
Make your ED stand out — trend 
grows toward family-centered practices
New study offers 9 tips for family-friendly policies

When a young man died of a congenital cardiac abnormality in the ED 
at Dartmouth-Hitchcock Medical Center in Lebanon, NH, one of the
nurses who had cared for him went out of her way to speak to his father. 

“His father lived on the West Coast and was not able to come into the ED to
be with his son,” recalls Lucinda W. Rossoll, RN, MS, CCRN, CEN, charge
nurse for the ED. 

After spending 45 minutes on the telephone describing what had occurred, he
was satisfied that everything possible had been done and that his son did not suf-
fer, she recalls. “He was also glad to know that his son’s best friend was here
throughout the whole resuscitation, and his son was not entirely with strangers,”
Rossoll adds. 

The above anecdote illustrates the dramatic impact that family-centered care
can have in the ED, says Rossoll. A recent study examined the practices of nine
EDs and found that all had implemented family-centered interventions or poli-
cies. Participants included rural, urban, general, and pediatric EDs.1

“There is an increasing level of awareness of family-centered care practices,”
says Nancy Eckle, RN, MSN, program manager for emergency services at
Children’s Hospital in Columbus, OH, and the study’s principal investigator.
“More and more EDs are adopting this philosophy. (See tips for implementing
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Research shows that family-centered care is a growing trend in the ED.
• Have a “patient liaison” during busy shifts to address family needs such

as allowing parents to take a break from watching a child.
• Share positive comments from family members and patients with nurses. 
• Involve the patient and family in discharge plans, such as assessing daily

assistance that may be needed. 
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a family-centered approach, inserted in this issue.)
Here are ways to improve the care you provide to

families:
• Perform a self-assessment.
Eckle says the first step is to evaluate your current

practices. When you do this, she advises considering all
aspects of care, including philosophy of care, family
involvement in care, availability of information for

families, family participation in decision making, poli-
cies and procedures, facility design, service coordination
and continuity, performance improvement, and commu-
nity partnerships. (See excerpt of self-assessment tool
to determine family-centered care practices, inserted
in this issue; resource box for information on obtain-
ing the complete tool, p. 47; and five principles of
family-centered care, p. 48.)

• Have a patient liaison assist with needs of family
members.

At Children’s Hospital, a patient liaison is present
during the evening shift to help address family needs.
“She may sit with a child while a parent takes a break
or when the parent has not arrived in the ED yet, help
with siblings of the patient, or assist the clinical staff
in communicating with the family,” says Eckle. 

• Share comments from patients with staff.
Eckle suggests compiling comments from patients

and family members and sharing them with staff as a
morale-booster. “We share them with the nurses who
were directly involved, and also post the cards and let-
ters so all the staff can read them,” she says. 

• Form a bereavement committee.
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For more information on family-centered care in
the ED, contact:
• Barbara Coffel, RN, MSN, Riley Hospital for

Children, Clarian Health Partners, 702 Barnhill
Drive, Room 1960, Indianapolis, IN 46202-
5210. Telephone: (317) 274-4386. Fax: (317)
274-4354. E-mail: BCoffel@clarian.org.

• Nancy Eckle, RN, MSN, Emergency Services,
Children’s Hospital, 700 Children’s Drive,
Columbus, OH 43205. Telephone: (614) 722-
4353. Fax: (614) 722-6890. E-mail: EckleN@chi.
osu.edu. 

• Lucinda W. Rossoll, RN, MS, CCRN, CEN,
Emergency Department, Dartmouth-Hitchcock
Medical Center, One Medical Center Drive,
Lebanon, NH 03756-0001. Telephone: (603) 650-
7000. E-mail: Lucinda.W.Rossoll@Hitchcock.
org.

S O U R C E SPolicy: Parental Accompaniment
PURPOSE: To provide guidance to Transport
Team members regarding requests from parent or
guardian to accompany the patient on transport to
Clarian Health facilities.

SCOPE: This policy applies to all Clarian staff on
transport in the Riley Children’s Critical Care
Mobile Intensive Care Units (MICU).

POLICY STATEMENT: It is the policy of the
Transport Team to provide parents with informa-
tion on driving to Riley or Methodist Hospital. Rea-
sonable attempts should be made to encourage
the family to drive to Indianapolis. However, in the
event that the family insists on accompanying the
child, the following guidelines apply:
1. One parent or guardian may accompany the
transport team.
2. The parent must be in the front seat with his or
her seatbelt on at all times.
a. The parent must understand that at no time is it
acceptable to come to the back of the truck.
b. The parent must understand that Clarian Health
will not provide return transport when the child is
discharged. 

EXCEPTIONS: Under no circumstance will the
Transport Team allow an immediate postpartum
mother to accompany her child. In this case, the
father or designated representative must accom-
pany the child.

APPROVAL BODY: Medical Director, Transport
Manager, Lead Team.

Source: Clarian Health Partners, Indianapolis. 



At Dartmouth Hitchcock’s ED, a bereavement com-
mittee consists of chaplains, volunteers, nurses, and
laypersons trained in assisting families who are griev-
ing, says Rossoll. 

When a death occurs in the ED, a referral is sent to
the committee. “This referral contains information
about who was present in the ED, next of kin who
could be contacted, and a brief statement of what
occurred,” she says. 

A member of the committee contacts the family and
offers to put the family member in touch with a health
care provider who was present at the time of death to
answer any remaining questions about what occurred,
says Rossoll. 

“Frequently, questions center around what was done
in the ED and the comfort of the deceased,” she says. 

A member of the bereavement committee keeps in
contact with the family member for as long as needed,
usually about a year, she adds.

• Involve family members in discharge plans. 
Because sicker patients increasingly are being dis-

charged home from the ED, it is important for family
members to be involved with discharge plans, urges
Rossoll. 

“This is particularly important for the elderly popu-
lation who may be discharged home with injuries such
as a fractured arm in a sling,” she says. 

She recommends having a discussion with the
patients and family members at discharge. “This helps
to evaluate the necessity of assistance with their daily
care, such as meal preparation, personal hygiene, the
ability to move at home safely, or even how they can
get in and out of their home,” says Rossoll. 

• Have a dedicated physical therapist.
Dartmouth Hitchcock’s ED has a dedicated physical

therapist available to help with walker or crutch train-
ing, says Rossoll.

“She picks out cases that may need further assis-
tance and follows up with patients the nursing staff are
concerned about,” she says. 

For example, there is often concern about the safety
of elderly patients who have had a limb injury, espe-
cially when ED nurses can’t get them to ambulate
safely with a walker. “The physical therapist succeeds
where we do not and will follow up with them in out-
patient physical therapy as necessary,” says Rossoll. 

• Allow families to stay with patients.
Family members should be encouraged to stay with

patients throughout their visit, argues Rossoll. “This
includes procedures such as suturing, conscious seda-
tion for reduction of fractures, and resuscitations,” she
says. (For more information about family presence,
see “Family presence update: What parents want,”
in ED Nursing, January 2000, p. 33.) 
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The Institute for Family-Centered Care offers
numerous publications and resources, including
Developing Family-Centered Vision, Mission,
and Philosophy of Care Statements (Item No.
32098, $15). Developing and Sustaining a
Patient and Family Advisory Council (Item No.
32085, $30) includes sample materials and forms
from established councils. Designing for Family-
Centered Care (Item No. 3208, $75) is a video-
tape profiling innovative design projects. Family-
Centered Care: Changing Practice, Changing
Attitudes is a set of training and planning mod-
ules designed to facilitate the process of change.
Modules may be purchased separately or as a
package (Item No. 32040, $150). All materials
can be ordered at the Institute for Family Cen-
tered Care web site (www.familycenteredcare.
org). For more information or to order products,
contact:
• The Institute for Family-Centered Care, 7900

Wisconsin Ave., Suite 405, Bethesda, MD 20814.
Telephone: (301) 652-0281. Fax: (301) 652-0186.
E-mail: Institute@iffcc.org.

Family-Centered Pediatric Care in the Emergency
Department: A Self-assessment Inventory is
designed to help ED staff work with families to
improve quality of pediatric care and includes
strategies for designing and evaluating programs
and services. It can be downloaded at no charge at
the Emergency Medical Services for Children web
site (www.ems-c.org). Click on “Family Informa-
tion” and scroll down to “Working with Families
to Enhance Emergency Medical Services for Chil-
dren.” The self-assessment tool can be found in
Appendix D of this publication. 

One paper copy of the publication is available at
no charge. To order, contact the EMSC Clearing-
house at (703) 902-1203, e-mail: emsc@circle
solutions.com. Orders also can be placed on-line
at www.ems-c.org/cfusion/OnlineOrder.cfm. For
more information, contact:
• Emergency Medical Services for Children

National Resource Center, 111 Michigan
Ave., N.W., Washington, DC 20010-2970. Tele-
phone: (202) 884-4927. Fax: (202) 884-6845.
E-mail: info@emscnrc.com. Web: www.ems-c.
org.
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• Help families find housing if needed. 
ED staff put family members in touch with an orga-

nization called David’s House that houses families of
severely ill children for as long as there is a need, says
Rossoll. 

“The stay is at no cost and is supported by commu-
nity and family donations,” she adds. 

Information also is provided about a hostel where
family members can stay for a nominal charge, she
notes. “Maps to locate area motels, where discounts
are provided for family members of hospitalized
patients, are available,” she says. 

• Allow parents to accompany children during
transport.

The transport team at Riley Children’s Hospital in
Indianapolis has adopted several family-centered prac-
tices, reports Barbara Coffel, RN, MSN, the facility’s
lead transport nurse. 

“From initiation of our contact with the family, we
include them as the primary source of information
about their child. This allows them to feel they are
contributing to making their child better,” says Coffel. 

