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Your patients are at risk after triage —
wait times are unsafe for 59%
Dangerous delays are commonplace in the ED

You’re worried about the patient standing in front of you, but you can
clearly see that not only the patient care areas but also the waiting room
is completely packed. How do you protect this person from deteriorat-

ing during a possible long wait? 
The percentage of emergent patients who saw a physician within the recom-

mended 14 minutes declined to 48% in 2006 from 59% in 1997, according to a
study.1 Yale University researchers analyzed a nationally representative sample
of 151,999 ED visits from 1997 to 2006 from the National Hospital Ambula-
tory and Medical Care Survey, conducted by the Centers for Disease Control
and Prevention. 

“Triage nurses hold a huge responsibility for larger patient volume in over-
flowing waiting rooms,” says Bobbie Brothers, RN, BSN, an ED nurse at Uni-
versity of California — San Diego (UCSD) Thornton Hospital. “As the U.S.
economy has plunged, more and more people are finding themselves out of
work and without insurance, therefore making the ED their primary or only
source of health care.”

Patients are waiting longer to present and, therefore, are much sicker in
many cases. “This means the triage nurse must continuously reassess patients
in the waiting room and consult with the physician and charge nurses on the
patients’ status,” says Brothers. 

Dangerous delays might occur, even for patients who need be seen immedi-
ately, says Gabe Campos, RN, MSN, CEN, clinical nurse educator for the ED
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More emergent patients are waiting longer than recommended at triage to
see a physician, says a new study that analyzed 151,999 ED visits. To pro-
tect your patient during long waits:
• Use triage protocols for EKGs and chest X-rays.
• Look for changes in tone of voice, posture, and skin color or moisture.
• Probe further if a patient seems to be minimizing symptoms. 
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at The University of Chicago Medical Center. “If all
the beds in the ED are occupied, and you receive
someone who needs to be seen immediately, you then
have to either move someone out of a room or find
somewhere to place your new patient,” says Campos.
“This can take minutes.” To avoid adverse outcomes 
in patients waiting to be seen, consider the following:

• Use triage protocols.
At UCSD Thornton, triage protocols are used “to

ensure sick patients don’t fall through the cracks,” says
Brothers. Triage nurses obtain EKGs for all patients
with a potential cardiac issue or abdominal pain above
the umbilicus for patients older than 40 years old, and
they order chest X-rays for patients with suspected
pneumonia and extremities fractures. 

“We have implemented very clear guidelines and

protocols for patients presenting with cardiac, abdomi-
nal, and pneumonia signs and symptoms,” says Brothers.
“Problematic diagnoses are being identified earlier.”

In a single month, three “walk-in” ST-elevation
myocardial infarctions were identified by ED nurses.
“Activating the cath lab within minutes of arrival to the
ED saved cardiac muscle and possibly even their life,”
says Brothers. “We even changed the layout of the triage
room, to include a cardiac chair to perform EKGs, and
purchased an additional EKG machine for use in triage.”

• Constantly scan the waiting room.
“Each time the nurses open the door to bring back

the next patient for triage, they must visually scan the
waiting room, assessing for changes in patient status,”
says Brothers. Patients with any sign of declining sta-
tus or abnormal findings are brought back to triage and
reassessed at least every two hours.

“Red flags can be obvious, such as increased pain,
decreased level of consciousness, and changes in vital
signs. They can also be subtle: changes in the tone of
voice, a change in posture, or changes in skin color or
moisture,” says Brothers. “The triage nurse must con-
stantly listen to his or her gut instincts at all times.”

• Be especially careful with patients at greatest
risk.

Keep a close eye on patients with subtle symptoms
and quiet patients who might be minimizing their con-
dition. “Use your intuition and experience to obtain
the entire story for their presentation,” says Brothers.
“Be persistent. You may need to reword or rephrase
questions differently in order to obtain a thorough and
accurate history.”

An elderly woman seen at UCSD Thornton’s ED
complained of a headache that began that morning,
but she said little else. “The nurse continued to probe
to get more information, since the patient was just
answering with brief explanations,” says Brothers. The
patient denied any recent injury or trauma, but when
asked directly if she had fallen or hit her head, stated,
“I did fall last night, but I was OK.” After further prob-
ing about medications, it was determined that the
patient was on aspirin therapy. 

“The patient was taken directly to a room because
the triage nurse was concerned for a potential head
bleed, which in fact the patient did have,” says Broth-
ers. (See related stories on instructing patients to
tell you if they worsen and “rounding” in a busy
waiting room, p. 27.)

Reference
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Tell patients to let you 
know if they worsen
Give them specific instructions

“You definitely need to instill in the patient the need
to let the triage nurse or someone else know if

their condition is worsening,” says Gabe Campos, RN,
MSN, CEN, clinical nurse educator for the ED at The
University of Chicago Medical Center. “Upon reassess-
ment, if the patient’s condition has deteriorated, then their
triage acuity score should be updated.”

Campos recommends telling patients exactly what to
look for. For example, if you gave acetaminophen to a
child with a fever, tell the parents to return in an hour
so you can recheck the temperature. If you give ibupro-
fen to patients with extremity pain, tell them to come
back in one hour so you can reassess their pain.

At the University of California — San Diego (UCSD)
Thornton Hospital, ED nurses use a standing script to
tell each patient at triage that if he or she begins to feel
worse or anything changes, to let the nurse know imme-
diately, says Bobbie Brothers, RN, BSN, ED nurse. 

If at any time a patient appears to have a change in
status after triage, they are reassessed immediately. 
If any patient waits longer than two hours, they are
brought back to the triage room, reassessed, and vital
signs are retaken. 

Recently, ED nurses cared for a middle-aged dia-
betic man who stated he was not sure if he took the
wrong doses for his short- and long-acting insulins.
The patient’s blood glucose and vital signs were all
normal. He was alert and oriented and said he was
feeling fine. 

Thirty minutes later, however, the triage nurse was

doing a visual scan of the waiting room when she went
to bring back another patient. She noticed that the man
was looking diaphoretic, and she brought him to a
hallway bed for a thorough assessment. “His blood
sugar was rechecked,” says Brothers. “He was now
hypoglycemic, and he required rapid interventions.” ■

New evidence is in, on 
ESI for pediatric triage
Infants difficult to triage

The Emergency Severity Index (ESI) Version 4 is
widely accepted as a reliable triage tool for adults.

