
Atrial fibrillation (AF) is the most common sustained dysrhyth-
mia in the United States, affecting an estimated 2.2 million adults.1

AF is also the most common dysrhythmia in emergency medicine.2

With rare exception, AF is non-lethal.3 However, it is a progressive
disease, with 30% of paroxysmal
AF eventually becoming
chronic.4 AF rarely occurs in the
first two decades of life, but it
has been reported in the fetus
and neonate, in whom it almost
always is associated with an
accessory atrioventricular (AV)
pathway.5 In adolescents, AF has
been reported in association
with hyperthyroidism, dilated
and hypertrophic cardiomyopa-
thy, and accessory pathway con-
duction.6,7 AF is common in the
elderly and in patients with
organic heart disease.8 Cardiogenic thromboembolism from AF
accounts for two-thirds of stroke in patients older than age 60.9

Duration of AF and frequency of its recurrence differentiate the
various forms of the dysrhythmia. Paroxysmal AF lasts fewer that
seven days and is separated by prolonged periods of normal sinus
rhythm (NSR). Paroxysmal AF recurs approximately 30% of the
time, and its prevalence often is underestimated because it may be
asymptomatic.10 Chronic AF, on the other hand, lasts longer than

seven days, usually without interceding NSR.11 The first episode of
persistent AF, or the first time that AF is discovered, is called
“recent-onset atrial fibrillation.” Chronic AF is approximately
twice as common as paroxysmal AF or recent-onset AF.10

The prevalence of AF varies
with age and patient population.
In general, AF affects 3-5% of
the population older than age
60 and is associated with organ-
ic heart disease in 70-80% of
those affected. “Idiopathic” or
“lone” AF occurs in 3-31% of
all cases and is named because
of the absence of any detectable
causes, including hyperthy-
roidism, sinus node dysfunction,
or ventricular preexcitation.4,5,12

According to the 1985 report
from Framingham, the relative

risk for developing stroke in persons with AF is 4.1%, and stroke
is the most important outcome affecting morbidity and mortality
associated with the dysrhythmia.5,8

When presented with a patient in AF, the emergency physician
(EP) quickly must evaluate, stabilize, and treat the patient
according to his or her underlying disease state to minimize mor-
bidity and mortality. Accordingly, the goals of therapy include: 1)
control of ventricular rate; 2) restoration of normal sinus
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rhythm; 3) maintenance of normal sinus rhythm; and 4) preven-
tion of thromboembolism.5,13 (See Table 1.) The following article
will provide the EP with an understanding of the classification of
AF, its pathophysiology, treatment strategy, medications used in
its treatment, and considerations for treating AF associated with
other medical conditions.

—The Editor

Classification
AF may not represent a single entity and may be understood

and studied better when assigned to a classification system. Con-
sistent nomenclature should be used when describing AF. Consis-
tency in the literature, however, is lacking. Bellet’s classification
divides AF into three types (See Table 2): paroxysmal, chronic,

and recent-onset. Paroxysmal AF is recurrent episodes of AF last-
ing more than two minutes but fewer than seven days.8 Chronic
AF lasts more than one month.14 Recent-onset AF is persistent AF
lasting seven or more days but less than one month.14 Some stud-
ies call the dysrhythmia “persistent” if it lasts seven or more days
but less than one month, while others, implying similar causation,
lump AF of different durations into the same study population.8

Differences in the type of AF have treatment implications, and
classification of the dysrhythmia based on the emergency patient
population may be more appropriate. A proposed classification
of AF based on emergency department (ED) population, duration
of the arrhythmia, and response to treatment has been suggested
as follows: 1) AF lasting fewer than 72 hours; 2) persistent AF
lasting 72 hours or more; and 3) permanent AF. A recent study
recognized that AF lasting fewer than 72 hours may convert
spontaneously to NSR or may be converted using pharmacologi-
cal or electrical means without grave consequences. Untreated
AF lasting more than 72 hours became persistent and was more
resistant to cardioversion.2 This implies that some forms of AF
that fail to terminate early may be differentiated from those that
do, which has implications for further patient testing and treatment.

Prevalence, Epidemiology, and Outcome
Prevalence. AF is more common than ventricular dysrhyth-

mias.13 The overall prevalence of AF in the general population is
between 0.4% and 0.9%.5 The relative prevalences are one-quar-
ter paroxysmal, one-half chronic, and one-quarter recent-onset.10

(See Table 2.)
Prevalence varies with age group and patient population. Atri-

al fibrillation affects 2.3% of persons older than age 40, 3-6%
older than age 60, and 8.8% older than age 80.13,15,16 (See Table
3.) Seventy percent of patients are between ages 65 and 85.16 The
median age for AF is 75.13 On average, men get AF at a younger
age than women do. The mean age for AF in men is 66.5 years,
compared with 71.4 in women.16 The male to female ratio for AF
decreases after age 50; after age 75, most of the patients with AF
(approximately 60%) are women.16

Conditions Associated with AF. Half of the patients with
paroxysmal AF have underlying heart disease.10 Among all patients
with AF, 70-80% have cardiovascular diseases,8 the most common
being hypertension, coronary artery disease (CAD), and myocardial
diseases.10 (See Table 4.) Risk factors for AF include rheumatic
heart disease, hypertension, diabetes (in women), left ventricular
hypertrophy, CAD (mainly in the elderly and patients with left ven-
tricular dysfunction),8 and mitral valve prolapse.13 As many as 40%
of patients with overt congestive heart failure (CHF) will develop
AF.4 Underlying heart disease is significantly more common in
women who have AF than in men with AF.10 Rheumatic valvular
disease is present in one-quarter of women with AF but in only 8%
of men with AF.10 Other conditions associated with AF include
hypertrophic cardiomyopathy, dilated cardiomyopathy, pericarditis,
left atrial myxoma, congenital heart disease (such as atrial septal
defect), mitral stenosis, AV valvular disease, acute myocardial
infarction, cardiac and non-cardiac surgery, diuretic use, advancing
age, higher levels of systolic blood pressure, increased height, ele-
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vated blood glucose, enlarged left atrial size, hyperthyroidism,
cholinergic drug use, and pulmonary conditions that cause hypox-
emia, such as chronic obstructive pulmonary disease (COPD).5,8 On
the other hand, high serum cholesterol, beta-blocker use, and high
forced expiratory volume in one second (FEV

1
) reduce the risk of

AF.17 There has been a shift away from valvular etiologies toward
nonrheumatic causes of AF in recent decades.10

Outcome. A spectrum of symptoms, from palpitations to dys-
pnea, that affect quality of life; hemodynamic consequences, such
as pulmonary edema and hypotension; side effects of drugs used
to control ventricular rate or maintain sinus rhythm; and throm-
boembolic complications make AF a potentially devastating con-
dition.13 AF increases mortality 100% compared with patients
without the dysrhythmia. The Framingham study showed that AF
increases mortality and that this association persists regardless of
age, history of hypertension, diabetes, smoking, left ventricular
hypertrophy on electrocardiogram (ECG), myocardial infarction,
CHF, valvular heart disease, or cerebrovascular disease.18 AF may
be independent of cardiovascular disease in as many as 31% of
patients and is called lone AF.4

Stroke Outcome for AF. Patients with rheumatic valvular
heart disease, prior thromboembolism, CHF, hypertrophic car-
diomyopathy, hypertension, diabetes, hyperthyroidism, and
women older than age 75 are at high risk for thromboembolism.19

Patients without hypertension, CAD, or CHF who also develop
AF are five times more likely to have a stroke than those without
AF.20 CAD alone increases a patient’s risk of stroke by two
times, and CHF increases it by four times.20 AF compounds the
risk of stroke in patients with CAD and CHF, doubling the
already increased risk of stroke in men and tripling it in
women.20 According to age, attributed risk of stroke from AF is
1.5% for patients in their 50s and rises to 30% for those in their
80s.15,20 For patients in their 80s in the Framingham study, AF
was the sole cardiac condition related to the incidence of stroke,
suggesting that the elderly with AF particularly are vulnerable to
stroke.20 More than one-third, approximately 38%, of patients
with AF due to non-rheumatic, non-valvular heart disease who
suffer a stroke will die from that event.21 For surviving patients
who are not anticoagulated, the risk of a recurrent cerebrovascu-
lar event is approximately 20% per year.21

From 1987 to 1989, United States medical centers participat-
ed in the Stroke Prevention in Atrial Fibrillation (SPAF) study,
which followed patients with AF for an average of 1.3 years.15

CHF (within three months of AF onset), a history of hyperten-
sion, and prior thromboembolism each, independently, was asso-
ciated with a greater than 7% per year risk for subsequent throm-
boembolism.22 For patients without these risk factors, the risk
was only 2.5% per year (1.4% per year in non-diabetics).22 AF
patients with two or three risk factors had a 17.6% per year risk
of thromboembolism. AF, especially in the setting of other coex-
istent diseases, must be managed to prevent stroke and death.22

Etiology and Pathophysiology
Electrophysiologic Mechanisms of AF. There appear to be at

least two distinct causes of AF. First, Moe proposed the “multiple

wavelet hypothesis” that describes multiple, small, reentrant,
electrical circuits in AF that constantly arise in the atria, collide,
extinguish, and arise again. Approximately six electrical wavelets
per second and a critical mass of atrial tissue are required to sus-
tain AF.12,23 The average number of wavelets, however, is fewer
when the fibrillatory wavelength (the product of conduction
velocity and refractory period) is longer, as occurs in coarse AF;
there are more wavelets when shorter wavelengths are present, as
in fine AF.23 Anything that lengthens the wavelet wavelength
tends to prevent or terminate AF, whereas anything that shortens
the wavelet wavelength tends to induce or sustain it. Antiarrhyth-
mic drugs can lengthen the wavelet wavelength, thus terminating
AF.23 Increased parasympathetic tone,24 rapid atrial pacing, or
intra-atrial conduction abnormalities can shorten the wavelength
and perpetuate AF.23

Second, a rapidly firing automatic focus or foci located at
sites near the sinus node, the coronary sinus in the right atrium,
or the pulmonary veins in the left atrium can initiate AF.12,25 AF
caused by such foci may be amenable to radiofrequency catheter
ablation, and patients may be identified for this curative proce-
dure.25 Patients who are likely to have a focal source are relative-
ly young, of either sex, without structural heart disease, and have
frequent episodes of paroxysmal AF, monomorphic premature
atrial systoles, or both.25 Both the right and left atria can be
sources of atrial premature complexes that promulgate sponta-
neous AF.26 It also is possible that separate mechanisms in the
same patient cause AF.5