The team has begun to allow one parent to accom-
pany the child in an ambulance to the hospital. “This
has been a major stress reducer for parents in crisis,”

she says. (See policy for parental accompaniment,
p. 46.) 

The team has eliminated stopping at admitting first,
she adds. “Instead, we instruct parents to go directly to
their child’s admitting unit and allow them to take care
of paperwork later, after they are reunited with their
child,” says Coffel. 

As an “extension of the ED,” transport teams are
very important in setting the tone for the child’s whole
admission, Coffel stresses. “A negative or confronta-
tional first impression of the facility could cloud the
impression of the care provided throughout the entire
stay,” she says. 

Reference

1. Eckle N, MacLean SL. Assessment of family-centered care poli-
cies and practices for pediatric patients in nine U.S. emergency
departments. J Emerg Nurs 2001; 27:238-245. �

Follow new guidelines 
for newborn resuscitation

Are you ready to resuscitate a newborn? 
“Mothers often present to the ED in preterm 

labor and may actually deliver in the ED,” says Robin
Clifton-Koeppel, MS, RNC, CPNP, a neonatal clinical
nurse specialist and pediatric nurse practitioner at
University of California — Irvine Medical Center in
Orange. 

For the first time in eight years, there are new emer-
gency cardiovascular guidelines for the neonate from
the American Academy of Pediatrics and American
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5 principles 
you must follow

Use the following five principles of family-
centered care to evaluate polices and proce-

dures for care in your ED, recommended by
Nancy Eckle, RN, MSN, program manager for
emergency services at Children’s Hospital in
Columbus, OH:

1. Recognizing the family is the constant in a
child’s life.

2. Facilitating family and professional collabo-
ration at all levels of hospital, home, and commu-
nity care.

3. Recognizing and honoring diversity, strengths,
and individuality within and across all families,
including ethnic, racial, spiritual, social, economic,
educational, and geographic diversity.

4. Recognizing and respecting different meth-
ods of coping and implementing policies and pro-
grams to meet the diverse needs of families.

5. Recognizing the range of strengths, con-
cerns, emotions, and aspirations of families and
children.  �

You will need to change your assessment and treat-
ment of newborns to comply with new guidelines
from the Neonatal Resuscitation Program, devel-
oped by the American Heart Association and the
American Academy of Pediatrics. Newborns born
with thick meconium with good respiratory effort do
not necessarily need to be intubated and suctioned. 
• For chest compressions, the two-thumb technique

with the hands encircling the chest is preferred. 
• Perform chest compressions by depressing the

sternum to a depth equal to one-third of the ante-
rior-posterior diameter of the chest. 

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



Heart Association, says Clifton-Koeppel.1,2

Here are changes you should make in your practice:
• The need for tracheal suctioning is no longer

determined by the consistency of the meconium,
but by whether the baby has strong respiratory
effort, good tone, and a heart rate of more than 100
beats per minute. 

“Every effort should be given to suctioning the
mouth, pharnyx, and nose as soon as the head is
delivered when meconium staining is present, regard-
less of the consistency,” says Michele Wolff, RN,
MSN, CCRN, professor of nursing at Saddleback
College in Mission Viejo, CA. You can use a 12F or
14F suction catheter or bulb syringe, she adds. 

If an infant born with meconium staining has apnea
or respiratory distress, suctioning should occur before
positive-pressure ventilation (PPV) whenever possible,
says Wolff. 

“After birth, tracheal suctioning of infants with meco-
nium staining is recommended for depressed infants,” she
explains. “This includes [infants with] decreased muscle
tone, absent or depressed respirations, or heart rate less
than 100 [beats per minute].”

She points to data showing that tracheal suctioning
for meconium of vigorous infants does not improve
outcomes. “Direct laryngoscopy and intubation with
direct suctioning via the tracheal tube is recommended,
since particulate meconium may be too thick to remove
using a small-bore suction catheter,” adds Wolff. 

The bottom line is, you won’t be intubating as many
infants as in the past, says Barbara Weintraub, RN,
MSN, MPH, coordinator for pediatric emergency ser-
vices at Northwest Community Hospital in Arlington
Heights, IL. In the past, even infants with good respi-
ratory effort who were born with thick meconium were
intubated, says Weintraub.

“Now, if the infant has good respiratory effort, they
only need to be watched for signs of respiratory dis-
tress, and not necessarily intubated and suctioned,” she
explains. (See related story for more information on
how to assess a newborn, p. 50.)

• There are new indications for chest compressions. 
Chest compressions should be initiated if the heart rate

remains below 60 beats per minute, despite 30 seconds of
adequate ventilation with 100% oxygen, says Wolff. 

“This changes the emphasis to supporting the
infant’s airway and ensuring adequate ventilation with
oxygen,” she says. “Inadequate airway management
and breathing are the most common reasons for brady-
cardia in the newborn.”

Discontinue chest compressions when the heart
rate is more than 60 beats per minute, but continue
PPV until the heart rate is more than 100 beats per
minute and the newborn has established spontaneous

breaths, says Clifton-Koeppel. 
The vast majority of babies who are born needing

resuscitation require only the oxygenation/ventilation
component, notes Weintraub. “Ventilation with 100%
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For more information about neonatal resuscitation
in the ED, contact:
• Robin Clifton-Koeppel, MS, RNC, CPNP,

Neonatal Clinical Nurse Specialist/Pediatric
Nurse Practitioner, University of California,
Irvine Medical Center, 101 The City Drive,
Orange, CA 92868. Telephone: (714) 456-6528.
Fax: (714) 456-8877. E-mail: RKoeppel@uci.
edu. 

• Barbara Weintraub, RN, MPH, MSN, North-
west Community Hospital, 800 W. Central
Road, Arlington Heights, IL 60005. Telephone:
(847) 618-5432. Fax: (847) 618-4169. E-mail:
bweintraub@nch.org.

• Michele Wolff, RN, MSN, CCRN, Saddleback
College, 28000 Marguerite Parkway, Mission
Viejo, CA 92692. Telephone: (949) 582-4222.
Fax: (714) 536-6269. E-mail: mwolff@saddle
back.cc.ca.us. 

Guidelines 2000 for Emergency Cardiovascular
Care and Resuscitation: International Consensus
on Science was published as a supplement to the
journal Circulation on Aug. 22, 2000. The neonatal
portion of the guidelines is available for review at
www.pediatrics.org/cgi/content/full/106/3/e29. 

An updated course in neonatal resuscitation has
been developed by the American Heart Association
and the American Academy of Pediatrics. This
course has been designed to teach an evidence-
based approach to resuscitation of the newborn,
including the causes, prevention, and management
of mild-to-severe neonatal asphyxia. To find a
course in your area, go to the AAP web site
(www.aap.org) and click on “Professional Educa-
tion,” “Life Support Programs,” “Neonatal Resusci-
tation Program (NRP),” “Courses & Instructors,”
“Find a Course.” For more information, contact:
• American Academy of Pediatrics, Division of

Life Support Programs, 141 Northwest Point
Blvd., Elk Grove Village, IL 60007. Telephone:
(800) 433-9016, ext. 4798. Fax: (847) 228-
1350. E-mail: lifesupport@aap.org. 
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oxygen for 30 seconds should clarify exactly which of
these infants will respond to oxygen and which truly
need chest compressions,” she says. 

PPV always should accompany chest compressions,
says Clifton-Koeppel. “Additionally, PPV and chest
compressions should be coordinated so that a breath is
given after every third compression,” she says. 

After 30 seconds of PPV and chest compressions,
compressions are stopped to evaluate the heart rate
while continuing PPV, says Clifton-Koeppel. If the
resuscitator is unable to feel a pulse at the base of the
umbilical cord, stop PPV momentarily to auscultate
the heart rate, she advises. 

“Remember, ventilation of the lungs is the most
effective action in resuscitation of the newborn,” says
Clifton-Koeppel. 

• The new recommendation is to depress the ster-
num to a depth equal to one-third of the anterior-
posterior diameter of the chest. 

Chest compressions should have enough pressure 
to depress the sternum a third of the anterior-posterior
diameter of the chest and deep enough to generate a
palpable pulse, she adds. “The thumb technique is pre-
ferred as it is less tiring, easier to control the depth of
compressions, and generates a higher systolic pres-
sure,” says Clifton-Koeppel. 

The former guidelines directed rescuers to perform
chest compressions by depressing the sternum ½ to ¾
inch, she notes. 

Chest compressions should be at a depth to gener-
ate a palpable pulse, says Wolff. “The compression
ratio should be three compressions to one ventilation
— with 90 compressions and 30 breaths with a total
of 120 events per minute,” she explains. “These
should be coordinated to avoid simultaneous com-
pressions and ventilations.”

For chest compressions, the two-thumb technique
with the hands encircling the chest is preferred, though
the two-finger technique to depress the sternum may
still be utilized, says Weintraub. 

“Data suggest that the hands encircling the chest
may result in a higher thoracic pressure and coronary
perfusion as compared to the two-finger technique,”
adds Wolff.

References

1. American Academy of Pediatrics and American Heart Associa-
tion. Textbook of Neonatal Resuscitation. 4th Edition. Elk Grove
Village, IL: American Academy of Pediatrics; 2000. 
2. Niermeyer S, Kattwinkel J, Van Reempts P. International Guide-
lines for Neonatal Resuscitation: An Excerpt From the Guidelines
2000 for Cardiopulmonary Resuscitation and Emergency Cardio-
vascular Care: International Consensus on Science. Pediatrics
2000; 106:e29. �

Case study: Here are 
5 key steps you must take

When an expectant mother came to the ED com-
plaining of cramping for several days, she told

nurses that she had no prenatal care and was “about
seven months along,” says Robin Clifton-Koeppel,
MS, RNC, CPNP, a neonatal clinical nurse specialist
and pediatric nurse practitioner at University of Cali-
fornia — Irvine Medical Center in Orange. 

