
Do you selectively screen
for victims of domestic violence?
‘Screen women with certain injuries . . . you will miss victims’

When a woman came to a Kansas City ED with a chief complaint of
sore throat, no one thought to screen her for domestic violence. Sev-
eral months later, she was killed by her male partner in a domestic

violence-related homicide.
The false belief that most victims of domestic violence come to the ED with

“suspicious” injuries is an incorrect and dangerous assumption, warns Robert
L. Muelleman, MD, FACEP, medical director for emergency services at
Nebraska Health Systems and professor of emergency medicine at the Univer-
sity of Nebraska Medical Center, both based in Omaha. Muelleman notes that a
growing body of research supports universal screening in the ED.

In fact, victims of domestic violence most often come to the ED not for
injuries, but for stress-related complaints such as headaches or anxiety, and
routine problems such as bronchitis, notes Muelleman. “If you only screen
women with certain types of injuries, you will miss domestic violence victims.”

One study followed women who came to the ED without domestic violence
injuries and found that 20% later returned with domestic violence injuries, he
says.1
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A growing body of research supports universal screening in the ED, because
victims of domestic violence often present without suspicious injuries.
• Research shows that 12% to 35% of ED patients are victims of domestic

violence, yet less than a third of EDs practice universal screening.
• Routinely screen for domestic violence regardless of the patient’s

diagnosis or chief complaint.
• If you’re uncomfortable asking patients about domestic violence, start by

using a script, or screen only high-risk patients or patients with whom you
have a good rapport.
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“If the goal of screening for domestic violence is to
catch it early to prevent it from getting worse, then you
need to screen women without injuries,” Muelleman
urges.

Another study focused on women who were killed
by their male partners.2 “We found that half of these
women were in the ED prior to the murder,” says
Muelleman, one of the study’s researchers. “When we
looked closely at the charts, we saw that none had
been screened for domestic violence.”

Most of those ED visits were not related to injuries,
he notes. More than 1 million women seek medical
attention with injuries and stress-related problems
stemming from domestic violence, says Muelleman.3

“So it makes as much sense to screen for domestic vio-
lence as for cervical cancer or diabetes,” he says.

Ask all patients about abuse

Routinely screen for violence regardless of present-
ing complaint, urges Alice Kramer, MS, RN, CEN,
clinical nurse specialist for emergency services at St.
Luke’s Medical Center in Milwaukee.

The ED visit is an excellent time to assess risk, says
Kramer. “Families come to the ED feeling very anx-
ious and vulnerable. If we can offer a safe and respect-
ful place to talk about domestic violence, it is an
invaluable opportunity,” she notes.

Research shows that 12% to 35% of ED patients are
victims of domestic violence.4,5 But despite the com-
pelling statistics and research, few EDs perform uni-
versal screening, says Kramer. “ED nurses should be
asking psychosocial questions routinely,” she says.
“We absolutely need to consider the social context of
people’s lives.”

When a pregnant woman came to the ED several
times with migraine headaches, an astute ED nurse
asked specifically about domestic violence. “She
adamantly denied physical abuse,” says Kramer.
However, the woman admitted that her boyfriend
abused her verbally, she recalls. “She realized that
his behavior was controlling and abusive and were
affecting her own health and well-being, as well as
the baby’s.”

The woman accepted some printed information and
arranged for follow-up calls at home, Kramer reports.
“She felt less isolated having been given this education

and respectful dialogue,” she says. “She now knows
the signs of increasing risk, and knows of options that
are hers to use if she decides to.”

Domestic violence screening in all EDs was one of
the goals of Healthy People 2000, the national preven-
tion initiative coordinated by the U.S. Department of
Health and Human Services.6 “However, less than
30% of EDs are compliant with this request,” reports
says Deborah Trautman, MS, RN, director of nursing
for emergency medicine at the Johns Hopkins Hospital
in Baltimore.7

EDs fail to screen

Even when EDs have screening protocols in place,
patients aren’t always screened, Trautman emphasizes.
To be successful, a domestic violence screening pro-
gram has to sustain its momentum with updated proto-
cols, education of patients and ED staff, and inclusion
of screening questions on the nursing assessment form,
she says. (See forms on Screening for Domestic Vio-
lence: Emergency Department/Urgent Care, Imple-
mentation of Domestic Violence Protocols, and
Domestic Violence Guide, inserted in this issue.)

Here are ways to facilitate screening in your ED:
• Solicit and share positive feedback.
Positive feedback can encourage nurses to continue

screening, says Muelleman. “If you ever find out that
by screening a woman in the ED, you really improved
her life, you will always screen,” he says. Develop
relationships with staff members at community pro-
grams and shelters and ask them to pass along any
positive comments from patients about ED interven-
tions, he suggests.

• Offer interventions through volunteer advocates.
As research director of Truman Medical Center in

Kansas City, MO, Muelleman implemented a specific
intervention, instead of requiring nurses to screen all
patients. “Volunteer advocates were on call in the ED
and would come down if a woman wanted to meet
with them,” he explains. “We found that the identifica-
tion rate went up significantly.”

Knowing there was a specific intervention available
encouraged nurses to screen, says Muelleman. “The
main argument against screening is, ‘If they say yes,
what will we do other than hand her a piece of paper
with phone numbers?’”
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By bringing volunteers to the ED to work those
details out, nurses began screening more, says Muelle-
man. “In the ED, we don’t have time to troubleshoot.
The advocates helped with obtaining orders of protec-
tion and giving referrals for counseling,” he says.

