
Is pain management lacking in your
ED? Here’s what you need to do
Studies show there is a lot of room for improvement for pain manage-
ment in the ED; managers must develop protocols, stay current on new
approaches

Pain is often poorly managed in emergency medical services (EMS) and
emergency departments (EDs) for both pediatric and adult patients, says
Emory M. Petrack, MD, MPH, director of the department of pediatric

emergency medicine at Rainbow Babies and Children’s Hospital in Cleveland,
OH. “Of all the various types of help that we can offer people in the ED, effec-
tive management of pain is an area where we often fall short of our potential,”
he notes. 

Every ED manager should make improvement of pain management a prior-
ity, argues Gregory Henry, MD, FACEP, chief of the department of emer-
gency medicine at Oakwood Hospital-Beyer Center in Ypsilanti, MI. “People
may expect to sit, waiting in pain, when they come to the ED, but I think we
ought to exceed expectations,” he says.

Make pain management a priority with staff, urges Petrack. “The ED man-
ager plays an important role in providing leadership to ensure that patients in
pain, either from disease or injury or from painful procedures, are helped with
their pain as much as possible,” he says. “Addressing the need for pain relief
leads to both better quality of care and enhanced patient and family satisfaction.”

Audit and use protocols. At Ravenswood Hospital’s ED in Chicago, IL, a
patient satisfaction survey revealed that patients were dissatisfied with pain
control. An audit was done to track the use of pain medication in patients with
fractures, sprains, and contusions. “We also studied the use of topical LET
(lidocaine, epinephrine, and tetracaine) in the use of appropriate pediatric lacer-
ations. We found we did not use much topical anesthetic in kids even though it
was available” says Bruce McNulty, MD, medical director of the ED. 

The results of the audit were shared with ED physicians, including doctor-
specific data. “Each doctor on staff saw what his or her rate of use of these pain
relievers was,” says McNulty. “We have found, as have others, that peer review
comparison data is a powerful tool for change. No physician wants to be the
low outlier in an audit such as this.”

Repeat audits are an effective way to track progress. “After we collected data
initially, we again carefully documented use or even the offering of pain relievers,”
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McNulty says. “We created a very simple protocol giv-
ing nurses the authority to order analgesics for fractures,
sprains, and contusions. Previously, pediatric fever was
the only time medications were given at triage.”

The protocol also included applying LET at triage
for appropriate pediatric lacerations. “It takes about 15
minutes or so to work, so if you need to wait two
hours for the doctor to do it, that is an unnecessary
delay,” says McNulty. 

Progress is tracked on an ongoing basis. “We track
the numbers frequently and give feedback to the indi-
viduals involved, so that they are invested in the
improvement,” says McNulty. 

A third audit will be conducted, with the goal of
tracking increased use for each step in the process.
“We hope this will reflect in improved scores on this
part of our customer satisfaction data, as well as over-
all improved satisfaction with the care we provide,”
says McNulty. 

The idea is for staff to embrace the concept of pain
control as an important issue, McNulty explains.
“Once the issue of pain control is embraced, our goal
is to create protocols for renal stones, migraines, and
other painful conditions to standardize and speed
care,” he says. 

Adhering to specific guidelines makes pain man-
agement more consistent, says Murphy. “If the algo-
rithm states to use this amount of morphine on a
patient with pain, then it’s not up to the judgment of
an individual,” he explains. “If a physician doesn’t
follow the algorithm, it’s not acceptable to say they
forgot it. They have to justify that in the record.”

Protocols for specific medications can also reduce
risks. (See protocol for Ketamine inserted with this
issue.) “Many painful procedures in the ED require
the use of IV or IM sedation and/or analgesia,” says
Petrack. “Protocols or guidelines should be estab-
lished for the use of these agents to ensure high
quality and safety.”

Target patients at high risk. “Patients at high risk
for inadequate pain management in the ED include
those with abdominal pain, burns, and eye injuries,
and children and the elderly,” says Henry. Here are
some things to consider for these patient populations:

Elderly. Inadequate pain management is particu-
larly dangerous for elderly patients, stresses Henry.

“Severe pain causes a release of epinephrine, which
raises blood pressure. That can stimulate an elderly
patient to the point of vasoconstriction and heart
attack,” he says. “Treating pain allows other body
functions to continue normally.”

Abdominal pain. Clinicians are often reluctant to
treat patients’ abdominal pain before a diagnosis is
reached, says Michael Murphy, MD, associate pro-
fessor of emergency medicine and anesthesia at
Dalhousie University and executive director of
Emergency Health Services for the province of Nova
Scotia, Halifax, Canada. “Since the early 1900s, a
myth has been perpetuated that pain shouldn’t be
managed until a diagnosis is made,” he says. “That
statement was made because if they gave someone
morphine and abolished their pain, they didn’t operate
and the patient died.”

New alternatives make that outlook obsolete,
notes Murphy. “Back then, management of pain was
an all or nothing phenomenon,” he says. “Now our
pharmacology is much more precise and the risk of
anesthesia is so much lower. In the last 10 years, lit-
erature has shown that judicious administration of
pain medication actually enhances your ability to
make a diagnosis.”

However, abdominal pain needs to be treated
appropriately, says Murphy. “If there is so much pain
that the patient can’t accurately locate the pain
because they are in agony, that works against the
diagnosis,” he notes. “On other hand, if we take away
all their pain, that also works against it, so you need
to balance the amount that you give.”

Orthopedic pain. “For some reason, there is a
reluctance to adequately manage orthopedic pain,”
says Murphy. “That may be because patients may have
multiple injuries, so there is concern about masking
one that may be life threatening, Also, it requires opi-
oids, and people are concerned about respiratory
depression.”

Indigent population and drug abusers. “People
that are addicted and homeless also have pain,” says
Murphy. “It’s not unusual for me to administer several
hundred milligrams of morphine to an addicted
patient.”

Pediatric patients. “Children are a special problem
and stand by themselves,” says Murphy. “For some
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reason, we don’t consider them as physiologically
capable of adults as having pain.”