Atrial fibrillation may be present in patients who have other
forms of supraventricular tachycardias, especially atrioventricu-
lar nodal reentry tachycardia (AVNRT) and atrioventricular reen-
try tachycardia (AVRT).25 Elimination of the AVNRT or AVRT
by radiofrequency catheter ablation also eliminates the AF in
most of these patients.25 It is, therefore, a logical conclusion that
the supraventricular tachycardia in some way initiates the AF and
is an example of a tachycardia-induced tachycardia.25

Atrial Remodeling. AF causes progressive electrophysiologi-
cal and structural changes of the atria that incite and promote AF.4

AF associated with structural heart disease commonly leads to atri-
al dilatation and patchy fibrosis ranging from scattered areas of
scarring to diffuse involvement that may include destruction of the
sinoatrial node.5 Atrial scarring and fibrosis may, indeed, predis-
pose the patient to the very dysrhythmia that caused the structural
changes by increasing atrial susceptibility to autonomic stimuli or
local myocarditis.12 AF results in electrical changes, including
inhomogeneity, greater dispersion, and shortening of atrial refrac-
tory periods, that may lead to persistence or recurrence of the dys-
rhythmia.4,26 In addition, chronic effects of AF are characterized by
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Table 1. Goals of Therapy in Atrial Fibrillation

1. Ventricular rate control
2. Restoration of normal sinus rhythm
3. Maintenance of normal sinus rhythm
4. Prevention of thromboembolism



decreased atrial contractility, shortened action potential duration,
and attenuated action potential rate adaptation.11 These effects have
been demonstrated by intermittent rapid atrial pacing in goats.4

This pacing technique causes shortening of atrial refractoriness
with loss of rate adaptation and leads to an increase in the rate,
inducibility, and sustainability of AF.4 After 1-3 weeks of artificial-
ly maintained paroxysms of AF, the duration of the paroxysms
becomes progressively longer, and the dysrhythmia becomes sus-
tained.4 It is said, “Atrial fibrillation begets atrial fibrillation.”25

Electrophysiological Changes in the AV Node. Electrophys-
iology of the AV node is complex. Many antiarrhythmic medica-
tions work at the AV node to slow conduction, terminate reen-
trant rhythms, and control ventricular rate response to the fibril-
lating atria. The refractory period of the AV node is prolonged
relative to that of the surrounding myocardium.5 As an electrical
impulse travels through the AV node, it encounters decremental
conduction (a progressive decrease in the ability of the AV nodal
cells to induce new action potentials along its course), and the
impulse may encounter a conduction block.5 A blocked impulse
may impair AV conduction of subsequent atrial impulses. Con-
duction through the AV node can be modulated by autonomic
influences or medications. An increase in sympathetic stimula-
tion (as during exercise) or withdrawal of vagal inhibition facili-
tates conduction through the AV node.5 Accessory AV pathways,
such as those found in Wolff-Parkinson-White syndrome
(WPW), do not share these electrophysiological properties with
the normal AV node and, hence, do not respond to antiarrhythmic
drugs the same way that the AV node does.5

The Possible Role of Calcium. Calcium in the electrolyte
milieu at the cardiac myosite membrane may be an important
factor in initiating and sustaining AF. Experimental animal mod-
els show a reduction (which may represent a down-regulation) in
the L-type Ca2+ current (ICa) density in fibrillating myocytes.11

ICa density also is found to be reduced significantly in myocytes
of patients with chronic AF.11 The reduction in myocyte ICa den-
sity in patients with chronic AF may be an adaptive response to
arrhythmia-induced calcium overload.11 Calcium’s role in initiat-
ing or perpetuating AF is not fully understood nor is it under-
stood how measurable serum calcium relates to this concept.

Natriuretic Peptides in AF. The association of AF with acti-

vation of N-terminal atrial natriuretic peptide (N-ANP) and brain
natriuretic peptide (BNP) is uncertain but may be important for
the future diagnostic uses for natriuretic peptides. Compared
with patients in sinus rhythm, patients with AF show higher N-
ANP levels but similar BNP levels.27 Multivariate analysis shows
that a higher N-ANP level is associated with higher likelihood of
AF, symptom class, and endothelin-1 level independent of left
atrial volume and left ventricular ejection fraction. BNP level
shows no such association.27

Hemodynamic Effects of AF. Loss of AV synchrony and
irregular RR intervals cause hemodynamic changes during AF.
This effect is more pronounced in patients with diastolic dys-
function than in those with impaired systolic function. Myocar-
dial contractility changes from beat to beat in AF because of the
influence of the force-interval relationships between end-systolic
volume and the preceding RR interval.28 The irregular ventricular
response to the fibrillating atria may cause a marked decrease in
cardiac output, especially in those patients with impaired dias-
tolic ventricular filling, mitral stenosis, restrictive or hypertrophic
cardiomyopathy, or pericardial diseases.5 For example, in dog
hearts that are paced irregularly, cardiac output declines 15%
compared with dog hearts that are paced regularly at the same
average pacing rate.5 Patients with rapid ventricular rates (usually
greater than 130 beats per minute) sustained for several months
are at risk for developing a tachycardia-induced cardiomyopathy,
which often is reversible once sinus rhythm is restored.5 Persis-
tent tachycardia may lead to ventricular dysfunction.12

Left Atrial Appendage Flow and Hemostatic Markers. One
study found that left atrial appendage flow is significantly slower in
patients with AF than in those with sinus rhythm (mean velocity 33
± 22 cm/second vs 61 ± 35 cm/second) and that a peak left atrial
appendage antegrade flow velocity less than 20 cm/second is asso-
ciated with the dense spontaneous echocardiographic contrast
(SEC).29 Slow left atrial appendage flow and the presence of left
atrial SEC or thrombus found by transesophageal echocardiogra-
phy (TEE) suggest an elevated thrombogenic state in the patient
who has nonvalvular AF.30 The maximum left atrial diameter is
significantly greater and the left atrial expansion fraction signifi-
cantly smaller in patients with slow left atrial appendage flow.30

Plasma levels of hemostatic markers in peripheral blood (throm-
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Table 2. Classification and Characteristics of Atrial Fibrillation

TYPE DURATION FEATURES RELATIVE PREVALENCE SYMPTOMS

Paroxysmal AF Longer than 2 min Intervening NSR, 1/4 Younger patients:
and shorter than 7 days 30% recurs, 30% Palpitations likely,

becomes chronic often asymptomatic
and circadian.

Chronic AF Longer than 1 month 1/2 Older patients: Less   
symptomatic, dyspnea
most common,
10% have prior 
thromboembolism.

Recent-onset AF 7 days or longer, but First discovery of AF 1/4 Dyspnea is most 
(Persistent) shorter than 1 month common symptom.



bin-antithrombin III complex, fibrinopeptide A, D-dimer, beta-
thromboglobulin, and platelet factor 4) are elevated significantly

in patients with slow left atrial appendage flow.30 These patients
are at risk for increased intravascular coagulation-fibrinolysis
activity and platelet activation, and these abnormalities may be

related closely to the thrombogenic state in patients with AF. 30

Hemodynamic Changes after Cardioversion. After car-
dioversion of chronic AF, cardiac output declines in more than

one-third of patients.31 The cardiac depressant effects of anesthet-
ics (used during cardioversion) or heart disease itself may con-
tribute to reduced cardiac function.31 In the majority of patients,

however, cardioversion of chronic AF gradually increases cardiac
output by approximately one-half during the month following
restoration of sinus rhythm as left atrial mechanical strength

increases and as the atrial myopathy subsides.31

Clinical Presentation
Presenting Symptoms in General. AF may occur: 1) as a

primary dysrhythmia in the absence of structural heart disease; 2)
as a secondary dysrhythmia in the absence of structural heart dis-

ease but in the presence of a systemic abnormality that predis-
poses the individual to the dysrhythmia; or 3) as a secondary
dysrhythmia associated with cardiac disease affecting the atria.5

Thus, when faced with recent-onset AF, it is important to search
for an underlying cause, such as ischemic heart disease, hyper-
thyroidism, or electrolyte abnormalities.

Symptoms are present in almost 90% of patients with AF and
are significantly more frequent in females than in males.10 Patients
with paroxysmal AF are younger and more likely to experience

palpitations than patients with chronic AF, who are older and usu-
ally less symptomatic.10 Some patients have minimal symptoms
or none at all, whereas others may have severe symptoms, partic-

ularly at arrhythmia onset.12 Factors affecting symptoms include
ventricular rate, overall cardiac function, underlying medical con-
ditions, and patient perception.5 Asymptomatic patients usually

present with a relatively controlled ventricular rate less than 100

beats per minute, whereas patients who are tachycardic may pres-
ent with chest discomfort, cardiac ischemia, or overt pulmonary

edema.5 Symptoms range from occasional palpitations to severe
dyspnea, but fatigue, dizziness, near syncope, and dyspnea are
common.5,12 Dyspnea, in fact, is the most common presenting

symptom in chronic AF and recent-onset AF.12,32

In paroxysmal AF, asymptomatic episodes occur more fre-
quently than do symptomatic ones, and palpitations are the most

common complaint.10,12 Paroxysmal AF does not occur randomly.33

Instead, it exhibits a circadian rhythm with a double peak, one
occurring in the morning and the other in the evening.33 Moreover,

there are substantially fewer episodes of paroxysmal AF on Satur-
days; they are more frequent during the last months of the year.33

Prior thromboembolism may have occurred in 10% of patients

with chronic AF. 10 Therefore, one must be sensitive to any subtle
neurological changes found on examination or reported by the
patient or historian. Neurological symptoms and the patient’s

underlying illnesses may help the EP decide whether a new stroke
is due to AF.  The sudden onset of neurological symptoms and a
history of valvular heart disease predict a cardioembolic stroke.

