
financial penalties for avoidable hos-
pital readmissions are an integral
part of the new health care legisla-
tion,16,17 and EDOUs may become an
increasingly important entity as hos-
pitals attempt to limit these readmis-
sions. Given these impending health
care financial changes, EDOUs may
be an expanding area of emergency
practice where physical therapists
will be a part of the health care team.

Physical therapy is currently a part of
the health care team in some EDOUs,
but the scope of physical therapist
practice in this setting has not been
described. By contrast, there is evi-
dence to suggest that physical thera-
pists are effective members of the
health care team in the ED,18 espe-

cially for musculoskeletal condi-
tions.19–21 Physical therapists in the
ED have expertise in differential
diagnosis of medical conditions from
musculoskeletal injuries,22 and phys-
ical therapy care in the ED is cost-
effective.23 Early introduction of
physical therapy reduces pain and
improves patient satisfaction in
patients with low back pain in the
ED.24 It also has been demonstrated
that physical therapists effectively
treat conditions such as benign par-
oxysmal positional vertigo in the
ED.25 Wait times in overcrowded
EDs with physical therapist services
have been shown to be reduced
because patients with a low triage
status can be directly referred for
physical therapy, freeing the ED
physicians to manage patients with
more serious and urgent medical
issues.26,27 Additionally, patient satis-
faction in the ED has been shown to
be the highest when patients are
treated by physical therapists rather
than nurses and physicians.28 Physi-
cal therapists provide detailed
instructions28 and better patient edu-
cation regarding the current diagno-
sis as well as information pertaining
to what they might expect in the
future.27

Although there is evidence for the
safety, effectiveness, and efficacy of
physical therapist practice in the ED,
no study has yet described the role
and scope of physical therapist prac-
tice in the EDOU. A description of
current physical therapist practice
may increase the understanding and
utilization of physical therapist ser-
vices in the EDOU setting and thus
enhance overall patient manage-
ment. The purposes of this study
were: (1) to describe patient demo-
graphics, physical therapy manage-
ment and utilization, and discharge
dispositions of those receiving phys-
ical therapy in the EDOU and (2) to
describe these variables according to
the most frequently occurring diag-
nostic groups of people.
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Method
This was a retrospective, descriptive
study of patients who received phys-
ical therapist services in the EDOU of
the Massachusetts General Hospital,
a tertiary care facility in Boston, Mas-
sachusetts. Variables were extracted
from medical records and from the
physical therapy department billing
database.

Participants
We included patients who received
physical therapist services in the
EDOU during the months of March,
May, and August 2010 and for whom
medical and billing records were
available. We selected these months
in an effort to represent admissions
during different seasons of the year.
There were no exclusion criteria. A
total of 156 patients were identified
as receiving physical therapist ser-
vices in the EDOU in the designated
time period. Of these patients, 151
had available medical and physical
therapy billing records that were fur-
ther analyzed.

EDOU Staffing Patterns
The EDOU is staffed by a designated
inpatient physical therapy team in
addition to their typical service on
their specialty unit (ie, orthopedics,
neurology). At the time of data col-
lection, members of the adult neurol-
ogy/pediatric team, as the desig-
nated EDOU team, responded to the
consults received from the EDOU
between the hours of 8:00 am and
4:30 pm, 7 days per week. The nurse
case manager for the EDOU priori-
tized early recognition of patients
who may have required physical
therapist services to expedite timely
referral during physical therapists’
work hours. Patients admitted over-
night who required physical thera-
pist services were evaluated early
the next workday, still within their
maximum 24-hour EDOU stay.

Procedure
Data were extracted from the
patients’ medical records by a phys-
ical therapist using a standardized
data collection form. At our institu-
tion, the inpatient physical therapist
service is responsible for responding
to EDOU referrals; therefore, inpa-
tient records were reviewed. Vari-
ables extracted from the medical
record included age, sex, length of
stay, discharge disposition, physical
therapist diagnoses, and medical
diagnoses. Physical therapist diagno-
ses were identified based on the
practice patterns from the Guide to
Physical Therapist Practice29

recorded in the physical therapist’s
note in the medical record. Medical
diagnoses were classified according
to the leading causes of EDOU admis-
sion as identified by a national survey
of US observation units completed in
2003.11 Variables extracted from the
physical therapy database included
time spent on physical therapist eval-
uation and interventions and the
number of physical therapy visits
during the EDOU stay. Total census
numbers and common medical diag-
noses for the EDOU over the same
periods of time as the study data
were collected from the hospital
admissions office.

