
Updated asthma guidelines are here:
Are you giving the right medications?
Emergency departments need to update their protocols

When a 35-year-old woman came to the emergency department (ED) at
MetroHealth Medical Center in Cleveland for a minor laceration, she
had trouble speaking in full sentences due to her asthma. 

“I asked her about her exposures, daily symptoms, and what she uses for her
asthma,” recalls Rita K. Cydulka, MD, MS, associate professor in the depart-
ment of emergency medicine at Cleveland-based Case Western Reserve Univer-
sity School of Medicine and the ED physician who cared for the patient.

She discovered that although the woman had severe persistent asthma, she
was using “rescue” medications such as short-acting beta

2
-agonists many times

a day instead of using “controller” medications such as inhaled corticosteroids
on a regular basis. 

“I spent a lot of time talking to her about her disease, prescribed her a short
burst of oral steroids, a few days of rescue beta

2
-agonists and both a long-acting

beta agonist and a high-dose inhaled corticosteroid, and advised that she see an
asthma specialist,” she says. 

Months later, the patient wrote Cydulka to say that the treatment plan had
completely changed her life. “For the first time in years, she is able to enjoy

Inside
■ Asthma patients: A Respiratory
Assessment Flow Sheet for your
ED . . . . . . . . . . . . . . . . . . . . . 143

■ One year after 9/11: What ED
nurses are most worried about. . 145

■ Cardiac drugs: Exciting new
treatment options . . . . . . . . . . . 146

■ Sample protocol: Cutting-edge
medications for acute myocardial
infarction. . . . . . . . . . . . . . . . . . 147

■ Liability risks: How to protect
yourself from malpractice suits . . 148

■ Stroke symptoms: Tips for
lifesaving patient education . . . 149

■ News update: CDC report on self-
inflicted injuries in the ED . . . . . 151

■ Tip of the Month: Make checking
IV sites easier. . . . . . . . . . . . . . 153

■ Resource: Clinical trials
explained . . . . . . . . . . . . . . . . . 153

■ Journal Reviews: Battered
women; practicing on the newly 
dead . . . . . . . . . . . . . . . . . . . . . 155

■ Inserted in this issue: 
— Excerpt from National Asthma
Education and Prevention Program
guidelines
— AMI — Non-Thrombolytic/Unstable
AMI angina orders and TNKase
orders for AMI 

September
2002

Vol. 5, No. 11 

EDN NOW AVAILABLE ON-LINE: www.ahcpub.com/online.html.
Call (800) 688-2421 for details.

Coverage of one-year anniversary of 9/11 inside

Audio conferences tackle 
critical compliance issues
Don’t run the risk of fees or losing accreditation 

Heath care organizations today are challenged by more than just pro-
viding quality patient care. Compliance issues can create headaches

for facilities that aren’t prepared. How well does your facility meet cer-
tain regulations? Are your staff properly armed with the most up-to-date
information? To help you prepare, American Health Consultants (AHC)

Continued on page 154)



activities that she hadn’t participated for in years, such
as walking with her husband, because she thought that
people with asthma just couldn’t do those things,” she
says. 

That scenario illustrates the dramatic impact that
appropriate interventions and education can have on
asthma patients in the ED, says Cydulka. 

You should change your practice to reflect newly
updated guidelines from the Bethesda, MD-based
National Asthma Education and Prevention Program’s
(NAEPP) Expert Panel for the diagnosis and manage-
ment of asthma, Cydulka advises. (See the case study
of an asthmatic on p. 145 that reflects current man-
agement approaches, and charts showing the Step-
wise Approach for Managing Asthma inserted in
this issue.)

“Protocols should be updated to ensure proper
evaluation, education, and treatment of asthmatics in

the ED,” she says.
Here are key changes in the guidelines:
• Inhaled corticosteroids now are recommended

for any type of persistent asthma, even mild.
There is a change in the guidelines for treating

children with mild or moderate persistent asthma,
says Cydulka. “They now recommend starting them
on inhaled corticosteroids as a controller medica-
tion,” she explains.

According to Barbara Weintraub, RN, MSN,
MPH, CEN, coordinator for pediatric emergency ser-
vices at Northwest Community Hospital in Arlington
Heights, IL, this is the single most important change in
the guidelines. Previously, the only patients discharged
with steroids were moderate to severe persistent asth-
matics who were discharged with oral prednisone,
prelone, or orapred, she explains.

“The new guidelines suggest that patients be dis-
charged with both oral and inhaled steroids, begin the
inhaled steroids immediately, and transition off the
oral steroids within a week or so,” says Weintraub. 

Cydulka adds that this advice now applies to infants
and children who have had more than three episodes of
wheezing in the past year that have lasted more than one
day and have affected sleep, and who have risk factors
for the development of asthma, such as parental history
of asthma or atopic dermatitis, wheezing apart from
colds, peripheral blood eosinophilia, or allergic rhinitis.

The patients should stay on the inhaled corticosteroids
until they have been relapse-free for three to six months
and have made it through their “bad” season, if their
asthma has a seasonal component, Weintraub advises. 

“This will mean children will be on steroids 
for longer periods of time and will require more
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Updated guidelines from the National Asthma Edu-
cation and Prevention Program recommend inhaled
corticosteroids for any type of persistent asthma,
even mild.
• Children with mild or moderate persistent asthma

should be started on inhaled corticosteroids as a
controller medication upon discharge from the ED.

• Patients with persistent asthma always should be
discharged from the ED with inhaled steroids.

• Beta
2
-agonists combined with inhaled corticos-

teroids are recommended for patients with moder-
ate persistent asthma. 
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follow-up care,” she adds. 
Weintraub recommends updating your ED proto-

cols to reflect this change in therapy, and she points
to studies demonstrating that patients immediately
placed on inhaled steroids had much better long-term
control, fewer relapses, and better overall lung func-
tion months later. 

Previously, many EDs discharged patients without
steroids with instructions to follow up later. “The feeling
was that the primary care physician should decide
whether inhaled steroids were indicated or not,” she says. 

The updated guidelines indicate that patients with
persistent asthma always should be discharged from
the ED with inhaled steroids, says Weintraub. 

“We should not be discharging patients from the 
ED without this intervention,” she underscores. 

To address concerns about adverse effects, the
NAEPP’s Expert Panel reviewed data on the effects 
of inhaled steroids used in children on vertical growth,
bone mineral density, occular toxicity, and suppression
of the hypothalamus pituitary adrenal axis, notes Karen
Huss, RN, DNSc, APRN-BC, FAAN, associate profes-
sor at Johns Hopkins University School of Nursing in
Baltimore. 