“It became evident that her ‘cramping’ sensations
were actually contractions, and the infant was deliv-
ered on the ED gurney,” she recalls.

Immediately, the nurse placed the preterm newborn
on a radiant warmer and began to dry the infant, suc-
tion the mouth and nose with a bulb syringe, and stim-
ulate the infant. She also assessed the newborn for
activity, breathing, color, and heart rate. 

“Unfortunately, the [neonatal intensive care unit
(NICU)] team had yet to arrive, and the infant was not
breathing nor responding to the initial interventions,”
says Clifton-Koeppel. The ED team began to provide
positive-pressure ventilation (PPV) to the infant with
100% oxygen via bag and mask. 

There was not good chest expansion, and the new-
born appeared cyanotic with a heart rate of about 80
beats per minute, says Clifton-Koeppel. “The ED team
decided to intubate and begin PPV via endotracheal
tube,” she adds. “Immediately after intubation, the
newborn’s color and heart rate improved. Slowly, the
newborn began to breathe spontaneously.”

If an NICU team is unavailable when a pregnant
woman is about to deliver, Clifton-Koeppel says you
should take the following steps:

1. Assess the infant’s breathing and color, and
immediately place the infant on a radiant warmer to
provide heat and access for assessment. 

2. Clear the airway with a bulb syringe and gently
stimulate to breathe.

3. Provide free-flow oxygen as needed. If the new-
born has poor respiratory effort or is not breathing,
provide PPV with 100% oxygen. Intubation is a con-
sideration and should be performed if the newborn is
extremely premature.

4. If the heart rate is less than 60 beats per minute,
perform chest compressions along with PPV for 30
seconds. After 30 seconds of coordinated chest com-
pressions and PPV, administer epinephrine via endo-
tracheal tube or umbilical vein.

5. Reassess newborn for improvement in all
parameters.

Resuscitation of the newborn outside the delivery
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room or NICU nursery should follow principles of the
Neonatal Resuscitation Program, developed by the
Dallas-based American Heart Association and the Elk
Grove Village, IL-based American Academy of Pedi-
atrics. These include providing warmth, positioning
the newborn to promote an adequate airway, clearing
the airway, stimulating the newborn to breathe, and
giving oxygen as needed, says Clifton-Koeppel. 

“Assessment and interventions are performed simul-
taneously and quickly, such as establishing effective
ventilation, providing chest compressions, and admin-
istering medications,” she says. 

The new algorithm for resuscitation of the newly
born infant says the following key assessments should
be performed first: presence of meconium, quality of
breathing or crying, muscle tone, color, and term ges-
tation, notes Michele Wolff, RN, MSN, CCRN, pro-
fessor of nursing at Saddleback College in Mission
Viejo, CA. 

She adds that the “first-level” interventions include:
providing warmth, positioning and clearing the airway,
drying, stimulating, repositioning, and providing oxygen
as needed. “After these interventions, the infant’s heart
rate, respiratory rate, and color should be assessed,” says
Wolff. 

If the infant has apnea or a heart rate of less than 100
beats per minute, PPV should be administered, she adds.
“If the heart rate remains below 60 beats per minute
despite 30 seconds of airway support with 100% oxy-
gen, chest compressions should be initiated,” says Wolff. 

Evaluation of respirations, heart rate, and color now
occur simultaneously instead of sequentially, says
Clifton-Koeppel. “This change emphasizes the impor-
tance of acting quickly if there is an abnormality in res-
piratory rate and effort, heart rate, or color,” she says. 

Clifton-Koeppel says your initial assessment is
based on five key questions:

1. Is the amniotic fluid clear of meconium?
2. Is the baby breathing or crying?
3. Is there good muscle tone?
4. Is the color pink?
5. Was the baby born at term?
If the answer is “yes” to the above questions,

the team provides routine care including providing
warmth, clearing the airway, and drying, says 
Clifton-Koeppel.

“If the answer is ‘no’ to any of the above questions,
the resuscitation team provides warmth, positions and
clears the airway as necessary, dries, stimulates and
repositions, and administers oxygen as needed,” she
adds. 

One of the quickest ways to determining the heart
rate is to feel for a pulse at the base of the umbilical
cord, where it attaches to the baby’s abdomen, says

Clifton-Koeppel. “However, if the resuscitator is
unable to obtain a heart rate in this manner, ausculta-
tion should be performed,” she adds. 

Palpation of the umbilicus is the preferred method,
says Barbara Weintraub, RN, MSN, MPH, coordina-
tor for pediatric emergency services at Northwest
Community Hospital in Arlington Heights, IL. “This
gives the nurse information not only about rate, as is
obtained with a stethoscope, but quality of the pulse as
well,” she explains. ��

Ways to prevent falls 
in older patients

When her adult children brought a woman to the
ED, they reported she was becoming unsteady

on her feet.
“The nurse noted the patient was taking lorazepam

for anxiety,” says Lowell W. Gerson, PhD, professor
of epidemiology at Northeastern Ohio Universities
College of Medicine in Rootstown. “She also found
the family had been increasing her dose, as she was
still anxious,” Gerson adds. 

The nurse realized that this increased dose increased
the patient’s risk of falling and made the children aware
of the danger. 

It is important to consider risk factors for falls in all
elderly patients in the ED because of the high risk of
falls and the burden of suffering they produce, urges
Gerson. “Falls can be prevented, or at least have the
risk reduced,” he says. 

Ninety percent of hip fractures are caused directly
by falls, and two-thirds of elders never regain their
previous level of function, says Barbara A. Foley,
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Simple interventions and prevention strategies can
help to reduce recurrent falls in older patients. 
• Ninety percent of hip fractures are caused directly

by falls, and two-thirds of elders never regain
their previous level of function.

• When assessing the cause of a patient’s fall, con-
sider physiological, psychological, social, and
environmental issues.

• Encourage elderly patients to be truthful when
responding to questions about alcohol intake. 

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



RN, executive director of Emergency Nurses CARE,
the Alexandria, VA-based injury prevention arm of the
Emergency Nurses Association. 

“You need to consider this with every older patient,”
Foley emphasizes. “It’s the same idea as making sure
that all kids are buckled properly, even if they come in
for an earache.”

There is good evidence that detecting a history of
falls, doing a fall-risk assessment, and linking the ED
patient to an intervention is likely to reduce the
chances of a fall in an elderly patient, says Gerson.1

Here are ways to prevent recurrent falls:
• Consider what caused a fall. 
Of the 4,500 older patients who come to the ED

after a fall each day, 30 will die of that injury, says
Gerson.

“Chances are that one of the injured will visit your
ED. Most likely, this person will be a woman older
than 75 years who comes to you after a fall in her
home,” he says. 

Gerson advises you to think carefully about what
actually caused the fall. “Was it a slip, a trip, or was it
the result of an underlying medical condition like sep-
sis or medication toxicity?” he asks. “A fall is a com-
plex chief complaint that may involve physiological,
psychological, social, and environmental issues.”

• Consider post-discharge issues.
Gerson notes the importance of determining what

accommodations will be needed after the patient
leaves the ED. “Will he or she be able to transfer [out
of bed or chair], walk, wash, go to the toilet, and feed
him or herself? Will he or she be able to shop, pay
bills, and make a telephone call?” he asks. 

Planning for the future is extremely important, says
Gerson. “More than a quarter of elderly patients present-
ing with minor trauma suffer a post-discharge decline in
their ability to do the activities of daily living,” he says. 

• Assess patient for risk factors. 
Multidimensional fall prevention programs are

effective, especially if they include medical evaluation
and modification of medications and exercise, says
Gerson.

“Your patient, who has had a fall, now has a major
risk factor for having another,” he warns. 

Other risk factors include postural hypotension, use
of sedative-hypnotic agents, polypharmacy, muscle
weakness, and impairment in gait, balance, or transfer
skill, says Gerson. “Patients with these risks, regard-
less if they have fallen, are good candidates for fall
prevention programs,” he adds. 

Asking about these risk factors, observing the
patient, or doing an “up-and-go test” are good ways to
identify patients who may benefit from referral to a
community fall prevention program, says Gerson. 

• Encourage patients to be truthful about alcohol
intake.

Elderly patients may perceive a negative connota-
tion to questions about alcohol consumption, notes
Foley. “They may feel that if they answer ‘yes’ when
asked if they drink alcohol, it means they are an alco-
holic,” she says. 

Foley encourages you to speak frankly to patients
when assessing alcohol intake. “Explain to them that if
they normally have a glass of wine before go to bed,
they should be truthful about this,” she says. “Other-
wise, the physician could order a sleeping pill and the
patient could wake up disoriented and fall because of
the interaction between the alcohol and medication.”

• Warn patients about home hazards. 
Slippers and slide-on shoes could cause a problem

if the patients’ walking isn’t steady, says Foley.
“Encourage the patients to wear shoes that tie so they
will be snug,” she says. “Also, if they have scatter rugs
in home, that could cause a problem.” (See recom-
mendations to reduce hazards, inserted in this
issue.)

• Recommend that patients carry a list of
medications.

Taking too many medications can cause drowsiness,
so it’s important that the physician know exactly what
the patient is taking, says Foley. 

“Encourage the patient to carry a list of medications
and dosages with him or her, including over-the-counter
drugs,” she suggests. 

Reference

1. Weigand JV, Gerson LW. Preventive care in the emergency
department: Should emergency departments institute a falls pre-
vention program for elder patients? A systematic review. Acad
Emerg Med 2001; 8:823-826. �
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For more information about prevention of falls in
elderly patients, contact:
• Barbara A. Foley, RN, Emergency Nurses

CARE, 205 S. Whiting St., Suite 403, Alexan-
dria, VA 22304. Telephone: (703) 370-4050.
Fax: (703) 370-4005. E-mail: bfencare@ena.org.