Data Analysis
Data analysis was conducted using
SPSS 17.0 statistical software (SPSS
Inc, Chicago, Illinois). Descriptive
statistics (eg, frequencies, means)
were generated for all variables for
the whole sample and for each of the
most frequently occurring patient
diagnostic groups based on the lead-
ing EDOU medical diagnoses. Chi-
square statistics and associated stan-
dardized residuals were generated to
analyze differences in discharge dis-
positions and physical therapist ser-
vice referrals across the patient diag-
nostic groups. Residuals greater than
2.0 were considered significant. A
one-way, between-subjects analysis
of variance (ANOVA) was conducted

to compare the effect of diagnostic
group on age, physical therapist eval-
uation time, and physical therapy
total time. Significance for compari-
sons was set at P�.05.

Results
Total EDOU admissions were 502,
524, and 517 patients for March,
May, and August 2010, respectively.
The leading medical diagnostic
groups of the EDOU admissions
were patients with chest pain (25%
average of total admissions over 3
months), syncope and dizziness
(9%), and back pain (4%). Physical
therapy referrals accounted for 9% to
12% of these monthly admissions.
There were, on average, 1.6 referrals
per day for physical therapist ser-
vices from the EDOU. There were 41
referrals in March, 50 in May, and 60
in August. The patient group with
the most common medical diagnosis
referred for physical therapy were
patients with falls without fracture
(n�30) followed by those with back
pain (n�27), dizziness (n�22), and
falls with fracture (n�22). Of the
remaining 50 patients, the next most
common medical diagnosis was non-
fall trauma (n�12) followed by diag-
noses such as chest pain, asthma,
syncope, head injury, and transient
ischemic attack, with each category
accounting for 1 to 3 patients each.
Physical therapist diagnosis by phys-
ical therapy practice pattern was
documented in the medical record.
Of the 151 records examined, 31 did
not include a specific physical ther-
apy practice pattern. Of the remain-
ing 120 records, a single practice pat-
tern was recorded for 116 patients
(76.8%), and 2 practice patterns
were recorded for 4 patients (2.6%).
The most frequently applied practice
pattern was 5A (Primary Prevention/
Risk Reduction for Loss of Balance
and Falling; n�47, 31.1%), followed
by 4F (Impaired Joint Mobility,
Motor Function, Muscle Perfor-
mance, Range of Motion, and Reflex
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Integrity Associated With Spinal Dis-
orders; n�22, 14.6%).

The average age for the whole sam-
ple was 67.7 years (SD�17.7).
Patients with falls without fracture
were the oldest with a mean age of
74.2 years (SD�14.3), and those
with back pain were the youngest
with a mean age of 61.2 years
(SD�17.8) (see Tab. 1 for all descrip-
tive data). A one-way ANOVA
showed a statistically significant dif-
ference in mean age across the 4
diagnostic groups (F3,97�3.156,
P�.028). Post hoc comparisons
using the Tukey honestly significant
difference test indicated that
patients in the falls without fracture
group were significantly older than
patients in the back pain group
(X�13.05, SD�4.3). Age was not sta-
tistically different among other
patient groups. Evaluation time for
physical therapy was not statistically
different among diagnostic groups.
However, there were differences
among patient groups on total phys-

ical therapy time. Patients with diz-
ziness had the highest total physical
therapy time with a mean of 65.7
minutes. A one-way ANOVA on total
physical therapy time across the 4
diagnostic groups showed a statisti-
cally significant difference in mean
total physical therapy time among
the groups (F3,97�4.92, P�.003).
Post hoc comparisons using the
Tukey honestly significant difference
test indicated that the mean score for
total physical therapy time was sig-
nificantly longer for the patients
with dizziness compared with
patients in each of the other 3 diag-
nostic groups (back pain: X�16.61,
SD�4.80; falls with fracture:
X�13.86, SD�5.04; and falls with-
out fracture: X�15.19, SD�4.69).
There were no differences in total
physical therapy time among the
other 3 groups. Most patients were
seen only once by a physical thera-
pist (n�137 [90.7%]), but a small
number were seen for 1 (n�13
[8.6%]) or 2 (n�1 [0.7%]) additional
physical therapy visits while in the

EDOU. The average length of stay
was 38.7 hours (SD�47.6, range�3–
43). For those not admitted to acute
care, the average length of stay was
22.0 hours (SD�17.3, range�3–168)
compared with those who were
admitted for acute care who had a
mean length of stay of 131.5 hours
(SD�56.0, range�48–264). The
length of stay for those admitted for
acute care includes their acute care
stay hours in addition to the EDOU
time.