“Strong evidence supports that the use of inhaled
corticosteroids at recommended doses does not have
frequent, clinically significant, or irreversible adverse
effects on any of the outcomes reviewed,” she says. 

She explains that inhaled corticosteroids are shown
to improve health outcomes for children with mild or
moderate persistent asthma, although there is a small
risk of delayed growth. 

“We need to reassure parents that the studies showed
that there was no effect on vertical growth or on bone
density from these therapies, which is a big difference
from long-term oral steroids,” says Weintraub. 

• Long-acting inhaled beta
2
-agonists in combina-

tion with low to medium doses of inhaled corticos-
teroids are recommended for patients with moder-
ate persistent asthma. 

There is a change in the recommendation for mod-
erate persistent asthma, says Cydulka. The preferred
treatment for patients older than age 5 is the addition
of long-acting beta

2
-agonists to low-to-medium doses

of inhaled corticosteroids, she says. 
“In the updated guidelines, the use of combination

therapy is emphasized even more than before,” says
Huss.

Adjunctive therapy combinations have not been stud-
ied in children younger than 5, Huss cautions. “In this
age group, there are two options: either low-dose inhaled
corticosteroids and long-acting inhaled beta

2
-agonists, or

medium-dose inhaled corticosteroids,” she says. 
Long-term controller therapy still is strongly

recommended for patients of any age with persistent asth-
ma, whether mild, moderate, or severe, says Huss. “As
previously, the medications required to maintain long-
term control is different depending on the severity,” she
adds.

The severity of the patient’s asthma should be
assessed. 

When an asthmatic woman was carried into Cydul-
ka’s ED by her husband, she was cyanotic and near
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apneic. Upon arrival in the ED, she was intubated and
ventilated, given continuous nebulized albuterol
through endotracheal tube, several ipratropium nebu-
lizer treatments through endotracheal tube, intravenous
solumedrol, intravenous magnesium, and admitted to
the intensive care unit, says Cydulka. 

“She was extubated within four hours and sent
home within 24 hours after consulting with our asthma
specialist,” she says.

Cydulka says cases such as this one illustrate that
patients may need significant education on managing
and evaluating their own asthma, and this need may be
revealed only when a life-threatening exacerbation
brings them to the ED. 

Your goal should be to prevent such incidents from
occurring, she says. “I think that the patient’s day-to-day
existence with asthma is often overlooked in a busy ED,”
she says. (See case study on an asthma patient in the
ED, below.)

Cydulka recommends asking asthma patients:
— if they have symptoms every day;
— if they cough daily;
— if they are awakened at night because of their

asthma;
— if they are unable to participate in activities

because of their asthma.
Cydulka suggests using the frequency of each of

these as a guide to diagnose the severity of the patient’s
asthma and develop treatment plans. (See Respiratory
Assessment Flow Sheet, p. 143.)

“By familiarizing yourself with current guidelines
and management plans for asthmatics, you can stop
thinking of asthma as an acute, episodic disease and
start thinking of it as a chronic condition that requires
daily medication to control,” she says.  ■

Case study: How would 
you manage this case?

When a 4-year-old girl came to the emergency
department (ED) because of a persistent cough

for six weeks, she already had been treated with three
different courses of antibiotics for suspected sinusitis. 

“She had been using albuterol nebulization four
times daily, including once or twice during the night,
but she received only minimal relief of the cough,”
says Karen Huss, RN, DNSc, APRN-BC, FAAN,
associate professor at Johns Hopkins University
School of Nursing in Baltimore. 

Here is what the history and physical examination
showed:

• There was no history of fever, wheezing, or short-
ness of breath. 

• Her father has seasonal allergies. 
• The patient’s temperature was 99°F. 
• The respiratory rate was 18 and not labored, but

she did have frequent harsh, nonproductive cough. 
• There was no sinus tenderness and no exudates

seen on nasal exam. 
• Ears and throat were normal, and the lungs were

clear. 
• A chest film was normal. 
Here, Huss explains how the “stepwise” approach

was used to manage this patient in the ED:
An albuterol nebulizer treatment was administered,

and there was improvement in the cough. She was hav-
ing daily symptoms and nighttime symptoms more
than one night per week. She was diagnosed with mod-
erate persistent asthma. Budesonide repules 0.5 mg
nebulized twice a day for five days were prescribed. 

After just three treatments, she was sleeping
through the night, and albuterol treatments were
gradually decreased and then stopped. The budes-
onide repules were decreased to once daily for five
days and then stopped. 

Subsequently, the girl was referred to an allergist
and found to be strongly allergic by prick skin testing
to house dust mites. Her family had been living in a
below-ground apartment with carpets that often were
damp from leaks in the foundation, conditions that are
very conducive to house dust mite growth. 

Fortunately, about a week before her ED visit, the
family had moved to a townhouse, and her bedroom is
on the second level, says Huss. “A dehumidifier was
added to reduce growth of house dust mites during the
more humid times of the year,” she adds. “The child is
doing well, and her asthma is now classified as mild
intermittent.” ■

A year after 9/11: 
Here are key concerns

One year after the terrorist attacks, emergency
departments (EDs) still are very much in a state

of flux. ED nurses report a variety of concerns, cou-
pled with continued revamping of disaster plans.

Barbara M. Pierce, RN, MN, director of emergen-
cy services at Huntsville (AL) Hospital System,
reports a “total revision and expansion” of her facili-
ty’s current disaster plan and more integration with
city plans. She says the following are key points that
have been addressed since 9/11:
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• how to handle masses of the worried well;
• how to handle mass decontamination at the hospital;
• where to get the funds to properly outfit staff, train

staff, and prepare facilities with a tight budget; 
• how to evacuate an entire facility with all hospi-

tals running on high censuses. “We are looking at how
we would accomplish that if it was necessary,” says
Pierce. “We are working with our city to come up
with alternatives.”

Here are key concerns of ED nurses one year after
9/11:

• Will ED nurses receive the smallpox vaccine? 
Although at press time, a final decision had not

been made as to whether health care workers will be
vaccinated, ED nurses were anxiously awaiting the
news. “I certainly want for ED personnel who will 
be caring for these patients to have that option,” says
Pierce.

She has asked the facility’s employee health physi-
cian to help her plan for a possible vaccination of all
ED staff. “I don’t know that we will make it mandato-
ry, but I certainly want the staff to have the option if
they would like to protect themselves, if and when
vaccine is made available,” she says. 

• Is security adequate? 
Pierce says there is a better “lockdown” of the ED

and the hospital, with badges required for access. “We
have additional security cameras and additional private
police agency coverage in addition to hospital-based
security,” she reports. 

• How will overcrowded EDs handle a disaster?
There is a concern about how to handle masses of

people coming to the ED. “We are already so over-
loaded; how can we deal with many, many more?”
asks Pierce.

