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Initiating Medication-assisted 
Treatment for Patients Presenting 
With Opioid Withdrawal
Critical to success: partnering with a reliable provider who can take 
over care of patients after they have been discharged from the ED

With a new report showing 
dramatic surges in both ED 
visits and hospital admissions 

because of problems related to opioid 
misuse, it’s clear that current approaches 
to the problem are not sufficient.

The report, published by the Agency 
for Healthcare Research and Qual-
ity, indicates that in 2014, ED visits 
prompted by problems related to opioid 
use were double what they were a decade 
earlier, and opioid-related inpatient stays 
were up by 64%.1

While many emergency providers 
have long resisted getting involved with 
the treatment of addiction, the scope of 
the problem has prompted some EDs 
to reexamine their role in potentially 
connecting patients with treatment at a 
time when they are highly motivated to 
make a change. For instance, following a 
two-month research period last sum-
mer, the ED at Providence Sacred Heart 
Medical Center in Spokane, WA, began 
initiating medication-assisted treatment 

(MAT) to presenting patients with opi-
oid use disorders, and then immediately 
connecting them to a MAT provider for 
continuing care.

There were initial concerns about 
potential provider resistance as well as 
spikes in volume, but these issues did 
not materialize. In fact, while these are 
still early days with the new approach, 
providers report that the program is 
working well, and that they are taking 
calls from colleagues who are interested 
in spearheading similar approaches.

	

Identify Appropriate  

Patients

The decision to consider initiating 
MAT in the ED was driven, in part, by 
a sense of frustration with the avail-
able treatment options for patients 
who present with symptoms of opioid 
withdrawal.

“There is a perception that there is a 
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lot of medicine that is really effective 
at combating withdrawal symptoms, 
which are diarrhea, abdominal pain, 
sweatiness, agitation, and anxiety, 
but there is not a lot that we can 
do,” explains Darin Neven, MD, an 
emergency physician at Providence 
Sacred Heart Medical Center. “There 
are some addictive substances we can 
use to treat symptoms, but obviously 
that is not what we want to do in 
someone we are treating with addic-
tion, so a lot of times we would give 
them over-the-counter medicines, 
and they would have to tough it 
out.”

For example, patients would be 
given antihistamines, acetamino-
phen, or ibuprofen, Neven explains. 
“We tried to stay away from benzo-
diazepines, but generally it wasn’t a 
rewarding experience,” he says. “Pa-
tients would often stay in a sobering 
center where they were often sent for 
just a short period of time, and then 
they would relapse.”

Neven knew that unless patients 
were given treatment that could al-
leviate their physiologic cravings, the 
prospects for recovery were dim, so 
he took part as the principal investi-
gator on a two-month study, testing 
an approach whereby appropriate 
patients would be given their first 
dose of Suboxone (a combination of 
buprenorphine and naloxone) in the 
ED, and then immediately would be 
connected with a MAT provider who 
would pick up their care from that 
point.

“This was actually a medicine that 
completely removed [the patient’s] 
withdrawal symptoms, took away 
all of their physiologic cravings, 
and then set them up for long-term 
stability if they could follow through 
the next day and subsequent days 
with the Suboxone treatment,” 
Neven observes.

Ariana Kamaliazad, a medical 

student at the University of Wash-
ington School of Medicine in Seattle 
who served as an investigator on the 
study, concurs that the Suboxone 
essentially enabled patients to make 
it to their follow-up appointments 
with a MAT provider.

“Before, if you saw someone 
in the ED who was interested in a 
MAT program ... you could give 
them the information on how to 
do that, but it would be difficult 
for them to follow up because they 
would be feeling these withdrawal 
symptoms so much,” she explains. 
“Usually, these people would just 
be enticed to just use [opiate drugs] 
when they got out of the hospital 
rather than follow up with a treat-
ment program.”

During the two-month study 
period in the summer of 2016, 
Kamaliazad would be contacted by 
phone or text message by the emer-
gency provider whenever a patient 
presented to the ED with symptoms 
of acute withdrawal and he or she 
was interested in treatment for their 
addiction.

“I would respond to the ED in 
person and go in and meet the pa-
tient to determine their eligibility for 
the program,” she explains. 

For instance, the patients would 
need to be able to get to the Spokane 
Regional Health District every day 
for daily dosing of Suboxone, and 
they couldn’t have other addictions 
or comorbidities. 

Kamaliazad notes that another 
critical piece of information involved 
determining when the patient last 
used opiate medications because 
if they were still feeling the effects 
of the opioids, Suboxone actuually 
could send them into withdrawal 
rather than ease their symptoms. 
Also, Kamaliazad would use a clini-
cal opiate withdrawal scale (COWS) 
to assess the severity of withdrawal 
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EXECUTIVE SUMMARY

With new data showing big increases in ED and inpatient use related to opioid 

abuse, providers are looking for new solutions to the opioid crisis. While 

emergency providers have been traditionally resistant to getting involved with 

addiction treatment, some are taking a fresh look at an approach that involves 

initiating medication-assisted treatment (MAT) in the ED, and then referring 

patients to a MAT provider for continuing care. Providers with experience in 

this approach note that it gives them something to offer patients who present 

to the ED with symptoms of opiate withdrawal, and the evidence suggests it 

is far more likely than non-medication-based approaches to keep patients in 

treatment. 