Physical therapist interventions were
classified as shown in Table 2. Of all
patients referred for EDOU physical
therapist services, 44.4% were pro-
vided gait training, 35.1% required
bed mobility and transfer training,
and 34.4% received functional train-
ing. The average time spent per
intervention also is provided in Table
2. Frequencies of documented
patient education (76.2%) and docu-
mented prescription of assistive
devices (33.1%) were captured from
medical records. The time spent on

Table 1.
Patient Descriptive Dataa

Variable
All Patients

(N�151)
Falls With

Fracture (n�22)
Falls Without

Fracture (n�30) Back Pain (n�27) Dizziness (n�22)

Age (y), X (SD) [range] 67.7 (17.7) [25–97] 66.7 (16.0) [32–90] 74.2 (14.3) [32–91]b 61.2 (17.8) [31–94] 66.1 (16.9) [32–88]

Sex, male/female, n (%) 61/90 (40.4/59.6) 8/14 (36.4/63.6) 8/22 (26.7/73.3) 12/15 (44.4/55.6) 10/12 (44.5/54.5)

PT evaluation time
(min), X (SD) [range]

27.7 (4.9) [15–35] 28.2 (4.8) [15–30] 26.3 (6.3) [15–35] 28.9 (3.2) [15–30] 29.6 (2.1) [20–30]

PT total time (min), X
(SD) [range]

51.3 (17.9) [20–130] 51.8 (14.7) [20–80]c 50.5 (17.1) [30–90]c 49.1 (13.7) [30–75]c 65.7 (20.8) [30–105]

Discharge disposition, n
(%)

Home 105 (69.6) 9 (40.9) 20 (66.7) 22 (81.4) 20 (90.9)

Acute care 23 (15.2) 4 (18.2) 5 (16.7) 3 (11.1) 2 (9.1)

Acute rehabilitation 11 (7.3) 6 (27.3)d 2 (6.7) 0 (0) 0 (0)

SNF 12 (7.9) 3 (13.6) 3 (10.0) 2 (7.4) 0 (0)

PT referral, n (%)

Home care 37 (24.5) 5 (22.7) 12 (40.0) 8 (29.6) 2 (9.1)

Outpatient 35 (23.2) 0 (0) 2 (6.7) 10 (37.0) 11 (50.0)d

a PT�physical therapy, SNF�skilled nursing facility.
b Statistically older than back pain group at P�.02.
c Statistically shorter PT total time than dizziness group at P�.05.
d Indicates significantly higher frequencies in these cells based on chi-square residuals greater than 2.0.
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these interventions could not be
determined because they are nonbill-
able services. Time spent on other
aspects of care coordination with
the medical team were not recorded
in the medical record but were an
integral part of physical therapist ser-
vices in the EDOU.

Overall, 105 patients seen by a phys-
ical therapist (69.6%) were dis-
charged home from the EDOU.
Discharge disposition varied signifi-
cantly across patient groups
(�2�22.71, df�9, P�.007). More
patients than expected in the falls
with fracture group were discharged
to acute rehabilitation (�2 standard-
ized residual�3.2). Of the patients
who went home, referral for home
physical therapist services compared
with outpatient services varied sig-
nificantly across groups (�2�18.39,
df�3, P�.000). More patients than
expected with dizziness were
referred for outpatient physical ther-
apist services (�2 standardized
residual�2.1).

One of the roles of the physical ther-
apist in the EDOU is to help deter-
mine discharge disposition and the
appropriate next level of care for
patients who are at risk of extending
past the 24-hour observation limit.

The first priority of the physical ther-
apist in the EDOU in determining
discharge disposition is to determine
the patient’s ability to mobilize safely
with available social supports and
environmental constraints. If the
patient is not independent or there is
not support at home, recommenda-
tions are made regarding appropriate
level of rehabilitation care. Physical
therapy EDOU management also
focuses on care coordination with
the medical team to provide symp-
tom management (pain medication,
antiemetics) to maximize function
and promote self-management of the
patients’ conditions. Finally, physical
therapist services in the EDOU pro-
vide for referral to appropriate level
and timing of follow-up services
such outpatient physical therapy.
Table 3 includes case examples for
each major EDOU medical diagnos-
tic group to illustrate the role of the
physical therapist in the EDOU.

Discussion
This preliminary descriptive study is
the first of its kind to describe phys-
ical therapist practice and utilization
in the EDOU. Although the role and
value of physical therapy in the ED
has been investigated,18–21 physical
therapist practice in the EDOU has
not previously been studied. This

study is unique in its investigation of
the scope of physical therapy in the
EDOU and hence provides informa-
tion to enhance knowledge and fos-
ter the utilization of physical thera-
pist services in this setting.