• How can I educate agency nurses about
preparedness? 

Kim Colonnelli, RN, BSN, director of emergency
and trauma services at Palomar Medical Center in
Escondido, CA, says her most pressing concern is
the education of temporary or agency staff. 

“Due to the nationwide nursing shortage, which is
critical in the state of California, we are relying heavily
on agency staff,” she says. “It is very difficult to ensure
that they know what to do in the face of any type of
disaster.”

• How can EDs receive funding?
Many EDs report a lack of funding for needed

resources. “We have received none so far except for
training, and we are hoping to get some funding for
equipment,” says Bonnie Kester, RN, ED nurse man-
ager at Memorial Hospital in Carthage, IL. 

According to Kester, there is a lack of support for
EDs in rural areas. 

“Small rural hospitals are struggling to provide
services such as decontamination, but they are cost-
prohibitive,” she says. “We have asked administration
for the financial resources to obtain a decontamina-
tion unit; but at this point, we have no decontamina-
tion capabilities.”

• Should I attend conferences that require air-
plane travel?

Some ED nurses still are avoiding attendance at
conferences because they fear travel by plane. “I am
still leery about getting on a plane and traveling cross-
country,” says Iris Frank, RN, MSN, formerly direc-
tor of emergency services at Kaiser Permanente Santa
Clara (CA) Medical Center.

• How can nurses protect themselves? 
ED nurses fear exposure to contaminated patients,

says Pierce. Managers are training to help with their
fears. “But they are real fears,” Pierce says. 

She adds that the ED has been working with the city to
come up with plans to train staff and address situations
involving contaminated patients. “I think being prepared
is the best way to address concerns,” she concludes. 

Pierce adds that staff are continuously monitoring
for patterns of illness that might represent bioterrorist
attacks. “There is definitely a heightened awareness,”
she says.  ■

Do you know about 
these new cardiac meds?

The biggest recent change in the emergency depart-
ment (ED) management of acute coronary sym-

drome patients is the increased use of glycoprotein
IIb/IIIa inhibitors, says Marli Bennewitz, RN, BSN,
chest pain coordinator at St. Jude Medical Center in
Fullerton, CA.  

“You should be familiar with the inclusion and
exclusion criteria for this medication and appropriate
dosing,” Bennewitz emphasizes. (See indications and
contraindications for glycoprotein IIb/IIIa inhibi-
tors, p. 147.)

The changes made in March 2002 to the American
College of Cardiology/American Heart Association
guidelines for unstable angina and non-ST elevation MI
(UA and NSTEMI) reflect evidence that shows some
medications and interventions are more effective than
others, says Sara Grant, RN, BSN, CEN, nurse clinician
for the emergency and outpatient departments at West
Allis (WI) Memorial Hospital. (For more information
about the guidelines, see “New cardiac guidelines will
impact your care: How will your practice change?”
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ED Nursing, August 2002, p. 129.)
For example, the use of antiplatelet therapy is now

recommended along with aspirin for all of these patients,
regardless of whether there is going to be percutaneous
intervention, says Grant.

The updated guidelines now recommend use of
antithrombin drugs and/or glycoprotein IIb/IIIa
inhibitors, says Grant. “So these have the potential to
become complex and challenging therapies for nurses
to manage,” she adds. 

She notes that thrombolytics are not recommended
in treating these patients. 

Grant points to the guiding precept of “time is muscle”
in emergency cardiac care. “A clear understanding of the

drugs and their actions and being comfortable in their
administration is key,” she says.

Here are ways to ensure that current recommenda-
tions for medications are followed in your ED:

• Make sure there is easy access to medications. 
There must be easy access to cardiac drugs to avoid

delays in administration, says Grant. “For example, we
did not stock clopidogrel in our medication dispensing
cabinet because we considered it an inpatient drug,”
she says. “But we recently added it for ease and speed
of retrieval when treating our patients with any of the
acute coronary syndromes.”

• Consult experts at your facility.
Grant recommends partnerships with clinical phar-

macy staff, ED physicians, and cardiology staff to cre-
ate the documents and pathways to support best prac-
tices in your ED. “These individuals can also assist in
inservicing ED nurses about the newer drugs and inter-
ventions,” she says. 

• Update protocols to include use of newer
medications. 

At Gwinnett Hospital System, enoxaparin is
included in the ED’s protocol for unstable angina.
“We are one of the only hospitals in Georgia to be
using enoxaparin for acute myocardial infarctions
and unstable angina,” reports Sandy Vecellio, RN,
BSN, ED clinician at Gwinnett Medical Center in
Lawrenceville, GA. “Most hospitals are still using
heparin.” (See the facility’s Acute Myocardial
Infarction — Non-Thrombolytic/Unstable Angina
Orders enclosed in this issue.)

Vecellio says that short- and long-term outcomes
were the same with the use of enoxaparin instead of
heparin. “Our physicians and the cardiologists got on
board with this protocol quickly, partly because we
participated in the Assent III trial that showed these
outcomes,” she says.1

“The nurses gave this drug combination in the trial;
so then when we implemented it, it was a smooth tran-
sition,” adds Vecellio. 

The use of enoxaparin makes the nurse’s job easier
for drug administration, says Vecellio. “There is less
room for error because you do not have to figure drip
rates, and the nurse is freed up to attend to the patient’s
needs,” she says.

• Use a chest pain coordinator.
As chest pain coordinator, Bennewitz is responsible

for the quality of care patients receive and also acts as 
a resource at the bedside in the ED. “I develop all the
standing-order sheets, protocols, policies and procedures,
and track our outcomes,” she says. “Since 1995, we have
added to our repertoire in the ED continuous ST monitor-
ing, 15-lead electrocardiograms, and troponin testing.”

• Ask drug reps to provide inservices for nurses. 

Here are criteria 
for GP IIb/IIIa inhibitors

The following are indications and contraindica-
tions for glycoprotein IIb/IIIa inhibitors:

Indications:
1. For the treatment of patients with acute coro-

nary syndrome (Unstable Angina with Non-Q-
Wave Myocardial Infarction) with chest pain 
more than 10 minutes in duration within 24 
hours of presentation, with at least one of the 
following findings:

• Electrocardiogram changes showing: ST depres-
sion >0.5 mm, ST elevation between 0.6 mm and 
1 mm, or T-wave inversion > 1.0 mm. 

• Elevated cardiac enzymes, isoenzyme of crea-
tine kinase with muscle and brain subunits, or 
troponin.

