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Your ‘normal-looking’ patient  
just might be having a TIA
Most strokes occur within 24 hours 

If a patient tells you they felt a little funny a few hours ago but feel abso-
lutely fine now, would you be inclined to discharge them home? Or 
would you assess them for a possible transient ischemic attack (TIA)? 

Your TIA patient’s symptoms might have been subtle to begin with and 
might have disappeared altogether by the time they reach the ED. But in 
fact, a patient with a possible TIA is a major opportunity for ED nurses. 

“TIAs are medical emergencies. Recognizing, evaluating, and treat-
ing a TIA can reduce the risk of stroke,” says Dana Stradling, RN, BSN, 
CCRN, manager of the Stroke and Cerebrovascular Center at University 
of California — Irvine. “In a sense, they are lottery ticket winners. They 
are coming to the ED before an actual stroke has occurred.”

Research shows that almost half of strokes occurring after TIAs happen 
within 24 hours, which gives added urgency to the ED nursing assessment.1

Bernadette E. Cale, RN, BSN, CEN, supervisor of patient care emer-
gency services at Scripps Memorial Hospital La Jolla (CA), says any of 
that these common TIA symptoms could be overlooked by a busy ED 
nurse: brief episodes of loss of one’s thought, unable to express words, 
dizziness, weakness, and syncopal episodes.  “Sometimes patients will 
present to the ED and feel fine after being forced to come in by a family 
member because they just were not feeling right,” says Cale. “A patient 
may even present with nausea and vomiting.  Their symptoms most likely 
have resolved.”

At triage, Cale says to ask these questions: When did the patient’s symp-

Transient ischemic attack symptoms might be subtle or disappear alto-
gether, but these are medical emergencies that require immediate 
intervention. To improve care:

• Perform follow-up neurological examinations at the bedside.
• Ask a family member about the patient’s normal baseline.
• Remember that diabetics are at higher risk for stroke.
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toms start?  How often is the patient experiencing 
symptoms? Does the patient remember what hap-
pened? Is the patient oriented at the time of triage? 
Does the patient have a history of diabetes mellitus, 
hypertension, TIA, or other neurological or cardiac 
issues? 

If you suspect TIA, Cale says these interventions 
should be done:

• Perform a neurological assessment and con-
tinuous follow-up assessments. (See related stories 
on p. 75.)

• Document any changes or recurring symp-
toms.

• Check blood sugar, and continuously monitor 
vital signs.

• Place the patient on a cardiac monitor. 
• Treat symptoms such as blood sugar, high 

blood pressure, nausea, and vomiting. 
Jeanne Leighton, RN, CEN, department head 

of the ED at Eastern Maine Medical Center in 
Bangor, says TIA patients might present “just 
feeling episodically different,” and might tell you 
they think it’s due to a change in their medication 
regime. “They may have an intermittent change 
in gait or strength in their arms or legs,” Leighton 
says. “Or while eating, food may have seemed to 
spill from the side of their mouth briefly.” [The 
protocol used by ED nurses for patients with 
stroke symptoms is included with the online ver-
sion of this month’s ED Nursing. For assistance, 
contact customer service at (800) 688-2421 or cus-
tomerservice@ahcmedia.com.]
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What baseline and  
follow-up exams tell you

Where is the right place for you to be when 
caring for a patient with a possible transient 

ischemic attack? Right at the bedside, doing fol-
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Editorial Questions
For questions or  
comments, call  

Joy Daughtery Dickinson  
at (229) 551-9195.
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low-up neurological examinations as needed, says 
Bernadette E. Cale, RN, BSN, CEN, supervisor of 
patient care emergency services at Scripps Memo-
rial Hospital La Jolla (CA).

Cale recently cared for a woman whose hand 
felt a little numb earlier in the day and had trouble 
speaking, but now felt fine. During the ED nurs-
ing initial assessment, she was alert and oriented 
to person, place, time, and circumstance, and had 
clear speech and strong, equal grasps. A neuro-
logical assessment was performed and findings 
were normal, but blood work and a head CT were 
ordered based on what had occurred previously.

“About an hour into her treatment phase, the 
husband came and grabbed the ED nurse because 
the patient was unable to express what she was 
thinking,” says Cale. “She still had strong grasps, 
equal pupils, and was able to nod her head yes or 
no, but the patient could not get words out.”

The ED physician immediately was called to 
witness her symptoms, but as he arrived to the 
bed they had resolved. However, in this case, the 
patient was able to verbalize what had just hap-
pened and was admitted to the hospital. 