• In a two-month study involving the initiation of MAT in the ED, providers at 

Providence Sacred Heart Medical Center in Spokane, WA, found that when 

patients deemed appropriate for MAT were initiated into treatment with a 

single dose of Suboxone while in the ED, more than 70% of patients were still 

engaged in treatment at 30 days.

• Following the study, the ED continued to provide the MAT program, 

partnering with a Suboxone provider for continued care of the patients 

following their ED visit.

• Although there were concerns that offering MAT in the ED would result 

in volume spikes, that has not materialized, according to providers. They 

estimate that the ED treats and refers about four patients per week to the MAT 

provider.

• Program administrators emphasize that the ED may offer the best 

opportunity to capture patients who are ready and motivated to engage in 

treatment for their opioid use disorder. 

that the patient was experiencing. 
“Then, I would give the emer-

gency provider the information 
that I had gathered, and we would 
both come up with an assessment 
of whether or not we thought it was 
appropriate for this patient to receive 
Suboxone,”she says. “If it was ap-
propriate, we would administer [the 
pill], watch the patient take it, and I 
would set the patient up with an ap-
pointment the following morning at 
the MAT program where they would 
go in and enroll.”

Kamaliazad would keep tabs on 
whether the patient kept the follow-
up appointment the next day. “As 
the patient is feeling better, he or 
she is more likely to make it to that 
appointment rather than go out and 
find more drugs,” she says.

After 30 days, 71.4% of the pa-
tients who received a dose of Sub-
oxone in the ED were still enrolled 
in MAT at the Spokane Regional 
Health District, and 28.6% were no 
longer participating, according to 
data provided by Kamaliazad. Among 
the 25 patients still in treatment, six 
patients had switched from taking 
daily doses of Suboxone to daily 
doses of methadone.

At 60 days, 51.4% of the patients 
were still in treatment at the health 
district, and three additional patients 
left to seek MAT at a program that 
offered weekly rather than daily dos-
ing, although these patients were lost 
to follow-up by investigators at this 
point.

Ensure Prompt  

Follow-up Care

There were some limitations dur-
ing the two-month study period. For 
example, with the available funding 
for the project, the health district 
could accommodate only two patient 

enrollments in MAT per day. “Dur-
ing the research, when we had a third 
person who wanted to be enrolled for 
that day and we couldn’t fit him in, 
we had to turn that person down,” 
Kamaliazad notes. 

Also, under the Drug Addiction 
Treatment Act of 2000, provid-
ers who have not received a Drug 
Enforcement Administration (DEA) 
waiver to prescribe Suboxone can 
administer only one dose, and only 
if the patient is connected to a MAT 
provider who can continue with 
the treatment. “Under that law, we 
couldn’t give people treatment if they 
weren’t going to be able to follow up 
the next day in a clinic,” Kamaliazad 
notes. Because the health district was 
open to provide MAT services only 

from Monday through Thursday, 
emergency providers were limited 
to enrolling patients in the program 
from Sunday through Wednesday. 
“The law says [providers without 
DEA waivers] can’t prescribe Subox-
one; we have to physically administer 
it, so we can’t give patients three days 
of the drug,” Neven observes. “We 
were only treating patients in the ED 
when we knew we could get them 
into a clinic the next day, which was 
Sunday through Wednesday.”

Despite these limitations, the 
results of the study convinced the 
hospital to continue offering the 
approach, although there have 
been some logistical changes. For 
instance, now nurses from ED case 
management fulfill the role that 
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ALTHOUGH 
MANY 

EMERGENCY 
PROVIDERS HAVE 
BEEN HESITANT 

TO GET 
INVOLVED IN THE 
TREATMENT OF 

ADDICTION, THE 
OPIOID CRISIS 
HAS GOTTEN 

SO SEVERE 
THAT MORE 
PHYSICIANS 

ARE WILLING TO 
ENGAGE ON THIS 

ISSUE, NEVEN 
OBSERVES.

Kamaliazad handled during the 
study. This involves determining 
when patients qualify for MAT, 
working with emergency physicians 
to initiate the Suboxone treatment, 
and arranging for follow-up. Also, 
instead of working with the health 
district to connect patients with 
ongoing MAT, the ED has partnered 
with a large Suboxone provider.

Although the program still is 
limited to patients who present to the 
ED from Sunday through Wednes-
day, Neven notes that it is nonethe-
less a big plus for the ED to have a 
referral resource for patients in need 
of MAT. “That is a major barrier 
[for many EDs],” he says. “There is a 
shortage of clinics that will take these 
patients, and [the approach] defi-
nitely requires a cooperative clinic to 
provide MAT.”