• Lowell W. Gerson, PhD, Division of Community
Health Sciences, Northeastern Ohio Universities
College of Medicine, P.O. Box 95, Rootstown,
OH 44272-0095. Telephone: (330) 325-6159.
Fax: (330) 325-5907. E-mail: lgerson@neoucom.
edu.

S O U R C E S



Don’t miss syphilis 
in pregnant women

The only prenatal care that some high-risk pregnant
women receive is episodic care in the ED, accord-

ing to William Dumas, RN, director of clinical services
for the Massachusetts Department of Public Health
Division of STD Prevention in Jamaica Plain. 

The Atlanta-based Centers for Disease Control
and Prevention recommends that pregnant women be
screened for syphilis in EDs during the early stages
of pregnancy, especially women at high risk. 

“Screening can help to detect syphilis in these
patients, and this might be the only opportunity before
delivery to diagnose and treat for syphilis,” warns
Dumas. 

You must take advantage of this opportunity to pre-
vent congenital syphilis, he emphasizes. “By identify-
ing and treating a pregnant woman, you can prevent
infection in the baby and prevent the spread of syphilis
to others if it is in the infectious stage,” says Dumas. 

Here are interventions you should take:
• Perform a thorough assessment. 
As an ED nurse, you are on the “front line of

syphilis prevention,” says Dumas. “Every pregnant
woman seen in the ED should have a comprehensive
history taken, including prenatal care, sexual history,
and risk profile,” he advises. 

The clinical exam should include a genital exam and
examination of the skin, including palms and soles, says
Dumas. “Obtain a serological test for syphilis, and
request a RPR [rapid plasma reagin]-card test if avail-
able. Based on the RPR result and/or the physical exam,
treatment may be initiated at that time,” he says. 

• Obtain contact information. 
Find out where the patient can be contacted if fol-

low-up is required, says Dumas. “Immediately report
the case to the health department for further treatment

and follow-up as necessary,” he adds. 
Give referrals to women that are not receiving pre-

natal care, Dumas adds. “ED nurses should also raise
the issue of disease intervention for the male partner to
prevent reinfection,” he says. 

• Screen all pregnant women. 
All pregnant women should be screened for syphilis

and offered HIV testing by their provider, says Dumas.
“When you screen pregnant women for syphilis, you
are trying to prevent a congenital case of syphilis and
infection among the woman’s sexual partner or part-
ners,” says Dumas. 

Congenital syphilis is entirely preventable when
screening recommendations are followed, he adds.
“Unfortunately, not all women who are pregnant have
access to prenatal care or will obtain it,” he says. 

Signs and symptoms are often present for some
women that contract syphilis, Dumas acknowledges.
“But up to 50% of women will have no visible signs or
symptoms,” he says. “So the only way to pick up the
syphilis infection would be to obtain a serology.”

Although CDC statistics indicate that minority
groups, especially African-Americans, continue to be
disproportionately affected by syphilis, Dumas stresses
that all pregnant women should be screened for
syphilis no matter their racial or ethnic background. 

“Risk is determined by behavior, not on race/ethnic-
ity, so it is important to take a social and sexual history
as well,” he says. 
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For more information about screening of pregnant
women, contact:
• William Dumas, RN, Massachusetts Depart-

ment of Public Health, Division of STD Preven-
tion, State Laboratory Institute, 305 South St.,
Jamaica Plain, MA 02130. Telephone: (617)
983-6950. Fax: (617) 983-6962. E-mail:
Bill.Dumas@state.ma.us. 

S O U R C E S

Current Syphilis Statistics

In a 1998 national survey, only 85% of OB/GYNs
reported routinely screening pregnant women for

syphilis.
The syphilis rate among infants in 2000

declined by 51% since 1997, the year before the
Centers for Disease Control and Prevention
(CDC) launched its national syphilis elimination
campaign.

From 1997 to 2000, congenital syphilis rates
declined 59.7% for African-Americans, 58.3% for
whites, 32.5% for Hispanics, and 29.8% for
Asian/Pacific Islanders.

In 2000, 2,219 infectious syphilis cases among
women of childbearing age (ages 15-44) were
reported to the CDC, a 38% drop from 3,590
cases in 1997.

Left untreated, up to 40% of congenital infec-
tions will result in infant death.

Source: Centers for Disease Control and Prevention, Atlanta.



All pregnant women should be screened in the early
stages of pregnancy, says Dumas. “ED nurses should
check with their state health department regarding
what regulation they have in place regarding screening
for syphilis,” he says. “For example, some states man-
date screening at delivery for all women.” �

Hohl CM, Dankoff J, Colacone A, et al. Polyphar-
macy, adverse drug-related events, and potential
adverse drug interactions in elderly patients pre-
senting to an emergency department. Ann Emerg
Med 2001; 38:666-671. 

Adverse drug-related events are a significant cause of
ED visits in the elderly, and potential adverse drug inter-
actions are common in medication regiments of elderly
patients who visit the ED, according to researchers from
Sir Mortimer B. Davis-Jewish General Hospital and

McGill University in Montreal. Here were key findings:
• The most frequently implicated classes of medica-

tions were nonsteroidal anti-inflammatory drugs,
antibiotics, anticoagulants, diuretics, hypoglycemics,
beta-blockers, calcium-channel blockers, and
chemotherapeutic agents.

• Of 283 patients 65 years of age and older, 257
(90.8%) were taking one or more medications, with an
average of 4.2 drugs per patient. In this group, adverse
drug-related events accounted for 10.6% of the ED visits. 

• 31% of patients in the group had at least one poten-
tial adverse drug interaction in their medication list.

• Of patients who presented because of an adverse
drug-related event, half had at least one additional
unrelated potential adverse drug interaction in their
medication list.

Given the alarming rates of adverse drug-related
events the researchers found, they recommend that
medication regiments of incoming high-risk patients
should be systematically screened in the ED.

“The ED is a unique place to recognize these prob-
lems and intervene, given the rapid access to laboratory
information, medical consultants, and expert pharmaco-
logic information,” they wrote.  �
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Audio conference replay 
addresses disaster

On Sept. 11, Saint Vincents Hospital in Manhat-
tan, a Level 1 trauma center located two miles

from the World Trade Center, found itself at the cen-
ter of an unthinkable tragedy. A Code Three was
called after two hijacked airliners slammed into the
twin towers, ultimately destroying both buildings, as
well as other buildings in the surrounding area. 

This tragedy put Saint Vincents’ staff and their
disaster plan to the ultimate test. Physicians and
nurses scrambled to treat the flood of injured that
was brought in. Many of the injured were rescue
workers, who were treated, released and then
returned to the World Trade Center site. 

On Nov. 14, American Health Consultants offered
Responding to the Unimaginable: How Saint Vin-
cents Hospital Coped With the World Trade Cen-
ter Attack, a 100-minute-long audio conference pre-
sented by four clinicians from Saint Vincents who
were there as the crisis unfolded. They discussed in-
depth how they coped, where their disaster plan
worked, where it didn’t, and the lessons they learned. 

Representatives from the emergency department

(ED), case management, and supportive care ser-
vices shared unique insights from their different
perspectives. ED physicians and nurses encountered
documentation nightmares when cases were not
properly recorded. Hear how staff were cut off as
communications went down and how the hospital
successfully used its supply of two-way radios to
bridge the communications gap.

Case managers scrambled to discharge patients in
order to free up beds for the anticipated onslaught of
injured victims. Learn how supportive care stepped
in to treat the emotional scars for the injured, the
community, and hospital employees. 

If you missed out on Nov. 14, the complete audio
conference will be available for replay at your con-
venience on Wednesday, Feb. 20 and Thursday,
Feb. 21. The cost is $249 per facility, which
includes 2 nursing contact hours or 1.5 AMA Cate-
gory 1 CME credits for every participant. Call our
customer service department at (800) 688-2421 to
receive the dial-in number, the special access code,
and directions to download handouts and continuing
education materials. Don’t miss out on learning
lessons from valuable firsthand experience. Use
Saint Vincents’ experience to reevaluate your cur-
rent disaster plan so that you’re ready if the unimag-
inable happens in your community.  �



Scribano PV, Lerer T, Kennedy D, et al. Provider
adherence to a clinical practice guideline for acute
asthma in a pediatric emergency department. Acad
Emerg Med 2001; 8:1147-1152. 

Clinical practice guidelines are an efficient manage-
ment and treatment approach for acute exacerbations
of childhood asthma, says this study from the Con-
necticut Children’s Medical Center in Hartford. 

Of 369 children who presented to the ED, 24% had
mild exacerbations, 59% had moderate exacerbations,
and 17% had severe exacerbations. Sixty-eight percent
of the patients were managed with complete adherence
to the clinical practice guidelines based on recommen-
dations from the Bethesda, MD-based National Asth-
ma Education and Prevention Program.

“We found significantly improved adherence during
the busiest shift (evening); however, our staffing is
upgraded during that shift to accommodate the
increased volume,” the authors wrote.  �
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For questions or 
comments, call 

Joy Daughtery Dickinson 
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Disaster Planning and Bioterrorism:
Is Your Hospital Ready?

Wednesday, March 6, 2002  2:00-3:00 p.m. EST

Presented by Bettina M. Stopford, RN and 
Robert E. Suter, DO, MHA, FACEP

To easily attend this audio conference, you simply
phone in from your home or office, whichever is
convenient for you.

Sponsored by the publisher of Emergency Medicine
Reports, Hospital Infection Control, Hospital Employee
Health, ED Management, ED Nursing, and others.