After the program was implemented, the number of
women identified as domestic violence victims who
went to shelters increased from 11% to 28%, and the
number of women screened who sought counseling
rose from 1% to 15%, he reports.

The intervention had no effect on the number of
women seeking orders of protection, he notes. “We
worked with the town judges and arranged to fax
information to them in the middle of the night if nec-
essary, so the judge could fax back the order if indicat-
ed,” he says.

The ED also set up a legal clinic to address orders
of protection, child custody, and housing issues related
to domestic violence.

Nurses will feel frustrated

• Address personal issues with domestic violence.
Nurses often express frustration with women who

return to violent relationships, notes Muelleman.

“The reality is that most women will go back to their
abuser, so you’ve got to deal with that,” he says. “If you
are cynical about that, the woman will perceive that.”

Nurses should be informed about the “natural histo-
ry” of domestic violence, Muelleman recommends.
“The fact is that most women are not prepared for the
action stage of change, and that the nurse should not
measure his or her success by whether the patient
takes action,” he says.

If the patient moves from the denial stage to an
awareness of the problem (contemplation stage), the
nurse should count that move as a success even if the
patient goes back to the relationship, says Muelleman.
“To get frustrated at the patient who goes back to her
abuser makes as much sense as getting mad at a dia-
betic who has high blood sugar or a hypertensive
patient having high blood pressure,” he notes.

Repeat inservices about domestic violence annually,
he recommends. “It’s also effective to have a survivor
at the inservice to discuss her perception of the health
care system at the time she was still being abused,”
Muelleman adds. “The local shelters can help locate
someone willing to discuss this.”

• Include screening in protocols.
Protocols can help standardize screening, says
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Kramer. The Joint Commission on Accreditation of
Healthcare Organizations in Oakbrook Terrace, IL,
requires EDs to have a protocol in place, she says.
The Joint Commission also requires that all staff are
educated and able to assess for domestic violence,
Kramer notes. (See Domestic Violence Working
Tool for Health Care Providers, Domestic Violence
Screening/Documentation Form, and Minimal Ele-
ments of a Domestic Violence Protocol inserted in
this issue.)

‘Use your own words’

• Use a script to start with.
You might find it easier to begin screening using a

script in the beginning, Kramer suggests. “Often, nurs-
es think it has to be perfect, or are afraid that they will
say something wrong, that there is a complicated, com-
plex language you need to use,” she explains. “But the
key is to use your own words, and speak with respect
and compassion.”

The specific words you use are less important than
the way you ask the questions, emphasizes Muelleman.
“It’s not what you ask, it’s how you ask it,” he says. “If
you ask about domestic violence with the same empa-
thy as you ask about the patient’s last tetanus shot, you
are not likely to get an honest response.”

When screening patients, nurses in the ED should
ask the following two questions, suggests Kramer:

1. Have you ever been hit or hurt by, or threatened

or afraid of someone close to you?
2. Have you ever experienced physical, emotion-

al, or sexual violence? If so, would you like to talk
with someone? (See list of suggested screening ques-
tions, inserted in this issue.)

• Start by asking certain patients.
If you’re not comfortable asking every patient about

abuse, start by screening high-risk patients, suggests
Kramer. Ask pregnant women and women with
injuries, she says.

It’s also helpful to start with patients you have a
rapport with, says Kramer. “That may mean patients of
the same ethnicity and age group, or whomever you
are comfortable with,” she says. “To be comfortable
asking all patients, you have to be doing it and actually
practicing the words.”

• Don’t get discouraged if it doesn’t come
naturally.

Asking patients about the sensitive issue of domes-
tic violence is an acquired skill, Kramer says. “It’s like
any other nursing skill — you have to do it to learn it,”
she explains. “You have to begin to ask the questions.”
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Ask questions
in a private place

Triage is not the best place to screen patients about
domestic violence, according to Alice Kramer,

MS, RN, CEN, clinical nurse specialist for emergency
services at St. Luke’s Medical Center in Milwaukee.

“Don’t try to have a conversation about domestic
violence across the triage desk with other patients
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For more information about screening for domestic
violence in the ED, contact:
• Alice Kramer, MS, RN, CEN, Emergency Ser-

vices, St. Luke’s Medical Center, 2900 W. Okla-
homa Ave., P.O. Box 2901, Milwaukee, WI
53201-2901. Telephone: (414) 649-6228. Fax:
(414) 649-5708. E-mail: alice_kramer@aurora.
org.

• Robert L. Muelleman, MD, FACEP, Section of
Emergency Medicine, Nebraska Health Systems,
981150 Nebraska Medical Center, Omaha, NE
68198-1150. Telephone: (402) 559-6706. Fax:
(402) 559-9659. E-mail: rmuellem@unmc.edu.

• Deborah Trautman, MS, RN, Johns Hopkins
Hospital, Department of Emergency Medicine,
600 N. Wolfe St., Marburgh B181, Baltimore,
MD 21287. Telephone: (410) 955-5246. Fax:
(410) 955-0141. E-mail: dtrautma@jhmi.edu.
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waiting nearby. Instead, create a private opportunity in
the ED,” she advises.

The only way you should ask questions at triage is
if you have a separate examination area or booth, says
Kramer. “Most EDs are not big enough for that type of

structure,” she notes. “We don’t have a good private
place, so we don’t ask questions there because people
can overhear.”