Rely on Evidence

There is often a concern among 
emergency providers that if they 
begin inducting patients into MAT, 
the ED will be overwhelmed with pa-
tients wanting this service, potentially 
leading to crowding, boarding, and 
other volume-related issues. Neven 
acknowledges that he had concerns 
along these lines as well, but, in fact, 
demand for MAT has been modest 
and manageable.

“We estimated that, at most, we 
would refer five patients per day 
to the Suboxone provider, and we 
haven’t hit that yet,” Neven reports. 
“We are treating what feels like about 
four patients per week in an ED that 
sees 60,000 adults and 30,000 pediat-
ric patients a year.”

Kamaliazad acknowledges that 
the study conducted last summer had 
a bigger impact on ED volume. “It 
did attract more people to the ED 
because they had heard about [the 

MAT] program and wanted to get 
into treatment,” she says. “We were 
referring patients to the health dis-
trict, and that was the only program 
at that time that was accepting Sub-
oxone patients or any type of MAT 
patients.”

However, Kamaliazad notes that 
now patients don’t need to come to 

the ED to access MAT treatment; 
they can go straight to the MAT 
treatment provider. 

Still, Neven acknowledges that he 
was worried that the program could 
cause volume to spike. “There are 
so many patients who come to the 
ED with an agenda to get prescrip-
tion opioids,” he says. “I have been 
really surprised that we have not been 

overrun with people who want to get 
Suboxone.” While Neven is support-
ive of offering Suboxone in the ED, 
he used the study period to determine 
whether the rest of the emergency 
providers would buy into the concept 
as well. “That was one of the major 
things we were testing,” he says. 
“There were vocal physicians that I 
knew of who felt that methadone pro-
grams are misplaced and misguided ... 
and that they are a waste of money.”

However, all the physicians 
ultimately agreed to participate in 
the program and offer Suboxone to 
the patients they determined were 
appropriate for the treatment, Neven 
explains.

Although many emergency provid-
ers have been hesitant to get involved 
in the treatment of addiction, the 
opioid crisis has gotten so severe that 
more physicians are willing to engage 
on this issue, Neven observes. He also 
has a ready comeback for physicians 
who question whether MAT is the 
right approach. “My main answer to 
that is to look at the data on what 
is most effective for treating opioid 
addiction. It is not abstinence-based 
therapy. It is not tough love. And it 
is not a 12-step program,” he says. 
“These things do not work for opioid 
addiction, and it is very clear in the 
literature that they do not work.”

People relapse at rates topping 
90% when those approaches are used, 
and outcomes are much better when 
opioid substitution therapy or MAT 
is used, Neven adds. 

“We are slowly educating physi-
cians that this is the best, evidence-
based approach, and it is also a harm 
reduction method,” he says. “Every 
dose of Suboxone is one less dose 
of heroin, which is one less dose of 
harm, so we should do everything we 
can to reduce harm. We shouldn’t go 
for a lifetime of sobriety because that 
is not realistic. 
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Kamaliazad adds that the ED may 
offer the best opportunity to con-
nect with patients who have opioid 
addictions. “A lot of these patients 
have other social factors that are go-
ing to predispose them to not make 
regular appointments with doctors, 
so whether or not people in the ED 
want to treat people with addictions, 
it might be that the healthcare system 
is only able to capture these patients 
when they are in an acute setting be-
cause they tend not to follow up with 
regular physicians,” she says. 

How might emergency medicine 
clinicians move forward with a similar 
program to what Neven and col-
leagues are doing in Spokane? One 
easy first step is to take the Suboxone 
course that will enable providers to 
obtain a DEA waiver to prescribe the 
drug, Neven advises. “It is four hours 
of a webinar online and then four 
hours in front of a computer doing 
online learning,” he says. “You will 
learn a comprehensive approach for 
giving Suboxone ... and obtain your 
DEA number.”

While the approach offered at 
Providence Sacred Heart does not re-
quire providers to prescribe Suboxone 
or to obtain a DEA number, it does 
give physician leaders added flexibil-
ity, Neven explains. He also advises 
providers who are interested in initiat-
ing MAT in the ED to spend a day or 
two in a Suboxone clinic. 

“You will get an idea of how a 
clinic works and how you get some-
one inducted,” he says. “I worked in 
a Suboxone clinic for several months, 
and that is how I learned [the ap-
proach].” 

Kamaliazad adds that when imple-
menting the program it is helpful to 
employ a community health worker 
or some type of healthcare profes-
sional who has taken the Suboxone 
course, can consult on some of the 
more difficult cases, and facilitate 

the transition of patients to a MAT 
program. 

“It is difficult for every physician 
in the ED to learn about all the op-
tions people have for MAT, so if one 
person knows about all the available 
programs, and he or she can be called 
and consulted, it makes it a lot easier,” 
she says. 

Other emergency providers are 
taking an interest in developing 
MAT programs similar to the ap-
proach used at Providence Sacred 
Heart. Neven has fielded calls from 
colleagues on the subject, and he is 
looking at opportunities to expand 
the approach to other EDs.