There is now more evidence of its effectiveness in
children. When researchers asked ED physicians and
nurses to assign a triage level to 20 pediatric case sce-
narios, they found that the agreement rate was 83%.1
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For more information on long wait times after
triage, contact:
• Bobbie Brothers, RN, BSN, Emergency

Department, University of California — San
Diego Thornton Hospital. Phone: (858) 657-
7600. E-mail: bbrothers@ucsd.edu.

• Gabe Campos, RN, MSN, CEN, Clinical Nurse
Educator, Emergency Department, The Univer-
sity of Chicago Medical Center. Phone: (773)
702-1927. Fax: (773) 702-2837. E-mail: gabriel.
campos@uchospitals.edu.

S O U R C E S

Do a ‘roll check’ 
in the waiting room

When your ED is crowded, walk out to the wait-
ing area to ask if everyone has been signed in

or has been triaged. This “roll check” can ensure that
you haven’t missed anyone who has arrived to your
ED for evaluation, says Gabe Campos, RN, MSN,
CEN, clinical nurse educator for the ED at the Uni-
versity of Chicago Medical Center. 

“When several people walk in at the same time,
some will let you know they are there to be seen.
Others may sit down in the waiting area,” says
Campos. “Unless you inquire, someone may be
overlooked.”

Have nurses walk around answering questions or
calling out simple instructions to be sure everyone
in the waiting room is accounted for, she suggests.
“Rounding helps ensure people are still present 
and there are no acute changes in their condition,”
says Campos. “If there is private information to be
shared, having a second triage room or another pri-
vate area to talk to the patient is ideal.” ■

CLINICAL TIP



“There have been studies on ESI in pediatrics,
but they are limited. Most of the studies have been in
adults,” says Yamini Durani, MD, the study’s lead
author and an ED physician at Alfred I. duPont
Hospital for Children in Wilmington, DE. “Our study
and prior studies by other authors support ESI as a
potential universal triage tool for adult and pediatric
patients,” says Durani.2

However, a different study indicated that the use of
the ESI for pediatrics has some room for improvement.3

Researchers identified areas in which ED nurses had
difficulty triaging patients consistently when using the

ESI at three general EDs and two pediatric EDs. 
Debbie A. Travers, PhD, RN, FAEN, assistant pro-

fessor of health care systems and emergency medicine
at the University of North Carolina at Chapel Hill’s
School of Nursing, is a co-developer of ESI. “The big
thing we found was that general EDs which see only
some children tend to have more trouble, particularly
with infants as a group,” she says. “We found that
infants were particularly hard to triage.” There was
undertriage and overtriage, she says. “And it’s impor-
tant to reduce both. As EDs get more and more
crowded, it’s really important that people who aren’t
that sick don’t take the last bed,” Travers says. 

Travers is working on a follow-up study to see if
ED nurses’ accuracy rates improve after an educational
intervention targeting pediatric triage. The intervention
consisted of a one-hour computerized graphic presen-
tation given by an ED nurse educator. This presenta-
tion was based on a newly written pediatric chapter for
the ESI handbook, which will be included in future
editions. “We hope to improve the reliability with edu-
cation specific to using ESI to assign an acuity level
for children,” says Travers. (See story on calming a
child during your assessment, left.)
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1. Durani Y, Brecher D, Walmsley D, et al. The Emergency Sever-
ity Index Version 4: Reliability in pediatric patients. Ped Emerg
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2. Eitel DR, Travers DA, Rosenau AM, et al. The emergency
severity index triage algorithm version 2 is reliable and valid. 
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There is room for improvement with the use of the
Emergency Severity Index (ESI) to triage pediatric
patients, particularly infants, says a new study that
found undertriage and overtriage in this group. To
improve accuracy:
• give nurses an educational intervention on pedi-

atric triage;
• look for a pediatric chapter in future editions of

the ESI handbook;
• get down to a child’s eye level when performing

your assessment. 

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

For more information on pediatric triage, contact:
• Yamini Durani, MD, Division of Emergency

Medicine, Department of Pediatrics, Alfred I.
duPont Hospital for Children, Wilmington, DE.
E-mail: ydurani@nemours.org. 

• Rosie Rodriguez-Henderson, RN/MHL,
Advanced Clinician, Pediatric Emergency Depart-
ment, Baptist Children’s Hospital, Miami. Phone:
(786) 596-6966. E-mail: RosiR@baptisthealth.net.

• Debbie Travers, PhD, RN, FAEN, School of
Nursing, University of North Carolina at Chapel
Hill. Phone: (919) 966-5357. Fax: (919) 966-
7298. E-mail: dtravers@email.unc.edu. 

S O U R C E S

Get on eye level 
with child at triage

Imagine how frightened a small child can quickly
become in a crowded, noisy ED, having strangers

asking questions and examining them. This fear can
interfere with your triage assessment.

“This often leads to crying and makes your
examination more difficult,” says Rosie Rodriguez-
Henderson, RN/MHL, advanced clinician in the
pediatric ED at Baptist Children’s Hospital in
Miami. To reduce anxiety, keep the child close to
the parent or caregiver at all times, she says. “This
helps them to feel safe and stay calm,” she says.
“Also, sit at their eye level. Having someone tower-
ing over you can be intimidating.” ■

CLINICAL TIP



Stop poor compliance 
for verbal order standard

Have you struggled with compliance with The Joint
Commission’s standards for use of verbal orders

in your ED? According to the most recent statistics,
40% of hospitals were noncompliant with require-
ments for qualified staff to record and receive verbal
orders (standard RC.02.03.07) during surveys in the
first half of 2009. 

“We have instructed all of our nurses to keep verbal
orders to critical situations only,” says Sheri Leslein,
RN, CEN, assistant director of the emergency center 
at Medical Center of Central Georgia in Macon. “If a
physician starts to give a verbal order, the nurse hands
the chart to them to write it.”

Physicians enter all of their own orders into the sys-
tem, with the exception of medication orders. “This
helps a lot,” she says. “By October 2010, we will have
all of the orders entered into the computer by the
physician. Our physicians also carry a telephone to
make them easily accessible.”