2. Patients undergoing percutaneous coronary 
intervention.

Contraindications:
1. A history of bleeding diathesis, or active abnor-

mal bleeding within the previous 30 days.
2. Uncontrolled severe hypertension: systolic 

> 200 mm/hg, or diastolic > 110 mm/hg.
3. Major surgery within six weeks.
4. History of stroke within 30 days, or any history 

of hemorrhagic stroke.
5. Platelet count < 100,000.
6. Dependence on renal dialysis.
7. For patients with a serum creatinine > 2, the 

dosage should be reduced per prescribing 
recommendations.

8. Assess patient for warfarin and/or excessive 
nonsteroidal anti-inflammatory drug usage.

Source: St. Jude Medical Center, Fullerton, CA. 



A drug representative gave numerous inservices to
the staff on enoxaparin and the safety and efficacy of
the drug, says Vecellio. 

The staff were supplied with green armbands that
state that the patient has been given enoxaparin. “If we
transfer a patient to another facility, they will see at a
glance that enoxaparin was given,” says Vecellio. “It is
another patient safety feature, since there is no drip
hanging.”

Vicki Cadwell, RN, MS, CEN, CCRN, the ED clini-
cal educator at Saint Jude, says that ED nurses have ben-
efited from the support of the drug reps who always are
willing to provide inservices. “I use my drug reps a lot.
Most of them are very willing to come in to provide
inservices to nursing staff, and I have good relationships
with them,” she says.

However, Cadwell notes the ED has a very stringent
vendor policy, and reps are not allowed to just “drop in”
to visit the physicians. “We find that that really can dis-
rupt a unit,” she says. “They must have an appointment
with either myself or our director in order to come into
the ED.”

Cadwell says that the reps come to the ED with the

understanding that they will be educating the nursing
department. “If a physician happens to be free to discuss
the product, that is an added bonus,” she says. “The ones
that I work most closely with do not use nursing to gain
access to the physicians. They truly believe in the impor-
tance of nurses knowing about the product.”

Reference

1. The Assessment of the Safety and Efficacy of a New Throm-
bolytic Regimen (ASSENT)-3 Investigators. Efficacy and safety 
of tenecteplase in combination with enoxaparin, abciximab, or
unfractionated heparin: The ASSENT-3 randomized trial in acute
myocardial infarction. Lancet 2001; 358:605-613. ■

Take these steps to avoid 
being named in a lawsuit
By Sharon LaDuke, RN
Patient Documentation Analyst
Claxton-Hepburn Medical Center
Ogdensburg, NY

[Editor’s note: This is the second part of a two-part
series on liability risks for emergency department (ED)
nurses. This month’s column features steps to take to
reduce your liability risks as an ED nurse. Last month,
we gave you steps to take if you feel care is unsafe in your
ED because of inadequate staffing or skill level. LaDuke
can be contacted at Claxton-Hepburn Medical Center,
214 King St., Ogdensburg NY 13669. Telephone: (315)
393-8880, ext. 5283. E-mail: sladuke@chmed.org.]

One night six years ago, an ED nurse had one of the
worst experiences of her long career. Despite the

frantic efforts of the health care team, a teen-age boy
had died, not from trauma, but from status asthmaticus.

She had replayed the events of that evening a thou-
sand times in her mind, wondering whether if she had
done something differently, he might have survived.
The boy’s parents named her, along with the physician
and the hospital, in a multimillion-dollar lawsuit. 

The nurse allowed the hospital’s lawyer to represent
her, and he did not keep her informed about the evi-
dence, progress, or status of the case, as was her right.1

Then out of the blue, after years of being in the dark,
she received a call informing her that in two weeks,
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For more information about medications for acute
coronary syndromes, contact:
• Marli Bennewitz, RN, BSN, Chest Pain Center

Coordinator, St. Jude Medical Center, 101 E.
Valencia Mesa Drive, Fullerton, CA 92832.
Telephone: (714) 992-3000, ext. 3463. Fax:
(714) 992-3109. E-mail: MBENNEWI@
sjf.stjoe.org.

• Vicki Cadwell, RN, MS, CEN, CCRN, Clinical
Educator, Emergency Department, Saint Jude
Medical Center, 101 E. Valencia Mesa, Fuller-
ton, CA 92835. Telephone: (714) 992-3979.
Fax: (714) 447-6415. E-mail: vcadwell@ sjf.
stjoe.org.

• Sara Grant, RN, BSN, CEN, Nurse Clinician
for the Emergency and Outpatient Departments,
West Allis Memorial Hospital, 8901 W. Lincoln
Ave., West Allis, WI 53227. Telephone: (414)
328-6154. Fax: (414) 328-8584. E-mail: sara.
grant@aurora.org.

• Sandy Vecellio, RN, BSN, Gwinnett Medical
Center, 1000 Medical Center Blvd., Lawrence-
ville, GA 30046. Telephone: (678) 442-3243.
Fax: (678) 442-4531. E-mail: SVecellio@
promina.org.

S O U R C E S



she would be on the witness stand. “I’m a wreck,” she
told her supervisor.

If you think you can never become the target of a
legal action, you’re wrong. Trends indicate that an
increasing number of nurses are named in lawsuits or
reported for professional misconduct (a violation of
the state laws that regulate the practice of nursing).

The practice of nursing is fraught with legal dan-
gers, but here are some steps you can take now to
reduce your risk:

1. Do research to support your concerns about
your ability to provide safe care.

There are many skills regularly performed in spe-
cialty areas that you may not know how to perform
safely, such as monitoring and assessing patients with
pulmonary artery catheters. You might ask the hospital
librarian to obtain several basic nursing articles regard-
ing the care of such patients. 

You will find that this type of nursing care, usually
performed in the critical care unit, goes far beyond set-
ting up lines and handing items to the physician during
the insertion. Such legwork places you in a good posi-
tion to persuade leaders that regardless of a patient’s
location, the same skills are required to provide the
same care, and to point out what framework (educa-
tion, competence assessment, policies, etc.) is missing
in the ED to provide it safely. 

2. Stay current with literature. 
Avoid developing the kind of tunnel vision that

ensues when nurses stop looking outside of their own
facilities and work experiences for knowledge. Maintain
a close acquaintance with ED nursing literature and the
positions of professional emergency nursing groups. 

Ultimately, the only thing that can save you in court
is being able to prove you followed local and nationally
established standards of practice. The failings of others
who contributed to your errors, or who are guilty of
something far more serious than your own mistake, may
have little bearing on whether you are held accountable
for your actions or inactions. 

Don’t expect to be able to protect yourself by arguing
that you followed a hospital policy or a physician’s order,
if that was not the “reasonably prudent” thing to do.

3. Seek legal advice. 
In the event a patient’s adverse outcome or another

serious concern is laid in your lap, it could lead to con-
sequences that could interfere with your ability to
practice nursing, destroy your financial position, and
challenge your emotional health. 