Often, children don’t communicate pain well, and
have difficulty in using behavioral scores or visual
analog scales, notes Murphy. “Also, they learn that the
reward for complaining of pain is a needle, so are
reluctant to complain,” he adds.

Children should be routinely asked about pain,
advises Murphy. “If we ask a child if they have pain,
they will tell you, but sometimes we don’t ask,” he
says. “Otherwise, children with painful conditions,
such as sickle cell crisis, may come to the ED and just
suffer in silence.”

Physicians may be reluctant to give children certain
medications. “We use very potent medications to man-
age pain in adults, such as opioid analgesics,” says
Murphy. “Some people may feel these drugs are too
powerful for kids.”

The margin of error for children is very small, Murphy
notes. “But that just means you have to be more careful
with dosing,” he says. “It’s very difficult to give 0.1 of a
milligram of morphine. EDs with a lower pediatric vol-
ume have less experience managing small children, so
they need to pay more attention to details in dosing.”

Here are some ways to improve management of
pain in the ED:

Measure pain in regular intervals. A regimented
approach to pain management includes checking to
see how a patient’s pain level is changing, recom-
mends Murphy. “You might have a patient’s blood
pressure and pulse checked every five minutes, and
you can do the same with pain management,” he says.
“Note the pharmaceutical interventions, then study
the difference between these patients and others to
check outcomes.”

Be aware of cultural differences in expressing
pain. (See sidebar on ethnic bias in the ED on page
125.) “The outward demonstration of suffering, which
is often times culturally driven, is no different than a
person who wants to eat spicy vs. bland food. It does-
n’t mean they are abnormal or that we have to coach
them to behave in a more stoic manner,” says Murphy.
Using numerical scores for pain instead of relying on a
patient’s outward expression can improve accuracy of
pain severity, he suggests. 

Lessen anxiety. “Anxiety and pain run together. If
we can reassure patients, often their pain gets better,”
says Henry. “If a patient is anxious before a proce-
dure such as spinal tap, I give them pain and anti-
anxiety medications through an IV before the
procedure.”

Simple reassurance can lessen a patient’s anxiety.
“There are lots of ways of treating anxiety. Even your
mannerisms can make pain better or worse,” says

Henry. “Reassure the patient by saying, ‘I will take
care of your pain, immediately,’ or ‘I have more pain
medicine than you have pain, and I’ve never met any-
body we couldn’t give relief.’”

Diversion strategies are difficult to use in the ED,
but they are legitimate, says Murphy. “Patients who
are reassured and have confidence in the health care
team typically have lower pain scores than those who
are anxious,” he explains. “If they understand you are
there to help them, they don’t need to exaggerate the
psychological manifestations of pain.”

Use multiple modalities of pain control.
Combining multiple pain modalities is a better strategy
than using a single modality, says Henry. “For exam-
ple, Tylenol and Ibuprofen act on two separate sites
and have no interaction with each other,” he explains.
“You get better results using them together than if you
use either one independently.”

Ask every patient about pain. “Ask about pain
every single time as part of the initial history, and
determine what you are going to do for pain. If a
patient has to ask you for pain medication, you have
failed,” says Henry. “We tend to think that some
patients are whiners and complainers, but other
patients may be stoic and not volunteer the fact that
they’re in severe pain.”

Some conditions are very painful, but are often not
considered painful. “For example, a corneal abrasion
can be just devastating, and needs to be properly
treated,” says Henry. 

Ask specific questions about the nature and severity
of pain. “Ask where the pain is; [ask about] the radia-
tion, timing, and what makes it better or worse,”
Murphy recommends. “It would be reasonable to ask
how intense their pain is on a 5-point scale, and if it’s
greater than a 3, treat it.”

Give medications IV. “If you are going to use mul-
tiple approaches to pain, as with a migraine headache,
give all medications IV,” Henry recommends. “That
way, the patient only has one needle poke and doesn’t
have any pain from you. Why give a bunch of shots IM
if you don’t have to?”

Know which methods to consider. “There are all
kinds of modalities that help with pain. Use whatever
you need to. That may mean medication, ice, eleva-
tion, or immobilization,” says Henry. “There are all
different types of pain, and different modalities are
more useful in certain situations than others.”

Educate residents. “A major problem with young
doctors is [that] most of them have never suffered real
pain. A lot of specialties are so limited in training that
it takes time on the outside to understand pain man-
agement,” says Henry. “It’s up to the attendings to
teach residents about pain management.”
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Address pain at discharge. “Every checklist
should include pain relief,” stresses Henry. “Work with
the patient to help them decide their pain management,
instead of enforcing your beliefs on them.”

Provide inservicing to staff. “There are many
excellent seminars in pain management offered by the
American College of Emergency Physicians, the
American Academy of Pediatrics, and others,” says
Petrack. “The first step toward improving the manage-
ment of pain is to make a personal commitment to
address this area through education and to gain some
experience in providing better pain control both for
procedures in the ED and for discharge analgesia
needs.”

Education is extremely important to ensure optimal
care, stresses Petrack. “This should include physicians,
nurses, and medics if they help with these procedures,”
he notes. “The American College of Emergency
Physicians and the American Academy of Pediatrics
have both published guidelines for the provision of
procedural sedation and analgesia.”

Use child-life specialists. For EDs that provide care
to a large pediatric population, child-life specialists
can offer a variety of services to help children who are
in pain or who need to undergo painful procedures,
says Petrack. “Many ED physicians have had the expe-
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Four myths of administering
pain medications
Many misconceptions about pain exist in the ED and

throughout the hospital. “There is a great deal of
ignorance and myth about pain management that ED
managers should be aware of,” stresses Gregory Henry,
MD, FACEP, chief of the department of emergency
medicine at Oakwood Hospital-Beyer Center in
Ypsilanti, MI. Here are four misconceptions about pain
management:

Myth 1: Pain is inevitable in the ED. “Because of
that attitude, we let a lot of people suffer who don’t need
to,” Henry argues. “Most patients come to the ED
because they are hurting. We have so many drugs today
to alter perception or memory of pain, and we can take
away pain very effectively.”

