
A   M O N T H L Y   C L I N I C A L   U P D A T E   O N   E M E R G E N C Y   N U R S I N G

Your ED’s next acute MI patient 

might not be what you’re expecting

Symptoms are cardiac, ‘until proven otherwise’ 

Several years ago, walking through the waiting room at Baystate 
Medical Center in Springfield, MA, on her way to triage, Ellen 
Smithline, RN, CEN, TNCC-I, ENPC-I, an ED clinical educator, 

noticed a woman in her 30s who looked pale and was rubbing her chest.
“Her body posture was tense,” Smithline recalls. “I walked over to her 

to ask if she was OK.”
The only symptom the woman reported, however, was “not feeling 

right” and a problem catching her breath. She denied having any chest 
pain, pressure, or tightness, and knew of no family history of cardiac 
problems. Despite this, Smithline brought her back to be reassessed.

“Her vital signs were normal, but she just didn’t look right. I immedi-
ately took her in, and I am glad I did,” she says. “Shortly thereafter, the 
ED team was administering thrombolytics to her due to an AMI. Today, 
she would have been on her way to the cardiac catheterization lab.”

Richard Body, MD, an ED physician at Manchester (England) Royal 
Infirmary, says if all your patient can tell you is that she’s not feeling 
right, “you certainly still can’t rest easy. You have to presume they could 
have ACS [acute coronary syndrome] until proven otherwise.”

Of 796 patients presenting to Body’s ED with suspected cardiac chest 
pain between January 2006 and February 2007, 148 were diagnosed with 
AMI, according to his just-published research.1 Some “typical” symptoms 
had no diagnostic value at all, discovered researchers, while some “atypi-
cal” symptoms were more common than expected. Pain radiating to the 
right arm or both arms, vomiting, central chest pain, and sweating all 
made AMI more likely; whereas pain in the left anterior chest made AMI 
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E X E C U T I V E  S U M M A RY

Atypical symptoms of acute myocardial infarction (AMI) are more common than 
expected, according to a just-published study. To avoid missing an AMI in your ED:
• don’t exclude AMI even if pain duration is five minutes or less;
• obtain an immediate EKG if there is no apparent alternative cause for chest 

pain;
• use a variety of words when asking patients to describe symptoms.



significantly less likely. 
“We’re all aware of practitioners who will sug-

gest that they are able to confidently exclude ACS 
on the basis of the patient’s symptoms alone,” says 
Body, the study’s lead author. “This study presents 
good evidence to refute that.” 

Not every MI patient comes in with the “movie 
heart attack — the patient that comes in grab-
bing their chest, looking pale, dusky, and diapho-
retic,” says Smithline. “Life would be so simple 
as a triage nurse if everyone were that obvious. 
Unfortunately, that is not so.” Since you probably 
are the patient’s initial contact, remember that 
“heart disease is still the No. 1 killer of all ages, 
and it should not be taken lightly. If an AMI is not 
detected, it can lead to death,” emphasizes Cathy 

C. Fox, RN, CEN, CPEN, clinical nurse educator 
for the ED at Sentara Virginia Beach (VA) General 
Hospital. 

Here are things to consider if you suspect AMI, 
based on the study’s findings: 

• If a patient reports atypical pain such as hav-
ing a pleuritic nature, burning or indigestion-like, 
or even a right-sided location, don’t rule out ACS. 

“In fact, some ‘atypical’ symptoms even render 
the diagnosis of ACS more likely — for example, 
radiation of the pain to the right arm,” says Body. 

• Remember that a longer pain duration makes 
an ACS diagnosis more likely, but there is no time 
frame below which ACS can be excluded.

“Some patients with a pain duration of five 
minutes or less were, in fact, having an AMI,” says 
Body. “Therefore, if there are other features that 
make ACS a possibility, or if you can’t otherwise 
explain the symptoms, the patient needs investiga-
tion for ACS. At the least, that means arranging 
for troponin testing and a serial EKG.”

Fox says in her experience, with AMI pain: 
— Chest discomfort usually will last longer than 

a few minutes, but it might come and go. 
— Patients might report intense pressure, a vise-

like grip, or a feeling of fullness.
— Pain might radiate into the neck, arm, back, 

abdomen, or jaw. (See related story on words to 
use when asking about pain, p. 63.)

• If there’s no apparent alternative cause for 
chest pain, give an immediate EKG.  

Body emphasizes that the absence of EKG ischemia 
doesn’t exclude ACS, unless an alternative cause is 
clearly established. However, he says, “the presence of 
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Editorial Questions
For questions or 
comments, call 

Joy Daughtery Dickinson 
at (229) 551-9195.
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EKG ischemia is, by far and away, the strongest early 
predictor of the patient’s diagnosis and prognosis. 
Therefore, when seen, these changes should be consid-
ered to automatically identify the patient as high risk.” 
(See related stories on what your assessment should 
include, below, and what to look for visually, below 
right.)
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Is it an AMI or not? 

Get the whole story

A full, thorough assessment can shed light on 
whether your patient’s chest pain is due to 

muscle aches, gastric reflux, illegal drug use, or an 
anxiety attack. 

“Get a story of how the pain started and what 
other symptoms the patient is having along with 
their chest pain,” says Tracy Simmons, RN, clini-
cal educator for the ED at OSF St. Francis Medical 
Center in Peoria, IL.

Simmons says when a woman presents with 
unusual or vague symptoms, you should work her 
up as a cardiac patient “until proven otherwise.” 
To improve your assessment, do the following:

• Remember that although shortness of breath 
initially might appear to be a respiratory problem, 
it might be due to pressure being exerted on the 
cardiac muscle.

