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Everyone here should be familiar with the reasons 
people get EEG’s, but here is the short list:

1. Established history of seizures
2. New seizure-like events
3. Differential Diagnosis: Symptoms which could be 

seizures or something else
4. Suspicion of sub-clinical seizures or SE
5. Evaluation of Coma

We also know that each patients diagnostic journey 
starts with a routine EEG, 20 or 60 minutes in 
duration. When the short-term EEG does not capture 
the problem adequately or at all, the doctor will 
typically order a long-term EEG. 



According to the Real-World Economic article: 
“Although there is strong evidence that routine EEG 
with unequivocal epileptic activity can help establish 
an epilepsy diagnosis after the first seizure, the yield 
of that first EEG in identifying such activity is limited 
due to relatively low sensitivity of the test. The use 
of more than one EEG recording, longer monitoring 
time, and the use of video during long-term EEG 
significantly improve the diagnostic value of EEG. 

Let’s understand the benefits of Ambulatory as well 
as the complimentary nature of Ambulatory and 
EMU. 



Once upon a time, not so many years ago, 
Ambulatory was only ordered in absolute 
desperation to get a patient tested. Does anyone 
remember when we recorded to cassette tapes? 
That wasn’t that long ago…..

Technological advances have fostered growth in this 
modality:
• DIGITAL
• Data storage
• HD Cameras
• Remote control capabilities



Ambulatory Video EEG is especially helpful for patients 
who need diagnostics, yet they are “non-emergent” 
patients. 

• Those people who already have a diagnosis; seizures 
are generally well-controlled, and the patient just 
needs a follow-up EEG. 

• Those people who are having symptoms which point 
to more than one potential cause. 

• Those people who recently started having seizure-
like events. 

• Suspected nonepileptic events: PNES (Psychogenic 
Nonepileptic Seizures) or “Conversion Disorder”. 



LOWER COST 

“Even after controlling for baseline differences, the epilepsy-
related cost of the index diagnostic event was significantly lower 
for the outpatient VEEG cohort ($4,098) compared to the 
inpatient VEEG cohort ($13,821).”

20% of $13,821.00 is $2764.00 
20% of $4000.00 is $819.00
(typical Medicare co-pay) 

On average, AVEEG costs 30% or more less than a hospital stay. 

To learn more about the economics of inpatient and outpatient long-
term VEEG, please visit the article: 

https://www.tandfonline.com/doi/full/10.1080/13696998.20
19.1636382

https://www.tandfonline.com/doi/full/10.1080/13696998.2019.1636382


FASTER TO SCHEDULE/GET RESULTS

The patient’s wait time to schedule is often merely 1 week 
or less, whereas it can take up to 3 months to gain access 
to the EMU.   

According to the Real-World Economics article,
“Time from physician referral to index VEEG was 

significantly shorter in the outpatient cohort (30.6 vs. 42.5 
days).” 

“Given its burden, accurate and timely diagnosis of 
epilepsy is essential for providing appropriate disease 
management options and preventing significant negative, 
physiological, and socioeconomic consequences.” 



MORE ACCESSIBLE

Not all ambulatory is set-up in the patient home, but these 
days most do. Sometimes this can mean driving 6 hours one-
way; making it much easier for patients, especially in rural 
areas where there are no EMU options. 

There are only 251 Epilepsy Centers currently accredited by 
the NAEC (National Association of Epilepsy Centers) across 47 
states including Puerto Rico. 

That is simply not enough to service the estimated 3.4 million 
people (1% of the entire population) with epilepsy and 
patients not yet properly diagnosed.  



AT HOME
Ambulatory Video EEG is effective at capturing typical symptoms since 
the patient continues their normal routine as closely as possible. This 
includes normal stressors as well; normal stressors can be triggers for 
some symptoms. 

Cumulative data shows that 70-75% of our patients capture at least 
one event during the typical 3-day recording. Capturing the typical 
symptoms is essential to diagnosis. 

According to the Real-World Economics article: “Recent advances in 
technology allow a patient to undergo VEEG studies in the convenience 
of their home, and disease-area experts suggest that the cost may be 
considerably lower without compromising diagnostic accuracy.”

Plus, it’s just nice to be home instead of at the hospital if you don’t 
need to be there 



According to the article:

“Of 9221 AVEM recordings performed across 28 states, 
62.5% attained primary outcome. At least one patient-
activated pushbutton event was captured on video in 54% of 
AVEM recordings (53.6% in adults, 56.1% in children). 
Epileptiform activity was reported in 1657 (18.0%) AVEM 
recordings (1473 [88.9%] only interictal, 9 [0.5%] only ictal, 
175 [10.6%] both interictal and ictal). Most common patient-
reported symptomatology during AVEM pushbutton events was 
behavioral/autonomic/emotional in adults and children. 
Compared to AVEM, inpatient VEM captured more confirmed 
representative events in adult and pediatric samples.”

To read the 10,000 patient cohort article in Seizure Journal, 
please visit the article:  https://www.seizure-
journal.com/article/S1059-1311(18)30780-5/fulltext

https://www.seizure-journal.com/article/S1059-1311(18)30780-5/fulltext












DISADVANTAGES

Delay in repair of electrodes or technical difficulties
• Most companies who monitor dispatch techs to 

fix problems as they occur, but this action is 
delayed compared to EMU

Cannot adjust medications to find best combination 
and/or therapeutic level

• This is NEVER within the scope of Ambulatory
Patient may be off camera at times

• Part of the nature of ambulatory is allowing 
patients to follow their normal routine as much 
as possible, which sometimes takes them away 
from camera view



EPILEPSY MONITORING UNIT

EMU is more appropriate for patients who need a 
higher level of care:

• Titrating medications
• Inciting Seizures
• Stereo EEG/Brain Mapping
• PET, MEG, SPECT and WADA available
• DBS, VNS, RNS implants
• Depth Electrodes
• Nursing Care
• Neurologists direct involvement
• Neurosurgery



CONCLUSION

Ambulatory has been shown to be a cost-effective and 
accessible way for patients to receive the epilepsy 
diagnostic care they need and deserve. 

If AVEEG is administered correctly,  it can free up the 
Epilepsy Centers across America for patients who need 
that higher level of care for refractory Epilepsy. 



Quote from Dr. William O. Tatum from the Mayo Clinic; 
Editorial from Seizure regarding the published paper 
by Dr. Tanvir Syed: 

“In the end, recognizing aVEM (Ambulatory Video EEG 
Monitoring) as a vital complementary technique 
intermediate between standard EEG and video-EEG 
monitoring, performed by experienced interpreters to 
potentially circumvent high-cost, reduced access, 
facilitate diagnosis, and alleviate inconvenience 
associated with inpatient video-EEG monitoring, goes 
without saying.” 

To read the entire editorial, follow this link:
https://www.seizure-journal.com/article/S1059-
1311(18)30780-5/fulltext

https://www.seizure-journal.com/article/S1059-1311(18)30780-5/fulltext
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