Pain relief is a key part of all therapies, including
those that take place in the ED, Henry emphasizes. “If a
patient had bone cancer and had six months left to live,
they would be given all the morphine they needed,” he
says. “So why would we not take away pain on a short-
term basis?”

Myth 2: Pain medications mask diagnoses. ED
physicians typically face roadblocks in managing pain
because of fear of masking the diagnosis, particularly in
patients with abdominal pain. However, that is chang-
ing. “There is an increasing acceptance of relief for
patients with abdominal pain, which was such a no-no
until about 10 years ago,” says Bruce McNulty, MD,
medical director of the ED at Ravenswood Hospital in
Chicago. “Research shows that we can, in fact, improve
diagnostic accuracy by relieving pain.”

Still, there is a widespread belief that pain medica-
tions may impact the eventual diagnosis, Henry notes.
“There is absolutely no evidence that a diagnosis is
altered with appropriate use of pain medications,” he

says. “The newer texts now say there is no reason to
delay treating pain.”

However, some surgeons may still be reluctant to give
pain medications, fearing they will obscure a patient’s
need for surgery. “If you are seeing a patient with
abdominal pain and the surgeon can’t be there in ten or
15 minutes, just give a short acting narcotic, which can
easily be reversed,” suggests Henry.

Myth 3: Pain medications should be given in small
increments. “There is an idea that we need to sneak up
on pain, by giving little bits of medication over a period
of time, but that’s not the way to treat pain,” says Henry.
“The best way is to hit it with high doses and multiple
modalities early on.”

Many ED clinicians underdose both Tylenol and
ibuprofen, says Henry. “A reasonably sized male in
good health needs 600 g. of Motrin to do anything,” he
says. “The tendency is to use too much medication for
too long a period of time, but it’s much better to use a
high dose.”

Myth 4: Patients may become addicted to nar-
cotics. “Giving three or four days of a narcotic never
made anybody an addict,” says Henry. “However, this
mistaken belief leads to a kind of stoic ethic which
makes patients suffer.”

There has traditionally been concern about the use of
potent narcotic analgesics, especially in children and
the elderly, says Emory M. Petrack, MD, MPH,
director of the department of pediatric emergency
medicine at Rainbow Babies and Children’s Hospital in
Cleveland, OH. “ED physicians who do not have signif-
icant experience with these populations may feel
uncomfortable with the potential side effects related to
respiratory or cardiovascular compromise,” he says.
“The reality is that with some knowledge and experi-
ence, it is not difficult to provide good pain relief in the
ED.” ■

Continued on page 126
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Avoid racial and 
cultural bias in 
pain management
Research has shown evidence of ethnic bias in regard

to pain management, says Knox H. Todd, MD,
MPH, associate professor of emergency medicine at
Emory University School of Medicine in Atlanta, GA.
“Although the underuse of analgesics applies to all
[emergency department] ED patients, I think we’ve
established that ethnic bias exists.”

Studies reviewed records from patients with iso-
lated long bone fractures of upper or lower extremi-
ties.1-4 “The majority white culture tended to receive
more analgesics than the minority population of
African or Hispanic patients,” says Todd. “We were
able to show identical complaints of pain with identi-
cal injuries, and whites were more likely to receive
analgesics.”

Here are some ways to avoid ethnic bias:
Make assessment for pain mandatory. “The quick-

est route to more consistent treatment would be to insti-
tute guidelines for pain management that are protocol
driven and don’t require active participation by nurses or
physicians,” Todd recommends. (See ED quality assur-
ance process inserted with this issue.)

Give a non-narcotic analgesic at triage. If all
patients complaining of pain are given analgesics at
triage, ethnic bias will not be an issue, says Todd. “We
need to move the point of analgesic delivery much
closer to the patient’s complaint,” he adds. “For exam-
ple, any patient who presents with an ankle sprain at
triage can certainly receive 600 of ibuprofen prior to
getting an x-ray. With time, that becomes a reflex
action.”

There is no problem in giving a non-narcotic anal-
gesics, whatever the patient’s eventual diagnosis, notes
Todd. “Narcotics added to a base of non narcotic ther-
apy is a reasonable way to go,” he says. 

Track reasons for unscheduled returns. Monitoring
unscheduled returns due to pain and comparing them for
ethnic groups is a way to ensure consistent treatment,
says Todd. “One of the blind spots we have is not know-
ing what happens two or three days down the road, after
the patient leaves the ED,” he notes. “If you look at
unscheduled returns, many of those are due to inade-
quate pain management.”

Audit for ethnic bias in your ED. “If you look for it,
you will probably find it,” says Todd. “To do a quick
audit, choose a typical stereotypic pain stimulus like a
fracture, something that is fairly objectively diagnosed.

Then simply compare pain management among ethnic
groups for a period of time.”

Fractures are a good candidate for this type of audit,
since the severity can be quantified, says Todd. “Avoid
hip fractures or sprains, because they’re not as easy to
define,” he recommends. “It’s not difficult to do a year’s
worth of past charts, and it’s become even easier with
information systems, to query for differences in analge-
sia with ethnic groups.”

Consider which pain scales should be used. A
study assessed whether numeric or word pain scales are
more effective with patients who don’t speak English.5

“We looked at whether some cultural groups might pre-
fer a word descriptor scale or a numerical scale,” says
Martha Neighbor, MD, FACEP, at San Francisco
General Hospital (CA). “We found both scales can be
used very effectively.”

The study found that there was very little difference
in patient preference for one of the scales, and both
scales were valid. Patients should be offered their
choice of either of these simple pain rating scales to
evaluate pain and the effectiveness of pain-relieving
interventions, says Neighbor. 

Use multi-lingual laminated cards. Word and
numerical rating scales should be developed in the
prevalent languages of your community, says Neighbor.
“When non-English speaking patients present at the
triage desk in pain, you can show them laminated cards
that ask them to describe the intensity of their pain,”
she suggests.