Meanwhile, Lauren Whiteside, 
MD, MS, an emergency physician 
at Harborview Medical Center in 
Seattle, says she is one of the princi-
pal investigators for a large, multi-
site trial that will be evaluating the 
effectiveness and implementation of 
ED-initiated buprenorphine/naloxone 
for patients with opioid use disorder. 
The study includes sites in New York 
City, Cincinnati, and Baltimore, in 
addition to Seattle, and researchers 
anticipate recruiting 2,000 patients 
to participate in the investigation. 

(For more information about this trial, 
please visit: http://bit.ly/2ueJrnq.)

Investigators will be looking to 
see if outcomes confirm earlier find-
ings from a randomized, controlled 
trial conducted by the Yale School 
of Medicine from 2009-2013. In 
that study, researchers found that 
providing patients with Suboxone 
and a referral to treatment in the ED 
made them more likely to remain in 
treatment for an opioid use disorder 
for at least 30 days than patients who 
only received a referral to treatment. 
The findings showed that 78% of the 
patients given Suboxone were still in 
treatment at 30 days, while just 37% 
of the patients who only received re-
ferrals to treatment were still engaged 
in treatment.2  n
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TO CONNECT 

WITH PATIENTS 
WHO SUFFER 
FROM OPIOID 
ADDICTIONS.
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EXECUTIVE SUMMARY

A new study suggests that emergency physicians in the United States and 

the United Kingdom value the benefits of observation care, viewing it as an 

important middle ground when a diagnosis is not yet clear or when more 

testing is needed, and they generally are wary about any further tightening 

of the restrictions governing its use. Although it is a challenge staying up to 

date on regulatory requirements, some physicians in the United States are 

most concerned about common patient misconceptions about the costs of 

observation vs. inpatient care — misconceptions that linger despite the new 

requirement that Medicare Outpatient Observation Notices (MOON) be 

delivered to patients who remain in observation beyond 24 hours.

• Delivering MOON forms has created logistical hurdles for some hospitals, 

especially during weekends when staffing is not as robust.

• Atlanta-based Emory Healthcare ensures that appropriate observation 

patients receive the MOON form by distributing it to patients at the same time 

every morning. Emory also has set up a MOON hotline for patients who have 

questions or concerns about their observation status or payment.

• Noting that the literature shows that patients who succeed in observation 

do so in an average of 15-18 hours, Emory aims to capture 85% of observation 

patients in an observation unit, and for 85% of those patients to go home 

within 24 hours. 

EPs Value Observation Care, Remain Wary About 
Tighter Restrictions 
Even with MOON notice requirements, patient misconceptions regarding the costs associated 
with observation stays linger

For years, the use of observation 
has been under constant assault 

by critics. While some charge that ob-
servation is just a cost-shifting mecha-
nism that disadvantages patients, oth-
ers gripe it is another layer of needless 
bureaucracy. Of course, it doesn’t help 
that the rules governing payment for 
observation seem to be constantly 
in flux, with the latest requirement 
(effective in March 2017) concern-
ing providing Medicare Outpatient 
Observation Notices (MOON) to 
Medicare patients who remain in 
observation beyond 24 hours.

However, despite this friction, 
the use of observation has increased 

steadily, and there always has been 
plenty of evidence that emergency 
providers truly value the service as a 
needed middle ground, such as when 
testing has not yet been completed 
on a patient or when providers need a 
bit more time to ascertain whether a 
patient is safe to be discharged.

For instance, a recent study that 
gauged emergency physician views on 
the use of observation status found 
that providers in the United States 
and in the United Kingdom value 
the service because of the potential 
benefits it offers in terms of patient 
safety and quality care. This is despite 
the different regulatory frameworks 

and payment systems that exist in the 
two countries.1

However, despite the benefits 
that observation offers, clinicians 
who oversee observation units in the 
United States lament what they view 
as misinformation about why obser-
vation is used and the financial effect 
of an observation stay on patients. 
Further, some experts voice concerns 
that any further tightening of the 
restrictions around observation could 
affect care and outcomes negatively.

Clear up Misconceptions

In the study gauging emergency 
physician views on the use of observa-
tion, investigators consulted 10 emer-
gency physicians from a university 
healthcare system in the Midwest and 
14 emergency physicians from two 
hospitals in the United Kingdom. 

Even though the payment rules 
governing the use of observation in 
the two countries are entirely differ-
ent, the reasons given for the increas-
ing use of observation in both coun-
tries were quite similar. In particular, 
participants from both countries 
believe in the importance of preserv-
ing inpatient resources, although this 
view was more evident among the 
physicians in the United Kingdom. 
Further, all the participants empha-
sized that clinical needs take prece-
dence over administrative or financial 
factors in their decisions on whether 
to place patients on observation.