Early consultation with a competent attorney who spe-
cializes in the practice of the kind of law related to the
problem you are experiencing (employment, professional
misconduct, malpractice, criminal) is the key to damage
control — and to delineating your own responsibility for

unintended consequences from that of others. 
A couple of hundred dollars spent on a valid analy-

sis of your legal position and options is a bargain that
rarely can be appreciated until it’s too late. 

Legal advice is particularly critical when:
• You are suspended or terminated for any reason

related to the practice of nursing. (Your employer may
be required to report this to the state board of nursing.)

• You are arrested for a crime, whether it is related
to patient care or not. (Your conviction may trigger a
misconduct proceeding.)

• You are contacted by a state agency to inform you
that an investigation is being conducted for circumstances
in which you were involved.

• You are being represented in a malpractice lawsuit by
your facility’s lawyer and you are not being kept aware of
the status of the case or involved in its development. 

4. Buy liability coverage.
Personal professional liability (“malpractice”)

insurance is central to protecting your assets in the
event of a legal threat. Your employer can be relied on
for legal backing only if the facility’s attorneys believe
such a stance to be in the facility’s best interests. Your
best interests are not the primary concern.

In the event something goes seriously wrong while
you are caring for a patient, contact your insurance
company right away, and keep your agent posted
regarding any developments. Your agent’s job is to
protect you from financial loss, and his or her knowl-
edge and experience enables him or her to see red
flags you would miss.

A basic liability policy, which may even include
coverage for legal fees incurred in a state disciplinary
proceeding, costs most nurses less than $100 annually.
This is a small investment that may be tax-deductible
and could cushion you and your family from the
impact of legal action.

Reference 

1. Unified Court System. Statement of Client Rights. NY Comp.
Codes R.8 Regs. Tit. 22 §1210 (1997). Accessed on-line at www.
nysba.org/Content/NavigationMenu/Public_Resources/Lawyer_Refer
ral/Client_Rights_and_Responsibilities/Client_Rights.htm. ■

Warn patients to come 
to ED early for stroke

According to a report from the Atlanta-based Cen-
ters for Disease Control and Prevention, almost

half of all deaths from stroke occur before the victim
can get to the emergency department (ED).
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In 1999, there were 167,366 stroke deaths in the
United States, and 80,589 occurred before the patient
arrived at the ED, says the report. 

This underscores the key role you play in educating
patients at risk for stroke, emphasizes Pat Spurlock,
RN, clinic administrator at Neurological Associates of
Des Moines (IA) and former director for emergency
services at Mercy Medical Center, also in Des Moines.

“ED nurses will be leaders in teaching patients and
their families about management of strokes, diagnostic
testing, and treatment options,” she says. 

Here are ways to improve education and management
of stroke patients:

• Inform patients of warning signs.
The report shows that many individuals are unaware

of the five most common warning signs of stroke, says
Janice Fitzgerald, MS, RN, CEN, clinical practice
manager at Baystate Medical Center in Springfield,
MA. They are:

— sudden numbness or weakness of the face, arm,
or leg on one side of the body;

— sudden dimness or loss of vision, particularly in
one eye;

— difficulty speaking, loss of speech, or trouble
talking or understanding speech;

— sudden severe headache with no apparent cause;
— unexplained dizziness, confusion, unsteadiness,

or sudden falls, especially along with any of the previ-
ous symptoms. 

The opportunity to educate patients with high-risk
factors as well as their families often present at the
time of discharge from the ED, says Spurlock. “Capi-
talize on those moments,” she urges.

Spurlock gives the example of a patient with a lac-
eration who also has hypertension. “While the focus 
at discharge is to cover suture care, the opportunity

presents to recheck their blood pressure and educate
the individual on the risks of untreated or uncontrolled
hypertension.”

She recommends writing down the patient’s blood
pressure readings to share with his family physician. 

• Educate patients about risk factors.
The report stressed that high blood pressure, dia-

betes, high cholesterol, and smoking are all long-term
risk factors for stroke. 

“Any patient who has cardiovascular disease, such as a
patient with myocardial infarction, is at risk of stroke as
well,” notes Fitzgerald. “The risk factors are the same.”

Spurlock advises against stereotyping patients
according to age. “The educational focus should
remain on the recognition of symptoms of stroke 
and seeking early evaluation,” she says. 

The general public has long recognized that elderly
age groups have strokes, she explains. “But today, we
see patients in their 30s, 40s, and 50s having strokes
— some even younger,” she says. “By reinforcing the
concept that elderly individuals are at risk for strokes,
younger patients deny warning signs and delay seek-
ing an evaluation, especially when the symptoms
resolve spontaneously,” she says.

• Don’t overlook subtle symptoms.
Much like victims of heart attacks, stroke patients

do not always present to ED with classic symptoms,
says Spurlock, adding that this can cause further delay
to diagnosis and treatment of a stroke in progress. 

“The nurse is generally the first health care provider
to assess the patient,” notes Spurlock. “A high degree
of suspicion when patients present with subtle symp-
toms such as dizziness will lead to rapid diagnosis and
treatment.”

By keeping a high degree of suspicion when
patients present with subtle symptoms, the patient
will be triaged to the highest priority and the stroke
team can be activated, Spurlock says. “Rapid com-
puterized tomography scanning is crucial to the
diagnosis of a stroke in progress,” she adds. 

• Take a team approach.
Spurlock stresses that a systematic team approach

to the diagnosis and treatment of stroke patients is
rapidly becoming the standard of care. “A stroke
patient should be treated with the same urgency as
trauma and cardiac patients,” she says.

Spurlock says that physician and nursing leaders
with an interest in stroke should establish timelines to
rapid diagnosis and treatment. “Critical to the success
of the team is the inclusion of radiologists, neurolo-
gists, and ED nurses and physicians,” she says.

• Get the word out.
The news media may be interested in covering the

formation of your stroke team, Spurlock suggests.
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Nearly half of all stroke deaths occur before the
patient arrives at the emergency department, so it’s
important to educate high-risk patients to come in
without delay.
• Many patients are unaware of common warning

signs of stroke.
• Look for subtle symptoms that a patient is having

a stroke, such as dizziness. 
• Use news media, television commercials, direct

mailings, and brochures to educate the public
about stroke symptoms.

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



“This is an opportunity to educate the public on why
the team was developed,” she says. 

If your marketing budget allows, Spurlock recom-
mends running an educational television commercial
featuring the warning signs of stroke with emphasis on
seeking early evaluation. “Direct-mail pieces that pro-
vide bulleted warning signs of a stroke in progress and
a clear message to seek early evaluation can be useful
in conjunction with the television coverage,” she says.