Multi-lingual laminated cards can assess severity of
pain consistently among different cultural groups, says
Neighbor. “If you can’t rate the severity objectively,
then, obviously, the providers are left to surmise how
much pain [the patient is] having, based on how they
look, and different cultural groups don’t necessarily
manifest their pain the same,” she notes. “Some are
stoic and quiet, while others overly dramatize the
degree of pain they are having.” ■
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rience of utilizing child-life specialists to do minor,
painful procedures without sedatives or analgesics that
would otherwise be required,” he explains. This signif-
icantly enhances both the quality of care provided and
customer satisfaction, Petrack says. “I have received
more positive letters about the use of child-life special-
ists for painful procedures than about any other topic,”
he reports. 

Make pain a fifth vital sign. “There is a move-
ment in continental Europe where pain has been
added as a fifth vital sign,” says Murphy. “A visual
analog score is recorded for every patient, with stand-
ing orders for nurses to administer analgesics to those
patients.”

At triage, acutely painful conditions should be
scored as emergent problems, says Murphy. “We rou-
tinely audit charts for vital signs, with a 100% compli-
ance. Our tolerance is 1% noncompliance,” he
explains. “This way, recording pain as a vital sign
becomes the norm in your day-to-day practice.”

Confront misconceptions of colleagues. “Over the
past five years, the sophistication of monitoring and
pain management has improved substantially in the
ED,” says Murphy. “Clinical managers of EDs have a
responsibility not only to educate themselves, but also
the nurses and physicians they work with, and those
we rely on as consultants to [help them] understand
pain better than they do now.”

However, inpatient management of pain is improving,
says Murphy. “Surgeons are becoming more and more
aware of pain and its consequences. People are realizing
that patients in pain are sicker longer,” he notes. 

If necessary, take steps to update other departments,
Henry advises. “Although antiquated thinking has no
connection to reality or current ideas of pain manage-
ment, it does tend to dominate surgery departments,”
he says. “You should hold grand rounds with the sur-
geons and make it explicit, explaining what we do and
why we do it.” ■

Reduce legal risks of
chest pain

Missed MIs are the largest single dollar problem in
emergency medicine malpractice nationally, and

chest pain liability risks are increasing, warns Eric
Knox, MD, medical director of MMI Risk
Management Resources, based in Deerfield, IL. “It’s
becoming a more expensive category as time goes on
because people are presenting at younger ages,” he

reports. “If you end up with a death following a misdi-
agnosis, you are liable for more damages if the patient
is a 35 year old instead of a 75 year old, because of the
way the legal process works.”

Here are some ways to reduce risks of chest pain
patients:

Adhere to risk management guidelines. A recent
12-year study found that following risk management
guidelines led to substantially lower average dollar
losses per medical malpractice claim than following
no guidelines at all. 

More than 200 EDs were asked to collect data on
patients complaining of chest pain. Results showed
that more than one-half of the chest pain patients older
than 30 years who were discharged left with a non-
definitive diagnosis. “Those patients have almost twice
the rate of unplanned returns to the ED within 48
hours, when compared with all patients discharged
from the ED,” says Pam Lockowitz, president of
MMI, which developed guidelines in response to the
study’s findings. 

Patients discharged without a definitive diagnosis
are more likely to return with an unplanned admission
or death, stresses Lockowitz. “It’s important for
providers to take a systematic approach to diagnose or
rule out MI and reduce negative outcomes,” she says.

Implementing chest pain protocols that address risk
management issues is key, says Knox. “Timely and
accurate diagnosis reduces the number of negative out-
comes,” he adds. “Cases typically involve not perfectly
diagnostic ECGs, or atypical chest pain that gets misdi-
agnosed as muscular or stomach pain or something
else.”

A task force of ED physicians, nurses, administra-
tors and risk managers developed guidelines and the
results were studied. “If the guidelines are followed in
a given lawsuit, the cost is much lower than if one or
more had not been followed,” says Knox. “In many
cases where there was litigation, the case would not
have been brought if certain things had been done. If
guidelines were applied consistently to every case,
there would be fewer lawsuits.”

The guidelines state that any patient older than 30
years with chest pain gets an ECG. “A lot of claims
involve patients walking out without ECGs,” says
Knox. “Patients who don’t get ECGs are the ones who
end up in court. Be safe and do the ECG.”

Guidelines can improve identification of patients
who are most at risk, and ensure that appropriate test-
ing is completed. “The goal is to sharpen diagnostic
accuracy,” says Knox. “Instead of complicated path-
ways or algorithms, try to hit a median balance. You
want to ask people to do important things, but keep it
clear and simple.”
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Consider charting techniques. History is critical
in chest pain patients, emphasizes Daniel J. Sullivan,
MD, JD, FACEP, chairman of the department of
emergency medicine at Ingalls Memorial Hospital in
Harvey, IL. “On presentation, you cannot tell the dif-
ference between the clinical entities that cause chest
pain without a complete history,” he says. 

“For example, a sudden onset of pain that is maxi-
mal at outset suggests a thoracic aortic dissection,
whereas a more crescendo type pain suggests cardiac
ischemia, a pain in the substernal area suggests
ischemic pain, and pain in the substernal area that
radiates straight through to the back is more charac-
teristic of a thoracic aortic dissection,” notes
Sullivan. 

Risk factor analysis in the history can also be
invaluable, says Sullivan. “For example, there is an
increased risk of thoracic aortic dissection in patients
with a first-degree relative with the same problem, or
in patients with a connective tissue disorder,” he notes.
“There are few things more important in the chest pain
patient than a review of cardiac risk factors.”

Documentation is essential in order to establish that
the practitioner has met the standard of care in the
evaluation of chest pain, Sullivan stresses. “If the prac-
titioner documents these issues, the plaintiff must
prove that he did not do the appropriate evaluation,” he
notes. “If the practitioner does not document these
issues, the burden is on the practitioner to prove he did
do the appropriate evaluation. It’s easy to see which
road the practitioner should choose.”

Orientation plays a critical role in risk management
of chest pain patients, says Sullivan. “In a number of
thrombolytic-related lawsuits, the emergency practi-
tioner claims that he or she did not know that throm-
bolytics could be administered in the ED,” he reports.
“During litigation, the hospital presents an ED protocol
that obviously includes ED administration of throm-
bolytics.”