If your patient presents with an elevated respiratory 
rate, examine the patient’s color and skin, says Cathy 
C. Fox, RN, CEN, CPEN, clinical nurse educator for 
the ED at Sentara Virginia Beach (VA) General Hospi-
tal. “Often, that gray or ashen appearance is a telltale 
sign that the heart is not getting enough oxygen,” Fox 
says. “The skin will often become so moist and dia-
phoretic that clothing is drenched with sweat.” [The 
documentation tool 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.] 

• When in doubt, triage up.
Victoria Leavitt, RN, MSN, regional nurse edu-

cator and former ED nurse at Franciscan Health 
System in Tacoma, WA, says this statement about 
triage is always true, but is especially important when 
you suspect a cardiac event. “Women typically wait 

longer to come to an ED when having ACS [acute 
coronary syndrome] and are unfortunately not treated 
as aggressively as men,” Leavitt says. “Do not make 
them wait any longer.” 

• Put the total picture together.
It is one thing for a young adult with no past 

medical history to tell you that he or she feels 
weak, unwell, and a bit dizzy. “It is a completely 
different issue when a diabetic tells you this,” says 
Leavitt. “That diabetic may be having a cardiac 
event. Autonomic nervous system dysfunction may 
preclude exhibiting the classic symptomology.”  ■

You can learn this 

from a quick look

Tracy Simmons, RN, clinical educator for the ED 
at OSF St. Francis Medical Center in Peoria, IL, 

says that an “across-the-room” assessment can tell 
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Suspect cardiac pain? 

Use the right words

If your patients answer “no” when you ask if 
they have chest pain, it might be because they 

have a different word in mind. Patients often are 
waiting to hear “those specific words that describe 
their symptoms,” says Ellen Smithline, RN, CEN, 
TNCC-I, ENPC-I, an ED clinical educator at Bay-
state Medical Center in Springfield, MA.

For this reason, Smithline uses these words: 
“Are you having chest pain, pressure, tightness, 
fullness, or a feeling that is different in your 
chest or anywhere else in your body?”

“How many times have you just stepped away 
from a ‘pain-free’ patient, only to find out that 
the next person interviewing them identified 
that they had been having chest pressure?” asks 
Smithline. “When approaching the patient about 
the change, they say, ‘You didn’t say ‘pressure.’ 
I believe patients become very ‘literal’ when they 
are in a stressful situation.”  ■

CLINICAL TIP



you a lot about whether your patient might be hav-
ing a myocardial infarction (MI). 

“Patients who are having an MI have a certain 
look about them: They are usually quiet, anxious, 
ashen, and diaphoretic,” Simmons says. “Look 
at their coloring, work of breathing, and anxiety 
level. These are all huge signals that something is 
amiss with this patient.”

On the other hand, don’t be misled by the 
patient that “looks too good” to have an MI. 
Victoria Leavitt, RN, MSM, regional nurse educa-
tor and former ED nurse at Franciscan Health Sys-
tem in Tacoma, WA, says, “Listen to their story, 
have an open mind, and put the diagnostic picture 
together.” A 55-year-old man came to Leavitt’s 
ED at 3 a.m. and complained of his arms and 
back hurting him. He had been moving furniture 
all day, but the man also looked anxious. 

“He kept repeating that he did not like hospi-
tals. And yet he was here, at 3 a.m.,” says Leavitt. 
“When I took his pulse, I could feel he was ever 
so slightly diaphoretic. It was a hot summer night. 
It could have been nothing. But I brought him 
straight back, and his EKG showed significant ST 
elevation in all his anterior leads.”

Years ago, when Leavitt was new in the ED, 
a middle-aged woman complained of bad indi-
gestion. Because she looked pale and anxious, 
Leavitt brought her back to a room immediately 
and ordered an EKG.  However, the ED physician 
canceled it and instead ordered a gastrointestinal 
cocktail, which relieved the burning sensation.

“She was sent home, and I felt foolish that I 
had overreacted.  She came back several hours 
later as a full arrest,” says Leavitt. “Had I been 
more experienced, I would have been vociferous in 
advocating that she get that cardiac work-up.”  ■
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Suspect a seizure in an 

elder? Don’t be fooled 

Symptoms can be misleading

Observing an elderly man’s shaking extremi-
ties, ED nurses at St. John’s Mercy Medical 

Center in St. Louis first suspected undiagnosed 
Parkinson’s disease. He actually was having mild 
seizure activity.

“After he was admitted and placed on medica-
tions, it helped stop the shaking he was having,” 
says Delores Alexander, RN, BSN, an ED clinical 

supervisor. “He was able to keep his assisted living 
arrangement.”

On the other hand, you might mistake drug 
abuse, medication reactions, dementia, altered 
mental status, hypoglycemia, tremors, syncope, or 
alcohol intoxication as a seizure. 

Alexander cared for an elderly woman with a 
decreased level of consciousness and shaking that 
appeared to be a seizure. Actually, she had over-
dosed on narcotic pain medication. 

“Elderly people do not metabolize medications as 
well as younger people. What a normal young per-
son takes may overwhelm an elderly person,” says 
Alexander. “This patient only took two of the pills, 
but that was enough to decrease her level of con-
sciousness to the point she was semiresponsive.”

Seizure emergencies are more common in older 
adults, due to an increase in conditions that affect 
the brain directly such as strokes and neurodegen-
erative diseases such as Alzheimer’s, says Patricia 
Sciscione, MSN, RN, CEN, education specialist 
for the ED at Newark (NJ) Beth Israel Medi-
cal Center. “Since the blood/brain barrier in the 
elderly patients is more permeable, they are more 
prone to seizures secondary to drug interactions 
and/or drug overdoses,” says Sciscione. “Delayed 
reaction time and decreased agility lead to a high 
risk of falls and accidents.”

However, the manner in which an elder presents 
“may run the gamut from transient alterations 
in normal behavior to repetitive tonic/clonic sei-
zures,” says Sciscione. “When the elderly patient 
presents to the ED for care, they may be in the 
post-ictal phase. Symptoms of altered mental sta-
tus and weakness can be mistaken for other com-
mon conditions such as hypoglycemia, electrolyte 
imbalance, or infection.”