Continuous exams

“Due to the variability and different times the 
patient had symptoms, it was important to be at 
the bedside” to perform continuous neurological 
examinations and report these findings to the ED 
physician, says Cale. If the patient was by herself 
and the ED nurse failed to do follow exams con-
tinuously, the symptoms could have been missed 
or misinterpreted, says Cale.

first, establish the patient’s normal baseline 
of function, such as walking with a limp. This 
step should be done by talking not just to the 
patient, but also a family member, caregiver, 
or friend. Jeanne Leighton, RN, CEN, depart-
ment head of the ED at Eastern Maine Medical 
Center in Bangor, says, “They may well notice 
a difference in the patient’s presentation or 
activity that the patient may think is a fleeting 
aberrancy.”

You’ll also need to do a baseline dysphagia 
screen, she says. “With the baseline status estab-
lished, it will be much easier to pick up on subtle 
increase of the patient’s symptoms,” says Leighton. 
[The dysphagia screening tool used by ED nurses 
for patients with stroke symptoms 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.]  n

Which TIA patients have 
highest stroke risk?

Of 8,291 patients presenting with a transient 
ischemic attack (TIA) or minor ischemic 

stroke, defined as a National Institutes of Health 
Stroke Scale score under four, 374 experienced 
early clinical worsening, says a new study.1 The 
researchers used data from the Austrian Stroke 
Unit Registry for the years 2003 through 2008.

Some patients were found to be at higher risk, 
including those with diabetes, hypertension, acute 
infection, and cardiac decompensation. “The impli-
cations and possible clinical changes for emergency 
nurses are to pay full attention to early detection of 
acute infections like a urinary tract infection, pneu-
monia, or other septic conditions, as well as cardiac 
decompensation, in these patients,” says Julia Fer-
rari, MD, the study’s lead author. 

The study’s findings emphasize the need for 
TIA patients to be closely monitored, says Lauren 
Brandt, RN, MSN, CNS, director of neurosci-
ences at the Brain & Spine Center, Brackenridge 
Hospital in Austin, TX.  “The use of a standard-
ized protocol or checklist is necessary to identify 
the high risk patients,” says Brandt. “Consistency 
in diagnostic and clinical evaluation is a must, to 
prevent sending someone out when their risk of 
completing a stroke is high.” 
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Just abdominal pain? 
Don’t rule out cardiac

If your patient complains of abdominal pain, 
a heart attack might not be the first thing you 

think of. However, this diagnosis is certainly one 
possibility, says Cathy C. Fox, RN, CEN, CPEN, 
clinical nurse educator for the ED at Sentara Vir-
ginia Beach (VA) General Hospital. 

fox once cared for an 83-year-old female who 
rated her abdominal pain as a 10 on a scale of 1 
to 10. She was doubled over in pain, diaphoretic, 
and had been vomiting prior to arrival. She had 
hypertension and elevated pulse and respiratory 
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rates. “Her only other subjective complaint was no 
bowel movement for three days, and she normally 
was very regular,” says fox. 

An electrocardiogram (EKG) revealed that the 
woman was having an anterior wall myocardial 
infarction (MI) with ST elevation in leads V3 and 
V4. “She was clinically constipated on exam, but 
the extreme pain and discomfort may have led to 
increased stress on the heart,” says fox. 

Tracy Simmons, RN, clinical educator for the 
ED at OSf St. francis Medical Center in Peoria, 
IL, cared for a woman whose only complaint was 
intermittent abdominal pain for two days. “Her 
pain did not sound cardiac in nature. But because 
she was a woman, we did a cardiac workup and 
ran the labs just to be safe,” she says. 

The woman’s pain was not relieved with nitro-
glycerin, but it subsided after a gastrointestinal 
cocktail was administered. Although she had no 
significant EKG changes, cardiac enzymes were 
elevated. “She had been having an MI for a couple 
of days, but because of her presentation, she did 
not appear to be that typical cardiac patient,” says 
Simmons. “After calling cardiology for a consult, 
she went to the cath lab and had a couple of stents 
placed for her blocked arteries.” (See related story 
on MI symptoms, right.)  n

Does patient appear 
anxious? Suspect MI

Tracy Simmons, RN, clinical educator for the 
ED at OSf St francis Medical Center in Peo-

ria, IL, says although it can happen, in her experi-
ence, myocardial infarction (MI) patients don’t 
typically present with severe pain. 

“Usually, pain of an MI is more subtle,” Sim-
mons says. “I get more nervous when a patient is 
very quiet and anxious-looking and says they just 
don’t feel well, than if they are screaming their 
head off that they have chest pain.”  n

Giving a med for first 
time? Be ready for ADEs

The most common culprits for adverse drug 
events (ADEs) in pediatric patients are antimi-

crobial agents, central nervous system agents, and 
hormones, says a new study.1 Of 585,922 visits by 
pediatric patients for an ADE made annually over 
a 10-year period between 1995 and 2005, 12% of 
these occurred in EDs, according to data from the 
National Center for Health Statistics. 