The overall, leading medical diagno-
ses of patients admitted to the EDOU
in previous available literature were
identified as chest pain/circulatory,
abdominal pain/gastrointestinal, and
respiratory issues.2,11 Massachusetts
General Hospital’s EDOU leading
diagnosis also was chest pain but
was followed by syncope/dizziness
and back pain. In contrast, in the
present study, the patients most
commonly referred for physical ther-
apy in this large, inner city academic
medical center EDOU were those
with falls with and without fractures,
back pain, and dizziness. This finding
suggests that specific patients are
being triaged for physical therapy
and that physical therapists may con-
tribute a unique expertise best
suited for patients with these types
of conditions compared with the
most common EDOU medical diag-
noses previously reported in the lit-
erature. The most often used pre-
ferred physical therapist practice
pattern (Practice Pattern 5A: Primary
Prevention/Risk Reduction for Loss

Table 2.
Leading Billable Interventions by Diagnostic Category

Variable
All Patients

(N�151)
Falls Without

Fracture (n�22)
Falls With

Fracture (n�30) Back Pain (n�27) Vertigo (n�22)

Leading intervention (% of
patients)

Gait training (44.4) Functional training
(46.7)

Bed mobility/transfer
training (63.6)

Gait training (40.0) Balance training
(68.2)

Time (min), X (SD) 15.6 (5.8) 13.2 (5.0) 16.7 (5.8) 16.2 (6.8) 15.7 (5.6)

Second leading intervention
(% of patients)

Bed mobility/transfer
training (35.1)

Bed mobility/transfer
training (40.0)

Gait training (40.0)

Gait training (40.9) Bed mobility/transfer
training (36.7)

Gait training
(50.0)

Time (min), X (SD) 15.6 (5.0) Bed mobility/transfer
training:
17.9 (5.4)

Gait training:
15.8 (5.1)

15.0 (2.5) 14.6 (2.7) 16.4 (7.4)

Third leading intervention
(% of patients)

Functional training
(34.4)

Balance training
(16.7)

Functional training
(36.4)

Functional training
(26.7)

Functional training
(31.8)

Time (min), X (SD) 14.8 (6.7) 12.0 (2.7) 15.6 (6.2) 12.5 (4.6) 19.3 (10.2)
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of Balance and Falling) suggests that
safety for discharge to home was the
focus of physical therapy interven-
tion for most patients. Physical ther-
apists in the ED have been said to
require certain skills to be able to
provide efficient care in this setting.
The same set of skills also could be
believed to be applicable for practic-
ing in the EDOU, as it is essentially an
extension of the ED, with the patient
acuity being similar. These skills
include working with high levels of
acute pain and distress,30 emphasiz-
ing patient education,30 focusing on
reducing unnecessary hospital
admissions,30 providing an appropri-
ate discharge plan,31 and maintaining
interdisciplinary relationships.31 The
current findings also may be helpful
in identifying a particular set of clin-

ical evaluative skills that physical
therapists should have to plan for
staff training and to best serve the
typical patients in the EDOU (eg, dif-
ferential diagnosis and treatment of
people with dizziness and vestibular
dysfunction, spine and balance
dysfunction).

In regard to how physical therapy
time was utilized in the EDOU, eval-
uation time was not significantly dif-
ferent among diagnostic groups;
however, this finding may be a
reflection of the billing system that
allows billing only for up to 30 min-
utes of evaluation. There were differ-
ences in total physical therapy time
across patient diagnostic groups,
which may be more reflective of the
clinical decision making required for

various diagnostic groups. The
patients with dizziness had the high-
est total physical therapy time,
which may indicate the complex
process of differential diagnosis of
dizziness, especially in this setting.32

The potential variety of patient diag-
noses represented in the dizziness
category would require well-
developed skills of differential diag-
nosis and understanding a variety of
tests and measures across multiple
systems. By the time patients are
seen in the EDOU, they likely have
already received antivertigo medica-
tion such as meclizine, which makes
differential diagnosis challenging
and often equivocal. Closer cooper-
ation with the ED, especially in
regard to medications for the patient
with dizziness, and earlier physical

Table 3.
Examples of EDOU Episode of Care for Patients Referred for PTa

Age (y)
and Sex EDOU Diagnosis

Chief
Complaint

Physical Therapist
Examination

Physical Therapy
Intervention

Discharge Disposition
and Physical Therapy

Recommendations

52 female Vertigo, imaging
revealed no stroke

Sudden onset of
nausea and
vomiting

Dizziness 10/10, R beating
spontaneous nystagmus,
R beating gaze-evoked
nystagmus, positive
head thrust to L