For these reasons, blood work, diagnostic test-
ing such as a CT scan, magnetic resonance imaging, 
electroencephalogram, or a period of observation in 

Seizure emergencies are more common in elders, but 
these symptoms are easily confused with hypoglyce-
mia, electrolyte imbalance, infection, or other condi-
tions. To improve your assessment:
• ask about stroke history; 
• remember that elders are more sensitive to side 

effects of antiepileptic medications;
• suspect intracranial bleeding if your patient takes 

anticoagulants.

EXECUTIVE SUMMARY
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the ED might be required to determine whether the 
patient’s behavior is from a seizure, a transient isch-
emic attack, or simply confusion and distress due to 
dementia, says Sciscione. 

History is key

“Past history of a cerebral vascular event, such 
as a stroke, is the most important risk factor for 
the development of epilepsy in elders,” says Scis-
cione. “It has been noted to cause up to 50% of 
the cases in which a cause is able to be identified.”1 

ED nurses at Newark Beth Israel were told that 
a 71-year-old woman had a sudden episode at 
home of “jerky movements with her eyes rolling 
back in her head and her tongue sticking out.” 
There was no past history of seizures, but the 
patient’s blood pressure was 193/144 on arrival. 
Also, the patient reported missing her daily dose of 
anti-hypertensive medication that day.

“A CT of the head revealed multiple infarcts of 
indeterminate age and atrophy,” says Sciscione. 
“The patient was administered a loading dose of 
an antiepileptic medication and remained seizure-
free throughout the ED stay.” (See related stories 
on immediate interventions, below, antiepileptic 
drugs, below right, and intracranial bleeds, p. 66.)

REFERENCE
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Take these actions 

for elder seizures

If you suspect a seizure in your elderly patient, do 
these three things immediately: 
1. Ensure a patent airway, and intervene if the 

patient is not able to maintain a stable respiratory 
status. 

“Intravenous access should be obtained imme-
diately for administration of anticonvulsant and 
intubation medications if necessary,” says Patricia 
Sciscione, MSN, RN, CEN, education specialist for 
the ED at Newark (NJ) Beth Israel Medical Center. 
“Suction should be kept available at the bedside.”

2. Consider placing the patient on oxygen. 
Delores Alexander, RN, BSN, an ED clinical 

supervisor at St. John’s Mercy Medical Center in 
St. Louis, says oxygen is essential to the patient 
having a seizure. 

“It will not hurt to place them on oxygen while 
you are monitoring them, as long as their airway 
is patent,” says Alexander. “If they are having dif-
ficulty coming out of the seizure or are in status epi-
lepticus, then more emergent care is required. This 
may include sedating and intubating the patient.”

3. Be sure your elder patient’s bed is in the low-
est position and side rails are padded. 

Alexander says, “When the patient starts to 
wake up in the post-ictal state, they can be con-
fused and become very agitated. They can injure 
themselves and the people taking care of them.”  ■

Be careful with elders 

and antiepileptics

Stop subsequent seizures

To stop your elder patient from actively seiz-
ing and prevent further seizing episodes, you 

will probably administer an antiepileptic drug 
and maintain therapeutic levels of the medication. 
“However, not every elder presenting with a new 
onset seizure should be loaded with antiepileptic 
drugs,” warns Patricia Sciscione, MSN, RN, CEN, 
education specialist for the ED at Newark (NJ) 
Beth Israel Medical Center.

“Extreme caution and astute observation” is 

SOURCES
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(269) 341-8244. E-mail: hofheina@bronsonhg.org.
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required when giving these drugs to elders, as they 
are more sensitive to side effects due to decreased 
metabolism and increased permeability of the 
blood-brain barrier, Sciscione explains. 

“Diagnostic testing to detect and correct the 
underlying cause of the seizure may prevent further 
seizures from occurring without long-term antiepi-
leptic therapy,” Sciscione says. She says to keep in 
mind the following items:

• The difference in drug metabolism depends 
on the physical status of the patient, whether there 
are any relevant comorbidities and whether other 
medications the patient is taking might interact 
with the antiepileptics.

• Frail or malnourished elders might have 
absorption and metabolism problems. 

• “Renal function progressively declines with 
age,” says Sciscione. “If the patient is in moder-
ate to severe renal failure, lower doses should be 
administered.”

• Creatinine clearance must be monitored when 
administering antiepileptics that are excreted by 
the kidneys.  

• Many elderly patients are taking multiple 
medications for concurrent conditions, and differ-
ent classes of antiepileptics can cause various drug 
interactions. 

“There are many cognitive and cardiac side 
effects of antiepileptic medications which are more 
profound in the elderly,” says Sciscione. “Of spe-
cific concern is the interaction with the narrow 
therapeutic index medications such as warfarin or 
digoxin.”

Adverse drug-disease interactions increase with 
age, warns Rita LaReau, RN, a geriatric clinical 
nurse specialist at Bronson Methodist Hospital in 
Kalamazoo, MI. “Anticonvulsants and liver disease 
may exacerbate pre-existing liver dysfunction,” she 
says. “Also, age-related changes in renal and hepatic 
function may alter drug metabolism significantly, 
necessitating lower doses of antiepileptics.”  ■

Elder has a fall history? 

Rule out intracranial bleed

When assessing an elder patient with seizures, 
remember this: “Injury, especially to the 

head, may be lethal if missed,” says Alison Hof-
heinz, RN, MSN, CPNP, a clinical nurse special-
ist in Bronson Methodist Hospital’s Trauma & 
Emergency Center in Kalamazoo, MI.

