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Disclosures…



Begin With The End In Mind…

• First Half
– Discuss how observation is done or should be done

– Review evidence behind different types of units

– Who does it best?

– How to get started

– What to measure

• Changing face of observation
– Future of chest pain and syncope

– Progressive protocols



• When you get signed out a previously combative, elderly, 
intoxicated patient from the night before that no one has 
seen walk or even woke up to eat yet, as ‘discharged’.

• It’s called a…



Wishcharge

• When you get signed out a previously combative, elderly, 
intoxicated patient from the night before that no one has 
seen walk or even woke up to eat yet, as ‘discharged’.



CMS Definition of Observation 
(Part B Policy Manual)

Observation care is a well-defined set of specific, clinically appropriate services, which 
include ongoing short-term treatment, assessment, and reassessment before a 
decision can be made regarding whether patients will require further treatment as 
hospital inpatients or if they are able to be discharged from the hospital. Observation 
services are commonly ordered for patients who present to the emergency department 
and who then require a significant period of treatment or monitoring in order to make a 
decision concerning their admission or discharge.
In the majority of cases, the decision whether to discharge a patient from the hospital 
following resolution of the reason for the observation care or to admit the patient as an 
inpatient can be made in less than 48 hours, usually in less than 24 hours.  In only rare 
and exceptional cases do reasonable and necessary outpatient observation services 
span more than 48 hours. 
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Observation Medicine Is Emergency Medicine!

Observation care is a well-defined set of specific, clinically appropriate services, which 
include ongoing short-term treatment, assessment, and reassessment before a 
decision can be made regarding whether patients will require further treatment as 
hospital inpatients or if they are able to be discharged from the hospital. Observation 
services are commonly ordered for patients who present to the emergency department 
and who then require a significant period of treatment or monitoring in order to make a 
decision concerning their admission or discharge.
In the majority of cases, the decision whether to discharge a patient from the hospital 
following resolution of the reason for the observation care or to admit the patient as an 
inpatient can be made in less than 48 hours, usually in less than 24 hours.  In only rare 
and exceptional cases do reasonable and necessary outpatient observation services 
span more than 48 hours. 
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• So, we should be talking about it more…
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• When you get signed out a previously combative, elderly, intoxicated 
patient from the night before that no one has seen walk or even woke 
up to eat yet, as ‘discharged’.

• You’ve now determined that patient can’t walk very well but are 
relieved to find out he has some chest pain, necessitating a brief stay 
on the observation unit… you assure the observation provider he 
should be much better in 8-12 hours (at which point you will, 
conveniently, be home).

• You are now demonstrating…



Obstimism

• When you get signed out a previously combative, elderly, intoxicated 
patient from the night before that no one has seen walk or even woke 
up to eat yet, as ‘discharged’.

• You’ve now determined that patient can’t walk very well but are 
relieved to find out he has some chest pain, necessitating a brief stay 
on the observation unit… you assure the observation provider he 
should be much better in 8-12 hours (at which point you will, 
conveniently, be home).



Observation Is A Status – Not A Location

• Often said…
– And it’s true!

• Observation can be done anywhere:
– In the ED
– In a dedicated Observation Unit
– In a med-surg bed
– In the ICU even…

• But is it all equivalent?



Location, Location, Location…

• Observation care is a well-defined set of specific, clinically appropriate services, 
which include ongoing short-term treatment, assessment, and reassessment before 
a decision can be made regarding whether patients will require further treatment as 
hospital inpatients or if they are able to be discharged from the hospital. Observation 
services are commonly ordered for patients who present to the emergency 
department and who then require a significant period of treatment or monitoring in 
order to make a decision concerning their admission or discharge.



Location, Location, Location…

• Observation care is a well-defined set of specific, clinically appropriate services, 
which include ongoing short-term treatment, assessment, and reassessment before 
a decision can be made regarding whether patients will require further treatment as 
hospital inpatients or if they are able to be discharged from the hospital. Observation 
services are commonly ordered for patients who present to the emergency 
department and who then require a significant period of treatment or monitoring in 
order to make a decision concerning their admission or discharge.

Reducing variability is critical!



https://www.acep.org/globalassets/uploads/uploaded-files/acep/membership/sections-
of-membership/obs2/obs_med_bk_v3.pdf of Observation Units



Type of Observation Units

• Includes a History…
– 1970’s – Observation Beds in ED’s

– 1980’s – Dedicated Units

• Includes a discussion of the types of units…
– Emphasis on reducing utilization, LOS, 

variability



But why do we care?



But why do we care?