Educate your entire staff for one low fee!  
Just $249 for your entire facility for subscribers 

to one of AHC’s publications 
and $299 for nonsubscribers.

You will learn:
How to satisfy JCAHO requirements for emergency
preparedness.
Ways to expedite communication among your 
clinicians for identifying and reporting disease clus-
ters or symtoms of bioterrorism in a timely manner.
Protocols for patient management, including
increased patient flow, isolation, transport, 
placement, and discharge.
How to manage the decontamination process to
prevent further spread and who to consult to 
determine if decontamination should even be 
considered.
Strategies and steps to take for triage and to safely
house a large number of affected individuals.
And more. 

Plus, your staff can earn valuable CE or CME!
Each listener has the opportunity to earn approxi-
mately 1 nursing contact hour or up to 1 AMA
Category 1 CME credit.

We know the unthinkable can happen — make sure
you and your staff are prepared. 

Call (800) 688-2421 or 
(404) 262-5476 to register now!
You also may register on line at www.ahcpub.com

(Priority code 55001)

Accreditation Statement
American Health Consultants is accredited as a provider of continuing
education in nursing by the American Nurses Credentialing Center’s
Commission on Accreditation. Provider approved by the California Board
of Registered Nursing, Provider Number CEP 10864 for approximately 1
nursing contact hour. 
American Health Consultants designates this continuing medical educa-
tion activity for up to 1 hours in Category 1 credit toward the AMA
Physician’s Recognition Award. Each physician should claim only those
hours of credit that he/she actually spent in the educational activity.
American Health Consultants (AHC) is accredited by the Accreditation
Council for Continuing Medical Education (ACCME) to provide continu-
ing medical education for physicians. 
At the conclusion of this teleconference, participants will be able to under-
stand current requirements for disaster planning/bioterrorism and offer
suggestions for satisfying those requirements.
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CEquestions

CE objectives
[For more information about the CE program,

contact American Health Consultants at (800)
688-2421.]

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 Follow new guide-
lines for newborn resuscitation, Ways to prevent
falls in older patients, Don’t miss syphilis in preg-
nant women, and Journal Reviews, 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.  �

Please save your monthly issues with the CE questions
to take the two semester tests in June and December.
A Scantron form will be inserted in those issues, but
the questions will not be repeated. 

5. What do new guidelines for neonatal resuscita-
tion recommend for chest compressions, accord-
ing to Robin Clifton-Koeppel, MS, RNC, CPNP, a 
neonatal clinical nurse specialist and pediatric 
nurse practitioner at University of California — 
Irvine Medical Center?

A. Chest compressions should be continued until 
the heart rate is more than 100 beats per minute.

B. Chest compressions should be discontinued 
when the heart rate is more than 60 beats per minute 
despite 30 seconds of effective positive-pressure 
ventilation (PPV).

C. PPV should be discontinued when the heart rate 
is more than 60 beats per minute.

D. PPV always should accompany chest compressions.

6. Which of the following is true regarding falls in 
elderly patients, according to Lowell W. Gerson, 
PhD, professor of epidemiology at Northeastern 
Ohio Universities College of Medicine?

A. There is no evidence that doing a risk assessment 
will reduce the risk of a recurrent fall.

B. Research has shown that fall prevention programs 
are not effective. 

C. The patient most likely to come to the ED after a 
fall is a male who is injured outside his home.

D. The patient most likely to come to the ED is a 
female who falls inside her home.

7. Which is recommended for syphilis screening of 
pregnant women, according to William Dumas, 
RN, director of clinical services for the Mas-
sachusetts Department of Public Health Division 
of STD Prevention?

A. Screen only high-risk women for syphilis.
B. All pregnant women should be screened for 

syphilis during the early stages of pregnancy.
C. Only women with visible signs or symptoms 

should be screened.
D. Only minorities should be routinely screened.

8. Which of the following is true regarding adverse 
drug-related events in elderly patients, according 
to a study in Annals of Emergency Medicine?

A. None of the patients studied had potential 
adverse drug interactions in their medication lists.

B. Antibiotics were not identified as likely to cause a 
potential adverse drug reaction.

C. There was an average of only two medications per 
patient.

D. Patients were taking more than four medications on 
average.
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Implementing a Family-Centered Care Approach 
in the Emergency Department 

Providing a family-centered care approach to emergency care requires an understanding of patient and family
needs as well as a commitment to providing an environment that is responsive to the physiologic, psychosocial,
and emotional needs of patients and families. Implementing a family-centered care approach often requires a
paradigm shift, a change in the culture of the department, and a change in focus. Engaging an interdisciplinary
group to complete the Emergency Department Self-Assessment Inventory is an excellent step in evaluating the
family-centered care practices within the emergency department. In addition to completing the self-assessment
inventory, the following strategies may be used to evaluate the needs of families and prepare for implementation
of a family-centered care model. 

Evaluate Specific Needs of Families Served by the Emergency Department

Written patient satisfaction surveys, follow-up phone calls, informal structured conversations with families, focus
groups, and/or a family advisory committees are also strategies to gather this information. 

Although standardized patient/family surveys provide information concerning satisfaction with the visit, the questions
may not be specific enough to evaluate the patient’s/family’s satisfaction with the model of care in the emergency
department. Evaluate the current surveys used to determine how specifically the elements of family-centered care
are addressed. Revise the survey or develop additional focused surveys to address specific aspects of care and
family needs. 

The development of a family advisory council or other method to dialogue with families concerning the emergency
department operation and practices provides opportunity for ongoing program development. Interactive strategies
provide families an opportunity to be involved in formulating solutions to issues that are identified as important to
the family’s experience in the emergency department or other acute setting. Family input also may be used to
guide the development of department goals, strategic plans, and specific projects such as renovations. 

Develop a Department Mission/Vision, and/or Philosophy-of-Care Statement 
that Includes Family-Centered Care Principles

Most hospitals have adopted mission, vision, and/or philosophy-of-care statements. Developing a department-
based vision statement provides an opportunity to complement the hospital’s statements while articulating specif-
ic components relevant to the emergency department. Articulating a family-centered care vision and philosophy
for the department provides structure to help direct the change and establishes value. 

The philosophy of care in the department provides a framework for the development of goals, policy and proce-
dure, service standards, and staff competencies. Forming an interdisciplinary group to formulate the statement is
an excellent opportunity to involve emergency department staff, administrators, physicians, and external depart-
ments that provide services to emergency department families (i.e., social work, pastoral care, child life, volunteer
services, and ancillary departments).

Educate Staff and Physicians/Increase Family-Centered Care Awareness 

Staff and physician education on family needs, communication, and the family perspective is important in shifting
to a family-centered model of care. Engaging family members to assist with the education and/or orientation of
staff and physicians is an excellent strategy to increase awareness of the family perspective and needs. A role
play exercise of the family experience in the emergency department also is effective. Education and training
should include the principles of family-centered care, professional/patient/family collaboration, and creating mutu-
ally respectful relationships. Integration of issues related to clinical practice also is important for staff to assimilate
the concepts of family-centered care. Topics such as growth and development, approaching pediatric patients,
preparation for procedures, pediatric pain management, nonpharmacological pain management techniques, and
cultural practices are easily linked to the participation of the family in care. 

Ongoing education regarding family issues and family-centered care can be provided through a variety of formats
including inservice, bulletin board postings, department-based newsletters, journal clubs, and feedback from patient
surveys. Role modeling the expected behaviors is essential to the integration of the approach. Utilize staff committed
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to the process and experts within the hospital or community to assist with education and program development. 

Develop Staff Competencies Related to Family-Centered Care

Include the expectation of providing family-centered care in job descriptions and performance appraisals. Evalu-
ation of staff competency in providing family-centered care varies with the role of the individual but can be incor-
porated into all roles in the emergency department setting, including clinical staff, clerical staff, registration staff,
and others who interact with patients and/or families. Recognize staff who role-model the expected behaviors. 

Evaluate Policies and Procedures

Evaluate current policies and procedures for congruency with the family-centered care model and principles.
Developing policies or guidelines addressing family participation and family support provide structure to the pro-
cesses and support clear articulation of the department philosophy and approach. 

Promote a Family/Child-Friendly Environment 

Provide an environment that is child- and family-friendly, including furnishings, fixtures, and the availability of
toys and play activities. A welcoming and comfortable environment is important to the patient and family. 

Source: Nancy Eckle, RN, MSN, Children’s Hospital, Columbus, OH.



Excerpt: Family-Centered Care in the Emergency Department: 
A Self-Assessment Inventory
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Family participation in care

1. Do emergency department (ED) 
staff recognize that families are 
important sources of information 
about their child and their child’s 
condition?

2. Are policies/procedures flexible 
enough for a family to decide for 
themselves who stays with their child:
— during examinations?
— invasive procedures?
— critical care including resuscitation?

3. Are families encouraged to and 
supported in staying with their child, 
if this is their choice?

4. Are families encouraged to provide 
support and to assist with care for their 
child in the emergency department?

5. Are families provided information/
assistance on how to facilitate their 
child’s coping during painful or stress-
ful procedures:
a. Age-appropriate distraction 

techniques?
b. Use of stress- or anxiety-reducing 

techniques?

Key Questions Yes No Examples/Comments/Ideas for Change Priority
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Family Support
1. Do ED staff, in the way they deliver 
services, effectively promote and support 
family/child relationships?

2. Is staff or volunteer supervision 
provided for children in the waiting/
lobby area?
a. If so, who provides the supervision?
b. Are there toys and/or other play 
materials available for children of all 
ages and abilities in the waiting/lobby 
area?

3. Are developmentally appropriate 
activities provided to children prior to, 
during, and after procedures?

4. Do staff view interactions with families 
as opportunities to support families in 
the care and nurture of their child? 

