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BACKGROUND: Inpatient administrative datasets often
exclude observation stays, as observation is considered
to be outpatient care. The extent to which this status is
applied to pediatric hospitalizations is not known.

OBJECTIVE: To characterize trends in observation status
code utilization and 1-day stays among children admitted
from the emergency department (ED), and to compare
patient characteristics and outcomes associated with
observation versus inpatient stays.

DESIGN: Retrospective longitudinal analysis of the 2004–
2009 Pediatric Health Information System (PHIS).

SETTING: Sixteen US freestanding children’s hospitals
contributing outpatient and inpatient data to PHIS.

PATIENTS: Admissions to observation or inpatient status
following ED care in study hospitals.

MEASUREMENTS: Proportions of observation and 1-day
stays among all admissions from the ED were calculated
each year. Top ranking discharge diagnoses and outcomes

of observation were determined. Patient characteristics,
discharge diagnoses, and return visits were compared for
observation and 1-day stays.

RESULTS: The proportion of short-stays (including both

observation and 1-day stays) increased from 37% to 41%

between 2004 and 2009. Since 2007, observation stays

have outnumbered 1-day stays. In 2009, more than half of

admissions from the ED for 6 of the top 10 ranking

discharge diagnoses were short-stays. Fewer than 25% of

observation stays converted to inpatient status. Return

visits and readmissions following observation were no more

frequent than following 1-day stays.

CONCLUSIONS: Children admitted under observation
status make up a substantial proportion of acute care
hospitalizations. Analyses of inpatient administrative
databases that exclude observation stays likely result in an
underestimation of hospital resource utilization for children.
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In recent decades, hospital lengths of stay have
decreased and there has been a shift toward outpatient
management for many pediatric conditions. In 2003,
one-third of all children admitted to US hospitals
experienced 1-day inpatient stays, an increase from
19% in 1993.1 Some hospitals have developed dedi-
cated observation units for the care of children, with
select diagnoses, who are expected to respond to less
than 24 hours of treatment.2–6 Expansion of observa-
tion services has been suggested as an approach to
lessen emergency department (ED) crowding7 and al-
leviate high-capacity conditions within hospital inpa-
tient units.8

In contrast to care delivered in a dedicated observation
unit, observation status is an administrative label applied
to patients who do not meet inpatient criteria as defined
by third parties such as InterQualVR . While the decision
to admit a patient is ultimately at the discretion of the
ordering physician, many hospitals use predetermined
criteria to assign observation status to patients admitted
to observation and inpatient units.9 Treatment provided
under observation status is designated by hospitals and
payers as outpatient care, even when delivered in an
inpatient bed.10 As outpatient-designated care, observa-
tion cases do not enter publicly available administrative
datasets of hospital discharges that have traditionally
been used to understand hospital resource utilization,
including the National Hospital Discharge Survey and
the Kid’s Inpatient Database.11,12

We hypothesize that there has been an increase in
observation status care delivered to children in recent
years, and that the majority of children under obser-
vation were discharged home without converting to
inpatient status. To determine trends in pediatric ob-
servation status care, we conducted the first longitudi-
nal, multicenter evaluation of observation status code
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utilization following ED treatment in a sample of US
freestanding children’s hospitals. In addition, we
focused on the most recent year of data among top
ranking diagnoses to assess the current state of obser-
vation status stay outcomes (including conversion to
inpatient status and return visits).

METHODS
Data Source

Data for this multicenter retrospective cohort study
were obtained from the Pediatric Health Information
System (PHIS). Freestanding children’s hospital’s par-
ticipating in PHIS account for approximately 20% of
all US tertiary care children’s hospitals. The PHIS hos-
pitals provide resource utilization data including
patient demographics, International Classification of
Diseases, Ninth Revision (ICD-9) diagnosis and proce-
dure codes, and charges applied to each stay, includ-
ing room and nursing charges. Data were de-identified
prior to inclusion in the database, however encrypted
identification numbers allowed for tracking individual
patients across admissions. Data quality and reliability
were assured through a joint effort between the Child
Health Corporation of America (CHCA; Shawnee
Mission, KS) and participating hospitals as described
previously.13,14 In accordance with the Common Rule
(45 CFR 46.102(f)) and the policies of The Children’s
Hospital of Philadelphia Institutional Review Board,
this research, using a de-identified dataset, was consid-
ered exempt from review.