Physicians from both countries 
viewed observation as particularly 
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valuable when there are clearly de-
fined protocols or treatment pathways 
that can be completed within 24 
hours. For example, it is common 
practice in both countries to refer pa-
tients with chest pain to observation 
while testing is completed to rule out 
an acute coronary syndrome. How-
ever, U.K. and U.S. physicians agreed 
that observation can be misused when 
it serves as a holding place for patients 
who do not have any clear diagnosis. 
Nonetheless, both U.K. and U.S. 
physicians agreed that there are times 
they need more time to ascertain a 
correct diagnosis, and that observa-
tion plays a useful role in providing a 
safe space in cases in which patients 
do not meet inpatient criteria.

Although physicians on both sides 
of the Atlantic recognized a potential 
for abuse in the growth of observa-
tion, the investigators reported that 
the physicians also voiced concerns 
about tighter regulatory reforms that 
could further restrict a provider’s abil-
ity to use the service.

“A lot of the alarming or conspira-
torial types of suggestions for why we 
are seeing an increase in the use of ob-
servation have not really been borne 
out upon further study,” explains 
Brad Wright, PhD, a co-author of 
the study and an assistant professor 
in the department of health manage-
ment and policy at the University 
of Iowa in Iowa City, IA. “This is a 
type of care that seems to serve a lot 
of valuable roles and purposes, but at 
the same time there are criticisms and 
concerns. I think we need to know 
more before [implementing] a stricter 
definition of how observation is to be 
used. There are so many good things 
that it does.”

Michael Ross, MD, FACEP, 
FACC, the chief of service for obser-
vation medicine at Emory Healthcare 
and a professor of emergency medi-
cine at Emory University School of 

Medicine in Atlanta, agrees with these 
sentiments. However, he notes that 
patients often believe misconceptions 
about the costs associated with obser-
vation care. “I have heard more and 
more patients saying they don’t want 
to be observed because [they believe] 
Medicare doesn’t pay for observation,” 
he says.

In fact, such comments stem from 
a misunderstanding of what happens 
to a small number of patients who 
are observed and then transferred to 
a skilled nursing facility (SNF), Ross 
explains. “If they didn’t have the three 

[required] inpatient qualifying days, 
then Medicare doesn’t pay for the 
SNF as a benefit,” he says. “It turns 
out that this group represents 0.7% of 
all Medicare observation patients. It is 
extremely rare.”

Ross notes that another common 
misperception is that patients in 
observation will pay more out-of-
pocket costs than if they are admitted 
to the hospital. In fact, a report from 
the Office of the Inspector General 
(OIG) has found that in the vast 
majority of cases, the opposite is true. 
The OIG reports that on average, 

beneficiaries pay twice as much for a 
short inpatient stay as for an outpa-
tient visit that includes observation.2

Consider Logistical  

Hurdles

The new Centers for Medicare & 
Medicaid Services (CMS) require-
ment that hospitals provide patients 
who have been in observation for 
more than 24 hours with a MOON 
form does not necessarily clear up 
all the misconceptions regarding 
observation vs. inpatient costs, but 
it is intended to clarify to patients in 
written and oral form that they are 
observation patients, not inpatients, 
and what the cost-sharing implica-
tions of this status are, Ross explains.

With the approval of CMS, 
Emory has added some verbiage to 
the MOON form to provide patients 
with more information about why 
they are in observation. This consists 
of a series of check-off boxes that 
give providers a range of reasons as 
to why the patient is in observa-
tion so that the clinician can simply 
check the box or boxes that apply. 
The options on the Emory MOON 
form include: 

• Your diagnostic testing is not 
yet complete;

• Further treatments of your con-
dition are needed;

• Consultation needs to be 
completed;

• Ongoing evaluation and man-
agement of your condition is needed;

• You require more care after your 
surgery but should be able to be 
discharged within 48 hours;

• Your Medicare Advantage plan 
has told your doctor to place you in 
observation;

• Other.
Coming up with a way to reliably 

ensure that the MOON notice 

“THIS IS A TYPE 
OF CARE THAT 

SEEMS TO 
SERVE A LOT 
OF VALUABLE 
ROLES AND 

PURPOSES, BUT 
AT THE SAME 

TIME THERE ARE 
CRITICISMS AND 

CONCERNS.”
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requirement is met for all patients 
who remain in observation beyond 
24 hours presented some hurdles at 
Emory Healthcare’s five hospitals 
with observation units, Ross 
explains.

“There are really three ways you 
can do it. You can wait until the pa-
tient hits 24 hours [in observation] 
and then give [the MOON form] to 
him, but then the patient could hit 
24 hours at [5 a.m.] and then be dis-
charged at [7 a.m.] before the nurse 
comes by to give it to that patient. 
We thought that was problematic,” 
Ross observes.

Another option that Ross consid-
ered was simply to give the MOON 
form to every observation patient. 
That is permitted by CMS, but Ross 
nixed that idea because it involved 
giving the form to patients who 
didn’t need it. Instead, Ross explains 
that Emory arrived at a “happy me-
dium” between these two options.