2 nurses perform double-check

A scribe is in the room for critical and emergency
situations, which allows two nurses to hear any verbal
orders and perform a double-check. “We have the
nurse repeat the order when it is heard. If giving the
medication, the nurse will repeat the medication and
the dose to the ordering physician before giving it,”
says Leslein. “This read-back and verify process is
used for all verbal and telephone orders.”

The initial culture change took some time, but it is
now ingrained in the practice of ED nurses. “When I
first came to the emergency department, it took me a
long time to get used to working off verbal orders after
coming from the floor where we worked off written
orders. I have now come full circle,” says Leslein.

Chart audits are performed to ensure compliance
with this process. “I review all of the quality improve-
ment referrals, and I have not seen any related to verbal
orders since the process was started,” Leslein says.  ■

Immediate interventions for 
medication ODs in children

Upon hearing that a 15-year-old girl was “just not
acting right,” an ED triage nurse at Phoenix Chil-

dren’s Hospital quickly recognized this statement as a
risk factor for suicide. 

Within minutes, the ED nurse determined that 
the adolescent had ingested an unknown amount of
acetaminophen. She immediately alerted the ED attend-
ing physician. “If the nurse had not been skilled in iden-
tifying risk factors, this patient may have been left in 
the lobby to deteriorate,” says Lori Wertz, RN, MN,
CPEN, clinical education specialist for the ED. 

Drug levels were found to be high in acetaminophen.
Intravenous acetylcysteine was ordered, along with ongo-
ing liver function studies. The patient was admitted to the
pediatric intensive care unit for ongoing monitoring.

Another ED nurse at Phoenix Children’s recently
cared for a toddler who had gotten into his grand-
mother’s pills. The parents didn’t know what the medi-
cation was, and they were not in labeled containers.
Although the toddler appeared stable, the ED triage
nurse knew this was a high-risk situation. “Even
though the nurse did not know what pills may have
been ingested, she knew that geriatric medications can
potentially be fatal,” says Wertz. 

The pills were identified as blood pressure medica-
tions. “Drug levels were obtained from the patient, and
it was discovered that the patient did not ingest any of
the medications. But during this time, the nurse closely
monitored the patient for signs and symptoms,” says
Wertz. 

Researchers from the Centers for Disease Control
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Forty percent of hospitals were found to be non-
compliant with The Joint Commission’s require-
ments for verbal orders. To improve safety:
• have physicians enter all their own orders into 

the system;
• repeat the medication and dose to the ordering

physician;
• perform chart audits.

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

For more information on verbal orders in the ED,
contact:
• Sheri Leslein, RN, CEN, Assistant Director,

Emergency Center, Medical Center of Central
Georgia, Macon. Phone: (478) 633-2038. Fax:
(478) 633-7879. E-mail: Leslein.Sheri@mccg.org.

S O U R C E



and Prevention estimated that 71,224 children come to
EDs every year because of unintentional medication
overdoses. More than two-thirds of these visits involve
prescription and over-the-counter medications.1

“It is vital the triage nurse has a very good under-
standing of ingestions and what drugs or chemicals are
considered high risk,” says Wertz. “If a patient arrives
in the ED after an ingestion of one of these meds,
either accidental or intentional, we take them back to
the main ED right away for immediate intervention.”
Take these steps:

• Take action right at triage.
Wertz says ED nurses usually are the first ones to

see the patient. “We have had parents arrive in the ED
lobby with limp or blue children. The ED nurses take
control of the situation, providing lifesaving interven-
tions immediately,” she says. 

Wertz says her ED commonly sees cases involving
“heart medication,” placed in unlabeled vials or plastic
containers, ingested by a child. “It is up to the triage
nurse to quickly try and determine what the medication
was and how much was ingested,” she says. “Our first
step would be to monitor the airway and breathing and
start an intravenous line. The nurse will also obtain
blood to send for a toxicology screen. The nurse does
not need to wait for the physician or nurse practitioner
to assess the patient to begin these interventions.”

• Perform continuous monitoring.
A patient who has overdosed on a tricyclic antide-

pressant or an oral hypoglycemic initially might be
stabilized, but then rapidly deteriorate, warns Janelle
Glasgow, RNC, CPEN, an ED nurse at Nationwide
Children’s Hospital in Columbus, OH. For this reason,
continuous monitoring of the patient’s airway, ventila-
tory status, circulation and perfusion status, level of
consciousness, and vital signs are imperative. 

“Any deterioration must be managed aggressively in
conjunction with the poison control center and toxicolo-
gist,” says Glasgow. “Patients who present with few

signs or symptoms may need to be admitted or observed
for several hours, due to the length of time that symp-
toms may take before occurring. This may be due to dif-
ferences in onset, peak, duration, and half-life of medi-
cations.” (See stories on how to reduce absorption,
below, and when to suspect ingestion, p. 31.)

Reference

1. Schillie SF, Shehab N, Thomas KE, et al. Medication overdoses
leading to emergency department visits among children. Am J Prev
Med 2009; 37:181-187. ■

Reduce absorption 
or eliminate toxin

Achild presents for ingestion of an unknown sub-
stance. He is stabilized, and the toxin is identi-

fied. Now your focus is on reducing absorption and
elimination of the toxin. 

“If an antidote is available, it should be adminis-
tered as soon as possible,” says Janelle Glasgow,
RNC, CPEN, an ED nurse at Nationwide Children’s
Hospital in Columbus, OH. “There are few antidotes
available for the millions of substances that can be
ingested, but antidotes can be life-saving if one can 
be identified.”

In addition to administration of an antidote if avail-
able, whole bowel irrigation might need to occur to
eliminate an extended-release medication that absorbs
throughout the gastrointestinal tract, she says. “Hemo-
dialysis, urine alkalinization, chelation therapy, or
hemoperfusion may need to be undertaken to eliminate
toxins as well,” says Glasgow. “These efforts will typi-
cally be undertaken after the patient has been admitted to
an intensive care unit, but the ED nurse may need to pre-
pare the patient for this potential intervention.”
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Unintentional medication overdoses by children
result in 71,224 ED visits every year. More than
two-thirds of these cases involve prescription and
over-the-counter medications. 
• Recognize risk factors for suicidal adolescents.
• Know which drugs or chemicals are considered

high risk.
• Monitor airway and breathing, and start an intra-

venous line. 