Include ECGs in abdominal pain protocols. MIs
can be mistaken for abdominal pain, stresses Michael
Kohn, MD, MPP, FACEP, attending physician for the
department of emergency services and director of
quality improvement for the ED at San Francisco
General Hospital. “If a 60-year-old patient has a chief
complaint of abdominal pain, the chest pain protocol
doesn’t get triggered,” he notes. “But when the patient
is finally examined, it turns out to be very high abdom-
inal pain, without a lot of tenderness, and ends up
being an MI.”

Abdominal pain protocols need to address this pos-
sibility, Kohn urges. “When you have an older patient
with abdominal pain, you need to get EKGs on that
patient very quickly,” he says. “In our protocol, any

patient over the age of 50 with abdominal pain gets an
EKG soon as they hit the door.”

Avoid giving medications to patients assumed to
have abdominal pain without ruling out chest pain,
says Knox. “Don’t rely on a GI cocktail. It may make
people with ulcers feel better, but will also make peo-
ple with heart pain feel better.”

Educate staff about Troponin I. In the near future,
ED chest pain protocols may include Troponin I test-
ing. “There is a movement to use enzymes to improve
our clinical judgment,” says Kohn. “The initial cardiac
Troponin I is going to possibly prevent us from send-
ing out a patients if results are positive, which will
help prevent missed MIs.”

At San Francisco General’s ED, Troponin I is
drawn upon the patient’s arrival. “Chest pain patients
over the age of 35 with abnormal but non-diagnostic
ECGS will get an initial cardiac Troponin I and be
monitored for six hours, receiving a repeat ECG at
three hours and six hours,” notes Kohn. 

If the initial Troponin I is positive or if the three-
hour ECG shows concerning ischemic changes, the
patient is admitted. “If not, a repeat Troponin I will be
drawn six hours after the initial level,” says Kohn. “If
this second Troponin I is also negative, the patient will
be discharged with precautions and close follow-up.”

The strategy is also cost effective. “By sending
these patients to the observation unit instead of admit-
ting them to the hospital, we save money on false posi-
tives and reduce unnecessary admissions, which are a
huge dollar expenditure,” Kohn notes. 

Still, cardiac enzymes are no substitute for clinical
judgment, stresses Kohn. “They can only be used as
an adjunct,” he says. “For abnormal but nondiagnos-
tic EKGs, clinical judgment is more sensitive, mean-
ing the ED physician is going to send fewer MI
patients home than just blind usage of cardiac
Troponin I.”

Use observation units appropriately. “If patients
with normal EKGs are sent to observation units as a
kind of hedging maneuver, the rule in rate would then
be extremely low,” notes Kohn. “What you’ll end up
doing is keeping people in the ED unnecessarily who
should have [been] sent home.”

The solution is to follow a protocol that includes a
chest pain observation unit, serial EKGs, and
Troponin I, advises Kohn. “But you also need to do
very aggressive quality control in that unit, to make
sure the patients being admitted do have abnormal
EKGs, and you are not admitting patients with such
low risk for MI that they should have been sent
home,” he says.

The rule in rate for those patients should be higher
than 10%, says Kohn. “If it’s lower than that, it means
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you are not using clinical judgment and filtering out
very low risk patients who should be sent home with-
out any observation,” he explains. 

An example of that type of patient is a 47-year-old
man with a runny nose and cough who complains of
six hours of intermittent chest pain, with no significant
past medical history, says Kohn. “The exam reveals
BP 150/90, otherwise normal vital signs, nasal conges-
tion, and injected oral pharynx. No chest wall tender-
ness. CXR and ECG are normal,” he notes. “This kind
of patient has no business in a chest pain observation
unit. In fact, we should be prohibited from enrolling
any patient with a truly normal ECG into a chest pain
observation protocol.’

On the other hand, take the example of a 47-year-
old man with six hours of intermittent chest pain, says
Kohn. “He thinks he might have a ‘cold’ but denies
runny nose or cough, has no significant past medical
history, and the exam reveals a BP of 150/90, but is
otherwise unremarkable. CXR is normal, but ECG
meets voltage criteria for LVH and there appear to be
repolarization abnormalities in the ST segments and T
waves,” he adds. “Because of his abnormal but non-
diagnostic ECG, this patient might be appropriate for a
chest pain observation protocol.”

Getting a thorough history is key, Kohn stresses.
“Obviously, we would get a much more detailed his-
tory from these patients, including severity, position,
quality, radiation, and timing of the chest pain,” he
says. “We would also ask about risk factors for venous
thromboembolism and cardiac disease.”

Look for patients who don’t fit patterns. “You
may see patients younger than 50 [years] or female
nonsmokers with chest pain and say, this just doesn’t
fit the profile of MI,” says Lockowitz. “There is a non-
specific diagnosis that gets placed on a number of
these patients, who are discharged, and within 48
hours have an unplanned return/death.”

Have a high index of suspicion for atypical chest
pain. “If a patient describes a pain in their shoulder
and was playing touch football, think heart attack any-
way,” advises Knox. 

The main thing to emphasize is the ECG, Kohn
stresses. “If a young patient presents with atypical
chest pain, is sent home, and ultimately turns out to
have an MI, the ED care is much more defensible if it
included a truly normal ECG,” he says. “It is possible
for someone with an MI to have a normal initial ECG,
but it is very rare. Of a hundred chest pain patients
who ultimately turn out to have MI, no more than one
will have a normal ECG (although 50 will have ECGs
that are abnormal but not diagnostic of acute MI).” ■

Editor’s Note: For more information on risk man-
agement guidelines and MMI’s report, “Transforming

Insights into Clinical Practice Improvements: A 12-
Year Data Summary Resource,” contact MMI
Companies, Inc., 540 Lake Cook Road, Deerfield, IL
60015-5290. Telephone: (847) 374-2400. Fax: (847)
940-2372. 

Mentoring your nursing
staff helps create future
leaders

ED nurse managers must always be on the lookout
for future leaders, urges Colleen Bock-

Laudenslager, RN, MS, a Redlands, CA-based con-
sultant. “It is your professional responsibility to
facilitate the employee’s leadership skills and
advanced professional skills,” she says. 