5. Do staff interact respectfully with all 
families? Do staff view all families as 
having strengths and competencies?

6. Are the following available to support 
children and families in the emergency 
department 24 hours a day:
a. Translators/interpreters?
b. Sign language interpreters?
c. Child life specialists?
d. Social workers?
e. Chaplains?
f. Mental health professionals?
g. Patient representatives/family liaisons?
h. Security personnel?

7. What assistance and support are 
available to the family when a child is 
transferred to another facility?
Is at least one family member permitted 
to accompany the child in the transport 
vehicle:
— ground ambulance?
— helicopter?
— fixed wing?

8. Are staff members available to help 
and support families at the following times:
a. When they first arrive in the emergency 
department?
b. As they wait for routine care and 
information?

9. Is there a procedure for initiating family 
support during a crisis or life-threatening 
situation?

(Continued on next page)

Key Questions Yes No Examples/Comments/Ideas for Change Priority
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Source: From Johnson BH, Thomas J, Williams K (1997). Updated by Liao E, Beery J (2001). Working with Families to Enhance Emergency Medi-
cal Services for Children. Washington, DC: Emergency Medical Services for Children (EMSC) National Resource Center. 

Family Support (cont’d)
10. Are staff outside of the ED utilized to 
provide family support?
a. If yes, is this support available 24 hours/
day?

11. Are the following considered crisis 
events that trigger family support proce-
dures in the ED:
a. the diagnosis of a serious illness or 
impairment?
b. admission to the hospital?
c. transfer to another facility?
d. trauma team activation or trauma 
resuscitation?
e. cardiac and/or respiratory arrest?
f. critical illness?
g. death?

12. In trauma and other crisis or life-
threatening situations, are frequent 
information updates (every 5-10 minutes) 
provided to the family when they are 
outside the room as well as when they 
are present with the child?
a. Is a specific individual designated to 
coordinate the exchange of information 
with the family?
b. Does this individual remain involved as 
a support person throughout the crisis or 
resuscitation?

13. Is privacy provided for families coping 
with stressful events such as admission 
to a critical care unit or transfer to a 
pediatric center?

14. Are families with a child on a Do-Not-
Resuscitate protocol provided support 
and privacy?
a. Are staff who are involved with the 
family on an ongoing basis notified that 
the child is in the ED?
b. Do those staff assist with the ED care 
and disposition plan?

15. Is privacy provided for families coping 
with the death of a child?

16. Does the ED have a bereavement 
team and/or protocol with information and 
care specific to the loss of a child?
a. Are mementos (i.e., lock of hair, foot-
prints, handprints, memory box, etc.) 
provided/offered to the parent?

17. Is there follow-up with the family at a 
specified interval of time following the 
child’s death? 

Key Questions Yes No Examples/Comments/Ideas for Change Priority



CHILDREN’S HOSPITAL
Columbus, OH ORIGINATED:__11/94____

REVISED:__5/95, 5/98___
EMERGENCY SERVICES REVIEWED:_5/01_______
POLICY MANUAL ______________________

SUBJECT: FAMILY SUPPORT AND FAMILY PRESENCE DURING INVASIVE 
PROCEDURES AND RESUSCITATION SITUATIONS

Purpose: To ensure patients and families are provided care consistent with the philosophy of family-centered 
care and established emergency care standards. 

Philosophy: The family is a constant in the patient’s life. Family participation and involvement in patient’s health 
care promotes collaborative relationships among the health care professional, the patient, and the 
family. The strengths and coping strategies of the family should be recognized and incorporated into 
the care of the patient. 

Policy: Family members will be permitted in the treatment room during invasive procedures and/or resuscita-
tion situations in accordance with the provisions/instructions stated below. 

Related Nursing Standards: Patient Care Standards: Structure Standard I, II; Process Standards I-V, and Outcome
Standards II and III.

Definitions:

1. Invasive Procedure: Any intervention that involves manipulation of the body and/or penetration of the body’s 
natural barriers to the external environment. 

2. Resuscitation Situations: A sequence of events, including invasive procedures, which are initiated to sustain 
life and/or prevent further deterioration of the patient’s condition. 

3. Family: A relative of the patient or any person (significant other) with whom the patient shares an established 
relationship.

4. Family Support Person: A staff member, who has no direct-care responsibility, assigned especially to initiate 
interventions to assist the family and provide emotional and psychosocial support.

5. Direct-Care Provider: Health care providers involved in the direct care of the patient, including the principal 
RN/care manager, attending physician, assisting nursing staff, resident physician, consultant physicians, surgical 
trauma team leader, and suture/ortho technicians. 

Procedure:

1. Patient and Family Assessment
Assessment of the patient’s and the family’s desires and needs will be initiated as soon as practical. Assessment 
of the patient and family includes questions focused to elicit information about the patient’s and/or family’s per-
ceptions, desire/willingness and comfort with being present, previous experiences, customary coping strategies,
and established support systems.
Being present during invasive procedures or resuscitation is not something that all families want. Family members 
who choose not to be present during such events must be supported in their decision without judgement.
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2. Direct-Care Provider Decision
a. The direct-care providers will be informed of the family’s arrival and request to be present in the 

treatment or resuscitation area.
b. Direct-care providers are encouraged to have the family present in the treatment or resuscitation area 

when the family desires to be present. 
c. Direct-care providers must be in agreement with the family support person to have the family present 

during invasive procedures.
d. The direct care providers will retain the option to request that the family be escorted away from the 

bedside and/or out of the room if deemed necessary. 
e. Accommodations to bring the family to the bedside will be made as soon as possible, even if only briefly.

3. Preparation of the Patient and Family
Provide the family with timely information concerning procedures and other interventions. Preparation of 
patients and families should include information concerning the performance of the procedure, potential 
responses the patient may exhibit, the patient’s role during the procedure, and the family members’ roles in 
providing comfort and reassurance. 

During resuscitation situations, the family must be clearly informed of the status of their loved one and pre-
pared for the interventions that are in progress and the sights and sounds that will be encountered prior to 
entering the trauma room. The family will be informed: 1) how many family members may enter the room at 
one time; 2) where they will stand initially; 3) when they will be able to move the bedside; 4) why they may 
be asked to step out of the room; 5) when they can leave the room; and 6) any other pertinent factors to the 
situations. 

4. Departmental and Situational Constraints
a. A family support person must remain with the family in the treatment area during resuscitations. 
b. Family members who exhibit evidence of violent behavior, loss of self-control, etc. will be restricted 

from the treatment room during that time. 
c. The number of family members at the bedside at a given time will generally be limited to two unless 

special circumstances/needs are identified (i.e., cultural issues). 
d. Each treatment situation will be assessed individually for constraints and/or special circumstances. 

5. Family Support Resources

Monday through Friday*
24 hours/day ED Social Worker (SW on-call 5 a.m.-8 a.m.)
3 p.m.-8 a.m.: Nursing Supervisor 
24 hours/day: In-house Chaplain or Chaplain on-call
Saturday, Sunday and Holidays:
24 hours/day ED Social Worker
24 hours/day Nursing Supervisor 
24 hours/day: In-house Chaplain or Chaplain on-call

*Additional Family Support resource personnel include: Emergency Department Clinical Nurse Specialist, Trauma
Program Nurse clinician or Trauma Program Coordinator, Clinical Leaders, and the ED Charge Nurse (24 hours/day).

Support staff will be notified via the trauma pager system (Trauma Alerts) or paged by the Unit Assistant or ECC Spe-
cialist upon direction from the nursing or medical staff. The charge nurse (or designee) will function in the family
support person role until the assigned staff arrive in the ED. When the designated support personnel arrive in the ED,
the family support person role will transition to that staff member. 
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6. Staff Role Responsibilities (See Attachments A and B for Support Interventions)
ED Charge Nurse: Ensures family support person contacted for resuscitation situations. Acts in family support 
person role or designates another staff member until support staff arrive in ED. Assists direct care providers in 
facilitating family presence as needed. Participates in staff defusing, identifies need for formal critical incident 
stress debriefing and initiates appropriate action. 

Primary Nurse: Provides direct patient care. Works with patients and families to identify support needs and 
assists them in meeting those needs without compromise to patient care. During resuscitation situations, facil-
itates family presence in conjunction with the family support person and other care providers. 

Post-resuscitation (when patient dies in the ED): See Attachments A and B. Provides family opportunity to 
participate in initial aspects of post-mortem care if they so desire. In conjunction with family support person,
complies and provides bereavement packet for family. Ensures Pastoral Care Notification of Death form is com-
pleted and forwarded. 

ED Physician: Provides direct patient care. Facilitates family presence during invasive procedures and resus-
citation situations in conjunction with other care providers. Coordinates family presence with other physicians 
involved (i.e., surgery, neurosurgery, etc.). Interacts with family as soon as practical. Completes “Patient Expi-
ration Packet” and required notification when the patient dies in the ED. 

Social Worker, Chaplain, and/or Nursing Supervisor: Acts in family support person roles. Provides support 
interventions in coordination with the direct care providers and identified medical or nursing liaison. Facili-
tates or assists with staff defusing, collaborates with charge nurse concerning need for critical incident stress 
debriefing.
Post-resuscitation (when patient dies in the ED): See Attachment B. In conjunction with primary nurse, compiles 
and provides bereavement packet for family.

Bereavement Coordinators: Coordinate family bereavement follow-up.

Select References

• Institute for Family-Centered Care. Core principles of family-centered health care. Adv Family-Centered Care 1998; 4:2-4. 
• Johnson BH, Thomas J, Williams K. Working with Families to Enhance Emergency Medical Services for Children. Washington, DC: Emer-
gency Medical Services for Children National Resource Center; 2001. 
• Institute for Family-Centered Care. Family-centered care: Questions and answers. Adv Family-Centered Care 1999; 5:5. 
• Johnson B. Changing roles of parents in health care. Children’s Health Care 2000; 19:234-241. 