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

For more information on pediatric medication
overdoses, contact:
• Janelle Glasgow, RNC, CPEN, Emergency

Department, Nationwide Children’s Hospital,
Columbus, OH. E-mail: Janelle.Glasgow@
nationwidechildrens.org.

• Lori Wertz, RN, MN, CPEN, Clinical Educa-
tion Specialist, Emergency Department, Phoenix
Children’s Hospital. Phone: (602) 546-1926. 
E-mail: lwertz@phoenixchildrens.com.

S O U R C E S



Stabilization of the patient, elimination of the toxin,
and reducing absorption of the toxin might be occur-
ring at the same time, she says.

If Poison Control Center directs you to administer
activated charcoal to your patient, remember that this
should be administered within one to two hours of the
ingestion for it to be effective in absorbing the toxin,
warns Glasgow. Activated charcoal might be con-
traindicated in patients who have nausea or vomiting
due to the potential for aspiration, she adds. 

Activated charcoal works by binding with the sub-
stance preventing absorption in the gastrointestinal
tract, says Glasgow. “Some substances, such as alco-
hols, are nearly immediately absorbed after ingestion,
and activated charcoal will be ineffective,” she says.  ■

Do you need to refuse 
an ED physician’s order?

You aren’t ready to rule out a cardiac cause to your
patient’s chest pain, but the ED physician orders a

pain medication instead of nitroglycerin. When you ques-
tion this, the physician insists the pain is musculoskeletal.

It’s a harrowing moment for even an experienced
ED nurse. What should you do immediately in this
situation?

According to your state’s nurse practice act, you have
a legal and ethical obligation to challenge unsafe prac-
tices and orders. On the other hand, refusing an order
without sound justification “will go nowhere,” says 

Teri J. Cox, RN, MS, CLNC, president and owner of
Point Pleasant, NJ-based TCK Consulting, a legal nurse
consulting firm. “And for goodness sake, don’t be con-
frontational and argumentative in front of the patient,”
she says. “Take it outside.” Cox is former director of
emergency services at Bellevue Hospital/New York
University Medical Center in New York City.

Can you be fired for refusing to carry out a physi-
cian’s order? Cox says this situation is doubtful, but
you’re at greater risk if you don’t document, fail to
follow the chain of command, and go against the
hospital’s policy and procedure. 

Mariann Cosby, RN, MPA, MS, CEN, LNCC, prin-
cipal of Sacramento, CA-based MFC Consulting, a legal
nurse consulting company, says, “Remember that you
have an obligation to advocate for patients. You have a
legal right to not administer drugs you think will harm 
a patient.” Cosby also is a practicing emergency nurse. 

You might choose to exercise this right if you think
the dosage is too high, if the drug is contraindicated
because of a dangerous interaction with other drugs, or
the patient’s condition contraindicates usage. “Using
critical thinking and sound judgment should keep
repercussions at bay,” she says. 

In fact, if you perform an order that you believe to
be incorrect, you could be named in a malpractice law-
suit, warns Elisabeth Ridgely, RN, LNCC, a Telford,
PA-based legal nurse consultant and an emergency
nurse at St. Luke’s Hospital in Quakertown, PA. “The
nurse can and will be held liable for administration 
of medications that are known to be incorrect, wrong
dosages or wrong medications, despite the fact that 
she may have an order to do so. Complacency is not 
a valid legal argument,” she says.

Refusal to administer a drug can have legal implica-
tions if the drug is ordered by a physician, however.
Ridgely says the safest course of action is to document
all conversations regarding the refusal. “If you are cor-
rect and move up the chain of command, then I see no
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Suspect ingestion for 
all decreased LOC

Many substances cause central nervous system
depression, says Janelle Glasgow, RNC,

CPEN, an ED nurse at Nationwide Children’s
Hospital in Columbus, OH. 

“Any patient who presents with decreased level
of consciousness [LOC] or confusion without a
known head injury should have ingestion consid-
ered as a differential diagnosis until proven other-
wise,” she says.  ■

CLINICAL TIP If you believe a physician’s order is unsafe, you
have a legal and ethical obligation to challenge it.
However, do so by going through the chain of com-
mand and documenting this challenge. 
• Don’t be confrontational and argumentative in

front of the patient.
• Document facts, not personal feelings.
• Contact the pharmacist to ascertain whether a

medication order is a safe dosage.

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



legal ramifications for the nurse, if appropriate treat-
ment is then provided,” she says. 

If you refuse an order, “document very carefully,
with no personal feelings or attitudes. Chart the facts,”
says Cox. “If there is no record of unsafe practices,
there will be no consequences to the behavior. A pattern
of unsafe practice is key, not an individual occurrence.”

Next, write an incident report, and notify risk manage-
ment of any physician order or procedure you thought
was unsafe and possibly harmful to the patient, Cox says. 

Ridgely says to document all pertinent information:

presenting symptoms, EKG results, laboratory results,
and the patient’s response to interventions. Also docu-
ment your concerns and the fact that these were
reported to the ED physician.

When you document in the patient record why the
medication was not given, Cosby says to “include
additional actions that may have been taken in this sit-
uation, such as notifying your supervisor and their fol-
low-up actions, and your communications with the
ordering physician.” (See clinical tip on contacting
the pharmacist, below left, and story on how to
follow the chain of command, below.) ■

You need to follow 
chain of command

When Elisabeth Ridgely, RN, LNCC, a Telford,
PA-based emergency nurse and legal nurse con-

sultant, was caring for a patient during a code, a resi-
dent ordered diltiazem to treat an increased heart rate
during a code. However, “the patient barely had a
blood pressure and required dobutamine, fluids, or
blood — definitely not [diltiazem],” she recalls.

She explained her thoughts to the resident, who
quickly acquiesced. Had the diltiazem been given, the
patient would have become more hypotensive and prob-
ably not survived. “Had the resident not been reason-
able, the situation could have deteriorated. I would have
had to move up the chain of command,” says Ridgely. 

