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Purpose 
In order to address the top 12 most prevalence conditions for which patients are admitted to CHS under Observation 

status, the following document has been created to standardize care, reduce clinical practice variation, and produce the 

optimal outcome for patients. 

The forgoing is intended to provide guidance for physicians, nurses, and other practitioners staffing Clinical Decision 

Units across the system, and to allow for routinely high quality of care following evidence-based standards. It is expected 

that deviation from these Order Sets will be justified medically and well documented.  

Chart 1 displays by percentage of patients, the top diagnosis makeup of the observation population for CHS. 

Chart 2 displays the percentage of patients that convert from observation status to inpatient status by diagnosis.  

Chart 3 lists the top diagnosis for observation patients by site.  

  

Chart 1      Chart 2 

 

 

Chart 3 
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Condition Protocols 
 

Abdominal Pain 
Stanford Health Care (Epic 2017), Rochester Regional Health (Epic 2017) 

Champions: Dr. Ralabate, Dr. Camaro 

 

Observation and Acute Admission Criteria: Reference InterQual 2019 Physician Reference Guide 

 

Disposition Criteria 
Discharge Home 

 Pain and / or tenderness resolved or significantly improved  
 vital signs acceptable  
 No diagnosis requiring hospitalization  

Admit to Acute 

 Persistent vomiting  
 Pain not resolving or worsening  
 Unstable vital signs  
 Clinical condition or positive testing that merits hospitalization  
 Surgical abdomen  
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Asthma & COPD Exacerbation 
References: Franciscan Missionaries of Our Lady Health System, Inc. (Epic 2018), Denmark Capital Region & Region 

Zealand (Epic 2014), Stanford Health Care (Epic 2017), Tower Health (Epic 2017) 

CHS Champions: Dr. James Fitzpatrick, Dr. Norman Sfeir 

Risk Scoring Tool 
10 If FEV available:  Severe FEV  30%-49% 

20 If FEV available:  Very Severe FEV less than 30% 

20 If FEV not available: If severe limitation of activities by history 

30  Age > 65 

10 If on oral steroids 

10 If on antibiotics from past week 

Documented Co-morbidities: 

10 Neoplasm 

10 CHF 

10 Previous stroke 

10 Renal failure 

Physical Findings post Treatment in ED: 

20 Altered mental status 

20  Respiratory rate >= 30 /min 

20 Use of accessory muscles 

30 Abdominal paradox 

10 Poor air entry (tight) 

20 Temperature < 96.8˚F (36.0C)  or  >= 101˚F (38.3C) 

10 Pulse rate >= 120 /min 

10 No improvement in peak flow 

Documented Lab and Radiology: 

30 ABG-pCO2 >45 and ph <7.30 

10 Leukocytosis 

30 EKG Change (Ex: RV strain or New RBBB) 

30 New Infiltrate on Chest X-Ray 

20 PO2 < 55mmHg  or  SPO2 < 88% on 2L of oxygen 

Observation and Acute Admission Criteria: Reference InterQual 2019 Physician Reference Guide 

 

Disposition Criteria 
Discharge Home 

(Patient to be discharged on steroids, nebs, with follow-up and smoking cessation) 

o Acceptable Vital Signs after ambulation (if able)  
o Patient is at baseline with previous O2 requirements (or Pulse Ox >95% on RA if baseline unknown)  
o Resolution of bronchospasm or return to baseline status  

Admit to Acute 

o Progressive deterioration in clinical status or Vital Signs  
o Failure to resolve exacerbation within 18 hours using scoring criteria 
o Hypercarbia or respiratory acidosis 
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Atrial Fibrillation 
References: Mercy Health - OH (fka Catholic Health Partners) (Epic 2017), Community Health Network (Epic 2017), 

Lancaster General Health (Epic August 2018), Lee Health (Epic 2018), Rochester Regional Health (Epic 2017) 

Champions: Dr. A. Herle 

 

Observation and Acute Admission Criteria: Reference InterQual 2019 Physician Reference Guide 

 

Disposition Criteria 
Discharge Home 

o Patient converts and remains in NSR for over one hour  

o Negative diagnostic testing  

o Stable condition  

o Discuss home medication therapy with cardiologist  

Admit to Acute 

o Failure to maintain control of rate under 100  

o Positive diagnostic testing (as indicated for MI, PE, CHF, etc.)  

o Unstable condition  
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Cellulitis 
References: Bayhealth Medical Center (Epic 2017), The Queen's Health Systems (Epic 2017), Lancaster General Health 

(Epic August 2018), Mount Sinai Health System (Epic 2017), Stanford Health Care (Epic 2017) 