“The elderly are more susceptible to subdural 
hematomas, due to the natural aging process of 
the central nervous system,” she says. “The nor-
mal atrophy of the brain mass, and loss of vessel 
elasticity, make the bridging veins more suscep-
tible to tear from lesser trauma.”

Intracranial bleeding resulting from head 
trauma is a common cause of seizures in the 
elderly if the patient has been taking anticoagu-
lant therapy, warns Patricia Sciscione, MSN, 
RN, CEN, education specialist for the ED at 
Newark (NJ) Beth Israel Medical Center.

“However, oftentimes the patient themselves 
are not able to be relied upon to give an accurate 
triage history, especially if they present in the 
post-ictal stage,” she says. To rule out an intra-
cranial bleed, she advises the following:

• Perform a head CT on any elderly patient 
presenting with a history of a fall with head 
trauma and change in mental status as soon as 
possible. 

• If the patient has a past history of a cerebrovas-
cular event or a cardiac history such as atrial fibrilla-
tion, rule out an intracerebral bleed immediately. 

“It takes time to obtain a comprehensive medi-
cal history from an elderly patient who may have 
just experienced a seizure. Time is of the essence 
if there is bleeding in the brain,” Sciscione says. 
“Any delay could lead to brain herniation and 
death.”  ■

CLINICAL TIP

Is patient intubated? He 

or she is at risk for VAP

Many intensive care units (ICUs) are making 
changes to prevent ventilator-associated 

pneumonia (VAP), but what about the ED? 
“Staying up-to-date on clinical practice changes 

in the ICU is important for the emergency nurse, 
especially if the intubated patient remains in the 
ED waiting for a bed,” says Erin Aston, RN, 
BSN, an emergency nurse in the children’s ED at 
WakeMed in Raleigh, NC. To prevent VAP in 
your ED, make these changes:
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Preventing ventilator-associated pneumonia (VAP) is 
becoming more important for ED nurses, as intubated 
patients are being held in the ED while waiting for an 
intensive care unit bed. To reduce risks:
•  Use a Hi-Lo endotracheal tube instead of a standard 

endotracheal tube.
•  Elevate the head of the patient’s bed 30 degrees.
•  Perform frequent oral care and suctioning.

EXECUTIVE SUMMARY

• Use a Hi-Lo Tracheal tube (Nellcor; Boulder, 
CO) when intubating patients, instead of a stan-
dard endotracheal tube. (See resource box, below 
right, for more information.) 

“When my unit started the fight to prevent VAP 
years ago, we made sure that Hi-Lo endotracheal 
tubes [ETT] were in the crash cart and made avail-
able to the health care professional preparing to 
intubate,” says Aston. “The Hi-Lo ETT has a suction 
port on the tube that allows for continuous suction 
of subglottic secretions that can pool in the throat. A 
standard ETT does not have this function.”

• Elevate the head of the patient’s bed. 
“Avoid leaving the patient flat and supine. 

Instead, utilize lateral rotation and elevate the head 
of the bed,” says Glenn Carlson, MSN, ACNP-BC, 
CCRN, a clinical nurse specialist/acute care nurse 
practitioner for critical care at Bronson Methodist 
Hospital in Kalamazoo, MI.

This step is important to prevent aspiration, 
says Aston. “Place signs at each bedside to remind 
the health care profession to elevate the head of 
the bed 30 degrees, unless this may be contraindi-
cated by the patient’s condition, such as trauma 
patients with spinal injuries or any patient that has 
an unstable blood pressure. This can also be added 
to standing order sets.”

• Provide frequent oral care and suctioning.  
“Every two hours, perform oral care. Brush the 

patient’s teeth, and use [chlorhexidine gluconate] 
oral rinse,” says Carlson. 

This practice change can be difficult for the ED 
nurse, however, compared to ICU nurses. “In the 
ED, sometimes we have to address the most urgent 
needs. Other aspects may be performed later, such 
as mouth care,” says Aston. “The ICU is more of a 
controlled environment compared to the ED. If the 
nurse cannot perform the oral care due to other 
more pressing issues, possibly this care can be del-
egated to the nurse technician.” (See clinical tip on 
using a CASS endotracheal tube, above right.)  ■

ED advised to switch to a 

CASS endotrachial tube

ED nurses at Bronson Methodist Hospital in 
Kalamazoo, MI, recently began using the 

continuous aspiration of subglottic secretion 
(CASS) endotracheal tube (the Mallinckrodt 
SealGuard Evac, manufactured by Covidien; 
Mansfield, MA) for patients at high risk for ven-
tilator-associated pneumonia (VAP). (For more 
information, see resource box, below.) 

The CASS tubes are now used for neurocriti-
cal, trauma, and burn patients instead of a regular 
endotracheal tube. “There is some literature that 
this decreases VAP,” says Glenn Carlson, MSN, 
ACNP-BC, CCRN, a clinical nurse specialist/
acute care nurse practitioner in the ED. “While 
earlier CASS tubes were linked to prevention of 
VAP that occurs within six days, newer versions 
might assist in prevention for all VAPs.”1

REFERENCE

1. Bouza E, Perez MJ, Munoz P, et al. Continuous aspi-
ration of subglottic secretions in the prevention of ventila-
tor associated pneumonia in the postoperative period of 
major heart surgery. Chest 2008; 134:898-900.  ■

CLINICAL TIP

SOURCES/RESOURCES
For more information on preventing ventilator-associated 
pneumonia, contact:
•  Erin Aston, RN, BSN, Children’s Emergency Department, 

WakeMed, Raleigh, NC. E-mail: easton@wakemed.org.
•  Glenn Carlson, MSN, ACNP-BC, CCRN, Emergency 

Department, Bronson Methodist Hospital, Kalamazoo, MI. 
Phone: (269) 341-8424. E-mail: carlsong@bronsonhg.org.