One surprising finding was that ADEs were 
most common among children less than 5 years 
old, says Florence T. Bourgeois, MD, MPH, the 
study’s lead author and an ED physician at Chil-
dren’s Hospital Boston. “Antimicrobial agents 
are responsible for 40% of these events, indicat-
ing that first-time medication exposures are likely 
responsible for the large number of adverse events 
among this group,” Bourgeois says. 

Signs and symptoms of an ADE vary widely. 
They might include skin rashes, joint swelling, 
nausea, vomiting, diarrhea, behavioral changes, 
respiratory distress, or anaphylaxis, says Pamela 
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CLINICAL TIP
 Myocardial infarction (MI) patients might pres-

ent with abdominal pain as their only symptom. 
To improve care:

• Remember that abdominal pain may be inter-
mittent.

• Err on the side of caution with cardiac workups.
• Suspect MI if your patient appears quiet and 

anxious.

EXECUTIVE SUMMARY

SOURCES
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Bucaro, MS, RN, a clinical nurse specialist in the 
Emergency and Trauma Center at Dayton (OH) 
Children’s Hospital. 

Be aware of possible side effects, Bourgeois says, 
and “consider the full picture when prescribing 
a medication.” “This information should derive 
from data on the real world use of the drugs, not 
just from the package inserts,” she says. 

Monitor closely 

Be aware of your patient’s allergies, weight, and 
the indications and potential side effects of each 
ordered medication, Bucaro says.

 “At our institution, when an adverse drug reac-
tion occurs, the health care professional identify-
ing the reaction alerts the pharmacy immediately,” 
she says. 

The pharmacist and physician in charge of 
the patient’s care then reviews the case. If a 
medication allergy is determined, this informa-
tion is added to the electronic medical record 
for that patient. However, Stacey Peki, RN, 
an ED nurse at Baptist Children’s Hospital in 
Miami, notes that “the ER is often the place 
where allergies to medications are discovered.”  
for this reason, when giving a medication for 
the first time, Jennifer McNamara, RN, an ED 
nurse at Children’s Hospital Boston, says to 
“observe the child for a longer period of time 
after administration.”

Is reaction normal?

In some cases, a patient’s reaction might be a 
normal side effect to a medication, says Veronica 
Abshear, RN, education coordinator for the ED 
at Children’s Hospital of The King’s Daughters 
in Norfolk, VA. Abshear gives the example of 

intravenous (IV) magnesium given to a child with 
a severe asthma exacerbation, which might lower 
that patient’s blood pressure. 

“So before we start, we do a close monitoring 
of the blood pressure. We make sure the patient 
is on cardiac and respiratory monitors while 
receiving the medication,” she says. 

Even if a drug and dosage is within the thera-
peutic range for a child’s weight and age group, 
you can’t predict how he or she will react to a 
new medication, says Abshear. She gives these 
three tips:

• Consider what other medications children 
are taking. “Adding a new medication could 
have an effect on their reactions,” says Abshear.

• If an intramuscular injection is given, 
observe the child for 30 minutes for potential 
side effects.  “If nothing occurs in that time-
frame, it’s a pretty safe bet that they’re OK with 
the medication,” says Abshear. (See related story 
on side effects of IV antibiotics, p. 78.)

• Remember that food allergies sometimes 
will cross over into medication reactions. 

“If a child is asthmatic and has peanut 
allergy, we might not be able to give certain 
medications that we would normally give,” says 
Abshear.
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 Many adverse drug events (ADEs) in pediat-
ric patients occur with first-time medication 
exposures, according to new research. To avoid 
problems:

• Be aware of the potential side effects of each 
ordered medication.

• Observe children for a longer time than you 
normally would when giving a drug for the first 
time.

• Be prepared for normal side effects of a medica-
tion.

EXECUTIVE SUMMARY
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Watch for problems  
with IV antibiotics
Children may go downhill suddenly 

When a child with a bilateral otitis media 
developed a rash after being given intrave-

nous (IV) antibiotics in the ED at Baptist Chil-
dren’s Hospital in Miami, immediate action was 
taken. 

“The IV line was flushed, an antihistamine was 
given, and the entire incident was documented,” 
says Stacey Peki, RN, one of the ED nurses who 
cared for the patient. 

Veronica Abshear, RN, education coordinator 
for the ED at Children’s Hospital of The King’s 
Daughters in Norfolk, VA, says IV antibiotics can 
“potentially be very dangerous” if a child is aller-
gic to these medications, but changes in vital signs 
might be only minor at first. 

“In an adult you can see some changes pretty 
quickly, but children have a remarkable ability 
to compensate, compensate, compensate,” says 
Abshear. “Then all of sudden, they crash and can 
go down the tubes in a heartbeat if you are not 
careful.”