She also recommends placing brochures in the wait-
ing rooms of your ED, with posters to reinforce the mes-
sage. (See resource box, above, to obtain patient edu-
cational materials about stroke.)

Spurlock also recommends developing a “speakers
bureau” of ED nurses willing to lecture at meetings of
community groups. “Organizations frequently are
looking for speakers and seem to be open to topics
related to health care,” she says.  ■

Improve your care  
of self-inflicted injuries

You come on shift to the following scenario in your
busy emergency department (ED):

• In your major trauma room, an 82-year-old recently
widowed man is in critical condition with a self-inflicted
gunshot wound to the head. 

• In the very next bed, a distraught 16-year-old who
took a handful of acetaminophen capsules when her
boyfriend broke up with her awaits gastric lavage and
a chat with the social worker.

Such cases are becoming increasingly common. A
new report from the Atlanta-based Centers for Disease
Control and Prevention says that an estimated 264,108
persons were treated in EDs for nonfatal self-inflicted
injuries in 2000. (For information on how to access,
see resource box, p. 152.) Here are ways to improve
care of patients with self-inflicted injuries:

• Determine suicide risk.
The report showed that 60% of self-inflicted

injuries were listed as probable suicide attempts,
10% were noted to be possible suicide attempts,
and 30% were of unknown intent.

The patient’s intent is key, says Kathleen A.
Loeffler, RNC, research nurse at Harborview 
Injury Prevention and Research Center in Seattle.
She says to keep in mind that patients who present
with self-inflicted injury may not want to die, but
actually need help with an acute stressor in their
lives.

“A teen-ager trying to cope with a recent sexual assault
is far different than a chronic paranoid schizophrenic with
command hallucinations or a client with chronic major
depression,” she says. 

She points to the following risk factors associated
with deliberate self-harm and suicide: known psychi-
atric diagnoses, substance abuse, interpersonal conflict
(particularly a broken relationship, separation, or
divorce), family stress, recent illness or death of a
loved one, and personal loss of money, employment,
or status. 

• Identify patient at risk for self-harm. 
Loeffler says the report underscores that deliberate
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For more information about management of stroke
patients, contact:
• Janice Fitzgerald, MS, RN, CEN, Clinical Prac-

tice Manager, Baystate Medical Center, 759
Chestnut St., Springfield, MA 01199. Telephone:
(413) 794-2531. Fax: (413) 794-8866. E-mail:
Janice.fitzgerald@bhs.org.

• Pat Spurlock, RN, Neurological Associates of
Des Moines, 1601 N.W. 114th St., Suite 338, Des
Moines, IA 50325. Telephone: (515) 223-1917.
Fax: (515) 223-0284. E-mail: bpspurlock@aol.
com.

The American Stroke Association offers several
patient education resources for stroke. Are You at
Risk for Heart Attack or Stroke? (Item No. 50-
1494) is an eight-page brochure to assess risk with
questions about smoking, cholesterol, blood pres-
sure, obesity, diabetes, and physical exercise to
help readers determine whether they need to make
lifestyle changes. The cost is $18 for 50 brochures.
A brochure, Warning Signs: Is it a stroke? (Brain
Attack) (Item No. 31991) lists common stroke
symptoms and instructs readers what to do if they
occur, including transient ischemic attacks. The
cost is $1.10 each for up to 99 brochures, with dis-
counts for larger quantities. Shipping is $7.35 for
orders less than $100. To order, contact:
• AHA Fulfillment Center/Channing Bete Co.,

One Community Place, South Deerfield, MA
01373-0200. Telephone: (800) 477-4776. Fax:
(800) 499-6464. E-mail: custsvcs@channing-
bete.com. Orders also can be placed on-line at
http://shop.channing-bete.com/images/pdfs/
DMO_OF.pdf.

S O U R C E S  A N D  R E S O U R C E S



self-harm is a significant health problem in the United
States, particularly among young women. (See box
with key findings of report, above.)

Victims of violence, abuse, or neglect (especially
children and adolescents); homeless adults; and run-
away youths also are vulnerable to acts of deliberate
self-harm, says Loeffler. 

“A prior episode of self-inflicted injury increases a
patient’s risk, as does behavior and attention problems
in younger populations,” she says. 

Have psychiatric evaluation

• Ensure all patients are evaluated promptly.
The study’s authors recommend prompt, thorough

evaluation by a psychiatrist for all patients who pre-
sent with self-inflicted injury. 

Loeffler says the exam should include the
following:

— identification of all acute and chronic comorbid
psychiatric conditions;

— investigation of all circumstances and motiva-
tions surrounding the deliberate self-harm event;

— assessment of short-term suicide risk;
— long-term treatment of chronic psychiatric

issues;
— practical help with immediate precipitating factors;
— arrangement of rapid, systematic follow-up. 
• Take steps to prevent other episodes. 
Loeffler recommends taking the following steps to

prevent other incidents of deliberate self-harm:

— aiding patients in problem solving the life stressors
that precipitated the incident;

— providing appropriate referrals for domestic vio-
lence, mental health, and financial services;

— showing a compassionate, nonjudgmental attitude.
She adds that the treatment for patients with self-

inflicted injury depends upon the intent, risk for sui-
cide, precipitating events, and patient history. “Ethi-
cal dilemmas may arise with patients who refuse
help, are hostile, in denial, or noncompliant with
medication and treatment,” she says. “Voluntary 
or involuntary hospitalization may be required.”

Loeffler recommends asking these questions of
patients at risk for self-harm:

1. Have you ever thought about or actually hurt
yourself?

2. Are you in a situation where someone is hurting
you?

3. What is your current living situation? Who do
you rely on for support?

4. Have you ever been treated for depression or any
other mental health issue?

5. Do you presently take any psychiatric medica-
tion? Are you following the prescribed treatment
plan?

6. Do you have any acute stressors in your life?
Change in a relationship or job, or recent death of a
loved one?

7. Do you use alcohol or other drugs? How often
and how much?

“Our two best hopes to reduce the incidence 
of deliberate self-harm is to adequately treat known
psychiatric disorders and help our patients develop
more effective coping skills,” Loeffler says.  ■
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Here are key stats 
for self-inflicted injuries

Here are key findings of a report on self-
inflicted injuries:

• The rate for females was higher than that of
males. 

• Poisonings comprised 65% of self-inflicted
injuries; 24% involved trauma with a sharp
instrument; and 1% were attributed to a
firearm. 

• By age, rates were higher among adolescents
ages 15-19 and young adults 20-24, with high-
est rate in females ages 15-19. 