Teri J. Cox, RN, MS, CLNC, president and owner of
Point Pleasant, NJ-based TCK Consulting, a legal nurse
consulting firm, says to follow these steps if you’re
uncomfortable with an order: Go to your charge nurse,
then the ED attending physician if it is a resident order,
then the in-house attending if you have one, then the 
ED nursing supervisor, then the ED nursing director,
and finally, the ED medical director. “Rarely have I seen 
a refusal of an order go all the way up the chain, but I
have seen it,” says Cox. “It can generally be resolved 
at the charge nurse level.”

If everyone on the chain of command agrees with
the physician’s order but you still do not, here are some
options: Ask for your assignment to be changed, have
another nurse perform the order, or have the physician
give the drug himself. “Of course, if the nurse allows
the physician to administer a drug which she knows is
wrong, then she has an obligation to report that to her
superiors and the medical director,” says Ridgely.

If the ED nurse and physician are in conflict with
each other, it could be one is less informed about a
change in treatment practice, says Mariann Cosby,
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For more information on refusing a physician’s
order, contact:
• Mariann Cosby, MPA, MS, RN, CEN, LNCC,

Principal, MFC Consulting, Sacramento, CA. 
E-mail: smfc@deepwell.com.

• Teri J. Cox, RN, MS, CLNC, TCK Consulting,
Point Pleasant, NJ. E-mail: teri.cox@tck 
consulting.com.

• Elisabeth Ridgely, RN, LNCC, Ridgely Asso-
ciates, Telford, PA. Phone: (610) 496-8610. 
E-mail: bethridgely@verizon.net.

S O U R C E S

When in doubt, 
contact pharmacy

Do you suspect an ED physician ordered the
wrong dosage of a drug? Have you already

checked with the physician who insists the dosage
is correct? If so, call the hospital pharmacist, sug-
gests Mariann Cosby, RN, MPA, MS, CEN,
LNCC, principal of Sacramento, CA-based MFC
Consulting, a legal nurse consulting company. 

“The pharmacist can either validate that the medi-
cation order is a safe dosage or corroborate the
nurse’s concern,” she says. “Assuming the concern
is confirmed, the nurse should convey the informa-
tion obtained from the pharmacy back to the order-
ing physician, to ensure that he or she is aware of
the data that supports the nurse’s concern.” ■

CLINICAL TIP



MPA, MS, RN, CEN, LNCC, principal of Sacramento,
CA-based MFC Consulting, a legal nurse consulting
company. When an admitting physician ordered medi-
cations and treatments for an asthma patient that were
no longer the standard of care, Cosby notified the ED
physician. He recommended that she go up the medi-
cal chain of command since he had no authority to
override an admitting physician’s orders. 

“After letting nursing administration know what I
was doing, I spoke with the physician who was chief
of staff and conveyed my concerns,” she recalls.
“Orders were revised based on his interventions.”

Cosby says “it all boils down to communicating your
concern about what you perceive to be an inappropriate
or potentially harmful treatment or medication with those
who will support your actions to remedy the situation,
and then documenting what transpired.” ■

Don’t miss these adverse 
drug reactions in elders

Awell-kept elderly couple presented to triage and
seemed knowledgeable about their medication

regimen. The man told the nurse that his wife had
become confused and lethargic over the past three days. 

“He had all of her medications on a 3x5 card and
seemed to be aware of the need for compliance with
dosing times,” recalls Tia Valentine, RN, CEN, clini-
cal nurse educator for the ED at University of Califor-
nia — San Diego Medical Center.

The woman had been prescribed an antibiotic for
urinary tract pain, but she stopped taking it because of
nausea. “It was discovered that she was taking ginkgo.
Although this is an over-the-counter medication, it 
can interfere with some prescription medications,” she
says. “It was not listed on their 3x5 card because it
was not prescribed by their physician.”

In fact, it was the herbal supplement that caused the

patient’s nausea, causing her to stop the antibiotic.
“Her diagnosis was urosepsis. She was admitted to 
the hospital for three days and eventually discharged
home. If they had stopped the ginkgo instead, perhaps
her urinary infection would have been treated and she
would not have required admission,” says Valentine. 

Researchers looked at ED patients 65 and older
admitted to France’s Toulouse University Hospital for
four consecutive weeks in 2002 and 2003. They found
that 66 of the admissions were a result of adverse drug
reactions (ADRs).1 Multiple medications, antithrom-
botics, and antibacterial drugs were linked to a higher
risk of ADRs. 

Valentine says most of the drug interactions she’s seen
in her ED involve cardiovascular drugs, diuretics, antibi-
otics, nonopioid painkillers, and anticoagulants. “Symp-
toms of ADRs can be subtle,” she says. “Having knowl-
edge of all the medications being taken by the patient, as
well as potential interactions, can assist with the problem-
solving of potential drug-to-drug interactions.”

If your patient has a complex medical history, deter-
mining whether the issue at hand is related to an ADR
or a medical problem might be “difficult at best,” says
Valentine. “If the patient is confused or uncertain of
their own medication regimen, it makes the diagnostic
work-up more challenging.” Here are other challenges
Valentine has seen:

— A patient with an ADR might present with con-
fusion, which can be difficult to differentiate if there
also is a diagnosis of dementia. 

— Muscle cramping might be confused with nausea.
— Alteration in baseline vital signs, whether hypo

or hyper, might be linked to emotions and excitement.
“This may cause a false sense of security when assess-
ing the patient,” says Valentine.

“Assess the basic knowledge of the patient concern-
ing their medication regimen,” she says. “This should
be your primary focus when attempting to establish
any drug reaction.” Valentine says to remember these
three things:

• Tell patients the common side effects of each
medication and what to do if they occur.

For example, a patient taking a statin drug to lower
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Adverse drug reactions in elder patients often
involve cardiovascular drugs, diuretics, antibiotics,
nonopioid painkillers, and anticoagulants. Signs can
be subtle. To improve your assessment:
• find out all medications being taken by the patient;
• ask specifically about herbal supplements;
• remember that pharmacy labels aren’t always

accurate. 