 
For more information on the Hi-Lo Tracheal tube, contact:
•  Nellcor, Boulder, CO. Phone: (800) 635-5267. Web: www.

nellcor.com.
For more information on the Mallinckrodt SealGuard Evac, 
contact:
•  Covidien, Mansfield, MA. Phone: (508) 261-8000. Web: 

www.covidien.com.
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Don’t take needless risks 

if patient needs isolation

Noncompliance with isolation precautions can 
be extremely dangerous for ED nurses, but in 

fact, this situation is surprisingly common, accord-
ing to Diane Hochstetler, RN, BSN, CEN, clinical 
practice specialist for the ED at Goshen (IN) Gen-
eral Hospital. 

“The ED serves as the gateway to the hospital, 
which leads to the unknown of what staff and 
other patients are exposed to,” Hochstetler says.  

Noncompliance in Goshen’s ED came to light 
during a recent outbreak of Clostridium difficile (C. 
difficile) in the community. “Our nursing colleagues 
reported seeing breaks in isolation practices,” says 
Hochstetler. “There was also an increase in the 
number of patients with C. difficile in the inpatient 
population, which caused concern for the ED.”

First, isolation precautions and the reason for 
these were reviewed with staff. “This exercise 
provided a baseline of knowledge before the next 
phase of instruction,” says LeeAnn Matson, RN, 
shift coordinator for Goshen’s ED. [The compe-
tency checklist 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.]

Next, ED-specific scenarios covered contact, 
droplet, and airborne infection risks, with a partic-
ular focus on C. difficile. One scenario involved a 
76-year-old man presenting to triage from a long-
term care facility with the complaint of diarrhea 
for two days.

In an ED treatment room, a polymer lotion that 
glows under a black light was applied to the side 
rails, sink, counter edges, computer, patient blood 
tubes, urine specimen cup, and intravenous (IV) 

supplies. Working with a simulated patient, ED 
nurses were asked to:

• Recognize the necessity for contact isolation 
for any patient over age 2 presenting with a com-
plaint of diarrhea. 

• Properly initiate precautions by posting 
appropriate signage on the room door, washing 
hands, and donning gown and gloves.  

• Assess the patient, start an IV with a blood 
draw, and collect a urine specimen. “A verbal 
explanation was needed to identify ways to 
remove blood tubes and bedside commode con-
tents from the room, while maintaining contact 
isolation,” says Matson. 

Afterward, ED nurses removed their gown and 
gloves and washed their hands. Before they left the 
room, a black light was used to reveal any con-
taminant on the nurses’ hands and clothing.

“The presence of the polymer was discussed, with 
suggestions for improving techniques to prevent 
transfer of organisms,” says Matson. “Compliance 
has improved significantly.”

ED nurses may be noncompliant with isolation precau-
tions, putting themselves, staff, and patients at risk for 
infection. To reduce risks:
• Use ED-specific scenarios to educate nurses on 

infection risks.
• Ask ED nurses to demonstrate precautions with a 

simulated patient.
• Have nurses identify ways to remove blood tubes 

and commode contents.

EXECUTIVE SUMMARY

Prevent contamination 

from commode contents

The task of removing commode contents from 
the room of a patient in contact isolation “can 

put many at risk,” warns Diane Hochstetler, RN, 
BSN, CEN, clinical practice specialist for the ED 
at Goshen (IN) General Hospital. 

Here is the ED’s practice:
• ED nurses place a red disposal bag in the 

bucket of the commode. 
• After the patient has used the commode, the 

bag is tied and double-bagged.
• A colleague with a second bag stands just 

outside the door. 
• “The knotted bag is placed in the second 

bag. Since the outer bag is not contaminated, the 
bag can be disposed of in the dirty utility room,” 
says Hochstetler. “The secondary benefit is the 
patient’s room has a clean commode.”  ■

CLINICAL TIP
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Some of Goshen’s ED nurses admitted that they 
weren’t clear on why isolation procedures were 
necessary, and they even questioned the depart-
ment’s inclusion/exclusion criteria. This situation 
gave Hochstetler the opportunity to explain that 
these precautions protect the nurses and their fami-
lies, as well as others. 

 “Also, it was pointed out that once the patient 
receives a medical screening, the C. difficile assess-
ment scoring tool is used, and proper tests are 
returned, the patient may be removed from isola-
tion,” she says. (See related stories on removing 
commode contents, p. 68, and how the ED created 
a low-cost simulated patient, below.)  ■

Spent zero dollars to 

create simulated patient

Diane Hochstetler, RN, BSN, CEN, clinical prac-
tice specialist for the ED at Goshen (IN) Gen-

eral Hospital, reports that her ED nurses created a 
simulated patient named Mertle, for no cost at all. 

“She shows up for a spontaneous mock code, 
becomes a neutropenic patient, presents with 
tuberculosis risk, and sometimes even is an elderly 
hypoglycemic patient,” she says. “The possibilities 
are endless!”

The dummy is put together with three pillows, 
two towels, tape, two rubber gloves, a round paper 
face, patient gown, and name band. One pillow 
with the round face taped to it serves as the head. 
The other two pillows are laid lengthwise below 
the head to make her body. The two towels are 
folded, rolled and taped to form the arms, with the 
rubber gloves placed on the ends for hands.

“The folds in the towels serve as good places to 
place mock intravenous lines. We use coffee stir 
sticks,” says Hochstetler. “Mertle visits our depart-
ment on a moment’s notice and brings a smile to 
my colleagues’ faces. This past Halloween, she 
even gained a $1 Dolly Parton wig!”  ■

SOURCE

For more information on improving compliance with 
isolation precautions, contact:
• Diane Hochstetler, RN, BSN, CEN, Emergency Depart-

ment, Goshen (IN) General Hospital. Phone: (574) 533-
2141, ext. 1826. E-mail: dhochst2@goshenhealth.com.