• Females attempt and repeat harmful behavior
more often, but boys and older children use
more lethal methods of self-inflicted injury.  ■

For more information on management of self-
inflicted injuries, contact:
• Kathleen A. Loeffler, RNC, Research Nurse,

Harborview Injury Prevention and Research
Center, 325 Ninth Ave., Seattle, WA 98104-
2499. Telephone: (206) 521-1520. Fax: (206)
521-1562. E-mail: loeffler@u.washington.edu.

The complete report, Nonfatal Self-Inflicted
Injuries Treated in Hospital Emergency Depart-
ments — United States, 2000, can be downloaded
at no charge at www.cdc.gov/mmwr/PDF/wk/mm
5120.pdf.

S O U R C E  A N D  R E S O U R C E



Clinical trials harmed 
by lack of informed consent

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 volunteer-
ing 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 Insti-
tutional Review Board and professor of medicine at
Boston University School of Medicine. “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 misunder-
standings largely go unchallenged.”

Properly informing patients is not only 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 trials. And even

among them, many gave their consent without a thor-
ough knowledge of the facts. Indeed, patients can be
so daunted by questions and lack of information that
they simply decide not to volunteer.

“There’s a simple ethical mandate that you don’t
ordinarily do dangerous things to people without
their knowledge and consent,” says Dale E. Ham-
merschmidt, MD, FACP, associate professor of
medicine and director of Education in Human Sub-
jects’ Protection for the University of Minnesota
Medical School in Minneapolis. “From a more prag-
matic 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.”

A new resource, written for doctors and clinical
trial participants, can help answer some of these
tough questions. Boston-based CenterWatch, the
leading publisher of clinical trial news and informa-
tion, now offers Informed Consent, a guide to the
risks and benefits of volunteering for clinical trials.

Informed Consent is a step-by-step guide that
begins with a history of the clinical trials industry,
explores the drug development process, and how a
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Checking IV sites 
can be made easier

At Children’s Hospital Medical Center in Cincin-
nati, it is a policy to check intravenous (IV) sites

every hour, says Lynn Daum, RN, BSN, an ED nurse
at the facility.

“This is because in a pediatric institution, kids
aren’t as gentle with their IVs as adults may be,”
she says. “This can cause the IV catheter to become
dislodged.”

If this occurred, not only would an IV have to be
restarted, but there also can be adverse reactions to the
medications or IV fluid additives if they infiltrate into
the tissues, warns Daum. “Some of these reactions can
be as simple as minor swelling or as severe as slough-
ing of the skin, pain, severe swelling, or in rare cases,
the loss of the extremity,” she says.

By checking every hour with active patients, these

adverse reactions can be avoided, Daum explains. 
To ensure this is done, she routinely clocks in one

hour’s worth of fluid into the pump even though she
could put in up to four hours. “That way someone —
whether it is me or someone else — is forced to go
into the room and check,” she says.

Daum also puts the patient’s identification bracelet
on the same extremity as the IV. “That way it is easy to
check site, fluids, and ID at the same time,” she says.

Verify identification first

She stresses to always check the ID prior to doing
anything for a patient. If the ID bracelet is on the same
arm as the IV, it will be a reminder and easier to check,
before hanging IV fluids or medications, she says.

“Another reason is because toddlers really hate
those bracelets, and they cry and attempt to remove
them,” she says. “If they are on the same arm as the IV,
they have only one extremity “bothered” and seem to
leave the bracelets alone.”

[Editor’s note: For more information, contact Lynn
Daum, RN, BSN, Emergency Department, Children’s
Hospital Medical Center, 3333 Burnet Ave., Cincin-
nati, OH 45229. Telephone: (513) 636-4718. Fax:
(513) 636-8724. E-mail: Lynn.Daum@chmcc.org.] ■



new drug makes its way to the marketplace. It also
details why people decide to participate, how to find
clinical trials, how to research clinical trials and eval-
uate their risks, how to ensure proper informed con-
sent, what the vulnerable populations are, and what

to do when things go wrong. Cost is $16.95, and can
be ordered from CenterWatch at (800) 765-9647, or
by faxing (617) 856-5901. It also can be ordered
through www.centerwatch.com, www. amazon.com,
and www.barnesandnoble.com.  ■
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offers two upcoming audio conferences dealing
with current, hot-topic compliance issues: pain
management and needle safety. 

The first hurdle to overcome in developing a pain
management strategy is the misconception that effec-
tive pain management is not a problem within your
facility or does not need to be a high priority. The
audio conference Complying with JCAHO Pain
Management Standards: Is Your Facility at Risk? is
scheduled for Oct. 8, from 2:30-3:30 p.m., ET. Confer-
ence speakers Patrice L. Spath, RHIT, and Michelle
H. Pelling, MBA, RN, will teach participants how to:

• Comply with the new Joint Commission on
Accreditation of Healthcare Organization standards
relating to pain medication range orders and titration;

• Integrate the Joint Commission’s “Speak Up”
campaign into your patient education initiatives. 
The groundbreaking program encourages patients to
become active, involved, and informed participants
on the health care team;

• Develop a performance measurement system to
evaluate the effectiveness of pain management and
continually monitor and improve outcomes;

• Avoid documentation deficiencies and staff
complacency that can derail your pain management
program.

“Hospitals must have a systemwide standard of
care for pain management that will reduce patient
suffering from preventable pain,” says Spath. “Fail-
ure to meet this standard of care can result in a Type
I recommendation from JCAHO. But more impor-
tant, inadequate pain management will undermine
patients’ confidence in the quality of care provided
by your health care facility.”

A Type I recommendation would require your
health care organization to resolve insufficient or
unsatisfactory pain management standards compli-
ance in a specified amount of time to maintain
your accreditation. 

This audio conference is a must for hospital nursing
directors and staff nurses, pharmacists, pain manage-
ment team members, quality directors, risk mangers,
accreditation/compliance directors, patient educators,

case managers, ED managers/nurses, same-day
surgery managers, and home health managers. 

Federal regulators are turning up the heat on nee-
dle safety compliance, increasing inspections and
issuing more than a million dollars in fines in less
than a year.

Emboldened by new federal laws, the Occupa-
tional Safety and Health Administration (OSHA)
dramatically has stepped up enforcement of needle
safety provisions. In a flurry of activity between
July 2001 and May 2002, OSHA issued a staggering
1,876 citations for those who still haven’t gotten the
message that needle safety now is the law of the
land. These unfortunate facilities were slapped with
$1.3 million in fines, and contrary to popular belief,
only about 20% of the expensive inspections were
prompted by an employee complaint. 