Hospital Selection

Each year from 2004 to 2009, there were 18 hospitals
participating in PHIS that reported data from both
inpatient discharges and outpatient visits (including
observation status discharges). To assess data quality
for observation status stays, we evaluated observation
status discharges for the presence of associated obser-
vation billing codes applied to charge records reported
to PHIS including: 1) observation per hour, 2) ED ob-
servation time, or 3) other codes mentioning ‘‘obser-
vation’’ in the hospital charge master description
document. The 16 hospitals with observation charges
assigned to at least 90% of observation status dis-
charges in each study year were selected for analysis.

Visit Identification

Within the 16 study hospitals, we identified all visits
between January 1, 2004 and December 31, 2009
with ED facility charges. From these ED visits, we
included any stays designated by the hospital as obser-
vation or inpatient status, excluding transfers and ED
discharges.

Variable Definitions

Hospitals submitting records to PHIS assigned a single
‘‘patient type’’ to the episode of care. The ‘‘Observa-
tion’’ patient type was assigned to patients discharged

from observation status. Although the duration of ob-
servation is often less than 24 hours, hospitals may
allow a patient to remain under observation for longer
durations.15,16 Duration of stay is not defined pre-
cisely enough within PHIS to determine hours of inpa-
tient care. Therefore, length of stay (LOS) was not
used to determine observation status stays.

The ‘‘Inpatient’’ patient type was assigned to
patients who were discharged from inpatient status,
including those patients admitted to inpatient care
from the ED and also those who converted to inpa-
tient status from observation. Patients who converted
from observation status to inpatient status during the
episode of care could be identified through the pres-
ence of observation charge codes as described above.

Given the potential for differences in the application
of observation status, we also identified ‘‘1-Day
Stays’’ where discharge occurred on the day of, or the
day following, an inpatient status admission. These 1-
Day Stays represent hospitalizations that may, by their
duration, be suitable for care in an observation unit.
We considered discharges in the Observation and 1-
Day Stay categories to be ‘‘Short-Stays.’’

DATA ANALYSIS
For each of the 6 years of study, we calculated the fol-
lowing proportions to determine trends over time: 1)
the number of Observation Status admissions from
the ED as a proportion of the total number of ED vis-
its resulting in Observation or Inpatient admission,
and 2) the number of 1-Day Stays admitted from the
ED as a proportion of the total number of ED visits
resulting in Observation or Inpatient admissions.
Trends were analyzed using linear regression. Trends
were also calculated for the total volume of admis-
sions from the ED and the case-mix index (CMI).
CMI was assessed to evaluate for changes in the sever-
ity of illness for children admitted from the ED over
the study period. Each hospital’s CMI was calculated
as an average of their Observation and Inpatient Sta-
tus discharges’ charge weights during the study period.
Charge weights were calculated at the All Patient
Refined Diagnosis Related Groups (APR-DRG)/sever-
ity of illness level (3M Health Information Systems, St
Paul, MN) and were normalized national average
charges derived by Thomson-Reuters from their Pedi-
atric Projected National Database. Weights were then
assigned to each discharge based on the discharge’s
APR-DRG and severity level assignment.

To assess the current outcomes for observation, we
analyzed stays with associated observation billing
codes from the most recent year of available data
(2009). Stays with Observation patient type were con-
sidered to have been discharged from observation,
while those with an Inpatient Status patient type were
considered to have converted to an inpatient admis-
sion during the observation period.
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Using the 2009 data, we calculated descriptive sta-
tistics for patient characteristics (eg, age, gender,
payer) comparing Observation Stays, 1-Day Stays,
and longer-duration Inpatient admissions using chi-
square statistics. Age was categorized using the Ameri-
can Academy of Pediatrics groupings: <30 days, 30
days–1 year, 1–2 years, 3–4 years, 5–12 years, 13–17
years, >18 years. Designated payer was categorized
into government, private, and other, including self-pay
and uninsured groups.

We used the Severity Classification Systems (SCS)
developed for pediatric emergency care to estimate se-
verity of illness for the visit.17 In this 5-level system,
each ICD-9 diagnosis code is associated with a score
related to the intensity of ED resources needed to care
for a child with that diagnosis. In our analyses, each
case was assigned the maximal SCS category based on
the highest severity ICD-9 code associated with the
stay. Within the SCS, a score of 1 indicates minor ill-
ness (eg, diaper dermatitis) and 5 indicates major ill-
ness (eg, septic shock). The proportions of visits
within categorical SCS scores were compared for Ob-
servation Stays, 1-Day Stays, and longer-duration
Inpatient admissions using chi-square statistics.