Mentoring others improves the likelihood that your
accomplishments will continue to thrive, says Bock-
Laudenslager. “When an exemplar manager leaves the
department, the transition is potentially smoother,
more fluid,” she notes. “It is your opportunity to leave
a legacy by nurturing potential leaders who could
move into your leadership position.”

Some managers may avoid mentoring, fearing they
will be replaced. “The current financial health care cli-
mate is not conducive to mentoring, as it can foster job
insecurity,” says Bock-Laudenslager. “Having people
waiting in the wings who could step into one’s posi-
tion may be threatening, but the leader’s most
unselfish act is to mentor those within their line of
authority.”

However, when employees reporting to you are con-
sistently chosen for leadership positions, it validates
your leadership capability, Bock-Laudenslager says.
“You feel a sense of accomplishment when your
employees tend to receive recognition and promotion,
because it clearly demonstrates the outcome of your
mentoring ability,” she explains.

Mentoring can promote retention of qualified nurses
and minimize burnout, says Bock-Laudenslager.
“Most individuals reach a learning plateau where they
may benefit from a manager challenging them to pur-
sue other avenues of their career, especially those who
have peaked clinically,” she adds. 

Nurses managers in the ED need to cultivate leaders
from within, stresses Liz Jazwiec, RN, a Crestwood-
IL-based consultant. “The ED is so different from
other nursing units that it is hard for new leaders to
learn from other department heads,” she says. “We
need to grow our own leaders, so that they might be
successful in the future.”

Many ED nurses will find themselves challenged to
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take leadership roles in the near future, predicts
Jazwiec. “The challenges of healthcare will dictate
that many individuals within a department will need to
take on leadership roles in one way or another,” she
says. “You become a much stronger, effective manager
if you have several ‘leaders’ amongst your staff.”

In many EDs, the traditional roles of assistant nurse
manager or supervisor are no longer in place, so future
leaders need to be identified and mentored, Jazwiec
explains. “Every good leader should have two or three
possible candidates for her position should she get
promoted or decide to leave,” she recommends. 

Here are some effective ways to mentor nurses:
Make mentoring part of your job description.

“In every institution, there needs to be a clearly
defined written standard where mentoring is part of a
manager’s job function,” says Bock-Laudenslager.
“Leaders must be accountable for the mentoring role.
Not only is it prudent to do so, but it is a JCAHO
requirement that leadership within the organization
encourage staff to become better leaders.”

Not only does the job standard need to be clearly
defined, but managers need to be evaluated against it,
argues Boch-Laudenslager. “Some hospitals are now
sending evaluations to their staff which include rating
their immediate supervisor in terms of their ability to
mentor others,” she says.

Likewise, the job descriptions of staff nurses should
also have a professional component. “Include a job
standard that measures leadership development,
including professionalism and the ability to problem
solve,” says Bock-Laudenslager. 

Maintain your own clinical and leadership skills.
“You can’t teach others what you don’t know your-
self,” says Bock-Laudenslager. “Effective management
bridges the gap between art and science, theory and
practice, [and] the manager’s office and the trenches.”

Maintain continuing education. “Managers need
to be formally trained in mentoring others,” says
Bock-Laudenslager. “Often, nurses are promoted
through the ranks without any consideration of their
management training.” Nurse managers should attend
ongoing leadership courses that address mentoring,
she recommends. 

Express enthusiasm about leadership. “Through
observing managers, nurses will find a leadership posi-
tion either desirable or undesirable. Seeing your enthu-
siasm will affect their interest in pursuing
leadership/managerial positions,” says Bock-
Laudenslager. “If every time they ask you about your
job, you’re rolling your eyes and expressing frustra-
tion, they won’t be encouraged.”

Recognize leadership potential in nurses. “If you
observe an employee demonstrating exemplary leader-

ship skills, such as handling a confrontation with a
family member or solving a challenging clinical prob-
lem, tell them you admire how they approached the
situation,” says Bock-Laudenslager. 

In addition, give written recognition in their annual
performance appraisal. “This may encourage them to
pursue expanded nursing roles,” Bock-Laudenslager
suggests. 

Reinforce leadership skills in staff educational
programs. “Leadership skills are an integral part of
clinical expertise. Even if you are educating staff on
clinical issues, leadership principles can be integrated
into your teaching programs,” says Bock-
Laudenslager. “In doing so, you are preparing them for
more challenging leadership roles.”

Encourage nurses at the grassroots level to develop
leadership skills, advises Bock-Laudenslager. “Your
education department can develop programs for nurses
that will augment their leadership potential, such as
charge nurse classes, preceptor classes, resume writ-
ing, or writing for publication,” she suggests. 

A small minority of nurses may be future ED lead-
ers, so emphasize other leadership possibilities. “Of
the 3-5% of nurses who would be good leaders, there
may only be 1% who be really good administrators,”
notes Jazwiec. “It may not be their forte to direct and
manage other people, or they may not be organized
enough to manage many things at once, but an educa-
tor role may be a perfect fit.”

Inform nurses about available leadership posi-
tions. “Inform nurses about available positions, both
internally or externally, through a department newslet-
ter, bulletin board, or word of mouth,” Bock-
Laudenslager advises. “Encourage nurses to interview
for positions, even if they are not the most qualified
applicant. The interview experience in itself is a learn-
ing process.”

Delegate tasks that require leadership skills.
“Develop their potential by asking them to implement
department projects,” says Bock-Laudenslager. “It can
be as simple as asking their opinion on something,
such as ‘It looks like the physicians are frustrated
with this work space, how do you think we could
improve it?”’

Asking nurses to serve on hospital committees such
as disaster management or a JCAHO task force is
another way to enhance their skills. “Employees at the
grassroots level often complain that the individuals
making the decisions are the ones furthest from the
bedside,” Bock-Laudenslager notes. “By asking staff
nurses to represent the ED on certain committees, not
only are you promoting leadership potential, the com-
mittee benefits from having the most qualified people
facilitating the decision.”
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Create a professional learning environment. A
department library with Internet access, periodicals
and videos sends a positive message. “It’s the man-
ager’s responsibility to create an environment whereby
the staff are motivated to stay current on topics that
could impact their clinical practice,” says Bock-
Laudenslager. 