With random visits a possibility, you need to know
the latest regulatory information to ensure you can pass
muster with OSHA while protecting your employees
and patients. Sharps Safety Compliance: How to
Avoid OSHA Citations and Costly Fines is slated for
Wednesday, Oct. 23, 2002, from 2:30-3:30 p.m., east-
ern time, our program will feature practical handouts
and guidance along with the answers to some of your
most pressing questions. OSHA expert Katherine
West, BSN, MSEd, CIC, veteran infection control con-
sultant at Infection Control/Emerging Concepts in
Manassas, VA, will review the latest OSHA require-
ments and give you the inside tips necessary to pass
any future inspection with flying colors. Bruce E.
Cunha, RN, MS, COHN, manager of health and safe-
ty at Marshfield (WI) Clinic, has 24 years working
experience on the front lines of occupational health and
safety. He will provide vital insight on what practition-
ers can do to ensure safety for clinical procedures for
which there are currently no safety needles available. 

This conference is critical information for infection
control professionals, employee health professionals,
ED managers, physicians, nurses, risk managers,
compliance directors, case managers, home health
professionals, and same-day surgery managers. 

Educational programs for hospital staff at all levels
can ensure that sound pain management and sharps

Continued on next page

Audio conference
Continued from cover



Early MR, Williams RA. Emergency nurses’ expe-
rience with violence: Does it affect nursing care of
battered women? J Emerg Nurs 2002; 28:199-204. 

Although ED nurses are vulnerable to assault by
both patients and their intimate partners, this does not
affect their proposed nursing care of battered women,
says this study from University of Michigan School of
Nursing in Ann Arbor. 

Surveys were completed by 195 nurses from seven
urban and suburban EDs about their experiences with
violence involving patients or intimate partners. Partic-
ipants also were given two hypothetical examples of
battered women, and they submitted a nursing care
plan for each.

The study found that 70% of nurses reported vio-
lence from a patient, 40% reported violence by an inti-
mate partner, and 19% had used force on their part-
ners. Although there was no significant differences in
the nursing care proposed by female nurses who had
experienced partner violence and those who did not,
female nurses who had experienced violence only
from a patient proposed more nursing care. 

The researchers noted that only a minority of the
nurses surveyed denied any experience of physical
violence, and most nurses reported experiencing more
than one type of violence. “The incidence of violence
reported by this sample was startling,” they wrote.
They theorize that ED nurses are able to function well
in spite of being victims of violence because working
in the ED commonly exposes them to violence and
inures nurses to the impact. 

“ED and hospital administrators and managers must
do all they can to ensure the safety of emergency nurs-
es and be sensitive to the fact that employee assistance
programs are one way of providing help for nurses
confronting violence, whether at work or at home,”
they wrote.  ▼

Oman KS, Armstrong JD. Perspectives on practic-
ing procedures on the newly dead. Acad Emerg Med
2002; 9:786-790.

Most elderly patients value practicing and teach-
ing lifesaving skills by using bodies of the newly
deceased, but most believe that family members’
consent for this practice is necessary, says this study
from the University of Colorado Health Sciences
Center in Denver. 

More than 100 adults participated in the survey,
which revealed that 54% believed that practicing life-
saving skills on a newly dead body is acceptable, and
80% believed that health care workers must obtain
consent from family members.

The researchers recommend:
• that health care workers make an effort to display

attitudes and behaviors that demonstrate respect for
the newly dead;

• that health care workers support educational
objectives to train staff in engaging grieving family
members in a discussion about practicing on the newly
dead, and obtaining consent.

“These data are encouraging for health care profes-
sional educators and strengthen the argument that
obtaining appropriate consent is critical and is based
on respect for patients, including the newly dead,” they
conclude.  ■
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safety standards are understood and put into practice
throughout your facility. To sign up for either con-
ference, call AHC at (800) 688-2421 and mention
effort code 62751 for pain management and 62761
for sharps safety. The facility fee for each program
is $299, which includes free CE for pain manage-
ment and free CE or CME for sharps safety. Also
included with each conference package are program
handouts and additional reading, a convenient 48-
hour replay, and a conference CD. If you sign up for
both audio conferences, your cost is only $500.
That’s a $100 discount. Don’t miss out! Educate
your entire facility for one low fee.  ■

■ Use focus groups 
to improve morale

■ Avoid conflicts 
with physicians 

■ Comply with Joint
Commission safety standards

■ Increase reimbursement 
with better documentation

COMING IN FUTURE MONTHS
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CE objectives

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

1. Identify clinical, regulatory, or social issues
relating to ED nursing. (See Updated asthma
guidelines are here: Are you giving the right med-
ications? Do you know about these new cardiac
meds? Take these steps to avoid being named in a
lawsuit; Warn patients to come to ED early for
stroke in this issue.) 

2. Describe how those issues affect nursing
service delivery.

3. Cite practical solutions to problems and
integrate information into the ED nurse’s daily
practices, according to advice from nationally
recognized experts.  ■

9. Which of the following is recommended by 
updated guidelines from the National Asthma 
Education and Prevention Program?

A. Inhaled corticosteroids should be used only 
for severe persistent asthma.

B. Inhaled corticosteroids should be used for 
any type of persistent asthma, even mild.

C. Inhaled corticosteroids should not be used for 
children.

D. Beta2-agonists combined with inhaled corti-
costeroids should not be used.

10. Which of the following is recommended for 
patients with acute coronary syndromes, 
according to Marli Bennewitz, RN, BSN, 
chest pain coordinator at St. Jude Medical 
Center? 

A. Decreased use of glycoprotein IIb/IIIa 
inhibitors

B. Use of antiplatelet therapy only if patients will 
undergo percutaneous intervention

C. Increased use of glycoprotein IIb/IIIa 
inhibitors

D. Avoid using enoxaparin for unstable angina.

11. Which of the following is an effective way to 
protect yourself from liability risks as an ED 
nurse, according to Sharon LaDuke, RN, 
patient documentation analyst at Claxton-
Hepburn Medical Center? 

A. Practice according to local and nationally 
established standards of practice.

B. Follow hospital policies regardless of national 
standards.

C. Avoid caring for critical care patients in the 
ED.

D. Rely on your hospital’s attorney if named in a 
lawsuit.

12. Which is accurate regarding management of 
stroke patients, according to Pat Spurlock, 
RN, clinic administrator at Neurological Asso-
ciates of Des Moines (IA)?

A. Symptoms always include sudden weakness 
on one side of the body.

B. Risk factors for cardiovascular disease are 
different than stroke.

C. Stroke patients may present only with subtle 
symptoms such as dizziness.

D. Rapid computerized tomography scanning 
usually is not needed.

Answers: 

9. B; 10. C; 11. A; 12. C.
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Source of both charts: National Heart, Lung, and Blood Institute, National Asthma Education and Prevention Program, Bethesda, MD.
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Source of all charts: Gwinnett Hospital System, Lawrenceville, GA.
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