We determined the top 10 ranking diagnoses for
which children were admitted from the ED in 2009
using the Diagnosis Grouping System (DGS).18 The
DGS was designed specifically to categorize pediatric
ED visits into clinically meaningful groups. The ICD-9
code for the principal discharge diagnosis was used to
assign records to 1 of the 77 DGS subgroups. Within
each of the top ranking DGS subgroups, we deter-
mined the proportion of Observation Stays, 1-Day
Stays, and longer-duration Inpatient admissions.

To provide clinically relevant outcomes of Observa-
tion Stays for common conditions, we selected stays
with observation charges from within the top 10 rank-
ing observation stay DGS subgroups in 2009. Out-
comes for observation included: 1) immediate out-
come of the observation stay (ie, discharge or
conversion to inpatient status), 2) return visits to the
ED in the 3 days following observation, and 3) read-

missions to the hospital in the 3 and 30 days follow-
ing observation. Bivariate comparisons of return visits
and readmissions for Observation versus 1-Day Stays
within DGS subgroups were analyzed using chi-square
tests. Multivariate analyses of return visits and read-
missions were conducted using Generalized Estimating
Equations adjusting for severity of illness by SCS score
and clustering by hospital. To account for local prac-
tice patterns, we also adjusted for a grouped treatment
variable that included the site level proportion of chil-
dren admitted to Observation Status, 1-Day-Stays,
and longer Inpatient admissions. All statistical analy-
ses were performed using SAS (version 9.2, SAS Insti-
tute, Inc, Cary, NC); P values <0.05 were considered
statistically significant.

RESULTS
Trends in Short-Stays

An increase in proportion of Observation Stays was
mirrored by a decrease in proportion of 1-Day Stays
over the study period (Figure 1). In 2009, there were
1.4 times more Observation Stays than 1-Day Stays
(25,653 vs 18,425) compared with 14,242 and
20,747, respectively, in 2004. This shift toward more
Observation Stays occurred as hospitals faced a 16%
increase in the total number of admissions from the
ED (91,318 to 108,217) and change in CMI from
1.48 to 1.51. Over the study period, roughly 40% of
all admissions from the ED were Short-Stays (Obser-
vation and 1-Day Stays). Median LOS for Observa-
tion Status stays was 1 day (interquartile range [IQR]:
1–1).

Patient Characteristics in 2009

Table 1 presents comparisons between Observation,
1-Day Stays, and longer-duration Inpatient admis-
sions. Of potential clinical significance, children under
Observation Status were slightly younger (median, 4.0
years; IQR: 1.3–10.0) when compared with children
admitted for 1-Day Stays (median, 5.0 years; IQR:
1.4–11.4; P < 0.001) and longer-duration Inpatient
stays (median, 4.7 years; IQR: 0.9–12.2; P < 0.001).
Nearly two-thirds of Observation Status stays had
SCS scores of 3 or lower compared with less than half
of 1-Day Stays and longer-duration Inpatient
admissions.

In 2009, the top 10 DGS subgroups accounted for
half of all admissions from the ED. The majority of
admissions for extremity fractures, head trauma,
dehydration, and asthma were Short-Stays, as were
roughly 50% of admissions for seizures, appendicitis,
and gastroenteritis (Table 2). Respiratory infections
and asthma were the top 1 and 2 ranking DGS sub-
groups for Observation Stays, 1-Day Stays, and lon-
ger-duration Inpatient admissions. While rank order
differed, 9 of the 10 top ranking Observation Stay
DGS subgroups were also top ranking DGS subgroups
for 1-Day Stays. Gastroenteritis ranked 10th among

FIG. 1. Percent of Observation and 1-Day Stays of the total volume of

admissions from the emergency department (ED) are plotted on the left axis.

Total volume of hospitalizations from the ED is plotted on the right axis. Year

is indicated along the x-axis. P value <0.001 for trends.
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Observation Stays and 11th among 1-Day Stays. Dia-
betes mellitus ranked 26th among Observation Stays
compared with 8th among 1-Day Stays.

Average maximum SCS scores were clinically com-
parable for Observation and 1-Day Stays and gener-
ally lower than for longer-duration Inpatient admis-
sions within the top 10 most common DGS
subgroups. Average maximum SCS scores were statis-
tically lower for Observation Stays compared with 1-
Day Stays for respiratory infections (3.2 vs 3.4),
asthma (3.4 vs 3.6), diabetes (3.5 vs 3.8), gastroenteri-
tis (3.0 vs 3.1), other gastrointestinal diseases (3.2 vs
3.4), head trauma (3.3 vs 3.5), and extremity fractures
(3.2 vs 3.4) (P < 0.01). There were no differences in
SCS scores for skin infections (SCS ¼ 3.0) and appen-
dicitis (SCS ¼ 4.0) when comparing Observation and
1-Day Stays.