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

For more information on adverse drug reactions in
elderly patients, contact:
• Tia Valentine, RN, CEN, Clinical Nurse Educa-

tor, Emergency Department, University of Cali-
fornia — San Diego Medical Center. E-mail:
thooley@ucsd.edu. 

S O U R C E



cholesterol levels should know to stop taking the med-
ication and call their physician if muscle pain occurs.

• Remember that nutritional supplements can
interact with prescription medications.

Gingko, garlic, and ginseng, for example, can all
interfere with warfarin. “Patients are often reluctant to
discuss these self-prescribed herbal supplements,” says
Valentine.

• Pharmacy labels aren’t always accurate, because
physicians might change dosing instructions based
on the patient’s response.

“That is a huge reason for patients to keep their
own, up-to-date, written instructions with them when
going to the emergency department,” says Valentine. 

Reference

1. Pascale O, Bertrand L, Tubery M, et al. Hospitalizations
because of adverse drug reactions in elderly patients admitted
through the emergency department: A prospective survey. Drugs
Aging 2009; 26:475-482. ■

Identify early, subtle 
signs of septic shock
Act before it’s too late

In a septic patient, the normal defenses of the body
against overwhelming infection are breaking down.

Bacterial germs are loose and multiplying in the
bloodstream. 

“Once this state has arisen, the patient’s chances for
recovery begin to decline rapidly,” Melissa Gaines,
RN, BSN, education clinical coordinator for emer-
gency services at Sts. Mary & Elizabeth Hospital in
Louisville, KY. “Septic shock and death will follow 
if this condition is left untreated for long.”

At Sts. Mary & Elizabeth Hospital’s ED, a septic
work-up includes obtaining culture specimens of
blood, urine, and spinal fluid via lumbar puncture or
spinal tap. “While awaiting these test results, powerful
antibiotics are administered intravenously in high
doses until the situation is clearer. The patient is truly,
gravely infected or perhaps suffering from another ill-
ness, often viral, which is not serious,” says Gaines. 

Gaines says in fact, most septic work-ups are false
alarms. “But they are a small price to pay for saving
lives. Children are more at risk, especially young
infants as they cannot tell us exactly what is happening
within their body,” she says. 

Early, subtle signs of shock are agitation, confusion,

lethargy, pale skin, dry mucous membranes, general-
ized weakness, and tachycardia, says Holly Mason,
RN, BS, CEN, unit manager of the pediatric ED/Fast
Track/clinical decision unit/observation unit at Wake
Forest University Baptist Medical Center in Winston-
Salem, NC. Also, patients with nausea, vomiting, diar-
rhea, or fevers are at high risk. “Elderly and pediatric
patients are more at risk for developing septic shock,”
adds Mason. “What may first appear as a mild case of
dehydration can quickly develop into an emergent situ-
ation, due to volume depletion and infection.”

Perform these interventions immediately for
patients in septic shock, says Mason:

• Give intravenous hydration to address volume
depletion. 

• Perform cardiac, noninvasive blood pressure, and
pulse oximetry monitoring. 

• Draw labs. 
• Monitor urinary output closely to assess for kid-

ney failure. 
Wake Forest’s ED nurses use a protocol with sev-

eral indicators, including a patient’s history and vital
signs, to identify sepsis. “It is initiated immediately
and includes a standardized list of orders for rehydra-
tion and antibiotics if indicated,” says Mason. “100%
of these patients are QI’d to ensure that we are identi-
fying and treating septic patients appropriately.” [The
sepsis protocol used by ED nurses is included with
the online version of this month’s ED Nursing. For
assistance, contact customer service at (800) 688-
2421 or customerservice@ahcmedia.com. Also see
related stories on signs of sepsis in the elderly and
patients without spleens, p. 35. ] ■
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For more information on identifying early signs 
of sepsis, contact:
• Sheri Belanger, RN, BSN, CEN, SANE, Emer-

gency Department, St. Joseph Mercy Hospital,
Ann Arbor, MI. Phone: (734) 712-3000. E-mail:
belanges@trinity-health.org. 

• Melissa Gaines, RN, BSN, Education Clinical
Coordinator, Emergency Services, Sts. Mary &
Elizabeth Hospital, Louisville, KY. Phone:
(502) 361-6740. Fax: (502) 367-3340. E-mail:
melissa.gaines@jhsmh.org.

• Holly Mason, RN, BS, CEN, Pediatric Emer-
gency Department, Wake Forest University Bap-
tist Medical Center, Winston-Salem, NC. Phone:
(336) 713-9054. E-mail: hmason@wfubmc.edu.

S O U R C E S



Watch for these vague 
signs of sepsis in elders

Because an 84-year-old man who owned a business
and worked there every day was suddenly unable

to remember what day it was, his family brought him
to the ED at St. Joseph Mercy Hospital in Ann Arbor.

ED nurses quickly obtained labs, obtained a urine
specimen, performed a nursing assessment, and
administered intravenous fluids and antibiotics.
“Within four hours, the patient was back to his base-
line mental status and was improving,” says Sheri
Belanger, RN, BSN, CEN, SANE, an ED nurse.

Look for these subtle changes in your patients over
the age of 55, says Belanger:

• slight changes in mental status, confusion or “just
not feeling good”; 

• minor changes in the patient’s body temperature; 
• slight changes in vital signs: a decrease in oxygen

saturation or increase in heart rate; 
• known or suspected infection; 
• no improvement in symptoms for patients already

on antibiotics; 
• slightly elevated blood sugar.
“Patients need to be screened at the time of triage

for any of the above changes,” says Belanger. “Do a
conscious, thorough questioning of the patient and
their family.” ■

Patients without spleen 
are high risk for sepsis

Before a young man was able to walk up to the
triage nurse at Sts. Mary & Elizabeth Hospital in

Louisville, KY, she noticed he was weak and his color

was grayish. 
“She immediately assisted him and obtained a

wheelchair,” says Melissa Gaines, RN, BSN, educa-
tion clinical coordinator for emergency services. “His
blood pressure was in the 80s diastolically, so she
wheeled the patient to a trauma bed and alerted the
physician of his presence.”

A septic work-up was performed, including obtain-
ing blood cultures, labs, urine, and rapid administra-
tion of intravenous fluids and strong antibiotics, but
these interventions were too late.