(See Table 5.) A subacute onset of symptoms and a history of
COPD, hypertension, hypercholesterolemia, transient ischemic
attack, ischemic heart disease, or diabetes predict an atherothrom-

botic stroke.34 In addition, chronic AF may impair cognitive func-
tion of elderly patients as compared with that of age-matched con-
trols in sinus rhythm.12 It is unclear whether this impairment is due

to recurrent cerebral embolism, cerebral hypoperfusion, or both.12

Diagnostic Studies 
ECG. AF causes irregular multiform f waves (the irregular

undulation of the baseline that is depicted in Figure 1) and an
irregularly irregular ventricular response on ECG or cardiac

rhythm strip.35 (See Table 6.) The mean resting ventricular rate in
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Table 3. Prevalence of Atrial Fibrillation 
in the General Population

AGE GROUP (YEARS) PERCENTAGE OF COMMENTS
POPULATION WITH AF

40+ 2.3%
60+ 3-6%

(66.5) Mean age for AF 
in men

(71.4) Mean age for AF 
in women

(75) Median age for 
all AF

Over 75 60% with AF are 
women

80+ 8.8%

Key: AF = atrial fibrillation

Table 4. Risk Factors for Atrial Fibrillation

CARDIOVASCULAR RISK 
FACTORS

• Hypertension
• Coronary artery disease
• Left ventricular dysfunction
• Left ventricular hypertrophy
• Hypertrophic cardiomyopathy
• Dilated cardiomyopathy
• Valvular heart disease
• Congestive heart failure
• Pericarditis
• Atrial septal defect
• Left atrial myxoma
• Sinoatrial node dysfunction
• Ventricular preexcitation
• Myocardial infarction
• Elevated systolic blood 

pressure
• Enlarged left atrial size
• Cardiac surgery

NONCARDIAC RISK FACTORS

• Advanced age
• Diabetes and elevated blood 

glucose
• Chronic obstructive 

pulmonary disease
• Hyperthyroidism
• Noncardiac surgery
• Diuretic use
• Hypokalemia-hypomagne-

semia
• Elevated height
• Cholinergic drug use
• Pulmonary conditions leading 

to hypoxemia



a patient with new-onset AF is usually between 110 and 130
beats per minute,12 but rates as high as 200 beats per minute may
develop in the absence of rate-controlling medications.35 The
ventricular rate may be less than 100 beats per minute in patients
who already are on antiarrhythmic medications. The EP should
consider the possibility of digitalis toxicity when AF is accompa-
nied by a regular ventricular rate.35 An ECG showing AF is cor-
rectly identified by 31-91% of physicians, which suggests a large
margin for improving ECG interpretation.36

Some medications used to slow AV conduction may enhance
conduction down an accessory AV pathway, speeding ventricular
response. A slow QRS upstroke may indicate the delta wave of
ventricular preexcitation.35 Wide QRS beats during AF are more
likely to be due to aberration than to a coincidental ventricular
premature beat or to ventricular tachycardia (if wide QRS beats
occur in series).35

Echocardiography. Transthoracic echocardiography (TTE) has
little value in treating the ED patient with AF.37 TTE, however, may
be useful to the cardiologist looking for high-risk features for AF,
such as rheumatic valvular disease, hypertrophic cardiomyopathy,
and left ventricular dysfunction.19,38 Left atrial size, left ventricular
wall thickness, and left ventricular function are independent risk fac-
tors for developing AF.19 Left atrial size may have predictive value in
determining the success of cardioversion and maintaining sinus
rhythm, as well.19 According to SPAF, left ventricular dysfunction by
echocardiogram and enlarged left atrial size are the strongest inde-
pendent predictors of subsequent thromboembolism.39

Echocardiography also is useful to the cardiologist for assess-
ing cardiac structure and function and the presence of thrombus or
dense SEC “smoke” in the left atrium or left atrial appendage.37 In
a multicenter trial, one study randomized 1222 patients with AF
for more than two days to either treatment guided by TEE or con-
ventional treatment, with three weeks of anticoagulation before
cardioversion followed by four weeks of warfarin therapy after
cardioversion.40 There was no significant difference between the
two groups in the rate of embolic events, but hemorrhagic events
were significantly fewer in the TEE group, which also had a
shorter time to cardioversion and a greater rate of successful
restoration of sinus rhythm.40 TEE, if readily available to the EP,
shows promise in treating emergency patients with AF. 

TEE is not readily available to the EP for assessing the hemo-
dynamically unstable patient and mostly is used under controlled
conditions in the electrophysiology lab by an echocardiographer
who may use it to risk-stratify patients with AF or to identify
patients who need prolonged anticoagulation.37 Therefore, its use
in AF is appreciated most easily in elective cardioversion of the
hemodynamically stable patient. For patients with chronic AF, it
is recommended that cardioversion be attempted in patients who
have AF for less than one year and who have been anticoagulated
for at least four weeks.41 Alternatively, TEE may be used to screen
the left atrium for thrombus in lieu of prior anticoagulation with
heparin or warfarin.41 Low molecular weight heparin may be used
as a “bridge” to full anticoagulation with warfarin in stable
patients undergoing elective TEE-guided cardioversion, and low
molecular weight heparin may be self-administered on an outpa-
tient basis.42 For patients with a thrombus seen with the initial
TEE, follow-up TEE to document thrombus resolution after 3-4
weeks of anticoagulation is recommended before cardioversion.43

Likewise, TEE also may prove useful in identifying patients with
a low clinical risk profile who may be treated with aspirin alone.37
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Figure 1. Atrial Fibrillation on Rhythm Strip
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Physician CME Questions

41. What is the most common dysrhythmia in emergency medicine?

A. Brady-tachy syndrome

B. Torsade de pointes

C. Atrial fibrillation

D. Wolf-Parkinson-White syndrome

42. What percentage of paroxysmal atrial fibrillation eventually becomes

chronic atrial fibrillation?

A. 20%

B. 30%

C. 40%

D. 50%

43. AF will not be present in patients who have other forms of supraven-

tricular tachycardia, such as AVNRT and AVRT.

A. True

B. False

44. Which of the following statements is true?

A. Paroxysmal atrial fibrillation is more common than either chron-

ic atrial fibrillation or recent-onset atrial fibrillation.

B. On average, men get atrial fibrillation at a younger age than do

women.

C. As we age, the relative proportion of people with atrial fibrilla-

tion favors men.

D. Prevalence of AF does not vary by age group.

45. Which of the following conditions is associated with AF?

A. Enlarged left atrial size

B. Tall height

C. COPD

D. Hyperthyroidism

E. All of the above

46. Which of the following statements is true?

A. Atrial fibrillation doubles mortality compared with those with-

out atrial fibrillation.

B. The risk of stroke from atrial fibrillation decreases with age.

C. Approximately half of patients with atrial fibrillation due to non-

rheumatic, nonvalvular heart disease who suffer a stroke will die

from that event.

D. In the Framingham study, AF was not related to the incidence of

stroke among patients in their 80s.

47. Atrial fibrillation can be sustained by all of the following except:

A. increased parasympathetic tone.

B. rapid atrial pacing.

C. intra-atrial conduction abnormalities.

D. AV nodal ablation.

48. Structural, electrical, or neurological changes that may contribute to

atrial fibrillation include:

A. lengthening of the atrial refractory period.

B. atrial scarring and fibrosis.

C. improved action potential rate adaptation.

D. increased vagal stimulation to the AV node.

49. What importance does the left atrial appendage have with regard to

the development of thromboembolism in atrial fibrillation?

A. The left atrial expansion fraction is significantly greater in

patients with atrial fibrillation.

B. There is no such relation.

C. Plasma levels of hemostatic markers in serum are significantly

lower in patients with slow left atrial appendage flow.

D. Left atrial appendage antegrade flow less then 20 cm/second and

the presence of dense spontaneous echocardiographic contrast

suggests a high likelihood of thrombus formation in patients

who have nonvalvular atrial fibrillation.

50. With regard to the patient presenting with atrial fibrillation:

A. It is not necessary to search for underlying causes such as

ischemic heart disease, hyperthyroidism, or electrolyte abnor-

malities since the dysrhythmia is usually self-limited.

B. Younger female patients with paroxysmal atrial fibrillation will

most likely present with symptoms then will older patients who

have chronic atrial fibrillation.

C. Symptoms may include palpitations, severe dyspnea, chest pain,

syncope, or cardiovascular collapse.

D. Both B and C are correct.
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In Future Issues: Atrial Fibrillation, 
Part II

Emergency Medicine Reports 
CME Objectives

To help physicians:
• quickly recognize or increase index of suspicion for 

specific conditions; 
• understand the epidemiology, etiology, pathophysiology,

and clinical features of the entity discussed; 
• be educated about how to correctly perform necessary

diagnostic tests; 
• take a meaningful patient history that will reveal the most 

important details about the particular medical problem 
discussed;

• apply state-of-the-art therapeutic techniques (including the 
implications of pharmaceutical therapy discussed) to 
patients with the particular medical problems discussed; 

• understand the differential diagnosis of the entity 
discussed; 

• understand both likely and rare complications that may 
occur;

• and provide patients with any necessary discharge instructions.



Atrial Fibrillation,
Part I

RAPID ACCESS MANAGEMENT GUIDELINESExclusive to our subscribers

Classification and Characteristics of Atrial Fibrillation

TYPE DURATION FEATURES RELATIVE PREVALENCE SYMPTOMS

Paroxysmal AF Longer than 2 min Intervening NSR, 1/4 Younger patients:
and shorter than 7 days 30% recurs, 30% palpitations likely,

becomes chronic often asymptomatic
and circadian.

Chronic AF Longer than 1 month 1/2 Older patients: less   
symptomatic, dyspnea
most common,
10% have prior 
thromboembolism.

Recent-onset AF 7 days or longer, but First discovery of AF 1/4 Dyspnea is most 
(Persistent) shorter than 1 month common symptom.