Outcomes for Observation Stays in 2009

Within 6 of the top 10 DGS subgroups for Observa-
tion Stays, >75% of patients were discharged home
from Observation Status (Table 3). Mean LOS for
stays that converted from Observation to Inpatient
Status ranged from 2.85 days for extremity fractures
to 4.66 days for appendicitis.

Among children with Observation Stays for 1 of the
top 10 DGS subgroups, adjusted return ED visit rates
were <3% and readmission rates were <1.6% within
3 days following the index stay. Thirty-day readmis-
sion rates were highest following observation for other

GI illnesses and seizures. In unadjusted analysis, Ob-
servation Stays for asthma, respiratory infections, and
skin infections were associated with greater propor-
tions of return ED visits when compared with 1-Day
Stays. Differences were no longer statistically signifi-
cant after adjusting for SCS score, clustering by hospi-
tal, and the grouped treatment variable. Adjusted
odds of readmission were significantly higher at 3
days following observation for other GI illnesses and
lower at 30 days following observation for seizures
when compared with 1-Day Stays (Table 3).

DISCUSSION
In this first, multicenter longitudinal study of pediatric
observation following an ED visit, we found that Ob-
servation Status code utilization has increased steadily
over the past 6 years and, in 2007, the proportion of
children admitted to observation status surpassed the
proportion of children experiencing a 1-day inpatient
admission. Taken together, Short-Stays made up more
than 40% of the hospital-based care delivered to chil-
dren admitted from an ED. Stable trends in CMI over
time suggest that observation status may be replacing
inpatient status designated care for pediatric Short-
Stays in these hospitals. Our findings suggest the lines
between outpatient observation and short-stay inpa-
tient care are becoming increasingly blurred. These
trends have occurred in the setting of changing poli-
cies for hospital reimbursement, requirements for
patients to meet criteria to qualify for inpatient

TABLE 1. Comparisons of Patient Demographic Characteristics in 2009

Short-Stays LOS >1 Day

Observation 1-Day Stay Longer Admission

N ¼ 25,653*

(24%)

N ¼ 18,425*

(17%)

P Value Comparing

Observation

to 1-Day Stay

N ¼ 64,139*

(59%)

P Value Comparing

Short-Stays to

LOS >1 Day

Sex Male 14,586 (57) 10,474 (57) P ¼ 0.663 34,696 (54) P < 0.001
Female 11,000 (43) 7,940 (43) 29,403 (46)

Payer Government 13,247 (58) 8,944 (55) P < 0.001 35,475 (61) P < 0.001
Private 7,123 (31) 5,105 (32) 16,507 (28)
Other 2,443 (11) 2,087 (13) 6,157 (11)

Age <30 days 793 (3) 687 (4) P < 0.001 3,932 (6) P < 0.001
30 days–1 yr 4,499 (17) 2,930 (16) 13,139 (21)

1–2 yr 5,793 (23) 3,566 (19) 10,229 (16)
3–4 yr 3,040 (12) 2,056 (11) 5,551 (9)
5–12 yr 7,427 (29) 5,570 (30) 17,057 (27)
13–17 yr 3,560 (14) 3,136 (17) 11,860 (18)
>17 yr 541 (2) 480 (3) 2,371 (4)

Race White 17,249 (70) 12,123 (70) P < 0.001 40,779 (67) P <0.001
Black 6,298 (25) 4,216 (25) 16,855 (28)
Asian 277 (1) 295 (2) 995 (2)
Other 885 (4) 589 (3) 2,011 (3)

SCS 1 Minor illness 64 (<1) 37 (<1) P < 0.001 84 (<1) P < 0.001
2 1,190 (5) 658 (4) 1,461 (2)
3 14,553 (57) 7,617 (42) 20,760 (33)
4 8,994 (36) 9,317 (51) 35,632 (56)

5 Major illness 490 (2) 579 (3) 5,689 (9)

Abbreviations: LOS, length of stay; SCS, severity classification system.
* Sample sizes within demographic groups are not equal due to missing values within some fields.
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admissions, and efforts to avoid stays deemed
unnecessary or inappropriate by their brief duration.19

Therefore there is a growing need to understand the
impact of children under observation on the structure,
delivery, and financing of acute hospital care for
children.