If children have allergic reactions to antibiotics 
at Children’s Hospital of The King’s Daughters, 
staff provide diphenhydramine or possibly epi-
nephrine if an inflammatory response is impact-
ing their airways, says Marianna Cantwell, RN, 
director of the ED. “We give IV fluids to dilute the 
endotoxins that might be a byproduct of the anti-
biotic they have given,” Cantwell says.  n

In case of ingestion, 
‘assume the worst’
(Editor’s Note: This is the second of a two-part 
series on caring for potentially suicidal adoles-
cents. This month, we cover steps to take after an 
ingestion and provide questions to ask if you sus-
pect an overdose. Last month, we gave strategies 
for assessing the risk of self-harm and avoiding 
over-medicating patients.) 

Did you just learn that an adolescent ingested 
something? “Always assume the worst,” 

says Janelle Glasgow, RNC, CPEN, an ED nurse 

at  Nationwide Children’s Hospital in Columbus, 
OH. “Suicidal gestures may have bad outcomes 
unless they are treated aggressively with a multi-
disciplinary approach. This includes nursing, phy-
sicians, social work, and toxicology.”

Glasgow recently cared for a 14-year-old girl 
found by her mother in bed. She was difficult to 
arouse and surrounded by multiple empty pre-
scription pill bottles. ED nurses took these steps:

• A complete primary and secondary assess-
ment was completed, and the patient was placed 
on continuous cardiorespiratory monitoring. The 
patient’s airway was determined to be intact with 
a decreased gag reflex. Breathing was adequate 
with oxygen placed at 100% via non-rebreather 
mask. Circulatory status showed mild hypoten-
sion and mild tachycardia. Disability assessment 
showed decreased level of consciousness, but the 
patient did answer questions appropriately. The 
patient’s Glasgow Coma Scale was 13. 

• One 20-guage intravenous (IV) line had been 
placed by EMS prior to arrival. A second 18-guage 
IV was placed. A complete blood count, electrolyte 
panel, and comprehensive drug screen was done.  

• A 1,000 ml bolus of normal saline was initi-
ated, after the patient’s weight was determined to 
be approximately 65 kg. “The patient had not had 
any vomiting prior to arrival,” notes Glasgow.

Of the 10 medications ingested, three were 
determined to be of concern. These were isoniazid, 
temazepam, and seroquel.

“Staff was instructed to observe for central 
nervous system depression and treat this support-
ively,” says Glasgow. “The ingestion of medica-
tions was estimated to be three hours prior to 
arrival, rendering activated charcoal ineffective 
and, therefore, not indicated.”

After 30 minutes, the patient began to have 
tonic-clonic seizure activity as a result of the  iso-
niazid overdose. The patient received lorazepam 
IV and subsequently was intubated using rapid-
sequence intubation for airway protection, medi-
cated with rocuronium and etomidate. The anti-
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 If you learn that an adolescent ingested some-
thing, err on the side of caution and assume it 
was a suicidal gesture. Take these steps:

• Include social workers and toxicology.
• Screen patients for self-harm risk, even if com-

plaint is unrelated. 
• Ask specifically about acetaminophen.

EXECUTIVE SUMMARY



dote for isoniazid was administered.  
The patient received a loading dose of thiopen-

tal sodium, and a continuous drip was initiated. 
She was admitted to the pediatric intensive care 
unit in stable condition. “She remained intubated 
for two days for airway and breathing support, as 
the ingested medications slowly cleared her sys-
tem,” says Glasgow. 

Two previous attempts

ED nurses learned that this patient had had 
two previous suicide attempts after being sexually 
molested several months ago. 

“She had a previous admission to a long-term 
psychiatric facility and had been discharged from 
there two weeks prior to this episode,” says 
Glasgow. 

If this patient had presented before this inci-
dent for an unrelated complaint, Glasgow says 
that a good screening by the ED nurse might have 
revealed that she intended to harm herself. (See 
related story on what to ask if you suspect an 
overdose, below.)

“By inquiring about medications currently pre-
scribed for the patient and her medical history, 
any feelings of sadness or depression, and a full 
physical assessment to observe for evidence of 
self-injury, a determination may have been made 
that she needed further psychiatric care before 
this episode occurred,” says Glasgow. (For more 
information on this topic, see “Remember these 
easy-to-miss red flags,” ED Nursing, May 2009, p. 
81, and “Risk is great if you don’t reassess psych 
patients, EDN, December 2008, p. 16.)   n

Suspect an OD?  
Ask this question

Janelle Glasgow, RNC, CPEN, an ED nurse at  
Nationwide Children’s Hospital in Columbus, 

OH, says that one of the most common overdoses 
she sees is acetaminophen. 