Determine what nurses excel in. “You might have
someone that can take the lead in finance just because
of natural ability or interest,” says Jazwiec. “You do
not have to put someone in charge or give them the
‘whole ball of wax.’”

Ask nurses what they are interested in and find tasks
that match their interests, Jazwiec suggests. “There

might be someone truly interested in doing the schedule,
and there might be a progression from there,” she says.

Keep it simple. “Mentoring is most often over-
looked because, like so many things in healthcare, we
tend to make it too complicated, that is, try to get a offi-
cial position approved,” says Jazwiec. “Not every situa-
tion calls for someone learning the manager’s job in its
entirety, but we often have the all or nothing approach.”

Instead of trying to find the time to cover every-
thing, do what you can, says Jazwiec. “Better to teach
10 people 10% of the role of manager, than trying to
teach one person 100%,” she says. “Then out of the
ten, cultivate the ones with leadership promise.”

Share personal stories. “Reviewing and sharing
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Which nurses have 
leadership potential? 

It’s a challenge to ascertain which nurses would be
good leaders. “Pay attention to feedback from

patients, physicians, or colleagues from other depart-
ments.” says Liz Jazwiec, RN, a Crestwood-IL-based
consultant. “It’s sometimes trial and error, but there are
signs to look for.”

Here are a dozen qualities to look for in future nurse
leaders:

1. Listening skills. “A key part of communication
skills is the ability to listen to staff, hear their concerns,
and put them into action,” says Barbara Pierce, RN,
MN, divisional director of emergency services at
Children’s Hospital in Birmingham, AL. “Listening is a
learned skill.”

2. Confrontation skills. “Confrontation is not always
the ‘evil’ that most people feel it is. Confrontation hap-
pens every day,” says Pierce. “Nursing leaders need to
have the ability to defuse confrontation into ‘win-win’
situations by having good intervention skills.”

3. Risk taking. “Leaders need to be willing to try
new ways of doing things, to put new ideas into prac-
tice,” says Pierce. “The only constant is change. There
are very few right or wrong ways to do things in this
market, only what works. We have to be willing to try
many different ways to find the one that will work best
for a particular situation.”

4. Strategic thinkers. “The ability to see the big pic-
ture is a wonderful trait, although it is difficult to evalu-
ate that at a staff level,” says Jazwiec.

5. Problem solvers. A desire to make things better is
a good sign of leadership ability, notes Jazwiec.
“Remember that some of these people might appear
negative. But sometimes, given the opportunity to make
things better, these folks shine,” she says. 

Look for nurses who can think on their feet to come
up with solutions, says Pierce. “Staff who can act like
air traffic controllers to keep everything going, jug-
gling 10 things at one time, are ideal ED leaders,” she
says. 

7. Flexibility. “Being flexible is the most important
quality a leader can have,” says Jazwiec. 

8. Ability to motivate others. “Someone that can get
results as a team leader demonstrates not only the ability
to get things done, but also to get others to accomplish
goals,” says Jazwiec.  

9. Enthusiasm. “Pick individuals who will not only
do a good job, but who are successful leading teams that
get results. These nurses make great candidates for
future leaders,” says Jazwiec. “When you ask the
employee to lead a team, let them know that you are
doing it because you think that they have good leader-
ship ability. They should feel flattered and want to do a
good job.”

10. Good communicators. “Communication skills
and approachability are very important. Look for nurses
who are emotionally capable people and have a person-
ality that stands out in terms of warmth and getting
along with others,” Jazwiec recommends. 

Fairness, consistency, and team skills are important
when communicating, emphasizes Pierce. “Being empa-
thetic without being a mother to their peers is key,” she
says. “They have to be able to articulate the unit needs
and yet understand the personal needs of the staff to
achieve that important balance.”

11. Hard workers. “Nurses who have integrity and a
strong work ethic become role models within a group.
Other nurses want to learn from them,” says Jazwiec. 

12. Balance. Balance is important, says Pierce.
“Those who are willing to go the extra mile profession-
ally and personally are key,” she says. “Those that are
happy at home and at work make great leaders.” ■



personal failures and what you have learned from them
helps to show that the road is not always smooth, but
you get up and keep trying, says Barbara Pierce, RN,
MN, divisional director of emergency services at
Children’s Hospital in Birmingham, AL. “Mentoring is
about teaching the power of the positive attitudes and
overcoming discouragement. No one wants or needs a
negative, burned out mentor.”

Take a personal interest. “Mentoring is seeing that
someone achieves more than they ever thought possi-
ble because someone was always there pushing and
encouraging, not taking no for an answer. It takes
someone truly believing in the nurse’s leadership
potential and making it happen, says Pierce. 

Present opportunities such as delegating projects
and encouraging nurses to give speaking presentations,
Jazwiec recommends. “Success leads to more success.
Start with small things and work up to big programs or
projects when delegating,” she says. “Always give lots
of feedback.”

Provide information. Give articles and videotapes
to nurses for review, Pierce recommends. “I try to send
articles about topics I know they are looking for
answers to or are interested in, or topics I know will
help them to grow and understand the big picture bet-
ter,” she says. 

Send positive reinforcement. Getting and giving
positive feedback is very motivating for both parties,
says Pierce. “You perform your best when you feel
good about yourself and what you are doing. Positive
feedback is a real energy boost,” she notes. “Send
encouragement throughout difficult projects or times,
at the completion of successful and even not so suc-
cessful projects,”

Mark time out on your calendar and take a few min-
utes at the end of every work day to send out positive
messages, says Pierce. “School supply stores have cute
little notes that are given to grade school children but
work just as well for adults,” she says. “Or you can
make your own recognition certificates on computer
software programs.” ■
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Quick Consult Card for 
Pediatric Emergencies
A Pocket-Sized Reference 

Created by Clinicians, for Clinicians.

Pediatric Emergency Medicine Reports introduces
the Quick Consult Card for Pediatric
Emergencies . 
This 10-card fold-out covers 95% of the most serious 
pediatric emergency medicine conditions—packaged
in a small, simple, and easily accessed folded pocket
card. 