Champions: Dr. Thomas Raab, Dr. Thomas Cumbo, Dr. Kevin Shiley 

 
Observation and Acute Admission Criteria: Reference InterQual 2019 Physician Reference Guide 

 

Orders 
 Admit to observation 

 Q4 Vital signs, I/O Q8 hrs 
 Baseline Labs Protocol 
 Pain Management Protocol 
 DVT Prophylaxis Protocol 
 If Lactate in ED greater than 2 mmol/L, repeat Lactic Acid within 3 hours 
 Notify physician immediately for:  

o Spreading erythema > 4 cm in 4 hours, 
o Progressive local pain, 
o Resp rate > 25, 
o temperature greater than 101.3,  
o urinary output less than 30ml/hr,  
o systolic BP less than 90 or greater than 160,  
o diastolic BP less than 60 or greater than 110 

 Mark edges of cellulitis with indelible marker to monitor progression  
 Wound culture and sensitivity if suspected source apparent, prior to antibiotics 
 If no penicillin allergy or non-severe allergy: 

o Cefazolin 2 grams intravenous, EVERY 8 HOURS 
 For severe Beta lactam allergy: 

o clindamycin (CLEOCIN) IVPB 600, intravenous, EVERY 8 HOURS 
 IF history of IV drug abuse or MRSA Add: 

o vancomycin (VANCOCIN) 1 gm IV x 1, then Pharmacy to dose 
o vancomycin (VANCOCIN) 1.5 gm IV x 1; if patient >= 80kg, then Pharmacy to dose 

 

Disposition Criteria 
Discharge Home 

o Improvement or no progression of cellulitis  
o Improved and good clinical condition (ie. No fever, good vital signs) for 8 hrs.  
o Able to perform cellulitis care at home and take oral medications  

Admit to Acute 
o Increase in skin involvement  
o Clinical condition worse or not better (i.e. rising temp, poor vitals)  
o Unable to take oral medications  
o Unable to care for wound at home, home care unavailable 

Diltiazem 100 mg /100 ml IV infusion at ____ mg/hr 
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Chest Pain 
References: The Queen's Health Systems (Epic 2017), Penn Medicine (Epic 2017), Lancaster General Health (Epic August 

2018), Franciscan Missionaries of Our Lady Health System, Inc. (Epic 2018), Kettering Health Network (Epic 2017), 

Stanford Health Care (Epic 2017) 

Champions: Dr. A. Herle 

 

Inclusion and Exclusion Criteria 

 
 

Disposition Criteria 
 

Discharge Home 
o High-Sensitivity cardiac troponin test (hs-cTnT) ruling out, as above 
o Acceptable Vital, stable symptoms, no serious cause of symptoms identified  
o Normal serial cardiac markers and EKGs  
o Negative provocative test or cardiac imaging for ACS – no ischemic or reversible defects identified.  
o CDU or personal physician discretion  

 

Admit to Acute 
o Unstable Vitals  
o Positive cardiac markers or EKGs, as above 
o Positive provocative test – ischemic or reversible perfusion defect  
O Serious alternative diagnosis, e.g. PE, aortic dissection   

≤ 15pg/mL 

 

>15pg/mL 

SUGGESTED INTERPRETATION and GUIDANCE: High-Sensitivity Cardiac Troponin Test (hs-cTnT) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Suspected Cardiac 

Chest Pain 

0hr ≥ 64 pg/mL 

AND 90min Δ 

≥ 15 pg/mL 

0hr OR 90 min ≥ 64 

pg/mL AND Δ ≤ 15 

pg/mL 

 

0hr AND 90 min 

>15 but <64 

pg/mL and Δ≤ 

15pg/mL 

0hr < 15 pg/mL  

Rule Out 

Admit ACSET 

Rule In 

Admit to 

Chest Pain 

Observation  

90 min  

0hr AND 90 

min >15 but 

<64 pg/mL and  

Δ > 15pg/mL 
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STRESS TESTING DECISION TREE: 
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Dehydration / Vomiting / Diarrhea 
Eisenhower Health (Epic 2017), North Memorial Health (Epic August 2018), Mercy Health - OH (fka Catholic Health 

Partners) (Epic 2017), University of Mississippi Medical Center (Epic 2015) 

Champions: Dr. Ralabate 

 

Observation and Acute Admission Criteria: Reference InterQual 2019 Physician Reference Guide 

 

 

Disposition Criteria 
 

Discharge Home 
 Acceptable vital signs  
 Resolution of symptoms, able to tolerate oral fluids  
 Normal electrolytes (if done)  

 
Admit to Acute 

 Unstable vital signs  
 Associated cause found requiring hospitalization  
 Inability to tolerate oral fluids  
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Heart Failure Exacerbation 
References: Mercy Health - OH (fka Catholic Health Partners), Lancaster General Health (Epic August 2018), University of 