Asking patients about domestic violence in a public
place is also risky, Kramer stresses. “You have no idea
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The Health Resource Center on Domestic Violence, a
project of the Family Violence Prevention Fund, pro-
vides support to develop a comprehensive health care
response to domestic violence. Comprehensive infor-
mation packets for emergency medicine, multidisci-
plinary protocols, and research studies on domestic
violence are available, including a guide, Best Prac-
tices: Innovative Domestic Violence Programs in
Health Care Settings ($5 per copy plus $5 shipping
and handling charge), and a laminated reference card
on domestic violence (five for $5, plus $5 shipping
and handling). A handbook, Working with Battered
Immigrant Women, is available in English and Spanish
at a cost of $8 plus $5 shipping and handling. The cen-
ter’s National Domestic Violence Hotline, (800) 799-
SAFE, is available for 24-hour multilingual crisis
intervention and referral services. For more informa-
tion, contact:
• Family Violence Prevention Fund, 383 Rhode Island

St., Suite 304, San Francisco, CA 94103-5133. Tele-
phone: (888) RX-ABUSE or (415) 252-8900. Fax:
(415) 252-8991. E-mail: ordering@fvpf. org. Web
site: www.fvpf.org.

The Nursing Network on Violence Against Women
International provides nurse with research and
resources pertaining to domestic violence. For more
information, contact:
• Kathi Mills, PMB 165, 1801 H St., B5, Modesto,

CA 95354. Telephone: (888) 909-9993. Web site:
www.nnvawi.org. E-mail: katem@dotplanet.net.

The American Medical Association offers Diagnostic
and Treatment Guidelines on Domestic Violence, and
Domestic Violence: A Directory of Protocols for
Health Care Providers. Single copies are $5 each,
including shipping and handling. To obtain a copy,
contact:
• Cynthia Colvin, American Medical Association,

Department of Mental Health, 515 State St., Chicago,
IL 60610. Telephone: (312) 464-4541. Fax: (312) 464-
5842. E-mail: cynthia_colvin @ama-assn.org. Web
site: www.ama-assn.org.

A National Directory of Domestic Violence Pro-
grams: A Guide to Community Shelter, Safe Homes,
and Service Programs is available for $50 plus $7
shipping and handling charge. For more information,
contact:
• National Coalition Against Domestic Violence,

P.O. Box 18749, Denver, CO 80218. Telephone: (303)
839-1852, ext. 101. Fax: (303) 831-9251. E-mail:
ncadv1@ix.netcom.com. Web site: www.ncadv.org.

A 1998 position statement, Domestic Violence, Child
Maltreatment, and Human Neglect, is available from
the Emergency Nurses Association. Copies can be
downloaded from the Web site (www.ena.org), or sin-
gle copies can be ordered at no charge. To obtain a
copy, contact:
• Emergency Nurses Association, 915 Lee St., Des

Plaines, IL 60016-6569. Telephone: (800) 900-9659
or (847) 460-4000. Fax: (847) 460-4001.

The City Rubber Stamp Co. offers a rubber stamp to
provide a notation about domestic violence screening
on a patient’s chart. The stamp documents that screen-
ing took place and records the results in a check-off
box format. A hand stamp costs $7.50, and a plastic
self-ink stamp costs $8.95. There is a $2.50 shipping
and handling charge. For an order form, contact:
• City Rubber Stamp Co., 557 Howard St., San Fran-

cisco, CA 94105. Telephone: (415) 957-5811. E-mail:
citystamp@mindspring. com.

The National Conference on Health Care and Domes-
tic Violence will be held Oct. 13-14, 2000, in San
Francisco. Conference information and on-line
registration are available at www.fvpf.org/health/
conference.html, or contact:
• National Conference on Health Care and Domes-

tic Violence, National Health Resource Center on
Domestic Violence, Family Violence Prevention
Fund, 383 Rhode Island St., Suite 304, San
Francisco, CA 94103-5133. Telephone: (888) RX-
ABUSE or (415) 252-8900. Fax: (415) 252-8991.
E-mail: peter@fvpf.org. Web site: www.fvpf.org.
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who they are coming in with, so putting them in a
position to reveal this kind of information is very
unsafe,” she says.

Keep record from being seen

Here are some ways to ensure privacy while screen-
ing for domestic violence:

• Keep patient records private.
Some nurses might be reluctant to document state-

ments such as “women state they are being battered”
for fear of their batterer seeing the chart, Kramer
explains. Protect patient confidentiality by making
sure charts are not visible to others, she suggests.

“It may not occur to you, but there is risk in laying
the chart down on a counter,” Kramer explains.

Put charts in racks in separate areas or keep them
upright, she suggests. “If you have automated charting,
you need to turn the computer screens down,” Kramer
advises.

• Bring patients back alone.
Create a system where family members routinely

wait in the triage area, while patients are given a pri-
vate health screening, Kramer suggests.

“If you do that for all patients, you can also ask
about alcohol and drug-related issues and sexual activ-
ity, she says. “All those things require privacy. If you
change your system so that your family members
know and understand the policy, it will be easier.”

Previously, family members came immediately
back with patients, but that system was changed so
that patients could be screened in private, says Kramer.

“The policy change is posted in the ED. It states
that patients will be accompanied back for a confiden-
tial history taking and exam, and then the family will
come back,” she explains. “This creates about 15 min-
utes of confidentiality.”