ED nursing near misses 

can be used as red flags

Drug or dosage near misses are common in 
EDs, but these tend to be swept aside by 

nurses.  How can you call attention to these near-
disasters so others can learn from them?

“This is a struggle for many nurses, administra-
tions, and organizations,” says Chris Costello, 
RN, director of emergency and obstetrical services 
at Mount Desert Island Hospital in Bar Harbor, 
ME. “Nurses have a wonderful opportunity to 
help others learn from everyone’s mistakes.”

Switching to a “nonpunitive” culture was easy 
for administration, but not so for ED nursing 
staff, according to Costello. “When I find out 
about a near miss, I have to work with the staff 
member to make out a near-miss report,” she says. 
They are sometimes very reluctant.”

Costello always keeps a mental note of any errors 
or near misses she encounters while precepting in her 
ED. “I make a point to review these, to help nurses 
learn from previous mistakes,” she says. She incor-
porates these mistakes in practice scenarios during 
skills days and when reviewing competencies. 

All errors and near misses are reviewed by the 
hospital’s Nursing Shared Governance Practice 
Council. However, Costello says, “by no means 
do all nurses get the benefit of these reviews.” For 
this reason, ED departmental errors and misses are 
always reviewed at staff meetings. “This is some-
times done anonymously, and sometimes the staff 
member gives a verbal synopsis of the event,” she 
says.

“Minimizing errors in mediations and treatment of 
pediatrics cannot be overemphasized,” says Costello. 

During a staff meeting for ED nurses, a pediat-
ric intensivist from the medical center where most 
patients are transferred discussed recent cases of 

Actual near misses are an effective educational tool, 
but ED nurses might be reluctant to share these. Some 
good approaches:
• Review actual mistakes with newly hired ED nurses.
• Include mistakes during skills days or when review-

ing competencies.
• Invite an expert to explain how care could have 

been improved.

EXECUTIVE SUMMARY
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■ Quickly ID drug-
resistant infections at 
triage

■ Monitor children for 
dangerous side effects

■ Stop inappropriate 
discharge of heart failures

■ Prevent life-threatening 
outcomes during 
procedural sedation

COMING IN FUTURE MONTHS

pediatric seizures, fevers in infants 0-60 days old, 
status asthmaticus, and pediatric head injuries. 
Some of these involved ED nursing near-misses. 

The ED nurses had a lot of questions for the 
intensivist, mostly regarding fever and status asth-
maticus. Algorithms for these conditions were 
provided, which were added to the ED’s pediatric 
code cart reference book. “This was incredibly 
helpful to the staff,” says Costello. “He mostly 
pointed out how well the patients were cared for 
in advance of the transfer.” 

The case review also pointed out practices that 
needed improvement, however. For example, an 
underdose of a stabilizing medication was given to 
a patient. This underdose happened because of a 
misunderstanding of a verbal order given by a phy-
sician who was on the phone arranging the transfer. 

“We were able to discuss the importance of closed-
loop communication,” says Costello. (For more infor-
mation on this topic, see “Stop poor compliance for 
verbal order standard,” ED Nursing, January 2010, p. 
29.) “Another thing that was brought up, that we did 
not necessarily think about at the time, was that the 
child had been ill,” Costello says. “We should have 
considered H1N1 precautions.” (For more informa-
tion on this topic, see “3 ways to protect yourself from 
H1N1,” EDN, December 2009, p. 22.)  ■

SOURCE

For more information on learning from ED nursing near 
misses, contact:
• Chris Costello, RN, Director of Emergency and 

Obstetrical Services, Mount Desert Island Hospital, Bar 
Harbor, ME. Phone: (207) 288-5081, ext. 1313. E-mail: 
chris.costello@mdihospital.org.

How to ID adolescent 

intent on self-harm

(Editor’s note: This is the first of a two-part 
series on caring for potentially suicidal adoles-
cents. This month, we give strategies for assessing 
the risk of self-harm and avoiding overmedicating 
patients. Next month, we will cover steps to take 
after an ingestion and questions to ask if you sus-
pect an overdose.)

The parents of a 13-year-old boy tell you they’re 
there to get their son “checked out” because 

they’re afraid he’s going to hurt himself. Immediately 

afterward, a patient reports crushing chest pain, and 
another tells you she’s had bilateral weakness for two 
hours. What happens to the healthy-looking teenager 
standing in front of you?

A recent study found that 16% of 298 adoles-
cents seeking pediatric or psychiatric emergency 
services screened positive for elevated suicide risk, 
and 19% of this group presented for nonpsychi-
atric reasons. In addition, one-third of those who 
screened positive weren’t receiving any mental 
health treatment.1  

In light of these findings, what should you do with 
a teen at risk for self-harm? “You talk to them and 
get to know them,” says Jennifer Stephen, RN, BSN, 
nurse manager of the pediatric ED at Blair E. Batson 
Hospital for Children at the University of Mississippi 
Medical Center in Jackson. “Chances are, they will 
be with you for a few hours at minimum.” 

Stephen gives these tips to determine if your 
patient is at risk:

• Perform a quick assessment in triage. 
“Hold off on the personal interviewing until the 

patient is in a room,” says Stephen. “Then, do a 
personalized assessment.”

• Interview the patient alone. 
Janelle Glasgow, RNC, CPEN, an ED nurse 

at Nationwide Children’s Hospital in Columbus, 
OH, says, “Adolescent patients should always 
have a chance to ask and answer questions away 
from their parents or caregivers. Otherwise, they 

Suicidal adolescents should be interviewed alone and 
informed of what you expect from them, and you should 
closely observe their appearance. To reduce risks:
• Ask nonthreatening questions about school and 

family.
• Remember that patients may present with com-

pletely unrelated symptoms.
• Inform your patient if you’re obligated to share 

information with the primary care team.