Prevalence of Atrial Fibrillation 
in the General Population

AGE GROUP (YEARS) PERCENTAGE OF COMMENTS
POPULATION WITH AF

40+ 2.3%
60+ 3-6%

(66.5) Mean age for AF 
in men

(71.4) Mean age for AF 
in women

(75) Median age for 
all AF

Over 75 60% with AF are 
women

80+ 8.8%

Key: AF = atrial fibrillation

ECG Findings in Atrial Fibrillation

Rate 110-130 bpm Typical of new-onset AF
< 100 bpm Consider medication 

effect
f wave Undulating baseline
RR interval Irregularly irregular
QRS Typically narrow

Wide QRS may be associated with BBB, MI, 
aberrant conduction, ventricular tachycardia 
(if in series), ventricular preexcitation

Key: bpm = beats per minute; AF = atrial fibrillation;
BBB = bundle branch block; MI = myocardial infarction

Goals of Therapy in Atrial Fibrillation

1. Ventricular rate control
2. Restoration of normal sinus rhythm
3. Maintenance of normal sinus rhythm
4. Prevention of thromboembolism
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Risk Factors for Atrial Fibrillation

CCAARRDDIIOOVVAASSCCUULLAARR  RRIISSKK  
FFAACCTTOORRSS

• Hypertension
• Coronary artery disease
• Left ventricular dysfunction
• Left ventricular hypertrophy
• Hypertrophic cardiomyopathy
• Dilated cardiomyopathy
• Valvular heart disease
• Congestive heart failure
• Pericarditis
• Atrial septal defect
• Left atrial myxoma
• Sinoatrial node dysfunction
• Ventricular preexcitation
• Myocardial infarction
• Elevated systolic blood 

pressure
• Enlarged left atrial size
• Cardiac surgery

NNOONNCCAARRDDIIAACC  RRIISSKK  FFAACCTTOORRSS

• Advanced age
• Diabetes and elevated blood 

glucose
• Chronic obstructive 

pulmonary disease
• Hyperthyroidism
• Noncardiac surgery
• Diuretic use
• Hypokalemia-hypomagne-

semia
• Elevated height
• Cholinergic drug use
• Pulmonary conditions leading 

to hypoxemia

Stroke Source

• History suggestive of cardioembolic stroke (more likely from 
AF)

• History suggestive of atherothrombotic stroke (less likely from 
AF)

• Sudden onset of neurological symptoms
• History of valvular heart disease
• Subacute onset of neurological symptoms
• History of COPD, hypertension, hypercholesterolemia, TIA, 

ischemic heart disease, diabetes

Key: AF = atrial fibrillation; COPD = chronic obstructive 
pulmonary disease; TIA = transient ischemic attack

Atrial Fibrillation on Rhythm Strip



The Convention on the Rights of the Child (“the Conven-
tion”), adopted by the General Assembly of the United
Nations in 1989, places a clear obligation on health authori-
ties and practitioners to evolve policy and practice in accor-
dance with the human rights of children.1,2 Making a commit-
ment to respect the rights of children has profound implica-
tions for the status of children in our society. Nowhere is this
more evident than in the field of health care, where the deci-
sions and actions of profes-
sionals impact on children’s
lives in profound, intimate,
and powerful ways. Children’s
rights generate obligations
and responsibilities that must
be honored.

Examination of two impor-
tant principles in the Conven-
tion highlights the implica-
tions of taking a rights-based
approach to children. Article 12 of the Convention states that
all children capable of expressing a view have the right to do
so freely in all matters of concern to them, and that their
views shall be given due weight in accordance with their age
and maturity. Respecting children’s rights to be heard does
not mean that their views must always prevail. However, it
does mean that those views should inform decision-making
processes on matters that concern them. This has significant
implications for practice. It involves giving children the nec-
essary information with which to participate fully in decision
making. It must be emphasized that such information must be
given clearly, sensitively, and at an appropriate pace for the
individual child. Promoting children’s active participation is
important as a matter of principle—children, like adults, have
a right to services that take account of their concerns, experi-
ences, and views. But their participation is also valuable as a
means of improving quality, raising standards, and ensuring
the development of relevant and appropriate services.

An equally central principle is Article 3 of the Convention,
which states that in all actions affecting the child, the best
interests of the child must be a primary consideration. Giving
primary consideration to the best interests of the child does
have significant implications. It applies to decisions that
affect the individual children—the nature of treatment, the
decision to treat, and how that treatment is applied—but also
requires giving consideration to children’s best interests with-

in the services as a whole. 
If children’s interests are

to be a primary consideration
in the broad provision of
health services, then explicit
consideration must be given
to children in the allocation
of budgets, the organization
of services, and their inclu-
sion in research programs.
Children do not have access

to the powerful lobbies that influence public policy. They
cannot vote, and they rarely can advocate on their own
behalf. It is too easy, therefore, for children’s rights, needs,
and interests to be swamped by more vociferous and influen-
tial voices. Without the vote and access to the arenas where
decisions are made, children’s rights have and will consis-
tently be disregarded, unless adults are prepared to advocate
on their behalf and create avenues through which children
can be heard in their own right. Investment in children now is
probably the most effective strategy for ensuring a stable,
humane, democratic, and economically sound society of the
future. The challenge rests with those who are committed to
respecting children’s rights and have the information and
power to make a difference.

Informed Consent
Informed consent has become a widely accepted ethical

and legal doctrine during the past half-century.3 Requiring
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physicians to seek the voluntary and informed consent of the
patient (or from the patient’s surrogate or guardian) before
testing and treatment has become the ethical cornerstone of
contemporary medical practice.3,4

The ethical and legal justification for requiring informed
consent is respect for the autonomy and self-determination of
patients. As free, autonomous human beings, patients have an
ethical and legal right to consent to tests and therapies they
wish to undergo and to refuse tests and therapies they do not
want.3

A patient’s consent becomes valid when three conditions
are fulfilled: 1) adequate information has been provided to the
patient by the physician to permit a rational treatment consent
or refusal; 2) the patient possesses the capacity to make med-
ical decisions; and 3) the treatment consent or refusal is made
freely without coercion by persons or agencies. 

Adequate information is that information which a reason-
able person would require to make a treatment decision. Rea-
sonable people need to know their choices; the general risks,
benefits, and probable outcomes of their choices; and reasons
for the physician’s recommendation of the favored choice.
Side effects of treatment should be discussed to the extent that
they are common or serious.

The ability to participate in care decisions is called deci-

sion-making capacity.4 This is distinct from the legal concept
of competency, which only a judge has the authority to deter-
mine.4 Decision-making capacity can and should be assessed
by clinicians. In clinical settings, the capacity to consent to
treatment frequently is referred to as “competence.” In this
nonlegal usage, competent means simply that the patient has
the capacity to understand the context of the decision, the
choices available, and the likely outcomes of the choices, and
can process this information rationally to reach a decision
about consent. Patients who are incompetent require a surro-
gate decision maker. 

Lack of coercion means the absence of threats or other
reasonable and irresistible external pressure to reach a partic-
ular decision. It is not coercive for a physician to make a
strong treatment recommendation as long as the reasons for
that recommendation are stated fairly and the facts are not
exaggerated.3

The way in which physicians convey information to
patients influences how the patients will respond. The effect
of how the patient is presented information is called the fram-
ing effect.3,5 There are numerous studies showing the impor-
tance of framing on patients’ decisions. It is essential that
physicians frame the information they convey to patients in
the most honest and unbiased way. Afterward, they can pro-
vide their opinion about the treatment recommendation, but
fact and opinion should be kept separate so a patient can
agree with the physician about the facts but disagree about the
opinion. As with many guidelines, one can fulfill the “letter of
the law” without fulfilling the ethical spirit of obtaining
informed consent. The best way to fulfill both senses is to be
vigilant in pursuing the spirit of informed consent. Establish-
ing the patient-physician relationship, providing disclosure of
risks, and making the patient a full partner in decision making
will improve the quality of the informed consent process and
decrease the likelihood of litigation.4

A patient’s signature on a written consent form is not the
consent; it is merely the legal formalization of a preceding
consent process of communication. Informed consent is a
process, not an event.3 It is an ongoing dialogue between
physician and patient in which the physician explains and the
patient asks questions and receives answers. Comprehension
of medical data by patients is an ongoing process that requires
continuous explanation. Ideally, the physician and the patient
form a dyad that practices “shared decision-making.” The
physician brings facts about diagnosis, prognosis, treatment
options and outcomes, and a treatment recommendation. The
patient brings a unique set of personal values and preferences
with which to interpret the medical data and recommendation,
and then consents or refuses.

The patient who lacks decision-making capacity does not
lose the right to consent or refuse therapy. Rather, the right is
transferred to a surrogate decision maker to consent or refuse on
behalf of the patient. Thus, the physician must initiate the same
dialogue of consent with the surrogate of an incompetent patient
as with the competent patient, and obtain consent for treatment
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from the surrogate on behalf of the incompetent patient.
In adult medicine, the surrogate may have been appointed

formally or informally. Formal, legal surrogacy appointments
include those performed under advance directives, such as the
durable power of attorney for health care or health care agent
statutes present in most states.3 Citizens of these states have
the right to formally appoint a legal surrogate whose authority
becomes activated by the incapacity of the patient. Many
states also have enacted health care proxy laws that automati-
cally name a legally authorized surrogate from a statutory pri-
ority list of close relatives, in the absence of a prior directive.6

Chronically incapacitated persons also may have been granted
guardians by state agencies, who have legal authority to make
medical decisions on behalf of the patient. 

Informal surrogate decision-making is practiced widely in
circumstances in which there has not been a previous formal
legal appointment. In these situations, the nuclear family is
permitted to consent or refuse on behalf of the patient.
Although this process lacks strict legal authority, it is con-
ducted successfully in practice so long as the family is united
in opinion and the physician believes they are representing the
patient’s best interest. If there is a disagreement among family
members or evidence of nonaltruistic decision-making, the
physician should consider asking a court to appoint a legally
authorized surrogate.

The process of medical surrogate decision-making follows
established standards. The standards were enumerated first as
legal doctrines, but clearly they were based implicitly on ethi-
cal grounds. The highest standard is the standard of expressed
wishes. Surrogates should strive to follow any specific previ-
ously expressed wishes that pertain to a particular clinical sit-
uation because doing so maximally respects the self-determi-
nation of the patient whom they represent. However, experi-
enced clinicians are aware that this standard rarely can be
applied in practice because most patients could not have
anticipated the exact clinical circumstances in which they
would later find themselves.

When the standard of expressed wishes cannot be fol-
lowed, surrogates should follow the standard of substituted
judgment. By this standard, the surrogate should attempt to
reproduce the decision that the patient would have made in
this situation by applying the patient’s value system to the
specific clinical circumstance. The surrogate should be told
that the decision to consent or refuse is not solely his or hers;
the surrogate’s task is simply to make the decision that the
patient would have made. Successfully deciding by a stan-
dard of substituted judgment satisfies respecting patient self-
determination.3

Successfully executing substituted judgment requires
knowledge of the patient’s value system and the courage to
uphold it. But many surrogates appointed by courts or state
agencies cannot know the wishes of the patients whom they
represent and thus are forced to decide on the basis of their
perception of the best interests of the patient. The best interest
standard ethically is weaker than the above two standards

because it does not follow the patient’s expressed or presumed
wishes. Rather, it requires the surrogate to perform a value
judgment on the surrogate’s perceived benefits of treatment
compared with the perceived burdens to the patient. The ethi-
cal weakness stems from a third party making such a value
judgment.3

Informed Consent in Pediatrics
In pediatric practice, society grants parents the authority to

serve as surrogates to make medical decisions on behalf of
their children. This role is part of the broader authority socie-
ty grants parents to raise children in the way they believe is
best for their children and that best represents their interests.7

The details of parental surrogate authority show how the anal-
ogy of a child to an incompetent patient is an incorrect basis
for this appointment.