Because the policy exists for all patients, it doesn’t
put the batterer on the defensive, says Kramer. “If the
perpetrator believes you are only doing it for them,
they get upset. This way, we can explain that ‘the poli-
cy is not unique to your wife or girlfriend. It’s for all
patients.’”

Posters in the bathroom

• Take moments of opportunity.
You might need to be creative to obtain private

moments with the patient, says Kramer. “When we
take the patient for a urine specimen, we accompany
her to the bathroom, where we have posters about
domestic violence resources and tear strips with hot
line numbers,” she explains. “If that’s the only moment
of privacy we have, we can offer information there.”

It’s sometimes necessary to fabricate procedures
to bring the woman out of the ED and into another
department, Kramer says. “We can say to an abusive
partner, ‘We need to get an X-ray, and you wouldn’t
want to be radiated yourself, so wait here,’” she says.

• Don’t slip information into a woman’s purse.
If an abusive partner refuses to allow privacy, don’t

slip information into the patient’s purse, says Kramer.
“It may be tempting, but someone that controlling

will look in there,” she explains. “For that reason, it’s
just not safe. You always want the woman’s permission
to receive information.” ■

Don’t overlook MIs
in middle-aged women

Do you triage female patients differently than
males? According to a recent study, ED nurses

fail to associate symptoms of middle-aged women
with myocardial infarction (MI), which may contribute
to increased morbidity and mortality in those patients.1

During focus groups, nurses admitted they were
less likely to suspect MI in middle-aged women, and
admitted that MI wasn’t the first diagnosis consid-
ered for middle-aged women, even if the patients
had symptoms consistent with MI.

‘Equal-opportunity events’

Women are less likely than men to be diagnosed
with an MI, receive early or aggressive treatment, and
are more likely than men to die of an MI, notes Mary
M. Hand, MSPH, RN, coordinator of the National
Heart Attack Alert Program in Bethesda, MD. “Heart
attacks are equal-opportunity events when it comes to
men and women,” she says.
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Nurses might overlook signs and symptoms of
myocardial infarction (MI) in middle-aged women,
research suggests.
• Women are less likely than men to be diagnosed

with an MI, receive early or aggressive treatment,
and are more likely than men to die of an MI.

• Heart attack is the No. 1 cause of death in women.
• Red flags include shortness of breath; indigestion;

jaw, neck, arm, back, or shoulder pain; breaking
out into a cold sweat; and feeling lightheaded.
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Here are ways to ensure that MIs are not overlooked:
• Address personal concerns.
Overlooking the risks of women having a heart

attack might reflect your own fears, Hand suggests.
“Many nurses are women, so they may fall prey to the
myth that women are not as likely as men to have a
heart attack,” she says.

• Have a high index of suspicion.
You can play a key role in identifying women who are

potential heart attack patients quickly by having a high
index of suspicion for the following patient complaints:

— shortness of breath;
— indigestion;
— jaw, neck, arm, back, or shoulder pain;
— breaking out into a cold sweat;
— feeling lightheadedness.
If you suspect a heart attack, get a 12-lead ECG

promptly, urges Hand.
“Ensure that appropriate treatment, including reper-

fusion therapy if indicated, is delivered in a timely
manner,” Hand says. A timely manner means within
30 minutes after arrival for thrombolytic therapy, and
a maximum of 120 minutes for balloon-to-inflation
where percutaneous transluminal coronary interven-
tion is available.2

• Know the facts about risk.
Always keep in mind that heart attack is the No. 1

cause of death in women, Hand advises. “We know
from surveys that many women don’t know this. For
example, they often cite breast cancer as the leading
cause of death,” she says.
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Symptoms to watch
for in women with MIs

There are some significant differences in women vs.
men when it comes to a heart attack.

Women have a different symptom complex than
men, says Barbara Riegel, DNSc, RN, CS, FAAN,
professor at the school of nursing at San Diego State
University.

“The substernal crushing chest pain picture that we
were all taught seems to be a male phenomenon,” she

explains. “Recognize that women may not present
with the classic pattern.”

Here are several differences to be aware of:
• Women tend to have heart attacks when they

are older.
Women have heart attacks, on average, when they

are older. “Some 85% of all heart attack deaths in
women occur over the age of 65,” notes Mary M.
Hand, MSPH, RN, coordinator of the National Heart
Attack Alert Program in Bethesda, MD.

Before menopause, women seem to be better
protected from heart disease by their hormones,
explains Hand. “Since women tend to be older
[when they have a heart attack], diagnosis may be
more difficult because of other health problems such
as coexisting hypertension, or congestive heart fail-
ure,” she says.

Chest pain may be less

• Women might have different presenting
symptoms.

Compared to men, women might report less strong
chest pain, Hand says.

“Also, a woman may first feel shortness of breath;
indigestion; and jaw, neck, arm, back, or shoulder
pain,” she says. “She may break out into a cold sweat
or feel lightheaded.”

• Women often have pain in different places.
Pain may be present in the back or the neck and

might be described as discomfort, says Riegel.
“They may have associated symptoms like shortness
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For more information about women and heart
attacks, contact:
• Mary M. Hand, MSPH, RN, National Heart

Attack Alert Program, National Heart, Lung,
and Blood Institute, 31 Center Drive, MSC
2480, Room 4A16, Bethesda, MD 20892-2480.
Telephone: (301) 594-2726. Fax: (301) 402-
1051. E-mail: HandM@NHLBI.NIH.GOV.