Features:
• Card is organized according to chief complaint 

or condition, with the most
urgent conditions listed 
first followed by a 
descending gravity of 
conditions and drugs

• Includes pediatric medical
emergency drug dosages

• Current, up-to-date, reli-
able data

• Created by a practicing
PEM specialist

The Quick Consult Card
will easily become one of
the most valuable refer-
ence sources that you will use on a
daily basis. Quick Consult cards are $7 each, or $5
each for 10 or more.

For more information, call 1-800-688-2421.

ANTIBIOTICS
Severe infections during Neonatal Period (> 1 week < 4 weeks):

Ampicillin: 150-200 mg/kg/24 hr in 3 doses, IV IM plus

Gentamicin: 7.5 mg/kg/24 h in 3 doses, IV, IM
Ampicillin plus Cefotaxime: 150-200 mg/kg/24 h in 3 or 4 doses IV, IM

Severe infections beyond Neonatal Period:

Ceftriaxone (Rocephin): 80-100 mg/kg/24 h in 2 doses, IV, IM

Ampicillin: 200-300 mg/kg/24 h in 4 doses IV, IM

Chloramphenicol: 50-100 mg/kg/24 h in 4 doses, IV (Ck levels)

Dexamethasone (Decadron): 0.15 mg/kg/dose q 6 h IV × 16 doses

(Administer in meningitis patients prior to antibiotics, if possible.)

ACID-BASE
Anion Gap

10 mEq/liter (Range 9-13)

Osmolal Gap

10 mOsm

Arterial-Alveolar Gradient
approx. 10 mm Hg

Normal Serum Osmolarity
275-295 mOsm/L

Formulas: Anion Gap (AG) = [Na]-([CI-] + [HCO3-])
Osmolal Gap = Calculated - Measured Osmolality

(2 × Na) + BUN/2.8 + Glucose/18 = serum osmolality

A-aDO2 = (713 × FiO2 - 1.2 × PaCO2)-PaO2

Acid Base Rules:Rule #1 The PRIMARY process dictates which side of 7.4 the pH is.

Rule #2 If AG > 20, have Met. Acidosis regardless of pH and HCO3

Rule #3 If Excess Anion Gap = (AG-12) + HCO3 = > 30 mmol/L

underlying Met. Alkalosis; = < 23 mmol/L underlying NonAG

Met. Acid.
GLASCOW COMA SCALEMotor Activity Verbal activity Eye opening

1. None
None

None

2. Extension to pain Incomprehensible To pain

3. Flexion to pain Inappropriate
To command

4. Withdraws to pain Confused
Spontaneous

5. Localizes pain
Oriented

—

6. Obeys commands —CONVERSIONS

Liquid:
Weight:

1 fluid dram = 4 mL 1 pound = 0.453 kg

Temperature: 1 fluid ounce = 30 mL 1 kilogram = 2.2 lbs

F = (9/5) C + 32 1 teaspoon = 5 mL 1 ounce = 28.3 g

C = (F-32)(5/9)
1 tablespoon = 15 mL 1 grain = 60 mg

CONCENTRATION CALCULATIONS:
1% = 1 g/100 mL = 10 mg/mL = 10 g/L
:10,000 = 1 g/10,000 mL = 0.1 mg/mL = 100 mcg/mL
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Hematocrit

D.)
Mean (-2 S.D.)
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43 (31)
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12.5 (11.1)
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VITAL SIGNS BY AGE

Age

Heart Rate
Resp. Rate

BP(syst) (diast.)

Newborn (1 mo)
90-170

30-55
60-100

< 55

Infant (1 mo-2 yr)
70-160

20-40
80-110

< 80

Child (2-8 yr)
70-140

20-30
85-120

< 85

Older child & Adolescent

60-110
16-20

90-130
< 85

OR

Blood Pressure Lower Limit Systolic
Respiratory Rate

First 6 months:

60-65

Newborn < 40/min

6-12 months:

65-70

1 year approx. 24/min

Thereafter:
70+ (2 × age in years)

18 years approx 18/min

FLUID RESUSCITATION GUIDELINES

Bolus One:
20 cc/kg normal saline—Response Check

Bolus Two:
20 cc/kg normal saline—Response Check

Bolus Three:
20 cc/kg crystalloid vs 10 cc/kg blood

FLUID MAINTENANCE REQUIREMENTS

Weight (Kg)
Requirements per 24 h

0-10 kg

100 mL/kg

10-20 kg
1000 mL for first 10 kg + 50 mL for each kg over

10 and under 20

More than 20 kg 1500 for first 20 kg + 20 mL for each kg over 20 kg

OR

4 cc/kg/hr for 1st 10 kg

2 cc/kg/hr for 2nd 10 kg + 40 cc

1 cc/kg/hr for every kg > 20 kg + 60 cc

FLUID REPLACEMENT FOR BURNS

4 mL/kg/% BSA 2nd & 3rd degree burns. Half in first 8 h and half in

next 16 h.  Add maintenance in children < 5 years old.

ADEQUATE URINE OUTPUT

Infant: 1-2 mL/kg/hr

Adolescent: 0.5-1 mL/kg/hour

BLOOD REPLACEMENT GUIDELINES

PRBCs: 5 mL/kg will raise Hct 5% or 3 mL/kg will raise Hgb 1 g/dL

Platelets: 1 U/5kg wt. increases count by 50,000 (Infants: 10 mL/kg)

Fresh Frozen Plasma (FFP): Dose 10-20 mg/kg

Factor VIII: 1 U/kg increases VIII approximately 2%

QUICK CONSULT CARD FOR PEDIATRIC EMERGENCIES

Reports
The Practical Journal of Pediatric Emergency Medicine

Emergency Medicine

PEDIATRIC
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EDITORIAL ADVISORY BOARD

CE objectives
After reading this issue of ED Management,

the continuing education participant should
be able to:
1. Discuss ways to improve pain management.
2. Explain how to avoid ethnic bias with pain

management.
3. List ways to reduce liability risks of chest pain

patients.
4. Describe effective ways to mentor nurses 
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