EXECUTIVE SUMMARY
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CNE INSTRUCTIONS 

Nurses participate in this continuing nursing educa-
tion program by reading the issue, using the pro-

vided 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 surround-
ing 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 certificate of completion. 
When your evaluation is received, a certificate will be 
mailed to you.  ■

may censor their responses.”
• Tell your patient what you expect.  
Stephen says this step should start at triage by 

asking the patient to tell you if someone or some-
thing is upsetting them. During a follow-up con-
versation, say something like this: “I know you’ve 
already had some trouble at home today. We are 
going to do everything we can to keep you safe 
while you are here. All I expect for you to do is to 
please tell me if there is something that is agitat-
ing you. We have police available if there are any 
problems. You already told me that you would let 
me know before you get upset.”

• Pay close attention to their appearance.  
“Long sleeves in hot weather may be hiding signs 

of cutting. Promiscuous dress may lead to other 
means of self-destructive behavior,” Stephen says. 
“Order the old chart to make sure there is not a 

long list of minor injuries that is going unnoticed.”
• Ask nonthreatening questions to get patients 

talking. 
An adolescent female with abdominal pain 

admitted that her boyfriend had broken up with 
her recently. Glasgow found this out by asking the 
simple question, “What do you and your boyfriend 
like to do for fun?” Next, Glasgow said, “Some girls 
feel really sad and depressed after they break up with 
their boyfriends and may even think about hurting 
themselves. Do you know anyone who might have 
felt that way too? Have you ever felt that way?”

“Further questions might revolve around school 
performance and family dynamics,” says Glasgow. 
“If the nurse takes care to word things in a non-
accusatory manner, she can elicit a lot of infor-
mation from her patient that may show that the 
patient is at risk for self-harm.” 

• Always have a high index of suspicion.
A suicidal teen might tell you about completely 

unrelated symptoms. “An adolescent may be pre-
senting to the ED with a complaint that isn’t really 
what they want to be seen for. But, they may not 
know how to ask for the help they may need,” 
says Glasgow. 

• Don’t make promises that you can’t keep.  
Stephen says, “There may be things that the 

patient shares with you that you are obligated to 
relay to the primary care team.” (See related story 
on medication, left.)

 
REFERENCE

1. King CA, O’Mara RM, Hayward CN, et al. Adolescent 
suicide risk screening in the emergency department. Acad 

Emerg Med 2009; 16:1,234-1,241.  ■

Don’t overmedicate 

a suicidal adolescent

Does your adolescent patient seem out of 
control and potentially dangerous? There 

is a potential risk of over-medicating due to the 
patient’s behavior, warns Jennifer Stephen, RN, 
BSN, nurse manager of the pediatric ED at Blair 
E. Batson Hospital for Children at the University 
of Mississippi Medical Center in Jackson. 

“As little as one dose of neuroleptics such as 
[haloperidol] has been shown to cause dyspho-
ria,” says Stephen. This can result in poor medica-
tion adherence, which can increase suicide risk.1

‘It may take a higher dose, but there are sev-
eral meds that may not cause the same effects,” 
says Stephen. She gives these alternatives: Loraz-
epam, ziprasidone, olanzapine and de-escalation 
techniques.  

REFERENCE

1. Lambert M, Schimmelmann BG, Karow A, et al. 
Subjective well-being and initial dysphoric reaction under 
antipsychotic drugs — concepts, measurement and clinical 
relevance. Pharmacopsychiatry 2003; 36:S181-S190.  ■

CLINICAL TIP
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daily practice.

13. Which should be considered during an ED nursing assess-
ment of a patient presenting with a possible acute myo-
cardial infarction (AMI), based on the findings of a resusci-
tation study (Resuscitation 2010; 81:281-286). 

A. Pain radiating to the right arm made AMI less likely.
B. Pain radiating to the right arm or both arms, vomiting, central 

chest pain, and sweating all made AMI more likely.
C. Pain in the left anterior chest made AMI much more likely.
D. Pain duration always was more than five minutes with a 

diagnosis of AMI.

14. Which is true regarding elderly patients and antiepileptic 
medications administered in the ED?

A. All elders presenting with a new onset seizure should be 
loaded with antiepileptic drugs.

B. Comorbidities would not affect the patient’s drug 
metabolism. 

C. Diagnostic testing to detect and correct the underlying 
cause of the seizure may prevent further seizures from 
occurring without long-term antiepileptic therapy.

D. It is not necessary to monitor creatinine clearance if admin-
istering antiepileptics that are excreted by the kidneys.  

15. Which clinical practice is recommended to prevent venti-
lator-associated pneumonia in the ED?

A. Always use standard endotracheal tubes.
B. Do not elevate the head of the patient’s bed unless this is 

specifically requested by the ED physician.
C. Never delegate oral care or suctioning to a nurse 

technician.
D. Use the continuous aspiration of subglottic secretion endo-

tracheal tube for neurocritical, trauma, and burn patients. 

16. Which is recommended to improve your ED nursing 
assessment of a potentially suicidal adolescent?

A. Ask nonthreatening questions to elicit information that 
may show your patient is at risk for self-harm.

B. Don’t inform the patient if you are obligated to share cer-
tain information with other caregivers.

C. Evaluate the risk of self-harm only if this is the adolescents’ 
chief complaint, as only a small percentage of adolescents 
who screen positive present for nonpsychiatric reasons.

D.  Don’t be specific about what you expect from the patient, 
as this can increase anxiety.

Answers: 13. B; 14. C; 15. D; 16. A. 
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STEMI JOB AIDE:  Use this form to make notes then enter info 
in appropriate places in patient’s e-Care chart.   

Do NOT scan this document into record. 
 