For more information about symptoms of myocar-
dial infarction in women, contact:
• Barbara Riegel, DNSc, RN, CS, FAAN, School

of Nursing, San Diego State University, San
Diego, CA 92182-4158. Telephone: (619) 594-
6173. Fax: (858) 499-4665. E-mail: briegel@
mail.sdsu.edu.

S O U R C E S



of breath or nausea instead of true pain,” she says.
Look for distress over symptoms rather than loca-

tion, says Riegel. “That is, if someone is extremely
upset by their symptoms, she is telling you some-
thing,” she emphasizes. “Be suspicious that it could
be serious, rather than just assuming it’s not an MI
because it’s not in the right spot.”

Women should call within 15 minutes

• Women might delay longer.
Studies have shown that women are more likely to

delay seeking treatment, says Hand.1 “This may be
because they are more likely to be living alone and
have no one immediately present to tell about their
symptoms,” she suggests. “They may worry about who
will take care of their family. Or they may have the
usual fear of loss of control or embarrassment over
calling an ambulance.”

Delay costs lives and damages heart muscle,
which affects the quality of life after a heart attack,
stresses Hand. Instruct women to call 911 within 15
minutes of experiencing symptoms so they can get to
a hospital right away, she says.

Reference
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Attack Alert Program. Ann Intern Med 1997; 126:645-651. ■

Are you prepared
for an abandoned baby?

You’re probably prepared for victims of heart
attack, stroke, and trauma, but an abandoned

infant can throw a monkey wrench into almost any
ED, says Sherri-Lynne Almeida, RN, MSN, MEd,
DrPH, CEN, vice president of client services for Team
Health Southwest, a Houston physician practice man-
agement company that staffs EDs.

Five states pass laws

Five states have passed child abandonment laws,
due to the number of infants being found abandoned in
Dumpsters and fields, Almeida explains. “These unwant-
ed infants may wind up in your ED,” she warns. (See
related story summarizing state laws, p. 130.)

“The law allows any mother to leave her infant at a

hospital if she is unprepared to care for the child, and
she will suffer no legal consequences for this action,”
explains Almeida.

To date, there have not been any test cases in the
Houston area, reports Almeida. “Unfortunately, I
believe that most mothers who are in this situation are
unaware of the law and they are still recklessly aban-
doning their infants.”

However, you must be prepared, because most like-
ly it will be the ED that receives an abandoned infant,
warns Almeida. “This situation is such a deviation
from the normal traffic seen in an ED,” she says. (See
ED policy for abandoned children, p. 130.)

Avoid havoc with preparation

Here are ways to prepare for an abandoned infant:
• Prepare to care for a newborn.
The ED needs to be prepared to care for a newborn

or older infant either directly or indirectly, says Almei-
da. “Many EDs do not care for children, nor do they
deliver newborns,” she notes. “Often, if the facility has
an OB program, mothers who are about to deliver go
directly to the OB unit and bypass the ED all together.

An abandoned baby could create havoc in an ED
that is unprepared, Almeida emphasizes.

EDs must be prepared to provide complete inclusive
care for this newborn, stresses Jan R. Boatright, RN,
CEN, associate director at Priority Mobile Health, a New
Orleans-based emergency medical services provider, and
president of the Louisiana Council of the Des Plaines,
IL-based Emergency Nurses Association.

“There won’t be a mother there to feed, diaper, and
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As of press time, five states have passed child aban-
donment laws that allow mothers to bring unwanted
infants to the ED without criminal penalties. More
than 20 states are considering similar legislation.
• If your state passes such a law, you must have

staff and equipment available to provide complete
inclusive care for an abandoned newborn, includ-
ing feeding, monitoring, and changing diapers,
in addition to medical screening and stabilizing
care.

• If your ED isn’t prepared to care for pediatric
patients, you’ll need to have a transfer policy with
a receiving facility.

• You will need to collaborate with social services
and community resources to develop policies.

E X E C U T I V E S U M M A R Y



monitor the infant,” she says. “Cribs and personnel
will need to be available until such time as the infant
can be forwarded to a nursery, either within the same
facility or a facility designated by the department of
social services.”

Are you prepared for pediatrics?

• Create a transfer policy if appropriate.
If your ED isn’t prepared to care for pediatric

patients, you’ll have to develop a transfer policy
with a receiving facility, says Almeida.

Many hospitals in Houston don’t provide obstetric
or pediatric services, she says. “Ideally, it would be
nice if the infant could be left at a pediatric facility;
however, that is a most unrealistic expectation,” she
says. Abandoned children in Houston are usually
transferred to Texas Children’s Hospital, if the facility
that initially received the infant doesn’t have new-
born/pediatric facilities or if the condition of the infant
warrants more intensive care, Almeida says.

However, transfer can occur only after the infant
had received a medical screening exam, she stresses.

Your protocol should include a referral to an in-
house nursery if possible, says Boatright. “Our state
law says that child services shall take custody and con-
trol of an abandoned infant within 24 hours, and the

ED is not the best place to provide care for 24 hours.”
• Obtain information when possible.
Getting medical history of the family are key to the

safety and well-being of the infant, stresses Marguerite
McCarthy, RN, BSN, director of the ED at Baylor
University Medical Center in Dallas.

“The caregiver must be very careful not to scare off
the person delivering the child, if such information is
to be obtained,” she says.

If you are able to speak to the mother abandoning
the infant, address her in a nonthreatening tone and be
careful to not imply preconceived judgements, Almei-
da suggests.