ATTACHMENT A

SUPPORT INTERVENTIONS: DIRECT-CARE PROVIDERS* 

*All direct-care providers (nurses, physicians, respiratory therapist, etc.) interacting with the patient and/or family are
responsible for the intervention identified unless otherwise specified. 
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RESPONSIBLE SUPPORT INTERVENTIONS
STAFF ROLE

All Care Providers Introduce yourself, and other members of the care team as needed, to the patient 
and family.

Primary Nurse Assess the patient’s/family’s emotional and psychosocial support needs. 

Coordinated Facilitate family involvement and presence in accordance with patient and family’s
Primary Nurse desires.

All Care Providers Prepare patient and family for procedures, explain expected and/or desired outcomes.

All Care Providers Address the patient by name, use the patient’s name when talking with the family.

All Care Providers Offer and provide comfort measures. Role model supportive comfort behaviors.

RESPONSIBLE SUPPORT INTERVENTIONS
STAFF ROLE

Primary Nurse and/or Communicate plan of care and known information.
Physician

Charge Nurse, Primary Initiate involvement of family support person as soon as the need is identified.
Nurse, or Physician

Charge Nurse In resuscitation situations, ensure support personnel are notified immediately
before the patient’s arrival, if possible.

Primary Nurse, Charge Communicate with the support personnel: identified patient and family needs, patient 
Nurse, or Physician status, response to interventions, etc.

All Care Providers Prepare for patient and family privacy.

Coordinated Primary When family is at the bedside or when providing clinical information to the family:
Nurse • Provide explanation of the interventions initiated and the patient’s response.

• Use terminology appropriate to the person’s level of understanding and avoid jargon.
• Provide opportunities for questions.
• Provide opportunities for the family to see and speak to the patient prior to inter- or 
intrahospital transfer.

Physician and Primary If death has occurred:
Nurse or Charge Nurse • Inform the family of death in clear language.

• Explain the care provided.
• Let family know what to expect, what they will see, hear, smell.
• Work with the family support person to facilitate the family’s viewing of the body.
• Include family support person when requests for tissue/organ donation and autopsy 
are made.



ATTACHMENT B

FAMILY SUPPORT PERSON: SUPPORT INTERVENTIONS*

*The charge nurse or primary nurse will assist the family support person in identifying a medical or nursing liaison to
assist with clinical information, answering questions, and bringing the family into the treatment area.
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SUPPORT INTERVENTIONS

Introduce yourself to the staff treating the patient and family.

Obtain information concerning the patient’s status, response to treatment, identified needs.

Introduce yourself and other members of the support team to the family and patient.

Communicate known information concerning the patient’s status.

Use the patient’s name when speaking to the family.

Assess the patient’s and family’s emotional and psychosocial support needs and initiate measures to meet those
needs.

Facilitate family involvement and presence in accordance with the patient and/or family’s desires.

Prepare the family for the sights and sounds of resuscitation.

Assist the patient or family members in making phone calls.

Offer and provide comfort measures.

Accompany the family to the treatment or resuscitation area.

When providing support for the family at the patient’s bedside, provide or ensure the following are done:
• Explanation of the interventions.
• Interpretation of medical/nursing jargon.
• Information concerning the patient’s response to treatment/expected outcomes.
• Opportunity to ask questions.
• Opportunity to see and speak to the patient prior to intra- or interhospital transfer.

NEVER leave a family member unattended at the bedside during resuscitation or the performance of a
procedure.

If death has occurred:
• Ensure the family has been informed about what to expect, what they will see and hear.
• Facilitate the family’s viewing of the body.
• Provide as much time as the family needs.
• Offer the family time alone with their loved ones.
• Provide support during viewing, requests for tissue/organ donation, and requests for autopsy.
• Let the family know when it’s OK to leave.
• Provide family with information concerning the disposition of the body, contact person, and phone number if
they have questions later.

Participate in evaluation of staff’s and own emotional needs. Assist in identifying need for critical incident stress
debriefing, individual defusing of events, etc.

Participate, initiate, coordinate family bereavement follow-up at established intervals.

Source: Children’s Hospital, Columbus, OH.



How close is your hospital to a railroad track? 

Though biological agents have dominated
recent terrorism discussions, ease of access 

to deadly chemicals may make them a greater
threat to hospital readiness, experts emphasized
recently at the University of Georgia in Athens. 

“Eighty new chemicals a day are patented in
America, and most of them will kill you,” said
Jon W. Watson, special agent in the FBI’s joint
task force on bioterrorism.

Watson joined other experts in a conference on
preparing hospital clinicians for mass casualty
situations. The underappreciated threat of chemi-
cal weapons was a recurrent theme throughout
the Dec. 5, 2001 meeting.

“Most people do not realize that the chlorine
— the substance we put in our swimming pools
— will kill you,” Watson said. “Yet tanker car-
loads of it are railed through the middle of
Atlanta every day. A [munitions] charge placed
on the side of that tanker would blow a hole in it,
the chlorine would escape, form a flue, and move
across the city.”

A potent irritant to the eyes and skin, chlorine
can cause severe pulmonary irritation that may
result in death. Yet chlorine exposure is difficult
to diagnose, and there is no specific antidote.
(See chemical agents, p. 3.)

“That is not sexy; that’s not going to make the
news,” Watson said. “We would much rather talk
about Ebola and anthrax.”

The chemical agent deployed by a terrorist
could include an industrial hazardous material or
a traditional militarized agent such as nerve gas.

While many nations still have stores of chemical
weapons, in 1997, the United States and some 80
other countries signed a treaty banning their use.
As a result of that legislation and prior actions,
the United States is in the process of destroying
its stocks of chemical weapons through incinera-
tion. One such storage site is the Noble Training
Center in Anniston, AL. 

“We are privileged to store 2,100 tons of sarin,
mustard [gas], and VX derivation,” said John
Hoyle, MHA, LFACHE, director of the Noble
Training Center and an employee of the U.S.
Public Health Service.

A $1 billion incinerator has been built to
destroy the chemical stocks, but people in the
surrounding communities have expressed con-
cern about the public health threat of the inciner-
ation process, he said at the conference. 

“There is a lot of concern in the citizenry about
those chemical weapons, but the Army has been
storing and handling them for 50 years,” Hoyle
said. “I have toured the incinerator three times. I
am very convinced they know exactly what they
are doing.”

However, while confident in the safety of the
incineration program, he expressed concern
about the amount of chemicals that are railed
through that area and other parts of the country.

“I live but a mile from a train track, and we are
the main route between Atlanta and Birmingham,”
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Hoyle said. “Chlorine cars, World War I warfare
chemicals go through our town all of the time.
[But] nobody worries about a rail-car accident,
much less terrorism [involving] a rail car,” he
added.

A reality in Tokyo

As with bioterrorism and anthrax, the threat of
chemical attacks on citizens is no longer theoreti-
cal. While the use of chemicals is well documented

in warfare, the incident that drove the terrorist
threat home was the release of the nerve agent
sarin in the subways of Tokyo in 1995. Twelve peo-
ple were killed and 5,000 injured in the attack by
the Aum Shinrykyo cult. It could have been worse.
The group reportedly had little problem getting
scientific assistance in developing the chemical,
but never really came up an adequate delivery 
system.
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(Continued on page 4)

Triage, decontamination 
after chemical exposures
Have outdoor shower area ready 

To increase preparedness for chemical expo-
sures, clinicians at George Washington

University in Washington, DC, have developed
triage and decontamination plans that include the
use of outdoor showers.1 Some of the key points of
the plan for dealing with chemically contaminated
patients include:

✔✔ Initial triage.
Exposed and potentially exposed individuals

should receive an initial brief triage, performed by
medical personnel in personal protective equipment
(PPE), before decontamination. They should then
be directed to one of two areas, nonmedical decon-
tamination or medical decontamination. The unin-
jured, those with minor injuries requiring no medical
intervention during decontamination, and the major-
ity of ambulatory patients will be assigned to non-
medical decontamination.

A brief sign-in process should record name and
date of birth. (Full registration can occur after decon-
tamination and should be consistent with the com-
munity patient tracking system.) A number on a log
can be assigned to each patient, who would receive
two identically numbered plastic bags and a nonper-
meable wristband. Clothing would be placed into the
larger clear, impervious bag. Valuables should be
placed in the second, smaller bag. 

✔✔ Patient decontamination. 
It is recommended that the facility have partially

fixed or preconstructed decontamination areas that
can be activated immediately. This area should be
designed to occupy little storage space and not dis-
rupt routine operations while in use. The Israeli
model, developed during the Gulf War, consists of
showers permanently fixed to the ceiling structure of
an open-air parking garage or the side of a building.
The George Washington University Hospital model

uses fire exit alleyways. Outdoor decontamination,
however, must offer protection from inclement
weather and have adequate lighting for night opera-
tions. Because clothing will be removed before
decontamination, privacy must be protected to
ensure compliance with full decontamination. The
sexes should be separated, with a visual barrier
between shower lines. 

The water temperature must be adjustable.
Excessively warm water should be avoided, as this
may promote peripheral vasodilatation and toxin
absorption. Stiff brushes or abrasives also should
be avoided as they may enhance dermal absorp-
tion of the toxin and can produce skin lesions that
may be mistaken for chemical injuries. Sponges
and disposable towels are affordable and effective
alternatives.