“We know that by [10 a.m.], the 
rounds have occurred ... so what 
we do is have the nurse give [the 
MOON form] to every observation 
patient at that time, whether they 
have crossed the 24 hours in observa-
tion or not,” he says. “We know that 
if we do this consistently, we will 
always [supply the form] to patients 
before they are discharged. What is 
also nice is that if somebody comes 
and goes from observation between 
[the times when the form is given], 
then that patient hasn’t been in ob-
servation for 24 hours, so there is no 
concern about missing the patient.”

By using this approach, Emory 
can fulfill the MOON requirement 
in a systematic way that ensures reli-
ability. “It allows us to consolidate 
our staff and workflow,” Ross offers. 
However, he acknowledges that it 
has been more challenging to cover 
the weekends when staffing is not as 
robust. “There are all kinds of logisti-

cal things that have popped up,” 
Ross observes, noting that, regard-
less, the MOON forms are given to 
appropriate patients.

How does Ross ensure that pro-
viders are kept informed about all 
the regulatory changes affecting ob-
servation care, such as the MOON 
form requirement? “I think you just 
hard-coat what is needed into the 
workflow,” Ross says. In addition, 

Ross regularly disseminates written 
information about any regulatory 
changes to the physicians, and he 
will make liberal use of phone con-
tact, too. “We have a monthly meet-
ing for our CDUs [clinical decision 
units] where we discuss all issues, 
and I attend the care coordination 
meetings monthly where nurses that 
deliver the MOON forms discuss 
it,” he explains. “They have said 
that, by and large, most patients 
sign the forms, and some people will 
ask questions ... but it really hasn’t 
changed very much of what we do.”

Emory also has established a 
MOON hotline for observation 
patients who ask questions about 
their status or payment issues, 
although thus far there have not 
been too many takers, Ross reports. 
“Every hospital comes up with a 
different way to [handle the MOON 
form requirement],” he says. “Some 
places are using registration clerks, 
and some are using [electronic 
tablets] instead of paper documents 
where the patients sign their names 
electronically.”

When Medicare budgeted for the 
MOON process change, the agency 
understood hospitals were going to 
need added resources, Ross recalls. 
“They estimated [the process] would 
take five or 10 minutes of time [per 
patient], so they increased payment 
for that.”

Push for Regulatory 

Tweaks

While there have been several 
significant regulatory changes to 
observation in recent years, Ross, who 
served on an ambulatory payment 
classification (APC) advisory com-
mittee to CMS, believes Medicare 
is getting closer to a well-defined 
service. “The comprehensive APC for 
observation packages everything into 
a single payment,” he explains. “The 
emergency visit and the observation 
visit are combined.”

That means for a chest pain 
patient, for example, the stress 
test, MRI, echocardiogram, and 
everything the patient gets during 
an observation visit are combined. 
Medicare would cover the visit, with 
patients paying a 20% copay, Ross 
explains. 

“That is almost always going to be 
less than what an inpatient deductible 
would be for the patient,” he adds.

WHILE THERE 
HAVE BEEN 

SEVERAL 
SIGNIFICANT 
REGULATORY 
CHANGES TO 

OBSERVATION IN 
RECENT YEARS, 

ROSS ... BELIEVES 
MEDICARE 
IS GETTING 

CLOSER TO A 
WELL-DEFINED 

SERVICE. 
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The only two things that are not 
covered by Medicare are self-admin-
istered drugs and the SNF benefit 
when inpatient requirements are not 
met, but the American College of 
Emergency Physicians is advocating 
that those issues be addressed, Ross 
explains.

In particular, Ross would like 
to see a change to the requirement 
that patients spend three days as 
inpatients to be eligible for the SNF 
benefit. “It is clear that observation 
is at least comparable to inpatient 
level care, if not higher in many cases 
with type 1 observation units,” he 
says. “I think Medicare needs to do 
what Medicare part C plans do and 
either drop the three-day rule or 
include time in observation toward 
the three-day rule.”

For example, if a patient is ob-
served and gets admitted, start the 
clock with observation rather than 
when the patient was admitted, Ross 
advises. “Such a change would go far 
with patients,” he says.

Regarding self-administered 
drugs, Ross understands that some 
of these drugs are very expensive, 
and that Medicare is reluctant to 
cover such costs, but he believes 
this problem could be addressed by 
simply placing a cap on the amount 
that Medicare will pay for these 
medications.

“If a patient is in observation 
for a GI bleed, you don’t want him 
to take aspirin or Coumadin, so 

really for quality and safety reasons, 
hospitals are going to want to [be in 
charge of administering] those medi-
cations,” he says. 

Much of the handwringing over 
observation stems from the deci-
sion by Medicare officials to adopt 
the diagnosis related groups (DRG) 
system decades ago, Ross shares. 
“They created a dichotomous world 
where everything was inpatient or 
outpatient, and they didn’t realize at 
the time that this was like saying that 
everyone can fit into a small T-shirt 
or a large T-shirt, and there was no 
such thing as a medium T-shirt,” 
Ross explains. “Observation pa-
tients are really neither inpatient nor 
emergency patients. They truly are a 
separate, distinct, middle category.”