Collaborate with services

• Work with other agencies.
Although the ED will need to provide medical

screening and stabilizing care, a team effort is needed,
stresses Barbara Pierce, RN, MN, director of emer-
gency services at Huntsville (AL) Hospital System.

You’ll need a collaborative policy with all involved
services, says Pierce. “That includes social services,
law enforcement, and newborn nurseries. The goal is
to provide the quickest, best possible care for the
child,” she explains.

• Resist the temptation to pass judgment.
Emotions run high with an abandoned infant, and

staff might tend to pass judgment on the mother, says
Pierce.

“Training may be needed to avoid this,” she advises.
The goal is to save babies’ lives by allowing moth-

ers to put children in a safe place anonymously, Pierce
emphasizes. “Therefore, staff should encourage this
process, not discourage or judge,” she says. ■

You need a policy
for abandoned babies

You should have a policy for child abandonment so
all staff know what to do if this situation arises,

suggests Marguerite McCarthy, RN, BSN, director of
the ED at Baylor University Medical Center in Dallas.

At Baylor, “anyone can easily find the policy manual
and feel comfortable with the procedure,” she explains.
All ED staff are inserviced on the child abandonment
policy, she says.

Representatives from the department of social ser-
vices helped develop the policy because they will be
involved should this scenario occur, says McCarthy.
“Anyone who may encounter this situation in your
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For more information about child abandonment
laws, contact:
• Sherri-Lynne Almeida, RN, MSN, MEd,

DrPH, CEN, Team Health Southwest, 1020 Hol-
combe Blvd., Suite 1404, Houston, TX 77030.
Telephone: (713) 383-9100. Fax: (713) 383-
9200. E-mail: sherri_almeida@teamhealth.com

• Jan R. Boatright, RN, CEN, Priority Mobile
Health, P.O. Box 6379, New Orleans, LA
70174. Telephone: (504) 366-2992. Fax: (504)
365-2170. E-mail: jan@priority.net.

• Marguerite McCarthy, RN, BSN, Baylor Uni-
versity Medical Center, Emergency Department,
3500 Gaston Ave., Dallas, TX 75246. Telephone:
(214) 820-3344. Fax: (214) 820-4619. E-mail:
mk.mccarthy@baylordallas.edu.

• Barbara Pierce, RN, MN, Emergency Services,
Huntsville Hospital System, 101 Sivley Road,
Huntsville, AL 35801. Telephone: (256) 517-
8202. Fax: (256) 517-2982. E-mail: barbarapi
@ECS.hhsys.org.
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institution should be made aware of the policy,” she
advises. This group includes social workers, guest
relations representatives, chaplains, respiratory thera-
pists, and radiology technicians, McCarthy says. (See
policy, above.) ■

Nurses should know
their state’s law

After 13 infants were abandoned in Texas within 10
months last year, state lawmakers passed a law to

prevent prosecution of parents who abandon an infant
to a licensed emergency medical services provider. As
of press time, five states have passed legislation for
child abandonment, and 25 states have introduced sim-
ilar legislation.

However, all the laws are somewhat different, and
you should know the specifics of your state’s law so

you know how to respond, says Barbara Pierce, RN,
MN, director of emergency services for Huntsville
(AL) Hospital System.

Plan regardless of the law

Although the specifics of every state law will be dif-
ferent, you should think through the process to plan
for this scenario regardless of the legislation, says
Marguerite McCarthy, RN, BSN, director of the ED
at Baylor University Medical Center in Dallas. “Pre-
pare in advance so that you can respond appropriately,
and with confidence and sensitivity, when the situation
arises,” she says.

Here are brief summaries of the five state laws and
a policy adopted by a sixth:

• Alabama.
The law requires that an emergency medical

provider report the possession of an abandoned child
less than 72 hours old to the department of human
resources (DHR) no later than the end of the first busi-
ness day on which possession occurs. The DHR will
assume custody and control of the child at that time,
notes Pierce.

“The law also guarantees payment for services and
releases the provider from liability damages,” she says.
“Our plan here is to admit the child as a ‘Baby Doe,’ to
treat medically as needed, and to call social services
who will notify DHR and take over from there,” she
reports.

• Colorado.
Parents can deliver children 72 hours old or younger

to a hospital staff member who engages in the admis-
sion, care, or treatment of patients. That individual
must perform any necessary care to protect, preserve,
or aid the health or safety of the child during the tem-
porary physical custody. A law enforcement officer
must be notified of the abandonment within 24 hours.

• Florida.
A child up to 3 days old can be left at a hospital or

fire station, which is required to provide emergency
medical services and care. Except in cases of suspect-
ed child abuse or neglect, the parent has the right to
remain anonymous and may not be pursued or fol-
lowed. The parent may claim the newborn infant up
until the court enters a judgment terminating the
parental rights. The hospital must immediately contact
a local licensed child-placing agency.

• Minnesota.
Three Minneapolis hospitals have announced they

will care for abandoned infants and work with social
services agencies to place the babies in supportive
homes. A bill was introduced to lift criminal penalties
and civil liability for parents who leave infants up to 3
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BAYLOR UNIVERSITY
MEDICAL CENTER
Policy Statement:

Abandoned Infants, Care of
Department: Emergency

Effective Date: November 1999
Purpose
1. To ensure the well-being of infants (30 days

or younger) whose parents have left them in
the custody of emergency department per-
sonnel and expressed an intent not to return.