“People don’t realize that it can be lethal if too 
much is taken,” says Glasgow. “Teenagers think 
that it’s just a suicidal gesture, not that they could 
really kill themselves with it.” 

for this reason, ask your patient specifically, 
“Did you take anything that said Tylenol, acet-
aminophen, non-aspirin pain reliever, ibuprofen, 
Advil, or Motrin?” Also ask how many milligrams 

the tablets were, because over-the-counter medica-
tions come in certain strengths.

“Hopefully the family or emergency medical 
services have brought all the medication bottles 
with them, but this doesn’t always happen,” says 
Glasgow. “If the tablets were 325 mg or 500 mg 
or extra-strength, it’s likely to be acetaminophen. 
If the tablets are 200 mg, it’s likely to be ibupro-
fen.” 

 Regardless of what the patient says, an acet-
aminophen level should be drawn at four hours 
post-ingestion because this medication is poten-
tially lethal, says Glasgow. “The patient and fam-
ily may wonder why you’re so focused on Tylenol. 
Tell them that this is a potentially lethal sub-
stance,” says Glasgow.  n

Is it safe to discharge a 
heart failure patient?

About one-third of heart failure patients are dis-
charged from the ED home, and some of these 

patients are at risk for dying shortly after their ED 
visit, says a new study.1

“The mortality rate of patients with heart fail-
ure who are discharged from the ED is not small,” 
says Douglas S. Lee, MD, PhD, fRCP(C), the 
study’s lead author and assistant professor of med-
icine at the University of Toronto, Ontario. “Acute 
heart failure should be viewed as a very serious 
condition with significant potential for death.”

Among 50,816 heart failure patients treated at 
180 EDs in Ontario from April 2004 to March 
2007, 16,094 were discharged. Of this group, 4% 
died within 30 days, and 1.3% died within one 
week. 

Patients who arrived by ambulance, those who 
had more prior heart failure admissions, and those 
who spent longer duration of time in the ED were 
more likely to die within seven days of being dis-
charged from the ED. Also, older patients, men, 
and those with valvular, peripheral vascular, or 
respiratory disease were more likely to die.
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“This study highlights the need for clinical tools 
to help us to decide which heart failure patients 
could be safe to discharge from the ED,” says Lee.  
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Staff should be prepared 
for car crash victims
Most aren’t treated at trauma centers

About two-thirds (63%) of the 3.5 million 
motor vehicle crash victims treated in emer-

gency departments in 2006 were not treated in 
trauma centers, says a new analysis from the 
Agency for Healthcare Research and Quality.

The patients’ injuries included sprains (44%), 
superficial injuries such as scrapes (35%), open 
wounds (10%), fractures (15%), head injuries 
(5%), and internal injuries of the thorax, abdo-
men, and pelvis (3%). 

‘Trauma has no boundaries,” says Shelley L. 
Sides, RN, MSN, trauma coordinator at Eastern 
Maine Medical Center in Bangor. “Any nurse in 
any ER can be faced with a critical trauma patient. 
The initial care the trauma patient receives is 
important to overall morbidity and mortality.” 

To improve care of motor vehicle crash victims:
• Use multiple confirmatory techniques to verify 

advanced airway placement, including end tidal 
carbon dioxide monitoring.  

Steven Glow, MSN, fNP, RN, associate clinical 
professor at Montana State University College of 
Nursing in Missoula, says, “Evidence suggests that 
non-visualized airways take less time and are more 

likely to be placed correctly.”
Glow recommends monitoring end tidal carbon 

dioxide levels in intubated patients to detect and 
modify hypo or hyperventilation. “Recently intu-
bated patients are often hyperventilated, causing 
undesirable acid/base shifts and decreasing sur-
vival,” he says. 

• Make sure the patient’s circulation is being 
accurately monitored. 

Laura Aagesen, RN, BSN, MBA, trauma coor-
dinator at Northwest Community Hospital in 
Arlington Heights, IL, says, “This reduces the risk 
of hemorrhage, which is the main cause of post-
injury death.”

• Consider the medications your patient is taking. 
Warfarin, clopidogrel, and acute aspirin therapy 

put patients at a higher risk for hemorrhage, says 
Aagesen. “A patient with a history of radiation 
therapy for breast cancer having a fall will be at a 
much higher risk for fractures than a patient with-
out any comorbidity,” she adds.

In addition, antihypertensive medications such 
as beta and calcium channel blockers can interfere 
with normal compensatory mechanisms, which 
decreases the ability of the patient to mount a 
tachycardic or vasoconstrictive response, says 
Glow. “As a result, early signs of shock may not 
be recognized, and these patients can decompen-
sate more quickly.”

• If you suspect a cervical injury, patients 
require a cervical spine collar and must remain in 
a supine position. 