A uniform standard for consent in pediatric practice is
impossible because the age range of the patients varies from
obviously incompetent infants to obvious competent late ado-
lescents, encompassing all variations in between. Infants and
preschool children comprise the class of “never-competent”
patients. Not only are they incapable of making decisions, but
their wishes cannot be known by their parents to permit a sub-
stituted judgment determination. Therefore, the best interest
standard must be applied routinely to this group. Parents
decide what is in the best interest of their children by con-
ducting an analysis of benefits vs. burdens. They consider if
the pain, suffering, and other evils imposed on the child by
the treatment are justified by the expected benefits to the
child. Their decision is made in conjunction with the child’s
physician, who provides information, recommendations, and
guidance.

The school-aged child begins the development of cognitive
capacities necessary to understand health issues, medical care,
and the implication of decisions made now about future
events. These capacities include abstract reasoning, inductive
and deductive logical processes, and cognitive complexity. In
their study of cognitive development in children, one group
concluded that independent consent by minors younger than
age 11 was not feasible, that consent by minors older than age
15 was feasible, and that ages 11-15 years represented an
intermediate zone.8 Similar findings were reported by other
authors.9,10 Thus, by age 14 or 15 years, most patients have
achieved the requisite cognitive capacity to make independ-
ent, rational medical decisions.

Faced with a consent issue in an adolescent, the essential
question is the clinical assessment of capacity to make health
care decisions. Clearly age alone is an inadequate criterion
because of the great variation in cognitive development at any
given age. One group provided guidelines for assessing deci-
sion-making capacity in adolescents.11 They suggested that
physicians should individualize each determination and con-
sider four interrelated factors: reasoning, understanding, vol-
untariness, and the nature of the decision to be made. They
suggested a graduated program of involvement of children
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and adolescents in decision-making about their medical care
as a consequence of the capacities they demonstrate in each of
these four categories.

Assent and Dissent
The most sweeping policy of organized pediatrics regulat-

ing consent in minors was the 1995 report of the American
Academy of Pediatrics (AAP) Committee on Bioethics enti-
tled “Informed consent, parental permission, and assent in
pediatric practice.”12 This report explained the new concepts
of “assent” and “dissent” of minors and clarified their distinc-
tion with consent and refusal in adults. The AAP stated that,
to the greatest extent feasible, decision-making involving
older children and adolescents should include the assent of
the patient in addition to participation by the parents and
physician. A minor’s assent for testing or treatment should
include at least the following elements:

1. Helping the patient achieve a developmentally appropri-
ate awareness of the nature of his or her condition;

2. Telling the patient what he or she can expect with tests
and treatment(s);

3. Making a clinical assessment of the patient’s under-
standing of the situation and the factors influencing how he or
she is responding (including whether there is appropriate
pressure to accept testing or therapy); and

4. Soliciting an expression of the patient’s willingness to
accept the proposed care. 

Regarding the final point, no one should solicit a patient’s
views without intending to weigh them seriously. In situations
in which the patient will have to receive medical care despite
his or her objection, the patient should be told that fact and
should not be deceived.

The document clarified that assent of the “developmentally
appropriate” child or adolescent was a necessary but insuffi-
cient condition for valid consent; the permission of the par-
ents also was legally and ethically necessary. They were clear
to use the term “parental permission” and not “parental con-
sent” to underscore that parental permission alone was insuffi-
cient for valid consent. The document also defined the term
“dissent” as the refusal of assent by the older child or adoles-
cent. They stated that, despite permission of the family, when
faced with a dissent from the older child or adolescent, med-
ical personnel should withhold the treatment in question until
interventions convince the patient to assent. Coercion should
be reserved only as a last resort because it diminishes the
moral status of children.12

Consent for Emergency Treatment
The principal exception to informed consent requirements

surrounds treatment in medical emergencies when, because of
time and availability, it may not be feasible for physicians to
obtain consent. In these cases, if physicians plan to provide
the generally accepted therapy for the emergency condition in
question, the emergency treatment doctrine permits physi-
cians to provide treatment on the basis of presumed consent.13

In a review of 30 years of emergency medical treatment, the
absence of consent did not constitute the basis for any legal
judgment against a physician.14

The law always implies consent for treatment of a child in
the event of an emergency. A child’s life and health should
never be compromised by a delay in an attempt to obtain con-
sent. Parental consent is not needed; it is assumed. When time
permits, attempts can and should be made to obtain consent
by telephone. The medical record should reflect all attempts,
including those that are unsuccessful.

This notion of implied consent in an emergency is an
exception to the general consent requirement. Two criteria
must be met before it applies. First, the patient must lack
competence to make decisions independently. The minor child
is deemed incompetent as a matter of law; thus, the first crite-
rion is established.

Second, an emergency must exist. The definition of “emer-
gency” has not been determined or agreed upon by all courts.
Clearly, an emergency exists when immediate treatment is
necessary to preserve a patient’s life or to prevent permanent
disability. Similarly, immediate treatment to alleviate pain and
suffering has been deemed an emergency.13 When both criteria
are met, care may be provided.

Recently, many states have broadened the definition of
“emergency.” Most states have case law or legislation provid-
ing a basis for treatment without parental consent when
“prompt” treatment is necessary. The harm resulting from an
“emergency” may be severe or slight. The physician need not
be certain as to the actual eventuality of harm, but only that
harm or injury is a reasonable possibility.13 Thus, the emer-
gency physician has broad discretion in this area. Generally, if
the delay for the purpose of obtaining consent could adversely
affect the child, the physician should initiate evaluation and
management under the emergency exception to the consent
requirement.

The AAP Committee on Pediatric Emergency Medicine, in
a position paper on consent for emergency services for chil-
dren and adolescents, has made a number of further practical
recommendations regarding consent in emergency situations.15

These recommendations admonish pediatricians to become
familiar with applicable laws, urge emergency departments
(EDs) to develop policies regarding presumed consent, rec-
ommend good documentation, and suggest that schools and
other caretakers maintain health records and signed consents
for emergency treatment. Furthermore, they urge schools to
follow the AAP policy statement “Guidelines for Urgent Care
in Schools,” to remove all barriers to effective and timely
treatment in emergencies, such as consent or payment issues,
and suggest that other surrogates such as foster care families
and state guardians develop policies for consenting to emer-
gency medical care.15,16

Consent by Minors
The legal age defining a minor in most states in the United

States has been lowered over the past three decades as a result
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of the passage of the 26th Amendment to the Constitution in
1971, which lowered the voting age from 21 years to 18
years. Most states have changed their statutory definition of
majority to 18 years for most rights, with the exception of
the right to purchase alcoholic beverages.3,17 Additionally,
most states also have created special legal categories for
minors who fulfill certain criteria of independence from
their parents that permit them rights in excess of their more
dependent peers. Legal categories, such as “emancipated
minors” and “mature minors,” have been so designated by
many states.17,18

Emancipated minors are designated in many jurisdictions
as minors viewed by law to be independent because of mar-
riage, pregnancy, parenthood, military service, attending col-
lege, financial independence, disownment, or a judicial writ
of emancipation. A number of states have enacted specific
statutes granting emancipated minors the full right of consent
for medical care. Most states recognize mature minors as
those with the capacity to make health care decisions, whether
or not they are emancipated. In these jurisdictions, adoles-
cents of at least 14 years of age, who have the capacity to
understand the nature of the proposed treatment and its risks,
are permitted independent authority to consent if the medical
treatment is of low risk.

Many states have enacted minor treatment statutes to clari-
fy those situations in which parental consent is necessary and
those in which it is not. Most minor treatment statutes permit
adolescents older than age 14 to consent independently for
treatment of pregnancy, birth control, sexually transmitted
diseases, drug abuse, and alcohol abuse.18 Some states include
abortion and treatment of psychiatric disorders in their minor
treatment statutes. Obviously, it is essential for practicing
physicians to be familiar with the relevant provisions of the
statutes in the states in which they practice.

Although many states have enacted statutes for consent by
minors for medical treatment, most do not have specific pro-
visions for terminally ill minors independently to refuse life-
sustaining therapy that they do not wish to receive. Despite
the fact that nearly all jurisdictions have statutory provisions
for the living will and durable power of attorney for health
care (or other equivalent surrogate legislation), most do not
address end-of-life issues by mature minors.19,20 Similarly,
only a few high courts have ruled in cases permitting termi-
nally ill mature minors the right to terminate life-sustaining
therapy. One group advocates for a change in the law permit-
ting mature minors to execute legal advance directives.19

A major unresolved issue is how to handle conflicts of
consent and refusal of treatment between parents and chil-
dren. The most common, serious conflict arises between the
parents of a chronically ill or terminally ill older child or ado-
lescent who wish continued treatment but the minor patient
does not. Poignant reports have been published of terminally
ill adolescents who chose to run away from home rather than
face continued heroic treatment that they had unsuccessfully
tried to refuse.21

Advance Directives in Pediatrics
Many adolescents with chronic medical conditions want to

participate in the treatment decisions, especially decisions
about life-sustaining medical interventions. Such chronic
medical conditions often worsen over time (e.g., certain kinds
to cancer, neuromuscular diseases, cystic fibrosis, acquired
immunodeficiency syndrome, complicated types of heart dis-
ease). Having experienced years of physical and psychologi-
cal suffering, multiple hospitalizations and numerous treat-
ments, probably depression, and likely the deaths of several
hospitalized friends with similar medical problems, these ado-
lescent patients frequently are mature beyond their chronolog-
ical years. They have had, at the very least, multiple opportu-
nities to think about the inescapable anguish that character-
izes their lives, the features of life that make it worth continu-
ing, the benefits and challenges that accompany medical treat-
ment, and prospect of death. At least some of these adoles-
cents want to give voice to their values; provide directions for
parents, physicians, and nurses regarding end-of-life care; and
be assured that their wishes and preferences will be respected
and carried out should their medical conditions deteriorate to
the point that they will no longer be able to communicate
their deeply felt views.

Advance directives, which were developed for this very
purpose in adults, can help meet this goal for pediatric
patients with chronic conditions. Enabling adolescent
patients to communicate their wishes about treatment
options through oral or written advance directives can pro-
vide ethical justification for such decisions, which should
then provide a measure of legal protection of physicians.20

Pediatricians, family physicians, and others caring for such
patients would be able to document the specific end-of-life
treatment wishes of these patients and their conversations
about the use or nonuse of life-sustaining treatment that had
taken place with the patients and their parents. Though no
jurisdiction gives statutory authority for minors to complete
written advance directives, the unique situation of chronic
care makes them important ethical tools to be considered by
professional caregivers.