2. To ensure compliance with Texas state law.

Policy
1. A child (30 days or less) who has been aban-

doned by his/her parents in the emergency
department will be registered as an emergen-
cy department patient.

2. Infants will be given a well-baby check by the
emergency department physician.

3. Any emergency care required will be deliv-
ered and documented.

4. The clinical coordinator on duty will contact
Social Services to take custody of the infant.

Source: Baylor University Medical Center, Dallas.



days old and unharmed at any hospital in the state.
Identification bracelets will be given to the mother and
child, which gives the mother the option of reclaiming
the baby later.

• Texas.
Any emergency care provider is required to take

possession of a child 30 days old or younger if the par-
ent doesn’t show an intent to return for the child. The
provider must inform child protective services by the
end of the first business day.

• Louisiana.
The law allows the mother to abandon a newborn at

“a designated emergency care facility,” which is defined
as any hospital, public health unit, fire station, police
station, or pregnancy facility.

“However, no matter which emergency care facility
a newborn is left, the infant will end up in one of our
EDs,” notes Jan R. Boatright, RN, CEN, associate
director at Priority Mobile Health, an emergency med-
ical services provider in New Orleans. ■

Educate stroke patients
to come in early

No matter how short you get your door-to-drug
times, most patients won’t be candidates for tis-

sue plasminogen activator (t-PA), which is the only
clot-busting medication approved by the Food and
Drug Administration. The reason? Most stroke patients
arrive at the ED too late, according to two recently
published studies.

In one study, just 30% of stroke patients arrived
within three hours of the onset of their symptoms.1 In
another study, only 2% of 214 stroke patients screened
were eligible for treatment, with 95 of them excluded
only because they arrived too late.2

“Educating the public about stroke symptoms is
extremely important, so that they will present to the
ED within the time frame for treatment,” says Patricia
Kunz Howard, RN, MSN, CCRN, CEN, EMS train-
ing coordinator for the Lexington (KY) Fayette Urban
County Government Division of Fire and Emergency
Services and former ED director and stroke team coor-
dinator at Central Baptist Hospital, also in Lexington.

Give them signs and symptoms

Patients should be informed of the signs and symp-
toms of stroke, the need to call 911 to access care, and
the available stroke centers in the area, says Nanette
H. Hock, RN, MSN, program coordinator for the
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Editorial Questions
For questions or
comments, call

Joy Daughtery Dickinson
at (912) 377-8044.

For more information about educating patients
about stroke treatments, contact:
• Nanette H. Hock, RN, MSN, Program Coordi-

nator, Stanford Stroke Center, 701 Welch Road,
Suite 325, Palo Alto, CA 94304. Telephone:
(650) 723-4468. Fax: (650) 723-4451. E-mail:
Nanette.Hock@medcenter.stanford.edu.

• Patricia Kunz Howard, EMS Training Coordi-
nator, Lexington Fayette Urban County Govern-
ment, Division of Fire and Emergency Services,
219 E. Third St., Lexington, KY 40508. Tele-
phone: (859) 259-1904. Fax: (859) 273-4222.
E-mail: PKunzHoward@aol.com.
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Stanford Stroke Center in Palo Alto, CA.
“When stroke symptoms are evolving or resolving,

stress the need to call 911 regardless of symptom reso-
lution,” says Hock. “Explain that there is no medica-
tion that one can take at home to prevent or stop an
evolving stroke.”

For primary or secondary stroke prevention in the
presence of risk factors such as heart disease, high
cholesterol, and diabetes, the patients should contact
their physicians for medications or other interventions,
advises Hock.

ED nurses have a variety of educational tools

Education can be done by the ED nurses in a variety
of ways, says Howard. Here are some ways to educate
patients, she suggests:

• Conduct stroke screenings in the community.
• Give short presentations to community civic or

religious groups.
• Put up posters and stroke brochures in the waiting

room.
• Survey visitors and patients in the ED waiting

room to learn more about the community’s knowledge
of stroke.

• Include a preprinted stroke information section
with discharge instructions.

• Hold a patient education class for the community
about stroke signs and symptoms.
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CE objectives

After reading this issue of ED Nursing, the CE
participant should be able to:

1. Identify clinical, regulatory, or social issues
relating to ED nursing. (See Do you screen all
women for domestic violence? Research suggests it
can save lives; Ask questions in a private place;
Educate stroke patients to come in early; Symp-
toms to watch for in women with MIs in this issue.)

2. Describe how those issues affect nursing ser-
vice delivery.

3. Cite practical solutions to problems and inte-
grate information into the ED nurse’s daily prac-
tices, according to advice from nationally recog-
nized experts. ■

Readers are invited

Readers are invited to submit questions or
comments on material seen in or relevant to

ED Nursing. Send your questions to: Reader
Questions, ED Nursing, c/o American Health
Consultants, P.O. Box 740056, Atlanta, GA
30374. Or you can reach the managing editor via
e-mail: joy.dickinson @ahcpub.com. You can also
visit our home page at www.ahcpub.com. We look
forward to hearing from you. ■
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Know the Warning Signs of Stroke
If you notice one or more of these signs in another person or yourself, don’t wait. Call your emergency
medical services, and get the person to a hospital right away! Call 911 if you see or have any of these
symptoms. Treatment can be more effective if given quickly. Every second counts!

❏ Sudden numbness or weakness of face, arm, or leg, especially on one side of the body.

❏ Sudden confusion, trouble speaking or understanding.