“The patient’s body shut down. His pressure contin-
ued to rapidly decline despite the numerous interven-
tions,” says Gaines. “Within three hours, the 24-year-
old normally healthy man coded twice and died.”

Emergency nurses struggled through the rest of the
shift. “The ED doctor repeated his clinical findings
over and over to make sure he did not miss anything
that could have altered this young man’s fate,” says
Gaines. 

It was determined that the patient must have con-
tracted bacteria from an intensive care unit, where he
had visited a sick uncle. “Not having a spleen hastened
the growth of the bacteria in the patient’s system,” says
Gaines. “In short, when any patient arrives with a his-
tory of vomiting and diarrhea that does not have a
spleen, I take them to a bed immediately to start the
work-up.” ■
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■ Proven ways to speed up
evaluation of stroke 

■ Make poor hand hygiene
compliance a thing of the past 

■ Stop life-threatening
mistakes with pain medications

■ Dramatically improve care 
of congestive heart failure

COMING IN FUTURE MONTHS

CNE instructions 

Nurses participate in this continuing nursing
education program by reading the issue, using

the provided references for further research, and
studying the questions at the end of the issue. 

Participants should select what they believe to
be the correct answers, then refer to the list of
correct answers to test their knowledge. To clarify
confusion surrounding any questions answered
incorrectly, please consult the source material. 

After completing this semester’s activity with
the June issue, you must complete the evaluation
form provided in that issue and return it in the
reply envelope provided in order to receive a cer-
tificate of completion. When your evaluation is
received, a certificate will be mailed to you. ■

CLINICAL TIP
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should be able to:
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nursing;
• describe the effects of clinical, regulatory or social issues

related to ED nursing on nursing service delivery;
• integrate practical solutions to ED nursing challenges into

daily practice.

1. Which of the following is recommended for triage nurses
to do during periods of crowding in the ED?

A. To improve patient flow, continuously reassess only
those patients triaged as emergent.

B. Avoid the use of triage protocols for chest X-rays for
patients with suspected pneumonia.

C. To avoid increased delays, don’t routinely tell patients
with pain to return in one hour for reassessment.

D. Watch for subtle changes in patients, including tone of
voice, posture, or skin color.

2. Which is true regarding an emergency nurses’ actions if
he or she believes a physician’s order is unsafe?

A. The ED nurse has a legal right to not administer drugs
he or she thinks will harm a patient and to protect patient
safety by reporting concerns through the chain of com-
mand, consulting pharmacy and documenting these
actions.

B. The ED nurse cannot be held liable for giving an incor-
rect drug or dosage, as long as the medication is
ordered by a physician.

C. The ED nurse should not document any conversations
with supervisors or the ordering physician about his or
her concerns.

D. As long as the physician administers the drug him or
herself, the ED nurse has no obligation to report his or
her concerns. 

3. Which is true regarding care of pediatric ingestions in
the ED?

A. Standing orders should not be used for starting intra-
venous lines or obtaining blood for toxicology screens. 

B. If a patient who overdosed on a tricyclic antidepressant is
initially stabilized, continuous monitoring is not necessary. 

C. Continuous monitoring of the patient’s airway, ventilatory
status, circulation, perfusion status, and level of con-
sciousness is imperative for patients who overdosed on
an oral hypoglycemic. 

D. Activated charcoal is never contraindicated in patients
who are nauseous or vomiting. 

4. Which is true recommended regarding ED nursing care
of sepsis patients?

A. Do not consider elderly and pediatric patients to be at
higher risk than other ED patients for developing septic
shock. 

B. Watch for early, subtle signs of shock including agitation,
confusion, and lethargy. 

C. Do not use triage protocols for rehydration or antibiotics. 
D. Do not increase your index of suspicion if changes in

vital signs are slight. 

Answers: 1. D; 2. A; 3. C; 4. B. 
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NCBH  EMERGENCY DEPARTMENT 

INFECTION/PNEUMONIA /SEPSIS 

                            Protocol 
 

Patient Label 

DATE:  _______________ TRIAGE TIME: __________ INITIATED BY _________________________________(MD / PA / NP / RN) 

                                                         

ALLERGIES: _____________________________________ 

 

TIME INITIATED 

 

 

VITAL SIGNS 

 

       BP: __________    P: __________   R: __________   T: __________    O2 Sat: __________ 
 

SUSPECTED INFECTION 
(2 or more signs and symptoms OR 1 sign or symptom and 1 risk) 

SIGNS AND SYMPTOMS HIGH RISK  

[  ] Temperature > 100.5                [  ] SOB 

[  ] Chills                                        [  ] O2 Sat < 93%  

[  ] Tachypnea 

[  ] Tachycardia 

[  ] Productive cough 

[  ] Diagnosis of pneumonia within past 2 months 

[  ] Age > 65 

[  ] Nursing home resident 

[  ] Tracheotomy 

[  ] Indwelling catheters/tubes (Foley, nephrostomy tube, etc.) 

[  ] Central venous lines (PICC, portacaths, etc.) 

[  ] Immunocompromised patients (Cancer, HIV, Transplants) 
 

Physician’s 

First impression:  ____________________________________________________________________________ 
 

 

TIME 

FRAME 

 

1. ORDERS / INTERVENTIONS 
(* - RN can initiate without order / ** - Must have physician’s order.) 

TIME 

ORDERED 

 

Time  

DONE 

TIME 

SENT 

 

RN 

INITIALS 

 

* Monitor / Pulse ox 
    

* CHEST X-RAY   (Portable with ESI 1 or 2 / PA & Lat with ESI 3,4, or 5) 

                                                                       TIME RESULT RECEIVED: 
__________  

    

* IV # 1: Saline Lock  (20 or 18 gauge) with blood draw 

               (Rainbow with blood culture x 2 )  
    

** LABS: (Hold until MD Order) 
           [   ] CBC with diff           [   ] CMP          [   ] Lactate           [   ] PT/PTT  

    

                                                (One BC from each vascular access device in place 

> 48 h) 

              [   ] Blood cultures X 2  (Prior to administration of antibiotics) 

    

          

              [   ]  ABG      [   ] CO-Ox 

    

         

              [   ]  UA and culture 

    