Name:                                                      Date: 

 Time arrived  from “arrival time” on triage page 

 EKG time  enter under “ED RAD/EKG Activity” in Doc Flowsheet 

 Time EKG to ED physician  same as above 

 Time ED physician @ bedside  enter in “ED Notes” 

 Time STEMI called to operator  enter in “Page Log”  Other 

 Time Code STEMI paged overhead  same as above 

 Time blood drawn  enter in “Lab Draws” in Doc Flowsheet 

 Time IV started  enter in “LDA” in Doc Flowsheet 

 Time PCXR done enter under “ED RAD/EKG Activity”  
                                                                      in Doc Flowsheet 

 
Pts weight_________LBS and height____ Ft _____Inches 
 
Drugs:    
ASA ____mg @ ________ 
NTG 0.4mg @ _______   ;    _______    ;   _______ 
Morphine ____mg @ _______  ;  _______ 
Metoprolol 5mg @ _______  ;  _______  ;  _______ 
Heparin (80units/kg) ______units (5000units MAX) @ _______ 
Integrilin (180mcg/kg over 2 mins) ______mg @ _______ 
 
 *****enter all meds in MAR after having ED physician enter orders for same.*****         
 Time Troponin i-STAT resulted 
 Time PT/INR i-STAT resulted 
 Time Cardiologist arrived @ bedside  enter in “Page Log” 
 Time CVL team arrived @ bedside  enter in “Page Log” 
 Time CVL/CABG consents signed  enter in “ED Notes” 
 Name of CVL nurse  enter in “Dischg/Transfer” navigator  

 Time pt left ED  enter in “ED Notes” 
Replace drugs used from Pyxis and restock STEMI BOX 
Click “STEMI” box in 1st section of charges 
 

Source:  Sentara Virginia Beach (VA) General Hospital.
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Contact Isolation-C.Diff 
Emergency Department 

Practical Application 2009 
Name: ____________________________________________  Date____________________ 
Colleague Number___________________    
 
Scenario:  A 76 year old male presents to triage from a long term care facility with the complaint of diarrhea for two 
days.  Vital signs are BP:  94/60, P:  124, R:  18,  T:  99.1 F  He is accompanied by his son who helped him into a 
wheelchair.  After a brief triage, the patient was placed in room 10. 
 
Equipment:  Isolation cart and supplies, bedside commode, Glo-germ lotion, black light 
 
 

Critical Elements Met Not Met 
A.   Definitions   
      1.    Verbalizes the definition for direct transmission-transfer of organisms from one  
             person to another person’s body, most commonly on the hand of healthcare workers. 

  

      2.   Verbalizes the definition for indirect transmission-transfer of an infectious agent  
            through a contaminated intermediate object (stethoscope, surgical instrument or 
            person). 

  

B.  Type of Isolation   
1. Utilizes the C-diff Risk Assessment Tools to determine the need for isolation.   
2. Recognizes this patient needs to be placed on contact precautions.   
3. Places a trash can with a red liner just inside the room.   
4. Places an isolation cart in the hallway outside of the room.   
5. Places a green contact isolation sign (with a star on it) on the door way. (See 

Infection Control notebook) 
  

6. Keeps the room door closed.   
C.   Equipment in the room   

1. Brings a disposable stethoscope, blood pressure cuff and thermometer into the room.   
2. Verbalizes that equipment that is brought into the room is considered contaminated 

and should not be used with other patients until properly cleaned. 
  

3. Verbalizes NOT to take the portable vital signs machine into the room.   
4. Verbalizes that items/equipment that cannot be cleaned should NOT be brought into 

the room or discarded after the patient is discharged or admitted. 
  

D.   Steps of Isolation   
1. Colleague washes their hands before entering the room.   
2. Dons a gown and gloves before making contact with the patient   
3. Demonstrates an understanding of how germs are spread.   
       A. Follows proper technique to prevent contamination of the  
           Colleagues’ clothing 

  

       B. Works in collaboration with another Colleague to have labeled  
            blood tubes and specimens placed in a bio hazard bag.  
            (Colleague outside the room hold open a bio hazard bag, the  
           Colleague in the room drops  the  blood tube/specimen into the  
           bag.  The bag is sealed and sent to lab. 

  

       C. Doffs the gown and gloves before leaving the room.   
       D.  The Colleague washes their hands before leaving the room.   

       4.   Verbalizes the need to educate family/visitors on contact isolation.    
       5.   Verbalizes children 2 years old and younger, that present to the ED  
             with a history of diarrhea, are not placed in contact isolation unless C-diff is  
             suspected (i.e. family member has recently had C. diff.) 
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Source:  Goshen (IN) General Hospital.

E.  Disposal of human waste   
      1.  Verbalizes that patients with suspected/confirmed C. Diff should use a bedside  
           commode with a red liner in the bucket or placed in a room with a bathroom. 

  

      2.  Verbalizes that when emptying a bedside commode, dirty gloves and gown should be 
           doffed, clean gloves and gown donned, the commode bucket covered with a clean  
           towel and carefully carried to the dirty utility room to be emptied in the hopper.  The  
          commode bucket should be covered with a clean towel and returned to the room until 
           the room is cleaned by housekeeping.   

  

F.   Measures of contamination   
1.   Utilize a black light to trace germ transmission (Glo-Germ). 
      (In and out of the room) 

  

      2.  Scans the room with the black light to show the rooms contamination  
           with the participating Colleagues.  

  

      3.  Discusses transmission of contamination as demonstrated by the 
           Glo-germ and black light   

  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                       
 
 
 
 
 
         Passed     Needs to Repeat 
 
O Simulated Demonstration 
 
O Performed in clinical setting  
 
 
Signature of Validator: _____________________________ Date:_____________  
  
References:  CDC 2007 Guidelines, GGH Infection control Manual: IC#004-05  
                      Hand washing, IC#005-03 Standard Precautions, IC#007-03 Contact 
                      Precautions 
 
Developed: 1/09   

Evaluators Observations and Comments: 