Our results also have implications for pediatric
health services research that relies on hospital admin-
istrative databases that do not contain observation
stays. Currently, observation stays are systematically

excluded from many inpatient administrative data-
sets.11,12 Analyses of datasets that do not account for
observation stays likely result in underestimation of
hospitalization rates and hospital resource utilization
for children. This may be particularly important for
high-volume conditions, such as asthma and acute
infections, for which children commonly require brief
periods of hospital-based care beyond an ED encoun-
ter. Data from pediatric observation status admissions
should be consistently included in hospital administra-
tive datasets to allow for more comprehensive analy-
ses of hospital resource utilization among children.

Prior research has shown that the diagnoses com-
monly treated in pediatric observation units overlap
with the diagnoses for which children experience 1-
Day Stays.1,20 We found a similar pattern of condi-
tions for which children were under Observation Sta-
tus and 1-Day Stays with comparable severity of ill-
ness between the groups in terms of SCS scores. Our
findings imply a need to determine how and why hos-
pitals differentiate Observation Status from 1-Day-
Stay groups in order to improve the assignment of ob-
servation status. Assuming continued pressures from
payers to provide more care in outpatient or observa-
tion settings, there is potential for expansion of dedi-
cated observation services for children in the US.
Without designated observation units or processes to
group patients with lower severity conditions, there
may be limited opportunities to realize more efficient
hospital care simply through the application of the
label of observation status.

For more than 30 years, observation services have
been provided to children who require a period of mon-
itoring to determine their response to therapy and the
need for acute inpatient admission from the ED.21While
we were not able to determine the location of care for
observation status patients in this study, we know that
few children’s hospitals have dedicated observation
units and, even when an observation unit is present, not

TABLE 3. Outcomes of Observation Status Stays

Return to ED in 3

Days n ¼ 421 (1.6%)

Hospital Readmissions

in 3 Days n ¼ 247 (1.0%)

Hospital Readmissions

in 30 Days n ¼ 819 (3.2%)

DGS subgroup

% Discharged

From Observation

Adjusted* Odds

Ratio (95% CI)

Adjusted* Odds

Ratio (95% CI)

Adjusted* Odds

Ratio (95% CI)

Respiratory infections 72 1.1 (0.7–1.8) 0.8 (0.5–1.3) 0.9 (0.7–1.3)
Asthma 80 1.3 (0.6–3.0) 1.0 (0.6–1.8) 0.5 (0.3–1.0)
Other GI diseases 74 0.8 (0.5–1.3) 2.2 (1.3–3.8)† 1.0 (0.7–1.5)
Appendicitis 82 NE NE NE
Skin infections 68 1.8 (0.8–4.4) 1.4 (0.4–5.3) 0.9 (0.6–1.6)
Seizures 79 0.8 (0.4–1.6) 0.8 (0.3–1.8) 0.7 (0.5–1.0)†

Extremity fractures 92 0.9 (0.4–2.1) 0.2 (0–1.3) 1.2 (0.5–3.2)
Dehydration 81 0.9 (0.6–1.4) 0.8 (0.3–1.9) 0.7 (0.4–1.1)
Gastroenteritis 74 0.9 (0.4–2.0) 0.6 (0.4–1.2) 0.6 (0.4–1)
Head trauma 92 0.6 (0.2–1.7) 0.3 (0–2.1) 1.0 (0.4–2.8)

* Adjusted for severity using SCS score, clustering by hospital, and grouped treatment variable.
† Significant at the P < 0.05 level.Abbreviations: AOR, adjusted odds ratio; CI, confidence interval; DGS, Diagnosis Grouping System; GI, gastrointestinal; NE, non-estimable due to small sample size; SCS, severity classification
system.