• Simulation Model
• Estimated that observation 

care could save:
• $1,672 per patient
• $4.6m annually

• Saving to US healthcare 
system:
• $3.1b

• Reduction in LOS, unnecessary 
testing…
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• Anywhere
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Types of Observation Units
Ty

pe
 1 • Protocol Based

• Dedicated Unit
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The Where & How…

• Compared Type 1 to 
others…
– 100k or so in Type 1

• Georgia
– Mix of 1-4

• All of US
– LOS 17 Hours In Type 1
– Rest had LOS 22-27 hours

• Most care (2/3) delivered in a 
Type 4 Setting
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So who is running these things?

• 36% of ED’s had OU’s
– Only 56% managed by the 

ED’s
• Mostly urban with high 

boarding
– “Admit” rate much higher 

with OU’s
– 82% of OU patients 

discharged home
• Does it matter who 

manages?



Who and Where…



Who and Where…

• 4,000 patients
– LOS Longest and Highest 

Conversion
• Inpatient Ward
• Inpatient Docs

– LOS Shortest
• Near ED
• ED Docs

• Did not look at inpatient ward 
with ED Docs…



Don’t Be Afraid of Heights
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Who and Where…
• Same observation unit…

– Internal Medicine 1st Year
• LOS 27 Hours

– Emergency Medicine 2nd Year
• LOS 17 Hours

• Increase in ED visits but no 
change in OU volume...





Who and Where…
• Same observation unit…

– ~2k Patients Each
– Emergency Medicine

• LOS 20 Hours
– Internal Medicine

• LOS 24 Hours

• No significant difference in 
admission rates or 
“bounceback” rates.



TIA
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TIA
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• 150 patients
• Half Admitted
• Half EDOU

• Protocol Written Along with 
Neurologists…

• EDOU
• Cheaper

• $844 vs. $1529
• Shorter LOS

• 21 vs 61 hours
• More likely to have 

protocol done.
• 97% vs 91%



So why not “obs” everyone…

• DRG Payments vs Observation (APC-C 
8011)
– Diagnosis Related Groups

• Vary greatly depending on comorbid 
conditions

– Comprehensive Ambulatory Payment 
Classification
• Fixed

• Pneumonia
– APC-C 8011: $2,275
– DRG 195: $3,926
– DRG 194: $5,740 w/CC
– DRG 193: $8,697 w/MCC
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So why not “obs” everyone…

• This means you could be denied at 
50% and still get reimbursed higher 
for admissions!
– Lower reimbursement…
– Means you must lower cost.
– Reduce unnecessary work, shorten 

length of stay.
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Opportunity Cost
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• If you have boarders and…

• Those boarders are sicker 
than the patients in the 
observation unit.

AND

• You have people walking out 
of the ED (LWBS) because of 
those boarders.

AND

• My observation unit is full and 
I never board observation 
patients…

• Well then, you should leave me 
alone…



• When your colleague in the ED turns over a patient to 
the EDOU and tells you it’s for “cellulitis” and 
“dehydration” but somehow forgets to mention the 
patient has severe weeping edema, difficulty 
ambulating, and heart failure with an ejection fraction of 
10%.



Obsfuscating

• When your colleague in the ED turns over a patient to 
the EDOU and tells you it’s for “cellulitis” and 
“dehydration” but somehow forgets to mention the 
patient has severe edema, difficulty ambulating, and 
heart failure with an ejection fraction of 10%.
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– So start in your Emergency Department with your long LOS patients.



How to Begin – Back to the Status!

• Observation is not a place!
• It’s a status and you can do it anywhere

– So start in your Emergency Department with your long LOS patients.

Identify your longer 
stays…

Repeat Labs
Pain Control

Neurovascular Checks
Cannot be “waiting for 

MRI”…
Cannot be for the 

convenience of a doctor or 
patient…

Be Realistic

Don’t “wish” patients left 
sooner… just observe them!

Make The Case

You will need institutional 
buy-in…
•It’s a status change.
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(Seizure, “pseudo-rhabdo”, low-risk chest pain)
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Mental Models… Problem Levels.

Level 1 – Require monitoring only, repeat labs, minimal therapy. 
(Seizure, “pseudo-rhabdo”, low-risk chest pain)

Level 2 – Require testing to determine if there is a serious condition. 
(Higher risk chest pain, TIA)

Level 3 – Require therapy, but expectation is to discharge. 
(Pyelonephritis, cellulitis)

Level 4 – Require treatment for more serious illness, higher risk for admission.
(CHF, pneumonia)

Level 5 - Require more extensive testing and consultation.
(Papilledema, Social Disposition, Trauma)



Protocols

• Current Protocols At University Hospital

• Chest Pain
• CHF
• Seizure
• Atrial Fibrillation
• Abdominal Pain
• TIA
• Syncope
• Asthma/COPD
• AKI
• ETOH Withdrawal
• Opioid Withdrawal
• Allergic Rxn
• Anemia