Education regarding
importance of outpatient
PT, vestibular
rehabilitation, and gaze
stability exercises and
recommend meclizine to
nurse and patient for 1
wk to allow discharge to
home and function

Home with outpatient PT

49 female Chronic LBP, inability
to ambulate

MRI demonstrated
herniated disk at
L5–Sl

Acute on chronic
back pain,
complained of
difficulty
urinating

Radiating LBP down L LE
10/10

Contact guard assist with
RW

Education regarding
positioning and activity
for pain relief, ice to low
back and buttocks for
pain relief, gentle
stretching

Physical therapist
recommended already
scheduled pain consult
to come to EDOU and
perform scheduled ESI
and then discharged
home

90 male Fall downstairs with
fracture of C5 and
T6 vertebral body
fracture

Fall and spine
tenderness

Moderate assist for all
mobility, limited by pain

Sitting balance requires
contact guard with BUE
support

Functional training Inpatient rehabilitation
Patient was admitted to

acute care hospital for
delirium from pain
medication and then
transferred to inpatient
rehabilitation

76 female Mechanical fall, no
fracture of hip/
pelvis on plain
film, history of
ovarian cancer, PN
related to
chemotherapy

Right LE buckling
when toweling
off after
shower,
resulted in fall

Muscle performance
impairments, R related
to hip pain, L due to
neuropathy

Independent with RW
Balance limited by R LE

pain

Education regarding fall
prevention, functional
training with RW,
therapeutic exercise for
muscle performance
impairments

Home with home care
physical therapist
services

a EDOU�emergency department observation unit, PT�physical therapy, LBP�low back pain, MRI� magnetic resonance imaging, LE�lower extremity,
RW�rolling walker, ESI�epidural steroid injection, BUE�bilateral upper extremities, PN�peripheral neuropathy, R�right, L�left.
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therapist intervention may facilitate
greater accuracy in diagnosis and
clinical management for this group.

Overall, there was a broad range of
total physical therapy time billed to
patients. Intervention billing focused
on functional training activities. This
time is reflective of only billable ser-
vices and does not capture nonbill-
able services such as patient, family,
and caregiver education and care
coordination (eg, discharge plan-
ning) with other health care profes-
sionals. Anecdotally, these nonbill-
able activities require a significant
portion of the physical therapist’s
time, as the length of stay is so short
that much of the physical therapist’s
time is spent in communicating the
physical therapy findings and the
appropriate discharge setting and
services with the patient and family,
physician, nurse, and case manager
and providing the patient and family
with education about their physical
therapist diagnosis, intervention,
and referral for further services.
Despite the nonbillable nature of
these services, they require a high
level of expertise, interprofessional
interaction and teamwork, and clini-
cal decision making in order to facil-
itate the most appropriate plan of
care.

The aim of the EDOU is to allow for
further diagnostics or interventions
beyond the initial ED stay, but with
the goal of safe discharge to the next
appropriate level of care, within 24
hours.7 One of the primary roles of
the physical therapist on the inter-
professional EDOU team is to advise
on discharge disposition and
follow-up service referrals. The
majority of the patients in this study
had a length of stay that was less
than 24 hours, requiring only one
physical therapy visit. Only 15.2% of
the individuals seen in this study
were subsequently hospitalized.
Although we could not directly com-
pare the hospitalization rates of

patients in the EDOU seen by a phys-
ical therapist with patients in the
EDOU not seen by a physical thera-
pist due to the unavailability of data,
the hospitalization rate in this study
of patients seen by a physical thera-
pist was favorable compared with
18% to 22.3% hospitalization rates
reported in the medical EDOU liter-
ature for all patients.2,7,11

This study is the first of its kind to
describe physical therapist practice
in this unique setting. It is expected
that expansion and development of
EDOUs will continue in US hospitals.
Physical therapists may be a part of
the health care team in emergency
observation units. Physical therapy
managers can use the information
gleaned from this descriptive study
to identify common diagnostic
groups that will likely be seen in
these units. This knowledge can be
used to provide professional devel-
opment of the physical therapists
working in these units, as they will
require expertise in not only acute
musculoskeletal management but
also assessment and differential diag-
nosis of patients with dizziness and
balance dysfunction. Patient educa-
tion materials for vestibular dysfunc-
tion, back pain, and fall reduction
should be developed to increase effi-
ciency for physical therapists work-
ing in these units. Physical therapists
are part of the acute care health team
who may have an increasing role in
emergency services. Future studies
should focus on clinical decision
making of physical therapists in the
EDOU, differences in discharge dis-
position and length of stay for
patients who do and do not receive
physical therapy, and prevention of
readmission through appropriate
diagnosis, intervention, and
education.
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