California San Diego (Epic 2018) • SmartSet/Order Set 

Champions: Dr. A. Herle 
 

 
Observation and Acute Admission Criteria: Reference InterQual 2019 Physician Reference Guide 

 

Disposition Criteria 
 

Discharge Home 

 Subjective improvement – no chest pain, orthopnea, or exertional dyspnea above baseline  
 Acceptable vital signs (O2 sat at baseline or >94%, RR <20HR<100, SBP >100 or baseline,).  
 Negative serial ECGs and cardiac markers, good electrolytes, acceptable echo if done  
 Evidence of adequate diuresis – 1L urine, decrease in weight, decrease in JVD  
 CHF discharge checklist (ACEi, β-blocker, HF/ diet/ smoking education, close followup)  

Admit to acute 

 New ischemic EKG changes, arrhythmia, cardiac markers, or evidence of cardiac ischemia  
 Lack of improvement after 2 doses of diuretic in observation 
 Persistent hypoxia, rales, dyspnea  
 Need for Inotropes 
 Poor response to therapy - Failure to improve subjectively  
 Poor home support  
 Physician judgment  
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Pneumonia 
References: Johns Hopkins Medicine (Epic 2017), Stanford Health Care (Epic 2017), UC Health (Epic 2017) 

Champions: Dr. Cumbo, Dr. Shiley, Dr. Raab 

CURB-65 Pneumonia Severity Scoring 
Symptom Points 

Confusion 1 

BUN > 19 mg/dL 1 

Respiratory Rate >= 30 1 

SBP < 90 mmHg, DBP =< 60 mmHg 1 

Age >= 65 1 

  

 

Observation and Acute Admission Criteria: Reference InterQual 2019 Physician Reference Guide 

 

Disposition Criteria 
 

Discharge Home 

 Subjective and clinical improvement during CDU stay  
 Acceptable vital signs during observation period  
 Patient able to tolerate oral medications and diet  
 Physician discretion 

Admit to Acute 

 Patient not subjectively improved enough to go home  
 Lack of clinical progress or clinical deterioration.  
 Unable to safely discharge for outpatient management  
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Syncope 
References: Stanford Health Care (Epic 2017), Franciscan Missionaries of Our Lady Health System, Inc. (Epic 2018), 
University of California San Diego (Epic 2018) 

Champions: Dr. A. Herle 

 

Observation and Acute Admission Criteria: Reference InterQual 2019 Physician Reference Guide 

 
Disposition Criteria 
 

Discharge Home 
 Benign CDU course, stable vital signs  
 No arrhythmia documented on review of cardiac monitor history screens  
 Acceptable home environment  
 Follow up with possible, Holter event monitor PRN  

 
 
Admit to Acute 

 Deterioration of clinical course  
 Significant testing abnormalities  
 Unsafe home environment  
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Transient Ischemic Attack 
References: Oregon Health & Science University (Epic 2014), North Memorial Health (Epic August 2018), Mount Sinai 

Health System (Epic 2017), UC Health (Epic 2017) 

 

Observation and Acute Admission Criteria: Reference InterQual 2019 Physician Reference Guide 

 

 
Disposition Criteria 
 

Discharge Home 
 No recurrent deficits, negative workup  
 Clinically stable for discharge home (on Asa – 81mg/day)  
 Physician judgment  

 
 
Admit to Acute Care 

 Recurrent symptoms / deficit  
 Evidence of treatable vascular disease - ie >50% stenosis of neck vessels  
 Evidence of embolic source requiring treatment (ie heparin / coumadin) - ie mural thrombus, Paroxysmal atrial 

fibrillation  
 Unable to complete workup or safely discharge patient within timeframe  
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Dizziness/Vertigo 
References: Spectrum Health (Epic 2017), Allina Health System (Epic 2017), Johns Hopkins Medicine (Epic 2017), Edward-

Elmhurst Healthcare (Epic 2018) 

Champions: Dr. Dofitas, Dr. Babu 

 

Observation and Acute Admission Criteria: Reference InterQual 2019 Physician Reference Guide 

 
Disposition Criteria 
 

Discharge Home 
 Symptom improvement, ability to ambulate 
 No recurrent deficits, negative workup  
 Clinically stable for discharge home (on Asa – 81mg/day) 
 Physician judgment  

 
 
Admit to Acute 

 Recurrent symptoms / deficit  
 Evidence of treatable vascular disease - ie >50% stenosis of neck vessels  
 Evidence of new focal neurologic lesion 
 Unable to safely discharge patient within 48 hours  

o daily scheduled 
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