Aagesen says, “Log rolling techniques should be 
used when transferring the patient from the cart to 
any other surface. Allowing a patient to ambulate 
or sit in a wheelchair with a cervical collar is a 
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 Most motor vehicle crash victims go to EDs that 
aren’t trauma centers, says a new analysis from 
the Agency for Healthcare Research and Qual-
ity. This research underscores that nurses in any 
ED need to be ready to care for life-threatening 
open wounds, head injuries, or internal injuries. 
To improve care of these patients:

• Remove clothing to identify underlying internal 
injuries.

• Don’t rely on initial normal vital signs, as 
patients may decompensate rapidly.

• Watch for anxiety and cool, moist skin as an 
early indicator of hypotension.

EXECUTIVE SUMMARY



dangerous practice.”
• Assess the patient’s breathing for the presence 

and effectiveness of respirations. 
Assess for rate and pattern, accessory muscle 

usage, chest excursion, chest symmetry, skin color, 
and lung sounds. “All trauma patients should 
receive supplemental oxygen to ensure tissue oxy-
genation,” adds Sides. 

The patient with a compromised respiratory sta-
tus might require assisted respirations with even-
tual intubation. “Be familiar with supplies and 
medications used for rapid sequence intubation,” 
says Sides. “Patients should always receive seda-
tion with a paralytic, as paralyzing agents do not 
offer any sedative effects.”

• Undress patients to identify external injuries 
that might assist in the identification of underlying 
internal injuries.

You might find other wounds, including stab 
wounds, gunshot exit, or entry wounds. Unre-
sponsive patients or patients with other distracting 
injuries may not be reliable in telling you where 
their injuries are,” says Aagesen. 

 Removing clothing also could help prevent 
further injury for a patient involved in a motor 
vehicle crash. Aagesen says, “Your patient could 
potentially lay in pieces of glass throughout your 
entire assessment, causing discomfort and poten-
tial injury to the skin and underlying tissues.” (See 
related stories on continual assessment of vital 
signs at right, precautions for cervical spine inju-
ries, p. 82, ensuring patency of IV lines, p. 82, and 
assessment of capillary refill, p. 82.)  n

Trauma patient stable? 
Don’t assume a thing
Never be complacent

Although a 76-year-old motor vehicle crash vic-
tim was stable in the field, the ED nurse noted 

hypotension when the patient arrived. The patient 
quickly was bolused with fluids, and her blood 
pressure stabilized after 30 minutes. She underwent 
several CT scans, which revealed multiple injuries. 

“The patient continued to stay alert and talking with 
staff, when suddenly she became unresponsive and 
went into cardiopulmonary arrest,” says Laura Aage-
sen, RN, BSN, MBA, trauma coordinator at Northwest 
Community Hospital in Arlington Heights, IL. 

The consequences of hypotension in trauma rely 
on the patient’s physiologic reserves and if there 
are any underlying illnesses or disorders, explains 
Aagesen. In this particular case, an early sign of a 
problem came when the patient started answering 
questions in a confusing way. 

“This change in mental status was an early 
sign of decompensating,” says Aagesen. “Due to 
the comorbidities and severity of the injuries, the 
patient was not able to recover.”

‘Chaotic, code type situation’

If you rely on initial normal vital signs or fail to 
perform frequent reassessments of your patient, 
these decisions could result in a “chaotic, code 
type situation,” warns Aagesen. A patient com-
ing in by EMS might have given the appearance of 
being stable in the field and rapidly decompensate 
after arrival to the ED. “A simple head injury to 
a geriatric patient who presents talking to you on 
arrival to the ED can turn into an unresponsive 
patient with a herniating subdural hematoma 
within minutes,” says Aagesen. 

Look at your patient’s color, skin temperature, 
and moisture, and assess heart rate, blood pres-
sure, and urine output to ensure your patient’s 
hydration status, says Aagesen.

Never take the word of others over your own 
full head-to-toe assessment. EMS workers recently 
told ED nurses that they knew a motor vehicle 
crash victim and he was always acutely anxious. 
“On arrival to the ED, the patient’s behavior 
developed into combativeness,” says Aagesen. 
“After further work-up, it was discovered the 
patient had a ruptured diaphragm and was hypoxic. 
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This was the cause for the increased anxiety.”  
“Once a patient in a high-risk group such as 

the geriatric population starts to decompensate, 
they do not have the physiologic reserves that a 
younger adult would have to bounce back,” says 
Aagesen.

By the time you notice your patient’s decreasing 
blood pressure, it might be too late. “Once hypo-
tension begins, your trauma patient is already in 
Class Three shock,” says Aagesen. “Look for more 
subtle signs such as anxiety and cool, moist skin as 
earlier indicators.”  n 

Do this if C-spine  
injury is possible

Until a cervical spine injury is ruled out, use 
manual in-line stabilization throughout all 

assessments and interventions. 
“Cervical collar application should be com-

pleted on these patients as soon as possible, 
to maintain inline immobilization of the spine 
until it can be cleared clinically and/or radio-
graphically,” says Shelley L. Sides, RN, MSN, 
trauma coordinator at Eastern Maine Medical 
Center in Bangor. “Don’t forget to assess the 
posterior aspect of the patient.”