Overriding Parental Refusal of Treatment
Cases arise occasionally in which the patient is clearly

too young to consent or refuse treatment but whose parents
refuse life-sustaining therapies or curative therapies against
strong recommendations of the physician. Some parents are
motivated by compassion and strive to minimize any pain
or suffering of their children. Other parents have uncon-
ventional ideas about treatment and insist on alternative
treatments rather than scientific treatments, because they
believe the alternative treatments are safer, more natural,
and even more effective.3 Finally, some parents claim their
religious beliefs preclude permitting appropriate medical
treatment of their children. The religious issues are most
difficult and often require judicial review or other external
intervention.22,23
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Parents or guardians who place their children at serious
risks, for example, by refusing to permit a clinician to provide
life-saving interventions to a child, may have their authority
contested.13,23 Guardians have the authority to give consent
because it is presumed they will promote the opportunities
and well-being of their children. If they harm or endanger
their minor children or do not take adequate means to prevent
or minimize harms to them, however, clinicians should chal-
lenge parental authority. Guardians may lose custody of their
children temporarily or permanently if they neglect, abuse, or
exploit their children. Courts can order interventions if the
child is assessed to be in danger in their care. It is not only
health care professionals who have a responsibility to protect
children from abuse and neglect, but also teachers, neighbors,
or others in the community. Clinicians, however, often have
special insights into how children are being treated, and thus,
special responsibilities to notify the authorities when parental
acts or omissions endanger their minor children.

Some older children refuse important interventions
because they object to the results. Clinicians and parents
may have a duty to override their wishes, although, as noted,
their inappropriate requests should initiate support for the
minor and discussions about why their wishes cannot be
controlling.

Inappropriate Care Requests
Parents sometimes ask clinicians to provide treatments,

which the physicians regard as entirely unreasonable, such as
herbal medicines for the treatment of cancer, antibiotics for
viral illnesses, or highly invasive procedures for minor illness-
es. In some case, parents and others confuse their right to
refuse treatment they do not regard as beneficial with a belief
they have a right to demand certain treatments. Clinicians
have a duty to refuse such requests that may harm based on
the moral principle of nonmaleficence. In addition, they have
a social duty to conserve resources and not provide costly,
futile or burdensome interventions. Simply put, futile treat-
ments are not useful or useful enough to justify the expense,
potential harms, time, or energy.25-27

As a matter of professional integrity and personal morali-
ty, clinicians should refuse to provide costly, burdensome or
useless interventions. The question of when treatments are
futile may of course be disputed among families or among
clinicians.

Minors also sometimes may make demands that are not
appropriate. If an adolescent demands genetic testing for a
late-onset illness such as Alzheimer’s disease, his preference
should not prevail as it might for an adult since he may not
have the maturity to consider his well-being and opportunities.
Clinicians may have to override such inappropriate requests.
They do not have a duty to provide medical interventions they
regard to be wrong, ill-considered, or inappropriate.

Most, but not all, requests for futile interventions may be
the result of miscommunication. Some of these are embedded
in social, ethnic, or religious differences. In some cases, fami-

lies have unrealistic expectations, believe “everything” must
be done, or are waiting for a miracle. Guilt and denial also
may play a role in these irrational or unreasonable requests.
Clinicians should show great sensitivity and patience in help-
ing families come to terms with a diagnosis or a prognosis. In
some cases, families have a general mistrust of the health care
system, which seems vindicated by an unexpected and bleak
prognosis. Their request for futile treatment may be an
expression of this mistrust. It is sometimes helpful to include
someone whom they trust and can help them understand, such
as a minister or family member with a health care back-
ground. In rare cases, the disagreement is truly a value dis-
agreement where family members may, for example, see
maintaining someone in a persistent vegetative state as a posi-
tive value while the clinicians do not. In these and other cases,
doctors should maintain professional integrity and personal
morality, but may find other clinicians willing to accept the
families’ decisions. Substantial literature exists on how to
respond to futile situations, when to override parental
requests, and the dangers of using decisions about what treat-
ments are futile as a mechanism for rationing health care.26-28

In general, however, for the practicing clinician, it is impor-
tant to remember that most demands for futile interventions
are likely to be the result of poor communication and inade-
quate understanding.

ED Utilization by Adolescents
Although EDs are used mostly for the treatment of illness

or injury, they are used by many adolescents as a source of
primary care.29-33 Nationally, as many as 1.5 million adoles-
cents ages 10-18 years reported having no usual source of
health care other than the ED.29,33 These adolescents were
more likely to live in rural areas, be African American or
male, and have fewer financial resources.29,31 Most troubling,
these adolescents were much more likely to report engaging
in risky behaviors such as alcohol and drug use, and almost
twice as likely to report a history of abuse.29,31

Although increased use of drugs and alcohol puts adoles-
cents at risk for serious injury and illness, ED visits rarely
allow for the comprehensive counseling or follow-up neces-
sary to effectively address these behaviors. In addition, the
higher rate of sexual and physical abuse reported by adoles-
cents who use the ED as their usual source of care suggests
that many ED users have serious physical and psychological
health needs that have not otherwise been met. Without inter-
vention, these high-risk adolescents are more likely to
become adults with poor health, addictions, and psychologi-
cal distress.29

Study of adolescent ED utilization suggests that many ED
visits are for non-urgent complaints.30-33 The National Hospi-
tal Ambulatory Medical Care Survey of adolescent ED utiliza-
tion found that approximately one-half of ED visits were non-
urgent.31 Unfortunately, a high percentage of these adolescent
patients are not referred for follow-up care upon discharge
from the ED.30 Follow-up with a primary care provider may
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help these patients establish a source of routine health care
and define guidelines for health care access. Data suggest that
a high percentage (up to 76%) of patients comply with the
follow-up recommendations.34

Many of the discharge categories for adolescents using the
ED and a high percentage of hospitalized patients included
adolescents with chronic conditions.30,31 More than 30% of
children in the United States younger than 18 years have one
or more chronic health conditions.35 During emergency situa-
tions, these children and their families need access to health
care providers with knowledge of the child’s condition, and
they need collaboration among providers to manage the situa-
tion effectively.36 Unfortunately, children with chronic condi-
tions may have unmet health care needs and their care fre-
quently is fragmented and poorly coordinated.36-39

It is necessary for emergency medicine physicians to ques-
tion adolescents about their usual source of care and provide
referrals to health centers, physicians’ offices, or clinics that
are more likely to provide longitudinal care, which is less
costly.29 The American College of Emergency Physicians
(ACEP) recommends that an appropriate health care profes-
sional be identified to provide follow-up care to patients after
they are discharged.40 A system for integrating disenfran-
chised youth into the current system of primary care must be
a priority. Only then will adolescents and health care
providers shift from a model of crisis intervention to one of
anticipatory guidance, screening, and primary prevention.
Many guidelines for providing care to adolescents recom-
mend that every adolescent should have an annual preventive
care visit, including counseling and screening about risky and
healthy behaviors.29,41 The AAP believes that the medical care
of infants, children, and adolescents ideally should be accessi-
ble, continuous, comprehensive, family centered, coordinated,
compassionate, and culturally effective. It should be delivered
or directed by well-trained physicians who provide primary
care and help to manage and facilitate essentially all aspects
of pediatric care. The physician should be known to the child
and family and should be able to develop a partnership of
mutual responsibility and trust with them. These characteris-
tics define the “medical home.”42

Confidentiality
The importance of confidentiality in medical practice has

been acknowledged since ancient times.25,43 One reason for
this is that respecting patients’ confidentiality generally pro-
motes the moral principle of beneficence or their best inter-
ests. If patients are assured of confidentiality, they are more
likely to be candid. Moreover, since privacy is what each of us
wants for ourselves, then it is only just to extend it to others.
In addition, it is fair to adopt this policy of respecting confi-
dentiality since, in some sense, patients “own” the informa-
tion about themselves and confidentiality honors their privacy
and rights to control this information. If some information
about the individual is released, such as a genotype for a late
onset genetic disease, it has the potential to cause great harm

through discrimination, labeling, or loss of self-esteem.25 The
social utility of respecting patients’ confidentiality also is
acknowledged in policies allowing physicians to avoid testify-
ing about patients’ revelations to them in health care settings.
Confidentiality may be important for minors as well as adults.
Minors, for example, may seek medical care as a safe haven
to express how they have been abused or exploited. Adoles-
cents are more likely to seek health care and to disclose per-
sonal information when they believe that the information will
be kept confidential.17,44

The clinician’s duty to maintain confidentiality, however, is
not absolute. The resumption in favor of confidentiality can
be overruled if there is greater value at stake or if there is a
recognized exception. For example, an exception to the duty
to maintain confidentiality is to protect a third party, as in
child abuse. If clinicians suspect that someone is abusing a
child, they have a legal and moral duty to override confiden-
tiality because a greater value is at stake. In addition, there
may be a duty to override confidentiality if there is a need to
protect the patient from himself or herself; there may be such
a duty if the minor is suicidal. In addition, there may be a
duty to protect the community that is greater than the duty to
maintain someone’s confidentiality, such as a duty to report
communicable diseases or gunshot wounds, whether or not
the patient wants them to be reported.

When trying to decide whether the duty to maintain confi-
dentiality is the greater duty or not, certain features must be
considered. The first is that in making the judgment about
whether to overrule confidentiality one must consider the
severity of the harm to be avoided and the probability of its
occurrence. If there were a very small risk of a minor harm,
the duty to maintain confidentiality would be secure. As the
harm is greater and the likelihood higher, the duty to override
confidentiality increases. Second, the most justifiable cases of
overriding the duty of confidentiality for adults who are com-
petent generally are to prevent harms, especially to third par-
ties; this honors the principle of nonmaleficence. The duty to
prevent harm generally is recognized as stronger than the duty
of beneficence, since our notion of what we think benefits
competent adults may be wrong, and acting on such impulses
may be disrespectful of their autonomy. Clinicians would
have, for example, a strong duty to override a competent par-
ents’ confidentiality to prevent harm to a child who is endan-
gered in the parents’ care. 

Respect for children’s rights of confidentiality cannot be
approached in the same way of those of fully competent
adults. While their wishes and values are important, the best
interest standard of the child shapes decision-making for chil-
dren and thus is the primary consideration. Yet older children
may have rights to privacy independent of their parents. In
some cases clinicians may have a legal right to refuse to dis-
cuss with guardians intervention for the minor’s substance
abuse, sexually transmitted disease, abortion, or contracep-
tion. In addition, it may be in the best interest of children or
adolescents who are abused, neglected, or exploited, to be
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able to seek help without parental consent or involvement.
Clinicians, of course, should explore the minor’s reasons for
not wishing to involve parents. Sometimes the child’s con-
cerns are not realistic, but in other cases the minor knows that
parents would refuse to permit some interventions, such as
allowing the provision of contraception. Since only one view
can prevail where parents and children disagree, it is some-
times morally and legally justifiable to respect the child’s
preference not to involve his or her parents.