• Cellulitis
• DVT/PE
• Violence Intervention
• Flank Pain
• GI Bleed
• Headache
• MSK Pain
• Hyperglycemia
• Hypoglycemia
• Hypokalemia
• Hyperemesis
• Mild DKA
• Pancreatitis

• Vertigo
• PNA
• Pyelo
• Rhabdomyolysis
• TBI
• Social Needs



Protocols

• Initial protocols at UH

• Abdominal Pain
• Allergic Reaction
• Asthma/COPD
• Chest Pain
• Cellulitis

• DVT/PE
• Pneumonia
• Seizures
• Syncope
• TIA

http://www.obsprotocols.org/tiki-index.php



Protocols

• Initial protocols at UH

• Abdominal Pain
• Allergic Reaction
• Asthma/COPD
• Chest Pain
• Cellulitis

• DVT/PE
• Pneumonia
• Seizures
• Syncope
• TIA

http://www.obsprotocols.org/tiki-index.php

• General
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Most Common Conditions…

It might be something… I dunno… patient can’t leave but no one wants 
to admit… can we get an echo just for fun and maybe an MRI and you 

know… some other stuff…
Protocol.



Where from here?

• You have your unit….
– It’s a type 1 dedicated unit
– Protocol driven
– Managed by EM
– Now you need to monitoring key metrics…
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Key Observation Metrics

• And percent of total 
hospitalizations.

Total 
Volume

• In Hours for Observation 
Discharges

Length of 
Stay

• Number of Admission/Total 
Observations

Conversion 
Rate
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• Now that you know all about observation, your 
department or hospital leadership come to you 
offering you the chance to provide medical 
direction on their new, Type 1, EM managed 
observation unit. Instead of running away and 
hiding you should view this as a…
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OBSportunity

• Now that you know all about observation, your 
department or hospital leadership come to you 
offering you the chance to provide medical 
direction on their new, Type 1, EM managed 
observation unit. Instead of running away and 
hiding you should view this as a…
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ED Observation Basics

• Observation is Emergency Medicine
• Type 1 Units Perform Best
• Management by the ED is associated with increased efficiency
• Protocols help insure quality care
• Start small with your long ED LOS patients

• Grow from there guided by data
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The Changing Face of Observation
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Chest Pain



Chest Pain



Chest Pain
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Chest Pain
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Chest Pain



Chest Pain



Syncope



Syncope

• 120 Patients With Syncope & Echo
• Normal Physical Exam

• 7% with echo findings
• Abnormal Physical

• 24% with echo findings

• ACEP Guidelines
• EKG (5% but cheap)
• No need for other tests unless 

abnormal physical exam or high 
risk



Syncope
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Syncope



So, what patients are you putting on your observation unit?
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DKA



DKA

• 227 Patients
• 107 Observation
• 120 ICU

• Only significant difference
• Hypoglycemia during stay

• (less in obs cohort)
• LOS not significant but…

• 0.71 lower (p value of 0.06)



DKA



DKA

• 124 patients with glucose greater than 300
• 31% pH < 7.34
• 23% Acetone or BHB Positive
• 34% Anion Gap > 17

• 106 Discharged
• 18 Admitted (14.5%)
• Only significant difference…. Ketones

• The discharge group had more.



DKA



DKA

• Implementation of SQ Insulin Protocol
• Increased Use of SQ Insulin
• 57% Reduction in ICU Admission
• 50% Reduction in Readmission
• No changes in LOS



DKA
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DKA

102



Alcohol Withdrawal
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Alcohol Withdrawal
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• Implementation of ETOH Withdrawal Protocol
• CIWA
• 276 Pre-protocol
• 145 Post-protocol
• LOS dropped from 7 to 5 days



Alcohol Withdrawal



ETOH W/D



Social Observation Medicine

Social Observation Medicine 
Limited Resources

Social Work
Disease Navigators
Population Health Navigators
Hospitalists

Observation “Slows the Roll”
Value:

Prevent repeat visits
Improving follow-up care
Helping patients get appropriate 
rehab
Utilizing those limited resources 
better

By no means your typical observation 
cases… but the moral of the story:

Find where there is a need & provide 
value.

Fall/Weakness

Firearm Injury

Victims of Interpersonal 
Violence

Opiate Withdrawal 

Mild Alcohol Withdrawal

Geriatric 
Screening/Dementia



Conclusions

• Chest pain is changing… HST and CCTA are eliminating 
the needs for many observations.

• We over use echo in our syncope patients… expect this to 
decrease.

• We have to find new ways to provide value on our 
EDOU’s…
– Anything amenable to protocol drive care:

• DKA
• ETOH w/d

• Where a high social determinant burden exists, 
observation can help alleviate pressure on ED and provide 
value.
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Questions?



THANK YOU Anthony Rosania, MD
Medical Director, ED Observation
Rutgers – New Jersey Medical School
rosanian@njms.rutgers.edu


