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Disclosures

None 



Objectives

The W’s

Why observe? 

Who to observe? 

When to observe? 

What happens in 
observation? 



Asthma / COPD

Obstructive Pulmonary Diseases



Background

• Obstructive airway disease leads to over 3 million emergency 
visits in the US annually

• In 2012, more than 3 million people died from COPD worldwide
• Deaths from these disease processes are anticipated to 

increase due to continued exposure to risk factors and aging
• Utilization of a COPD protocol in an observation unit can 

decrease 30-day recidivism to the emergency department



Emergency Department Evaluation

• EKG 
• Laboratory analysis (CBC, CMP, troponin, BNP)
• Chest x-ray
• Pulse oximetry 
• Evaluate response to serial treatments (therapeutic pathway) 
• Risk stratification
• Pulmonology input if needed 



Risk Stratification

Difficult to do: 
• Many options 
• Not well validated in ED
• Clinical gestalt prevails

DECAF Score: 
• Dyspnea scale
• Eosinopenia
• CXR consolidation
• Acidemia
• Atrial fibrillation 



Emergency Department Disposition

Be Free:
• Low risk patients
• Reassuring walk test
• Social support
• Shared decision 

making

To Inpatient: 
• High risk patient 
• Requiring NIPPV
• Altered mental status 
• Unable to ambulate 

or care for self
• Pregnancy > 20 weeks
• Shared decision 

making 

To Observation:
• Intermediate risk
• Needs serial 

treatments
• No social support 
• Shared decision 

making  



Observation Criteria

Inclusion Criteria

• Intermediate response to adequate therapy in the ED 
• Chest x-ray without acute process
• Alert, oriented, and stable VS
• Pulse oximetry at baseline or need expected to resolve within 

24 hours 

Exclusion Criteria

• Poor response to ED therapy
• High probability of airway intervention 
• Signs of respiratory distress 
• Need for NIPPV, Heliox, or HFNC 
• Altered mental status or unable to care for self 
• Concurrent acute conditions (pneumonia, CHF, ACS) 
• Pregnancy > 20 weeks



Observation Unit Evaluation

• Telemetry and continuous pulse oximetry as needed
• Walk test and peak flow evaluations as needed 

• Treatment with oxygen, aerosols, IV steroids, IV antibiotics as needed 

• Outpatient medication management (long term inhalers, oral steroids) as needed

• Smoking cessation and respiratory education 

• Social work consultation as needed for assistance with discharge planning

• Pulmonology consultation as needed



Observation Order Set Example



Observation Unit Disposition

Be Free:
• Reassuring exam including walk 

test and/or peak flow
• Negative workup in observation
• Able to follow up outpatient with 

pulmonology or PCP within 2 
weeks

• Shared decision making

To Inpatient:
• Deterioration or unstable VS 
• Lack of improvement in walk test 

and/or peak flow 
• Requiring continued treatment 

with aerosols, IV medications 
• Need for HFNC, NIPPV 
• Shared decision making  



Infectious Diseases

Examples: Cellulitis, Peritonsillar abscess, Pneumonia, Pyelonephritis 



Background

• Patients with skin and soft tissue infections are often observed 
solely to receive IV antibiotics and can have few or no 
comorbid conditions

• Acute pyelonephritis accounts for approximately 200,000 
hospitalizations annually in the United States 

• Disease severity assessment in community acquired 
pneumonia is crucial to guide appropriate management

• Observation units are being increasingly utilized for 
intermediate risk patients and early goal directed therapy is 
beneficial 



Emergency Department Evaluation

• Laboratory analysis (electrolytes, renal function, relevant 
cultures) 

• Imaging of affected area or organ
• Drainage of abscess or local wound care if applicable
• Risk stratification



Risk Stratification

CURB-65 (Pneumonia):
• Confusion
• Urea >= 19
• Respiratory rate >= 30
• Low blood pressure
• Age >= 65



Treatment Guidelines

Treatment Resources:
• Pharmacy 
• Hospital formulary list
• Local resistance rates
• IDSA guidelines 



Emergency Department Disposition

Be Free:
• Low risk patients
• Social support
• Close follow up in 

outpatient setting
• Shared decision 

making

To Inpatient: 
• High risk patient 
• Unstable 
• Concomitant 

systemic symptoms 
or signs of sepsis  

• History of MDRO 
infection with high 
likelihood of long 
hospital stay

• Shared decision 
making 

To Observation:
• Intermediate risk
• Need for further IV 

treatment  
• No social support 
• Shared decision 

making  



Observation Criteria

Inclusion Criteria
• Serial exams required to detect progression
• Requires IV antibiotic treatment beyond that given in the ED 
• Hemodynamically stable 

Exclusion Criteria

• Abnormal vital signs 
• High risk for respiratory or circulatory failure 
• Concern for complicated infection requiring prolonged 

treatment (diabetic foot infection, necrotizing infection, 
empyema, infected renal stone) 

• Altered mental status 
• Unable to ambulate or unable to care for self 



Observation Unit Evaluation

• Serial labs and cultures (electrolytes, renal function, urine culture) as needed 
• Serial examinations of infected area and/or organ 

• Monitoring of response to current treatment and need for de-escalation/escalation

• Monitoring for systemic signs and symptoms indicating progression 

• Medication management (prior authorization for oral antibiotic) as needed

• Social work consultation as needed for assistance with discharge planning

• Infectious disease consultation as indicated



Observation Order Set Example



Observation Unit Disposition

Be Free:
• Subjective improvement 
• Reassuring exam
• Ability to obtain antibiotics 

outpatient
• Social support and follow up 
• Shared decision making

To Inpatient:
• Poor response or persistent 

infection
• Systemic symptoms 
• Fever or unstable VS
• No social support or inability to 

receive outpatient treatment 
• Shared decision making  



Conclusions

Risk stratification is 
important to 
appropriately 
disposition patients 
from the emergency 
department 

An observation unit 
can decrease cost 
while managing 
intermediate risk 
patients appropriately

Further testing in the 
observation unit 
should be highly 
protocolized and 
driven by clinical 
picture and serial 
assessments 
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