Decontamination can be accomplished by using a
sequential copious warm water rinse, a hypoaller-
genic liquid soap wash, another warm water rinse,
and then a final rinse after walking past other in-use
showers. Promoting patient self-decontamination
will significantly decrease the required number of
health care workers. Of course, decontamination
assistance for some patients in the nonmedical
decontamination area and full passive decontamina-
tion in the medical decontamination area must still
be available.

Decontamination facilities should contain multiple
shower stations that are designed to allow patients
to progress at various rates without compromising
overall flow. Patients whose clinical condition deteri-
orates in the decontamination line can impede the
progress of others. Plans must include means for
sidetracking these patients into an area separate
from the main decontamination sites, where treat-
ment can be initiated.

Reference

1. Macintyre A, Christopher G, Eitzen E, et al.
Weapons of mass destruction events with contaminated
casualties. JAMA 2000; 283:242-249.  ■
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Signs and Symptoms 
of Chemical Exposures 

The following are among the major chemical agents
that may be used by a terrorist. As a general rule,
health care providers using appropriate personal pro-
tective equipment should remove the exposed person
from the source immediately, and decontaminate by
removing, bagging, and sealing the person’s clothing.
Flush the skin with water and then wash with soap.
Take care to prevent secondary cases from contami-
nated clothing, ground, vegetation, or equipment.

NERVE AGENTS
• Sarin (GB) is a colorless, odorless liquid that

mixes readily in water. Sarin can be ingested,
inhaled, or absorbed through the skin. Depending
on the dose, onset of clinical manifestations can
vary from a few minutes to one hour, although
most occur within minutes. Signs and symptoms
include visual disturbance, runny nose, chest tight-
ness, nausea, vomiting, convulsions, and death.
Treatment includes atropine, pralidoxime chloride,
and diazepam. 

• Tabun (GA) is a colorless-to-brownish liquid. Under
average weather conditions, tabun can persist for
one to two days. It is primarily released as an aerosol
or vapor. Clinical signs and symptoms include visual
disturbance, runny nose, chest tightness, nausea,
vomiting, convulsions, and death. Treatment includes
atropine, pralidoxime chloride, and diazepam. 

• Soman is a colorless and tasteless liquid that
mixes readily with water. After release, it evapo-
rates rapidly, dissipates, and eventually breaks
down in the environment. Clinical manifestations
include visual disturbance, runny nose, chest tight-
ness, nausea, vomiting, convulsions, and death.
Treatment consists of decontamination; drugs such
as atropine, pralidoxime chloride, and diazepam;
ventilation to support respiratory function; and sup-
portive care. 

• VX is an amber-colored, oily liquid that will remain
in the environment until it has been properly
cleaned through decontamination methods. VX
can enter the body through ingestion, inhalation,
or through the eyes or skin. Health effects include
constricted pupils, visual disturbance, runny nose,
chest tightness, nausea, vomiting, convulsions,
and death. Diagnosis is based on history of expo-
sure, clinical signs and symptoms, and confirma-
tory laboratory tests. Treatment includes atropine,
pralidoxime chloride, and diazepam; ventilation to
support respiratory function; and supportive care.
Because of VX’s persistent characteristics, take
special care to prevent secondary cases from 
contaminated clothing, ground, vegetation, or
equipment. 

BLISTER AGENTS
• Mustard (HD) causes severe skin, lung, or eye dam-

age. The health effects of exposure can be delayed
up to 12 hours. Those exposed might notice the odor
of mustard, which is similar to onion or garlic. Hours
after exposure, the skin may appear red. Upper res-
piratory problems such as difficulty breathing, cough-
ing, painful sinuses, or sore throat may occur. Over a
period of hours, small blisters appear and gradually
combine to form large blisters. Mustard exposure can
be confirmed through a urine test. There is no anti-
dote for mustard exposure. 

• Lewisite is a blister agent that produces immediate
effects. Its vapor causes burning or pain in the eyes,
nose, and skin. Fresh air can increase the pain.
Lewisite also may produce visible tissue damage
within several minutes of contact. Later, severe
damage to the skin, eyes, or airways may occur.
Lewisite is diagnosed by recognizing its clinical man-
ifestations (immediate pain or irritation of skin and
mucous membranes). Other signs and symptoms
that may occur later are skin flushing, blisters on the
skin, and eye and airway damage. Treatment con-
sists of decontamination, the use of the antidote
British Anti-Lewisite (BAL), and supportive care. 

PULMONARY AGENTS
• Phosgene (CG) has the odor of newly mowed hay.

This highly toxic substance immediately irritates the
eyes, nose, and skin. It also produces tissue damage
within several minutes of contact. Phosgene exposure
is diagnosed by recognizing the signs and symptoms
(eye and airway irritation, difficulty breathing, chest
tightness, and delayed pulmonary edema). There is
no specific antidote for phosgene. Decontaminating
all exposed areas is the most effective means of
decreasing tissue damage. 

• Cyanide is a colorless liquid that prevents cells from
using oxygen, which results in death. Inhalation is
the primary mode of exposure. Cyanide in moderate
amounts may produce headache, nausea, dizziness,
weakness, or anxiety. A large amount of cyanide will
produce loss of consciousness within seconds, and
death may occur within minutes. Cyanide exposure
is diagnosed by the clinical signs and symptoms
suggestive of inadequate oxygen. Successful treat-
ment for acute cyanide poisoning depends upon
rapid treatment with oxygen and the use of antidotes
(amyl nitrite, sodium thiosulfate, and sodium nitrite). 

• Chlorine is a greenish-yellow gas with an irritating
odor. It is a potent irritant to the eyes and skin.
Exposure also causes severe pulmonary irritation
that may result in death. Chlorine exposure is diffi-
cult to diagnose. There is no specific antidote.
Remove from the source and provide fresh air. If
eyes or skin were exposed, rinse them with plenty of
water. Provide oxygen if there is shortness of breath
or difficulty in breathing. 

Source: Centers for Disease Control and Prevention, Atlanta.



“[Terrorists don’t] have to hire a bunch of PhDs
and spend millions to try and create some sarin
— not when you’ve got rail cars full of the stuff
going through our towns everyday,” Hoyle
warned. 

Lessons learned from the Tokyo sarin attack
include the fact that a significant number of
exposed individuals may find their own means
of transportation to the health care facility after
a chemical attack.

“The vast majority of casualties in any disaster
will get to your hospital without the benefit of
EMS,” Hoyle said. “They simply don’t wait around
for EMS to organize, set up a triage, casualty col-
lecting points, and all that.”

In addition, “worried well” patients who have
experienced very little or no exposure will go to a
hospital. Many may still require decontamination
because it may be difficult to rule out exposure.
Any real symptoms of a chemical agent will
occur in conjunction with anxiety and confusion.
All the while, residual chemical agents on those
exposed may pose a risk of secondary spread to
workers, as evidenced by pesticide patients pre-
senting at emergency rooms. 

Indeed, three health care workers — one who
was subsequently hospitalized for nine days — fell
ill after a patient who had ingested pesticide came
into an emergency room in a South Georgia hospi-
tal in 2000. As a result of the case, the Centers for
Disease Control and Prevention (CDC) recom-
mended staff take personal protection measures
beyond standard infection control precautions.
Depending on the extent of the contamination,
health care workers caring for chemically contami-
nated patients should use level C protection (i.e.,
full face mask and powered/nonpowered canis-
ter/cartridge filtration respirator) or level B protec-
tion (i.e., supplied air respirator or self-contained
breathing apparatus). The type of canister/car-
tridge should be appropriate to the agent. If the
agent cannot be identified, use an organic
vapor/HEPA filter, the CDC recommended.

Self-reliance a must

Other practical considerations are the availabil-
ity of heavier gloves, because thin latex medical
gloves are of little protection against many chem-
icals. In addition to the need for surface decon-
tamination of patients, body fluids also must be
contained to prevent skin and inhalation expo-
sure. To limit spread of the contaminant, the
emergency room’s ventilation exhaust should be

directed away from the hospital’s main ventila-
tion system. A less-expensive alternative is to set
up an outdoor shower decontamination area.
(See related story, p. 2. )

Such preparations may be critical because local
officials will be too busy at the scene of exposure
to assist hospitals with incoming patients, Hoyle
warned. “Hazmat people will not show up at the
hospital emergency room and decontaminate
patients for you, because they are still going to be
in the area of the exposure. You have to think
self-containment. You’re going to have to direct
your own traffic and decon your own patients.”

Moreover, it is actually a regulatory require-
ment that hospitals are prepared to deal with
chemically contaminated patients, added Henry
Siegelson, MD, FACEP, a consultant with Disas-
ter Planning Intentional Inc. in Atlanta. The
Occupational Safety and Health Administration
(OSHA) requires such preparation as part of its
regulations on hazardous wastes, he told confer-
ence attendees. “[OSHA] rules require employers
— including hospital CEOs — to plan for Hazmat
if they expect their employees to handle an emer-
gency involving chemicals,” he said. 

In complying with OSHA, the preparedness
plan will also meet requirements of the Joint
Commission on Accreditation of Healthcare
Facilities, Siegelson added. Despite the risk of
accreditation problems or OSHA fines, the
response to the regulations has been historically
lackluster, he said. “Prior to Sept. 11, some people
said, ‘[OK] fine me. I don’t care.’” he said. “Really,
I ran in into that all over the country. Before [the
11th] we were called to train hospitals by safety
committees, nurses, security professionals. Now
we are being called by hospital CEOs.” 

In general, the OSHA requirements include
that all employees — including affiliated person-
nel, physicians, and nurses — who may be
involved in chemical emergency response must
be familiar with the plan. By the same token,
facilities must plan for emergency treatment of
noncontaminated patients, he noted. 

“What are you going to do if someone comes in
with a heart attack or a broken hip while you are
dealing with this decon event?” Siegelson asked. 

Reference
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