Family Presence During Invasive Procedures 
and Resuscitation

The concept of allowing families in the treatment area dur-
ing invasive procedures and resuscitation is rapidly growing
and receiving more attention and acceptance.45-47 Health care
organizations that traditionally have been bound by the prac-
tice of family exclusion are now being challenged by the
increasing volume of research and public attention surround-
ing the family presence movement. Allowing family members
to be present validates the unique personhood of the patient
while recognizing his integral position within a larger family
unit. The documented benefits have exceeded the perceived
risks for families permitted to be present during resuscita-
tion.45 Families and patients view family presence during
resuscitation as a right. In addition, health care providers who
initially resisted permitting families to attend resuscitation
now are conceding to families this opportunity which, not sur-
prisingly, is one that they would choose for themselves.

The family presence program will continue to evolve as
new research is conducted and variables are examined to
assess their impact on patients, families and health care
providers. With increased knowledge and awareness of the
benefits and limitations of family presence, the practice of
allowing families in to comfort and support loved ones at the
end of life can only enhance and strengthen the bond between
patients and health care providers. Parents or family members
often fail to ask if they can be present, but health care
providers should offer the opportunity.45,48 When family mem-
bers are present during an in-hospital resuscitation, one health
care provider should remain with the family to answer ques-
tions, clarify information, and offer comfort.45

Termination of Resuscitation Efforts
Most children who experience a cardiac arrest will not sur-

vive. If a child fails to respond to at least two doses of epi-
nephrine with a return of spontaneous circulation, the child is
unlikely to survive.49,50 Current literature suggests that ED
physicians often prolong resuscitation in a child much longer
than they would in an adult and often beyond all hope of sur-
vival.51-55 Fear of breaking the news of the child’s death to the
family is a common reason for prolonging resuscitation
efforts in hopeless situations. This is a difficult and stressful
task for physicians and, unfortunately, physicians receive little
training for it.51 Several authors have described methods for
teaching this skill to students and residents.51,54,55

Recommendations include breaking the news in a private
room (if family members were not present for the resuscita-
tion), briefly preparing oneself prior to entering the room
(know the child’s name and what happened), and do not keep
the family waiting. Once one enters the room, identify one-
self, address both parents, use the patient’s name, and give a
brief chronology of what has happened. Let them know
everything was done, and if possible, that the child felt no
pain. Many experts advise issuing a “warning shot,” such as
“I’m afraid I have bad news,” prior to stating that the child
has died.51 It is important to use the word “died” and not a
euphemism. Reassure the family that it is not their fault and
that they acted correctly. After telling the parents that their
child has died, one should allow for an initial grief response.
Things not to do include standing when delivering the news,
referring to “the baby” or “it,” using euphemisms or jargon,
implying blame, sealing off the grief response, or forgetting
other family members. Parents remember how the news was
delivered better than any details of the treatment.51 They want
to know that their child was cared for by someone both com-
petent and caring.

After one has broken the news of a child’s death, giving
the family the opportunity to view the child’s body (if they
were not present for the resuscitation) is suggested by all
experts. Follow-up contact should include giving the family
the name and number of a staff member to contact with ques-
tions, contacting the patient’s primary care doctor and pro-
viding information on support groups. A follow-up phone
call or letter from an ED staff member also can be helpful.
The formation of a team in the ED to assist in handling these
difficult events has been advocated by experts and found to
be helpful to families.51,56

Relief of Pain and Suffering
Patients present to the ED with pain from a wide range of

causes. Procedures that can cause pain and significant anxiety
often are necessary during emergency care of children. These
procedures are stressful for children, their parents, and their
health care providers. Furthermore, inadequately treated pain
produces physiologic and psychologic reactions that have
acute and long-term consequences.57 The duty of physicians to
relieve pain and suffering should be considered one of the
highest obligations.58

Advantages of safe and effective management of pain and
anxiety in the ED include facilitation of controlled accom-
plishment of evaluations and procedures, reduction of psycho-
logical trauma and its sequelae, reduction of stress for the
health care provider and parents, improvement of parental
acceptance of rendered care, and possibly, improvement of
accurate evaluation of causes of pain. Unfortunately, it is well
recognized that many patients do not receive adequte analge-
sia while in the ED.59 The Agency for Health Care Policy and
Research has noted the inadequate treatment of pain by physi-
cians and advocates for physicians to relieve pain and suffer-
ing in patients.60 ACEP also has advocated for the adequate
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use of sedation and analgesia in pediatric patients undergoing
ED procedures.61 The 2001 Joint Commission on Accredita-
tion of Healthcare Organizations emphasizes the assessment
and management of a patient’s pain from the moment the
patient enters the health care system through discharge.62,63

Although myths and barriers still exist regarding pediatric
pain and pain management, there have been numerous
research efforts to eradicate those misconceptions. It is now
the responsibility of health care providers to educate them-
selves and their peers regarding the facts of pediatric pain
management. It is encouraging to see health care organiza-
tions lead the effort to ensure that every pediatric patient has
appropriate assessment and treatment of their pain. It is the
health care community’s obligation to ensure we are meeting
and exceeding these standards. Organizations must assess
their ability to meet these standards and develop a multidisci-
plinary approach to pediatric pain management.

As the art and science of pediatric pain management con-
tinues to develop, there are some guidelines for current prac-
tice.62 They are as follows:

• All infants and children have the physiologic pathways
necessary to experience pain.

• Health care providers must be knowledgeable of the
behaviors infants and children exhibit to express pain.

• If parents are present, their opinion should be sought
regarding their assessment of their child’s pain.

• Pain should be assessed and documented at regular
intervals using valid and reliable measurement tools.

• A variety of nonpharmacologic and pharmacologic
treatments should be utilized to achieve maximum pain relief.

• Parents and, when developmentally appropriate, the
child must be educated on the pain management plan.

• The health care provider must be aware of his or her
own perceptions, beliefs, and values concerning pain and the
influence these exert on his or her practice.

Considerable literature exists about the use of sedation and
analgesia for procedures performed in the acute setting.64,65

The goal of procedural sedation and analgesia is to match the
patient and procedure with the most appropriate technique
and agent that can provide the patient with the most humane
and compassionate environment safely possible.58 The ability
to provide safe, effective procedural sedation and analgesia is
a necessary skill for physicians caring for the acutely ill or
injured pediatric patient. 

Emergency medicine has made great strides in managing
acute pain and anxiety. The goal should always be to mini-
mize the pain and emotional distress experienced by children
present in the ED. The fulfillment of this goal will be a lasting
contribution to the health and well-being of children.

References
1. Convention on the Rights of the Child. Adopted by United

Nations General Assembly 20 November 1989. Entry into

force 2 September 1990. New York Office, Centre for Human

Rights, Untied Nations, New York, NY.

2. Lansdown G. Implementing children’s rights and health. Arch

Dis Child 2000;83:286-288.

3. Bernat JL. Informed consent in pediatric neurology. Semin

Pediatr Neurol 2002;9:10-18.

4. Waisel DB, Truog RD. Informed Consent. Anesthesiology

1997;87:968-978.

5. Brock DW. The ideal of shared decision making between

physicians and patients. Kennedy Inst Ethics 1991;1:28-47.

6. Menikott JA, Sachs GA, Siegler M. Beyond advance direc-

tives—health care surrogate laws. N Engl J Med 1992;327:

1165-1169.

7. Jacobs TA. Children and the Law: Rights and Obligations.

Deerfield, IL, Clark, Boardman, Callaghan, 1995.

8. Grisso T, Vierling L. Minor’s consent to treatment: A devel-

opmental perspective. Profess Psych 1978;9:412-427.

9. Leiken SL. Minor’s assent or dissent to medical treatment. 

J Pediatr 1983;102:173-177.

10. Weithorn LA, Campbell SB. The competency of children and

adolescents to make informed medical decisions. Child Dev

1982;53:1589-1598.

11. King NMP, Cross AW. Children as decision-makers: Guide-

lines for pediatricians. J Pediatr 1989;115:10-16.

12. American Academy of Pediatrics, Committee on Bioethics.

Informed consent, parental permission, and assent in pediatric

practice. Pediatrics 1995;95:314-317.

13. Sullivan DJ. Minors and emergency medicine. Emerg Med

Clin North Am 1993;4:841-851.

14. Holder AR. Minors’ rights to consent to medical care. JAMA

1987;257:3400-3402.

15. American Academy of Pediatrics Committee on Pediatric

Emergency Medicine. Consent for medical services for chil-

dren and adolescents. Pediatrics 1993;92:290-291.

16. American Academy of Pediatrics Committee on School

Health. Guidelines for urgent care in schools. Pediatrics

1990;86:999-1000.

17. Jacobstein CR, Baren JM. Emergency department treatment

of minors. Emerg Med Clin North Am 1999;17:341-352.

18. Oberman M. Minors rights and wrongs. J Law Med Ethics

1996;24:127-138.

19. Weir RF, Peters C. Affirming the decisions adolescents make

about life and death. Hastings Cent Rep 1997;27:29-40.

20. Walsh-Kelly CM, Lan KR, Chevako J, et al. Advance direc-

tives in a pediatric emergency department. Pediatrics 1999;

103:826-830.

21. Traugott I, Alpers A. In their own hands: Adolescents’ refusal

of medical treatment. Arch Pediatr Adolesc Med 1997;151:

922-927.

22. American Academy of Pediatrics Committee on Bioethics.

Religious objections to medical care. Pediatrics 1997;99:

279-281.

23. Asser SM, Swan R. Child fatalities from religion-motivated

medical neglect. Pediatrics 1998;101:625-629.

24. Holder AR. Parents, courts, and refusal of treatment. J Pediatr

1983;103:515-521.

25. Kopelman LM. Medical decision making. In: Perkin RM,

August 2002/Emergency Medicine Specialty Reports 9



Swift JD, Newton DA (eds). Pediatric Hospital Medicine.

Philadelphia; Lippincott, Williams and Wilkins: 2003 (in

press).

26. Lofmark R, Nilstun T. Conditions and consequences of med-

ical futility—From a literature review to a clinical model. 

J Med Ethics 2002;28:115-119.

27. Shevell MI. Reflections on futility. Semin Pediatr Neurol

2002;9:41-45.