❏ Sudden trouble seeing in one or both eyes.

❏ Sudden trouble walking, dizziness, loss of balance or coordination.

❏ Sudden, severe headache with no known cause.

Not all of these signs occur in every attack. Sometimes they go away and return. If some occur, get help
fast.

What is a TIA or transient ischemic attack?
Any of the above signs may be only temporary and last only a few minutes. This might be due to a “little
stroke” or “ministroke” called a transient attack or TIA. About 10% of strokes are preceded by TIAs. However,
of those who have had one or more TIAs, about 36% will later have a stroke. A person who has had one or
more TIAs is 9.5 times more likely to have a stroke that someone of the same age and sex who has not.
TIAs are extremely important stroke warning signs. Don’t ignore them! Call 911 — GET MEDICAL
HELP IMMEDIATELY.

Chain of survival
Every stroke or TIA must be treated as a life-threatening emergency. Timing is very important. A stroke in
progress must be diagnosed. If you are going to receive t-PA, a clot-busting drug treatment, or other appro-
priate therapy, you must get to a hospital quickly so that a doctor can diagnose your stroke and treat you
within three hours of the onset of symptoms. In the hospital emergency room, tests will be ordered to deter-
mine if a TIA, stroke, or another medical problem caused your symptoms. Treatment for stroke will be differ-
ent if an artery is blocked (ischemic stroke) or a blood vessel ruptures (hemorrhagic stroke). To increase
your chances of surviving a stroke, take these five steps in the Stroke Chain of Survival within three hours
of the onset of symptoms:

❏ Rapid recognition of stroke signs and symptoms: Recognize the symptoms and note when they first
occur.

❏ Rapid activation of the emergency medical services (EMS): Call 911 immediately. Tell them that you
have stroke warning signs.

❏ Rapid EMS transport and hospital pre-notification: Get to the hospital quickly via EMS; they will notify
the emergency room (ER).

❏ Rapid start of pre-hospital care during EMS transport: Receive early assessments and care on the way
to the hospital via EMS.

❏ Rapid diagnosis and treatment at the receiving hospital: Receive prompt evaluation of the medical data
and treatment to restore blood flow to the brain or other treatments as appropriate at the ER.

Source: Reproduced with permission. © American Heart Association. World Wide Web site: www.americanheart.org, 1999. 
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What are the Risk Factors of Stroke?

The American Stroke Association has identified several factors that increase the risk of stroke. The more
risk factors a person has, the greater the chance that he or she will have a stroke. Some of these you can’t
control, such as increasing age, family health history, race, and gender. But you can change, treat, or modify
most risk factors to lower your risk. Factors resulting from lifestyle or environment can be modified with a
health care provider’s help.

INCREASING AGE
The chance of having a stroke more than doubles for each decade of life after age 55. While stroke is com-
mon among the elderly, substantial numbers of people under 65 also have strokes.

MALE GENDER
Overall, men have about a 19% greater chance of having a stroke than women. Among people under age
65, the risk for men is even greater when compared to that of women.

HEREDITY (FAMILY HISTORY) AND RACE
The chance of stroke is greater in people who have a family history of stroke. African-Americans have a
much higher risk of death and disability from a stroke than whites, in part, because blacks have a greater
incidence of high blood pressure, a major stroke risk factor.

PRIOR STROKE
The risk of stroke for someone who has already had one is many times that of a person who has not.

HIGH BLOOD PRESSURE
High blood pressure is the most important risk factor for stroke. In fact, stroke risk varies directly with blood
pressure. Many people believe the effective treatment of high blood pressure is a key reason for the acceler-
ated decline in the death rates for stroke.

CIGARETTE SMOKING
In recent years, studies have shown cigarette smoking to be an important risk factor for stroke. The nicotine
and carbon monoxide in cigarette smoke damage the cardiovascular system in many ways. The use of oral
contraceptives combined with cigarette smoking greatly increases stroke risk.

DIABETES MELLITUS
Diabetes is an independent risk factor for stroke and is strongly correlated with high blood pressure. While
diabetes is treatable, having it increases a person’s risk of stroke. People with diabetes often also have high
cholesterol and are overweight, which increases their risk even more.

CAROTID ARTERY DISEASE
The carotid arteries in your neck supply blood to your brain. A carotid artery damaged by atherosclerosis (a
fatty buildup of plaque in the artery wall) may become blocked by a blood clot, which may result in a stroke.
If you have a diseased carotid artery, your health care provider may hear an abnormal sound in your neck
called a bruit when listening with a stethoscope.

HEART DISEASE
A diseased heart increases the risk of stroke. In fact, people with heart problems have more than twice the
risk of stroke as those with hearts that work normally. Atrial fibrillation (the rapid, uncoordinated beating of
the heart’s upper chambers), in particular, raises the risk for stroke. Heart attack is also the major cause of
death among survivors of stroke.

TRANSIENT ISCHEMIC ATTACKS (TIAs)
TIAs are “ministrokes” that produce stroke-like symptoms but no lasting damage. They are strong predictors
of stroke. A person who’s had one or more TIAs is almost 10 times more likely to have a stroke than some-
one of the same age and sex who hasn’t.

HIGH RED BLOOD CELL COUNT
A moderate or marked increase in the red blood cell count is a risk factor for stroke. The reason is that more
red blood cells thicken the blood and make clots more likely.

Source: Reproduced with permission. © American Heart Association. World Wide Web site: www.americanheart.org, 1999. 