TABLE 2. Discharge Status Within the Top 10
Ranking DGS Subgroups in 2009

Short-Stays LOS >1 Day

% Observation

% 1-Day

Stay

% Longer

Admission

All admissions from the ED 23.7 17.0 59.3
n ¼ 108,217

Respiratory infections 22.3 15.3 62.4
n ¼ 14,455 (13%)

Asthma 32.0 23.8 44.2
n ¼ 8,853 (8%)

Other GI diseases 24.1 16.2 59.7
n ¼ 6,519 (6%)

Appendicitis 21.0 29.5 49.5
n ¼ 4,480 (4%)

Skin infections 20.7 14.3 65.0
n ¼ 4,743 (4%)

Seizures 29.5 22 48.5
n ¼ 4,088 (4%)

Extremity fractures 49.4 20.5 30.1
n ¼ 3,681 (3%)

Dehydration 37.8 19.0 43.2
n ¼ 2,773 (3%)

Gastroenteritis 30.3 18.7 50.9
n ¼ 2,603 (2%)

Head trauma 44.1 43.9 32.0
n ¼ 2,153 (2%)

NOTE: DGS subgroups are listed in order of greatest to least frequent number of visits.
Abbreviations: DGS, Diagnosis Grouping System; ED, emergency department; GI, gastrointestinal; LOS,
length of stay.
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all observation status patients are cared for in dedicated
observation units.9 This, in essence, means that most
children under observation status are cared for in ‘‘vir-
tual observation’’ by inpatient teams using inpatient
beds. If observation patients are treated in inpatient
beds and consume the same resources as inpatients,
then cost-savings based on reimbursement contracts
with payers may not reflect an actual reduction in serv-
ices. Pediatric institutions will need to closely monitor
the financial implications of observation status given
the historical differences in payment for observation
and inpatient care.

With more than 70% of children being discharged
home following observation, our results are compara-
ble to the published literature2,5,6,22,23 and guidelines
for observation unit operations.24 Similar to prior
studies,4,15,25–30 our results also indicate that return
visits and readmissions following observation are
uncommon events. Our findings can serve as initial
benchmarks for condition-specific outcomes for pedi-
atric observation care. Studies are needed both to
identify the clinical characteristics predictive of suc-
cessful discharge home from observation and to
explore the hospital-to-hospital variability in out-
comes for observation. Such studies are necessary to
identify the most successful healthcare delivery models
for pediatric observation stays.

LIMITATIONS
The primary limitation to our results is that data from
a subset of freestanding children’s hospitals may not
reflect observation stays at other children’s hospitals
or the community hospitals that care for children
across the US. Only 18 of 42 current PHIS member
hospitals have provided both outpatient visit and
inpatient stay data for each year of the study period
and were considered eligible. In an effort to ensure
the quality of observation stay data, we included the
16 hospitals that assigned observation charges to at
least 90% of their observation status stays in the
PHIS database. The exclusion of the 2 hospitals where
<90% of observation status patients were assigned
observation charges likely resulted in an underestima-
tion of the utilization of observation status.

Second, there is potential for misclassification of
patient type given institutional variations in the
assignment of patient status. The PHIS database does
not contain information about the factors that were
considered in the assignment of observation status. At
the time of admission from the ED, observation or
inpatient status is assigned. While this decision is
clearly reserved for the admitting physician, the pro-
cess is not standardized across hospitals.9 Some insti-
tutions have Utilization Managers on site to help
guide decision-making, while others allow the assign-
ment to be made by physicians without specific guid-
ance. As a result, some patients may be assigned to
observation status at admission and reassigned to

inpatient status following Utilization Review, which
may bias our results toward overestimation of the
number of observation stays that converted to inpa-
tient status.

The third limitation to our results relates to return
visits. An accurate assessment of return visits is sub-
ject to the patient returning to the same hospital. If
children do not return to the same hospital, our
results would underestimate return visits and readmis-
sions. In addition, we did not assess the reason for
return visit as there was no way to verify if the return
visit was truly related to the index visit without
detailed chart review. Assuming children return to the
same hospital for different reasons, our results would
overestimate return visits associated with observation
stays. We suspect that many 3-day return visits result
from the progression of acute illness or failure to
respond to initial treatment, and 30-day readmissions
reflect recurrent hospital care needs related to chronic
illnesses.

Lastly, severity classification is difficult when analyz-
ing administrative datasets without physiologic patient
data, and the SCS may not provide enough detail to
reveal clinically important differences between patient
groups.

CONCLUSIONS
Short-stay hospitalizations following ED visits are
common among children, and the majority of pediat-
ric short-stays are under observation status. Analyses
of inpatient administrative databases that exclude ob-
servation stays likely result in an underestimation of
hospital resource utilization for children. Efforts are
needed to ensure that patients under observation sta-
tus are accounted for in hospital administrative data-
sets used for pediatric health services research, and
healthcare resource allocation, as it relates to hospital-
based care. While the clinical outcomes for observa-
tion patients appear favorable in terms of conversion
to inpatient admissions and return visits, the financial
implications of observation status care within child-
ren’s hospitals are currently unknown.
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