28. Truog RD, Brett AS, Frader J. The problem with futility. N

Engl J Med 1992;326:1560-1564.

29. Wilson KM, Klein JD. Adolescents who use the emergency

department so their usual source of care. Arch Pediatr Ado-

lesc Med 2000;154:361-365.

30. Grove DD, Lazebnik R, Petrack EM. Urban emergency

department utilization by adolescents. Clin Pediatr 2000;39:

479-483.

31. Ziv A, Boulet JR, Slap GB. Emergency department utilization

by adolescents in the United States. Pediatrics 1998;101:

987-994.

32. Melzer-Lange M, Lye PS. Adolescent health care in a pedi-

atric emergency department. Ann Emerg Med 1996;27:

633-637.

33. Lehmann CU, Barr J, Kelly PJ. Emergency department uti-

lization by adolescents. J Adolesc Health 1994;15:485-490.

34. Vivier PM, Lewander WJ, Block SH, et al. Is continuity of

care preserved in children who utilize the pediatric emer-

gency department? Pediatrics 1995;95:37-41.

35. Newacheck PW, Strickland B, Shonkoft JP, et al. An epidemi-

ologic profile of children with special health care needs. Pedi-

atrics 1998;102:117-123.

36. Dosa NP, Boeing NM, Kanter RK. Excess risk of severe acute

illness in children with chronic health conditions. Pediatrics

2001;107:499-504.

37. Davidson EJ, Silva TJ, Sofis LA, et al. The doctor’s dilemma:

Challenges for the primary care physician caring for the child

with special health care needs. Ambulatory Pediatrics 2002;2:

218-223.

38. American Academy of Pediatrics Committee on Children with

Disabilities. Care Coordination: Integrating health and relat-

ed systems of care for children with special health care needs.

Pediatrics 1999;104:978-981.

39. Newacheck PW, Hughes DL, Hung Y, et al. The unmet health

needs of America’s children. Pediatrics 2000;105:989-997.

40. American College of Emergency Physicians. Emergency Care

Guidelines. Dallas, Tex: American College of Emergency

Physicians; 1996.

41. American Academy of Pediatrics Committee on Practice and

Ambulatory Medicine. Recommendations for Preventative

Health Care. Elk Grove Village, Ill: American Academy of

Pediatrics; 1998.

42. American Academy of Pediatrics. The Medical Home. Pedi-

atrics 2002;110:184-186.

43. Derse AR. Law and ethics in emergency medicine. Emerg

Med Clin North Am 1999; 17:307-325.

44. Proimos J. Confidentiality issues in the adolescent popula-

tion. Curr Opin Pediatr 1997;9:325-328.

45. Tucker TL. Family presence during resuscitation. Crit Care

Nurs Clin N Am 2002;14:177-185.

46. Sacchetti A. Family member presence during pediatric emer-

gency department procedures. Pediatr Emerg Care 1996;12:

268-271.

47. Boie ET, Moore GP, Brammett C, et al. Do parents want to be

present during invasive procedures performed on their chil-

dren in the emergency department? A survey of 400 parents.

Ann Emerg Med 1999;34:70-74.

48. Boyd R. Witnessed resuscitation by relatives. Resuscitation

2000;43:171-176.

49. Young KD, Seidel JS. Pediatric cardiopulmonary resuscita-

tion: A collective review. Ann Emerg Med 1999;33:195-205.

50. Zaritsky A, Nadkarni V, Getson P, et al. CPR in children. Ann

Emerg Med 1987;16:1107-1111.

51. Brown K, Bocock J. Update in pediatric resuscitation. Emerg

Med Clin North Am 2002;20:1-26.

52. Ahrens WR, Hart RG. Emergency physicians’ experience with

pediatric death. Am J Emerg Med 1997;15:642-643.

53. Roberts D, Hirscmann D, Scheltema K. Adult and pediatric

CPR: Attitudes and expectations of health professionals and

laypersons. Am J Emerg Med 2000;18:465-468.

54. Ahrens W, Hart R, Maryama N. Pediatric death: Managing

the aftermath in the emergency department. J Emerg Med

1997;15:600-603.

55. Greenberg LW, Ochsenschlager D, O’Donnell R, et al. Com-

municating bad news: A pediatric department’s evaluation of

a simulated intervention. Pediatrics 1999;103:1210-1217.

56. American Academy of Pediatrics Committee on Pediatric

Emergency Medicine. Death of a child in the emergency

department. Pediatrics 1994;93:861.

57. Kennedy RM, Luhmann JD. The “Ouchless emergency

department.” Pediatr Clin North Am 1999;46:1215-1247.

58. Rodriguez E, Jordan R. Contemporary trends in pediatric

sedation and analgesia. Emerg Med Clin North Am 2002;

20:199-222.

59. Singer AJ, Bulle J, Trode HC. Parents and practitioners are

poor judges of young children’s pain severity. Acad Emerg

Med 2002;9:609-612.

60. U.S. Department of Health and Human Services, Public

Health Service, Agency for Health Care Policy and Research,

Acute Pain Management Guideline Panel. Clinical practice

guideline—Acute pain management: Operative or medical

procedures and trauma. Washington DC, U.S. Department of

Health and Human Services, February, 1992.

61. American College of Emergency Physicians: The use of pedi-

atric sedation and analgesia. Ann Emerg Med 1993;22:

626-627.

62. Bishop-Kurylo D. Pediatric pain management in the emer-

gency department. Top Emerg Med 2002;24:19-30.

63. Joint Commission on Accreditation of Health Care Organiza-

tions. Patient rights and organization ethics. In: Comprehen-

sive Accreditation Manual for Hospitals. Oakbrook, IL: Joint

Commission Resources; May 2001:R1-14.

10 August 2002/Emergency Medicine Specialty Reports



64. Krauss B. Management of acute pain and anxiety in children

undergoing procedures in the emergency department. Pediatr

Emerg Care 2001;17:115-122.

65. Proudfoot J. Pediatric procedural sedation and analgesia

(PSA): Keeping it simple and safe. Pediatr Emerg Med Rep

2002;7:13-24.

Physician CME Questions
To earn CME credit for this issue of  Emergency Medicine

Specialty Reports, please refer to the enclosed Scantron form for
directions on taking the test and submitting your answers.

1. Article 12 of the 1989 United Nations Convention on the Rights of

the Child states that:

A. all children capable of expressing views have the right to do so

freely in all matters of concern to them.

B. children’s views on matters of concern to them must prevail.

C. children have the right to express their views in all areas except

in matters of medical care.

D. children have the right to designate guardians to act on their

behalf.

2. A patient’s consent to a treatment or procedure becomes valid when:

A. adequate information has been provided to the patient by the

practitioner to permit a rational consent or refusal.

B. the patient possesses the capacity to make medical decisions.

C. the treatment consent or refusal is made freely, without coercion

by persons or agencies.

D. All of the above

3. When a minor is in immediate need of emergency medical treatment,

the practitioner must wait to obtain parental consent before adminis-

tering treatment.

A. True

B. False

4. When asked by parents to provide a pediatric patient with medical

interventions the clinician regards to be wrong, ill-considered, or

inappropriate, clinicians have a duty to comply.

A. True

B. False

5. In which example(s) is/are a patient’s right to confidentiality out-

weighed by a clinician’s duty to report?

A. When the clinician suspects child abuse

B. When the patient is suicidal

C. When the patient has suffered a gunshot wound

D. All of the above
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The mention of clinical trials often triggers a silence between
physician and patient, usually because neither one knows much
about the subject. Nearly 80% of physicians admit they would like
to know more about clinical trials so they can help their patients
make an informed decision before volunteering to participate.

“Most subjects enrolled in clinical studies have a meager
understanding of what they have gotten into,” says Alan Sugar,
MD, chairman, New England Institutional Review Board, Profes-
sor of Medicine, Boston University School of Medicine, Boston.
“Informed consent has largely focused around the signed form
and has not practically become the continuous process that it
needs to be. As a result, a subject’s misunderstandings largely go
unchallenged.”

Properly informing patients not only is ethically necessary,
say clinical trials experts, but it also ensures better trials and data.
Last year more than 17 million people thought seriously about
participating, but only a few million actually completed their tri-
als. And even among them many gave their consent without a
thorough knowledge of the facts.

“There’s a simple ethical mandate that you don’t ordinarily do
dangerous things to people without their knowledge and con-
sent,” says Dale E. Hammerschmidt, MD, FACP, associate pro-
fessor of medicine and director of Education in Human Subjects’
Protection for the University of Minnesota Medical School in
Minneapolis. “From a more pragmatic perspective, a well-

informed subject is likely to cooperate better with the trial and is
more likely to report potential problems. The quality of the data
and the safety of the trial are both enhanced when the subjects
really know what’s going on.”

Indeed, patients can be so daunted by questions and lack of
information that they simply decide not to volunteer.

A new resource, written for doctors and clinical trial partici-
pants, can help answer some of these tough questions. Boston-
based CenterWatch, the leading publisher of clinical trial news
and information, now offers “Informed Consent,” a consumer’s
guide to the risks and benefits of volunteering for clinical trials.
The book is a practical guide through the confusing world that
patients perceive clinical trials to be. 

“Informed Consent” is a step-by-step guide that begins with a
history of the clinical trials industry, and explores the drug devel-
opment process and how a new drug makes its way to the market-
place. The book goes into detail about why people decide to par-
ticipate, how to find clinical trials, how to research clinical trials
and evaluate their risks, how to ensure proper informed consent,
who the vulnerable populations are, and what to do when things
go wrong. 

Cost is $16.95 and it can be ordered from CenterWatch at
(800) 765-9647, or by faxing your request to (617) 856-5901. It
can also be ordered through centerwatch.com, Amazon.com, and
barnesandnoble.com.

Clinical trials harmed by lack of informed consent



6. A patient’s signature on a written consent form constitutes informed

consent.

A. True

B. False

7. The process of medical surrogate decision-making includes which of

the following standards?

A. The standard of expressed wishes

B. The standard of substituted judgment

C. The best interest standard

D. All of the above

8. How many adolescents, ages 10-18, are believed to use the ED as

their usual source of health care?

A. as many as 1.5 million

B. more than 3 million

C. as many as 6 million

D. more than 8 million

9. According to the National Hospital Ambulatory Medical Care Survey

of adolescent ED utilization, three-quarters of adolescents’ ED visits

were urgent.

A. True

B. False

10. If a child in cardiac arrest fails to respond to at least two doses of epi-

nephrine with a return of spontaneous circulation, he or she is unlike-

ly to survive.

A. True

B. False
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