         

              [   ]  Sputum Culture 

    

         

              [   ]  Wound Culture 

    

                     

              [   ]  Other:  

_________________________________________________ 

    

     

 

 

 

 

 

 

 

 

 

 

0-1 hr 
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NCBH  EMERGENCY DEPARTMENT 

INFECTION/PNEUMONIA /SEPSIS 

                            Protocol 
 

Patient Label 

                                                

SITE OF INFECTION 

[  ] Lungs                                    [  ] Bowel                                              [  ] Skin/Soft tissue          [  ] Other                  

[  ] Liver or gall bladder             [  ] Kidneys / Urinary tract                   [  ] CNS                            

 
 

TIME 

FRAME 

 

2. ORDERS / INTERVENTIONS 
(** - Must have physician’s order.) 

 

TIME 

ORDERED 

 

TIME 

GIVEN 

 

RN 

INITIALS 

** 

ANTIBIOTICS:    * See Antibiotic Recommendations form     

   

[   ]  __________________________________________    

[   ]  __________________________________________    

[   ]  __________________________________________    

[   ]  __________________________________________    

[   ]  __________________________________________    

[   ]  __________________________________________    

[   ]  __________________________________________    

[   ]  __________________________________________    

    

Other Medications:    

[   ]  __________________________________________    

[   ]  __________________________________________    

[   ]  __________________________________________    

[   ]  __________________________________________    

[   ]  __________________________________________    

[   ]  __________________________________________    

[   ]  __________________________________________    

[   ]  __________________________________________    

 

 

 

 

 

 

 

 

 

 

CAP 

<4 hr 

from 

arrival 

 

 

 

Sepsis 

<3hrs 

from 

identi-

fication 

[   ]  __________________________________________    

DISPOSITION: 
                                         VS:  BP:  __________ P: __________ R: __________ T: __________ O2 Sat: __________ GCS:__________ 
 

 

TIME: 
 

D/C HOME [     ]  ADMISSION [     ]  OTHER/COMMENTS: 

 

Physician 

Computer ID #: 

Physician 

Signature: 

RN Signature: 

 

Initials: RN Signature: Initials: RN Signature:  Initials: 

* If Sepsis suspected continue to page 3*   Page 2 of 3 



January 2010 / Online Supplement to ED NURSING® 3

 

NCBH  EMERGENCY DEPARTMENT 

INFECTION/PNEUMONIA /SEPSIS 

                            Protocol 
 

Patient Label 

 

SEPSIS 
(Suspected Infection criteria plus 1 VS abnormality and 1 organ dysfunction criteria) 

[ ]Hypothermia < 96.8 degrees F                

[ ] Tachycardia >90 bpm 

[ ]Tachypnea >20 rpm 

[ ] O2 Sat < 93% 

[ ]Acute altered mental status 

[ ]Decreased UOP 

[ ]Decreased capillary refill or mottling 

[ ]MAP < 65mm Hg   

[ ]SBP < 90mm Hg 

 
TIME 

FRAME 

 

3. ORDERS / INTERVENTIONS 
(* - RN can initiate without order / ** - Must have physician’s order.) 

TIME 

ORDERED 

 

TIME 

DONE / 

SENT / 

GIVEN 

 

RN 

INITIALS 

* 

   SEND PAGE 1 LABS (if meets sepsis criteria, send labs without physician’s order) 

   

* IV # 2: (18 or 16ga) with blood draw 

 

   

* Foley catheter with temperature probe 

 

   

    FLUID RESUSCITATION:                        
           Maintain MAP > 65 mm Hg.                              * [   ]  NS 1000 ml bolus # 1 

   

            

           Maintain SBP >90 mm Hg.                               *  [   ]  NS 1000 ml bolus # 2 

   

           Target a CVP >  8 mm Hg 
           (> 12 mm Hg if mechanically ventilated)       **  [   ]  NS 1000 ml bolus # 3 

   

 

                                                                                      **  [   ]  Other: ____________ 

   

 **VASOPRESSORS       

            Maintain MAP > 65 mm Hg.     [   ]  Norepinephrine: ______________mcg/min 

   

             

                                                                  [   ]  Other: _____________________________   

   

**PRE-SEP CATH - SvO2 / CVP monitor  

                                                                               SvO2:__________, CVP: __________   

   

**BLOOD PRODUCTS ADMINISTRATION 

            Target HGB > 7.0 – 9.0g/dl                        [   ]  RBC unit # 1 

   

              

             SvO2 <70%                                                 [   ]  RBC unit # 2 

   

 

 

 

 

 

 

 

 

 

 

 

 

1-6 

   Hour 

  

                                                                                  [   ]  RBC unit # 3 

   

DISPOSITION: 
                                         VS:  BP:  __________ P: __________ R: __________ T: __________ O2 Sat: __________ GCS:__________ 
 

 

TIME: 
 

ADMISSION [     ]  OTHER/COMMENTS: 

Physician 

Computer ID #: 

Physician 

Signature: 

RN Signature: 

 

Initials: RN Signature: Initials: RN Signature:  Initials: 

Page 3 of 3 

Source: North Carolina Baptist Hospital, Winston-Salem, NC.
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consent of AHC Media’s publisher. Prohibited under copyright law is: 
 

• making “extra” copies of our publication for distribution in your office; 
• posting newsletter articles on your facility or practice web site; 
• downloading material to an electronic network; 
• photocopying, e-mailing, or faxing newsletter articles. 
 

Site licenses, which allow you to e-mail, fax, photocopy, or post electronic versions of 
your newsletter and allow additional users to access the newsletter online, are available 
for facilities or companies seeking wider distribution of your newsletter. 
 
High-quality reprints of articles also are available at reasonable prices. 
 
To get information about site license or multiple copy arrangements, contact Tria 
Kreutzer at (800) 688-2421, ext. 5482 (tria.kreutzer@ahcmedia.com); or for reprints, 
contact Steve Vance at (800) 688-2421, ext. 5511 (stephen.vance@ahcmedia.com). 
 
 
Thank you for your cooperation, 
 

 
 
Donald R. Johnston    
Senior Vice President/Group Publisher   
AHC Media LLC 
 
         N #4005 



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