If patients can be safely removed from a long 
spine board, do so. “This can prevent any risk 
of tissue ischemia related to increase tissue 
interface pressures with the board,” says Sides. 
“Many patients can be kept safely on the ER 
stretcher without the application of the long 
spine board until movement of the patient is 
indicated.”

Patients should be taken off the backboard 
within 15 minutes of their arrival, but this can 
be overlooked in a busy ED, warns Laura Hoch-
walt, RN, BSN, a charge nurse and chair of the 
trauma committee at Grady Memorial Hospital 
in Atlanta. “It allows you to do an assessment 
of the spine and get orders for appropriate 
imaging,” says Hochwalt. “If the patient is on a 
backboard too long, it can cause pressure points 
and potentially cause skin breakdown, more so 
for the elderly population.”

When patients arrive on backboards at Hoch-
walt’s ED that are stable and do not need to go 
into the trauma bay, she alerts a couple of ED 
physicians. “We meet the patient at the board 
and take them off the backboard before I place 
them in a room,” says Hochwalt.   n

Ensure patency  
of patient’s IV lines

Check all intravenous (IV) lines for patency 
upon the patient’s arrival to your ED and 

every time something is given intravenously, says 
Shelley L. Sides, RN, MSN, trauma coordinator 
at Eastern Maine Medical Center in Bangor. This 
step can be done simply by flushing the line with 
normal saline and observing for any signs of infil-
tration into surrounding tissues. 

“If your line starts to flush harder, or the 
patient experiences pain or redness, you may want 
to consider an alternative site,” says Sides. “The 
wrong time to notice that an IV is no longer patent 
is when you need it immediately.”  n

Assess capillary 
refill for trauma

Capillary refill is an excellent predictor of cir-
culatory compromise, especially in the pedi-

atric population, says Shelley L. Sides, RN, MSN, 
trauma coordinator at Eastern Maine Medical 
Center in Bangor. Remember these three things:

• When capillary refill is noted to be prolonged 
-- generally greater than two or three seconds – it 
might indicate dehydration, shock, peripheral vas-
cular disease, and/or hypothermia. 

• Poor perfusion could be due to hypovolemia 
from blood loss. “This may result in poor cardiac 
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output and alterations in peripheral vascular resis-
tance,” says Sides. “Eventually, this leads to tissue 
ischemia and cell death.”

• The accuracy of the test can be affected by 
technique and temperature. 

“A hypothermic patient may have prolonged 
capillary refill which may improve after re-warm-
ing,” says Sides. “When assessing capillary refill, 
the upper extremities should be used and should 
be held higher than level of the heart.”  n

Spot these signs of 
infection at triage

[This is the first part of a two-part series on 
identifying and caring for patients with infections. 
In this month’s issue, we tell you how to improve 
assessment. In next months’ issue, we’ll give you 
tips for how to protect yourself and your patients 
when an infection has been identified.]

During your initial nursing assessment on any given 
patient, do you always look closely for signs or 

symptoms of respiratory, urinary, or skin infections?
“Basic vitals should include temperature, respira-

tory rate, heart rate, blood pressure, and oxygen 
saturation,” says Brian W. Selig, RN, BSN, MHA, 
CEN, NE-BC, ED nurse manager at the University 
of Kansas Hospital in Kansas City. 

Teresa Mancuso, RN, an ED nurse at Baptist 
Hospital Miami, says, “Effective triage and early 
identification of infection not only protects the 
patient, but the uninfected patients and staff as well.”

Mancuso says that while some symptoms that 
can alert you to the possibility of infection are 
obvious, such as fever greater than 100.4, tachy-
cardia, hypotension, and tachypnea, it is also 
important to look for new rashes, pallor, fatigue, 
decreased appetite, unexplained swelling, new 

onset altered mental status, decreased urine out-
put, and normotensive or hypotensive blood pres-
sure, especially in a normally hypertensive individ-
ual. “Note that the presentation of symptoms can 
be vague, especially in the geriatric population,” 
says Mancuso. “It is important to remember the 
elderly population often have normally lower body 
temperatures even in the case of infection.”