The intent of observation is to 
see if someone must be admitted, 
but such patients really fall between 
inpatient and outpatient, Ross notes. 
“If you don’t have that option, you 
are going to admit people who don’t 
need to be admitted, or you are go-
ing to send home people who should 
have been admitted,” he says.

Over the years, it has become 
clear in the literature that patients 
who succeed in observation do so 
in an average of 15-18 hours, Ross 
advises. “If you hit 15 to 18 hours, 
and you are still spinning your 
wheels, you have reached a point of 
diminishing return, and keeping the 
patient additional hours [in observa-
tion] is probably not going to make 

a difference unless there is something 
missing, like a stress test,” he says. 

Otherwise, Ross notes that it is 
probably better to admit the patient 
at that point. “Our goal is to capture 
85% of observation patients in an 
observation unit, and for 85% of 
those patients to go home within 24 
hours,” he says.  n
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Diagnosing, Treating Benign Paroxysmal  
Positional Vertigo
New guidelines offer tips for handling vague symptoms of dizziness associated with this disease

EXECUTIVE SUMMARY

Updated guidelines on the diagnosis and treatment of benign paroxysmal 

positional vertigo (BPPV) suggest a series of in-office maneuvers, rather than 

expensive imaging tests or medications, offer a faster route to diagnosis and 

cure.

• Typically, patients with BPPV present with symptoms of intense dizziness 

that may be accompanied by nausea, vomiting, or an intense feeling of 

disorientation or instability.

• A very specific diagnostic step called the Dix-Hallpike maneuver can enable 

physicians to quickly spot the signs of BPPV. 

• When the diagnosis is positive for BPPV, canalith repositioning maneuvers 

typically can resolve the symptoms.

• When BPPV is suspected, guideline authors urged providers to stay away 

from vestibular suppressive medications, which produce a host of side effects 

and can contribute to a delay in diagnosis. 

E very year, vague symptoms of in-
tense dizziness drive millions of 

Americans to EDs and other frontline 
providers, and a large percentage of 
these cases (17-42%) are the result of 
benign paroxysmal positional ver-
tigo (BPPV). Although the inner-ear 
problem itself is not generally serious, 
delays in diagnosis can affect quality 
of life negatively and lead to the loss 
of work, falls, and even depression in 
some patients. Since BPPV becomes 
more prevalent as people age, the ef-
fect on seniors is more pronounced.

However, updated guidelines 
from the American Academy of 
Otolaryngology – Head and Neck 
Surgery highlight advances in the 
diagnosis and treatment of BPPV that 
can help providers quickly arrive at 
a correct diagnosis and immediately 
apply treatment, generally leading 
to a quick resolution of symptoms 
without resorting to expensive 

imaging studies or potentially 
harmful medications.1

Although the dizziness associated 
with BPPV is episodic, it can be very 
intense and it is quite daunting, notes 
Neil Bhattacharyya, MD, FACS, 
chair of the guideline update group 
and associate chief of the division 
of otolaryngology at Brigham and 
Women’s Hospital in Boston. “A lot 
of patients will think they are hav-
ing a stroke, or that something much 
more serious is going on,” he says. “It 
can be paralyzing because if you don’t 
know what is causing the dizziness, 
you don’t want to move around. You 
just kind of sit there in bed, hoping it 
is going to go away.”

Sometimes, physicians will adopt 
a wait-and-see approach toward 
complaints of dizziness; meanwhile, 
the intense spinning sensation that 
goes along with BPPV may keep pa-
tients from driving or going to work. 

The dizziness may be accompanied 
by nausea, vomiting, or an intense 
feeling of disorientation or instabil-
ity. “Many physicians will prescribe 
medications such as Valium or other 
agents to try to suppress the dizziness, 
but that is not the best treatment for 
BPPV,” Bhattacharyya stresses.

However, the new guidelines make 
clear that opting for expensive imag-
ing studies generally is unnecessary 
and ill-advised as well. “We were able 
to strengthen some of the statements 
about the diagnosis of BPPV, bring-
ing it to the forefront so that it is 
more at the top of the tongue for a 
differential diagnosis of dizziness for 
patients and for physicians, Bhat-
tacharyya says. “We also strengthened 
the treatment recommendations so 
that if the provider is aware of the 
diagnosis, it can become a relatively 
straightforward treatment, skipping 
all the bells and whistles of MRIs and 
hearing tests and things like that, and 
going right to the treatment, all in 
that one visit.”

Further, the evidence-based guide-
lines are an attempt to address the 
fact that providers use a wide variety 
of diagnostic and therapeutic inter-
ventions for BPPV, some of which are 
ineffective, expensive, and needlessly 
time-consuming. However, Bhat-
tacharyya acknowledges that getting 
to the root cause of dizziness can be 
especially challenging for providers.

“It is one of those symptoms 
where the patient will come in and 
complain that they are dizzy, but 
when you look at them, they are 
walking normally and talking normal-
ly, and they are obviously not having 
a stroke,” he says. “They may say that 
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they felt dizzy last night or yesterday 
or a few days ago, but they are not 
dizzy now.”

However, if the cause of the diz-
ziness is BPPV, there is now strong 
evidence that physicians can make 
the diagnosis in the ED or in an of-
fice setting with a five- to 10-minute 
history and physical exam, using a 
very specific diagnostic step called the 
Dix-Hallpike maneuver, Bhattacha-
ryya explains.

The maneuver involves mov-
ing the patient from an upright to a 
supine position, with the head turned 
45 degrees to one side and the neck 
extended roughly 20 degrees with 
one ear facing down. The procedure 
can be repeated with the opposite ear 
facing down.

“If you do this maneuver, you can 
elicit the same dizziness symptomatol-
ogy and make the diagnosis,” Bhat-
tacharyya says. In particular, in cases 
of BPPV, the clinician will observe 
rapid eye movements or nystagmus. 
“Once you make the diagnosis [of 
BPPV], there is very compelling 
evidence that you can do a particle 
repositioning maneuver, and roughly 
80% of the time, cure the patient in 
that same visit,” he says.

This second maneuver involves 
a series of head movements that are 
designed to move the small crystals 
of calcium carbonate or canaliths that 
have collected in the ear canal, which 
essentially cause the dizziness.

The updated guidelines stress 
the importance of completing these 
maneuvers when BPPV is suspected. 
“That is one of the very key points 
here rather than just saying, ‘well, I 
guess the patient was dizzy three days 
ago; we ought to rule out the bad 
stuff. Let’s get an MRI and follow up 
with neurology in a month,’” Bhat-
tacharyya notes. “By then, you have 
missed the boat.” While the maneu-
vers used to diagnose and treat BPPV 

are not new, the evidence behind 
them is much stronger than it was 
seven years ago when the last guide-
lines were published. “Almost all of 
the multidisciplinary panel members 
were familiar with the maneuvers, 
but they weren’t quite as familiar with 
how effective they are because there is 
relatively new data in the literature,” 
Bhattacharyya explains. “We would 
like to see 100% penetration of these 
diagnostic and therapeutic maneu-
vers, particularly when patients come 
in with a vague complaint of dizzi-
ness.”

As a result of the new evidence, 
the guidelines stress two very strong 
negative recommendations or things 
the expert panel advises providers not 
to do. “You don’t have to get an MRI 
or a CT scan, which saves the patient 
anxiety, saves the system money, and 
saves you time,” Bhattacharyya notes. 
“Also, we really want to steer clini-
cians away from vestibular suppres-
sive medications, which have a host 
of side effects and contribute to both 
a delay in diagnosis and time out of 
work because the patient generally 
can’t drive or go to work on Valium 
or other similar medications.”

The guideline authors suggested 
there is ample room for improvement 
in the way BPPV is addressed. They 
estimated that it costs about $2,000 
to diagnose BPPV, and that more 
than 65% of patients with BPPV will 
undergo potentially unnecessary di-
agnostic testing and interventions. In 
fact, the authors noted that healthcare 

costs associated with the diagnosis of 
BPPV top $2 billion per year. 

To partially address these cost im-
plications, a consumer advocate was 
added to the guideline development 
group for this most recent update. 
Bhattacharyya explains that this step 
was taken because of the growth of 
shared cost models in medicine. “A 
lot of patients have insurance plans 
where they have a high deductible, or 
they have a 20% copay ... so, increas-
ingly, we are seeing patients who are 
not only concerned about their body, 
but their pocketbook as well,” he says.

For example, if a patient is go-
ing to undergo an MRI, he wants to 
know if that is cost-effective because 
it may not be a covered service 
under his health plan, Bhattacharyya 
observes. “We felt it was important 
to include the consumer side of the 
equation, because patient-centered 
decision-making is so important,” he 
says.  n
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1.	 In 2014, what was the rate of 

ED visits prompted by problems 

related to opioid use compared 

to what they were a decade 

earlier?

a. Half

b. About the same

c. Double

d. Triple

2.	 Under the Drug Addiction Treat-

ment Act of 2000, providers 

who have not received a Drug 

Enforcement Administration 

waiver to prescribe Suboxone 

can administer only one dose, 

and only if:

a. the provider is supervised by an 

addiction specialist.

b. the patient is connected to a 

medication-assisted treatment 

provider who can continue with 

the treatment.

c. the patient is admitted to the 

hospital.

d. the patient can demonstrate 

that he or she has adequate social 

support. 

3.	 In a new study, emergency phy-

sicians in both the United States 

and the United Kingdom rec-

ognized a potential for abuse 

in the growth of observation, 

but they also voiced concerns 

about:

a. residency training programs. 

b. not having enough beds in 

observation units.

c. limited budgets.

d. tighter regulatory reforms that 

could restrict a provider’s ability 

to use observation.

4.	 Patients commonly have mis-

conceptions about which of the 

following aspects of observa-

tion care?

a. The costs

b. The treatments

c. The staff

d. All of the above