Cynthia Horn, BSN, ANM, CEN, an ED nurse 
at Singing River Hospital in Pascagoula, MS, says 
that although a patient is not routinely kept in the 
triage area for an extended period of time, “we do 
get enough information to suspect if the patient 
has an infection.” Horn says these are all warning 
signs that your ED patient might have an infection:

• abnormal vitals including elevated tempera-
ture, rapid heart rate, rapid respiratory rate, or 
low pulse oximetry; 

• complaints of poor appetite, cough, changes 
in mental status, urinary frequency, pain, nausea, 
diarrhea, or seizures;

• history of antibiotics, steroids, or insulin;
• pale, flushed, hot, warm, moist, or cold skin;
• a history of diabetes, a non-ambulatory or 

bed-bound patient, or patients with dialysis lines, 
catheters, gastric tubes, or tracheostomy tubes; 

• abnormal lung sounds or diminished lung sounds;
• a catheter or gastrostomy tube in place.  
If your patient is incapacitated, a full head-to-

toe examination should be performed to identify 
any outward signs of infection, Selig says. “In 
most cases, any acutely incapacitated patient 
would receive a foley catheter due to their inabil-
ity to appropriately void on their own,” says Selig. 
“These patients should then be tested for urinary 
tract infections as their foleys are inserted.”  n
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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.  n

 Obtain enough information to determine the 
presence of infection at triage, including a full 
head-to-toe examination if a patient is incapaci-
tated. To improve assessment:

• Watch for abnormal vitals, poor appetite, and 
changes in mental status.

• Find out if patients are taking antibiotics, ste-
roids, or insulin.

• Test for urinary tract infections if Foley cath-
eters are inserted.

EXECUTIVE SUMMARY
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Upon completion of this educational activity, partici-
pants should be able to:

• identify clinical, regulatory or social issues related to ED 
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.

17. Which is true regarding treatment of patients with TIA 
in the ED?

 A. ED nurses should avoid using a standardized protocol 
or checklist to identify high-risk patients.

 B. Continuous neurological examinations are necessary 
only for patients with mental status changes.

 C. A baseline dysphagia screen is not necessary in most 
cases.

 D. TIA patients with diabetes, hypertension, acute 
infection, and cardiac decompensation are at higher risk 
for early clinical worsening.

18. Which is true regarding adverse drug events in 
pediatric patients?

 A. Close monitoring of intramuscular injections for 30 
minutes is necessary only if a child is allergic to the 
medication.

 B. If a child is allergic to IV antibiotics, changes in vital 
signs might be only minor at first.

 C. Lowered BP is never a normal side effect of 
intravenous magnesium given to a child with a severe 
asthma exacerbation. 

 D. If a child is allergic to IV antibiotics, changes in vital 
signs will quickly be obvious, as children have less ability 
to compensate.

19. Which is true regarding care of victims of motor vehicle 
accidents?

 A. Seating patients with a cervical collar in a wheelchair 
is the recommended practice.

 B. Patients about to be intubated should always receive 
sedation with a paralyzing agent.

 C. Patients with initial normal vital signs don’t generally 
require a full head-to-toe assessment.

 D. Look for subtle signs such as anxiety and cool, 
moist skin, as these are possibly early indicators of 
decompensation.

20. Which is recommended when assessing for infection at 
triage?

 A. Test incapacitated patients with Foley catheters for 
urinary tract infections.

 B. Don’t screen immunocompromised patients for 
multidrug-resistant organism infections unless you 
identify abnormal vital signs.

 C. Avoid using code letters such as MRSA in or nursing 
notes.

 D. A medication history of steroids or insulin should not 
result in a higher index of suspicion for infection. 

Answers: 17. D; 18. B; 19. D; 20. A.
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I. Purpose 
 A. To assure that patients presenting to the ED with acute stroke symptoms will be  

 assessed and managed in an expeditious and appropriate manner. 
 

II. Policy 
 A. The ED personnel may initiate rapid treatment of patients presenting with Acute 

stroke symptoms, following an appropriate assessment. 
 

III. Performed By 
 A. All ED nursing personnel 
 

IV. Procedure 
 A. Patient will be triaged, per policy. 

B. Care will be initiated as follows: 
 * Immediately to Critical Care room and clinician notified. 

1. Assess airway, breathing and circulation, treat any deficiencies. 

2. Oxygen as appropriate to maintain sat at greater than 94% 

3. Cardiac monitoring, continuous pulse oximetry, cycle blood pressure every 15 
minutes, neuro checks every 30 minutes. 

4. Initiate IV lock, draw labs for PTT, INR, CMP, CBC, Random Troponin, 
Fibrinogen 

5. Finger stick blood sugar                                                                

6. Head CT w/o contrast  ( Clinician to evaluate patient prior to test.) 

7. NPO, until dysphagia screen performed 

8. EKG  
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IV. Procedure 
 

9. Obtain urine, consult with clinician for urine drug screen, foley or mini-cath if 
indicated. 

10. Head of bed at 30 degrees, if possible. 

 
 

Source: Eastern Maine Medical Center, Bangor.






