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Your next patient could acquire a
life-threatening infection in your ED
Make it a top priority

You, and other ED nurses, may have been taking care of a patient 
for hours without realizing he or she has an infection that requires 
isolation. The fast-paced ED environment is an added challenge in 

preventing ED-acquired infections, according to Susan Gray, RN, BSN, 
CEN, an ED nurse at Greater Baltimore (MD) Medical Center. “Staff are 
in and out of rooms often,” she adds. 

Gray says that preventing ED-acquired infections has become “a top 
priority” in her ED. “It is an agenda item on the ED council about every 
month,” she says. “We have hand-washing champions, as well as inser-
vices on the proper ways to assist in the placement of central lines and on 
the proper use of isolation.”

ED nurses now ensure the doctor is maintaining sterile procedure, says 
Gray, and that he or she does, in fact, stop a procedure if sterility is not 
maintained. 

“Other changes have been how we assist and monitor physicians in plac-
ing central lines, placing our own peripheral IV [intravenous] lines, and 
the proper use of isolation,” says Gray. To reduce ED-acquired infections, 
make these practice changes: 

Use chlorhexidine instead of 70% isopropyl alcohol or povidone-iodine.
“The proper use of [chlorhexidine] has been crucial to our blood culture 

contamination rates,” says Gray. “We use it to place all of our IV lines.” 
By making this change, says Kathy Karg Gutierrez, RN, BSN, CEN, care 

coordinator for the ED at Fletcher Allen Health Care in Burlington, VT, “we 

To prevent ED-acquired infections, ED nurses need to ensure sterility is main-
tained, quickly identify a patient’s need for isolation, and receive ED-specific 
infection control inservices. Use these practices:
• Use chlorhexidine to reduce contaminated blood cultures.
• Give mandatory inservices on prevention of central line-associated blood-
stream infections. 
• Ask ED nurses to monitor hand washing.
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Editorial Questions
For questions or  
comments, call  
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at (404) 262-5416.

have seen a remarkable reduction of contaminated 
blood cultures.”

The ED cut its contamination rate in half, from 
3% down to 1.6%. “We are the largest collector 
of blood cultures, with one of the lowest rates in 
the hospital, which we are pretty proud of,” says 
Gutierrez.

Use a central line protocol to reduce the risk of 
sepsis.

This includes a 30-degree head of the bed elevation 
for ventilated patients, says Gutierrez. “We are very 
focused on early antibiotics for sepsis and pneumonia 
patients,” she adds.  

If a patient requires a ventilator, use a mobile 
intensive care unit (MICU) order set. 

Oral care is done if the patient requires it, says 
Gray, but the patient does not typically stay long 
enough in the ED to require this. “These patients 
usually make it out of the ED and into the MICU 
quickly, so this order set is then continued in the 
MICU,” says Gray. 

Use specific order sets for central line insertion. 
“This allows the person assisting with the proce-

dure to ensure patient safety and decrease infection,” 
says Gray. 

ED nurses use a checklist for items such as what 
the doctor inserting the line was wearing and what 
they used to clean the area. “It also allows the staff 
member to stop a procedure if they deem the doc-
tor is not following proper procedure and putting a 
patient at risk,” says Gray. 

Make education mandatory on prevention of cen-
tral line-associated bloodstream infections. 

“This includes proper ways to draw blood and 
give medications and fluid through a central line,” 
says Gray. (See related stories on monitoring hand 
washing, p. 98, isolating patients quickly and pre-
venting urinary tract infections, p. 99.)  n

For more information on preventing ED-acquired infec-
tions, contact:
• Janelle Glasgow, RNC, CPEN, Emergency Department, 
Nationwide Children’s Hospital, Columbus, OH.  
E-mail: Janelle.Glasgow@nationwidechildrens.org.
• Susan Gray, RN, BSN, CEN, Emergency Department, 
Greater Baltimore (MD) Medical Center.  
Phone: (443) 849-2226. E-mail: sgray@gbmc.org.
• Kathy Karg Gutierrez, RN, BSN, CEN, Care Coordinator, 
Emergency Department, Fletcher Allen Health Care, Bur-
lington, VT. Phone: (802) 847-2434. Fax: (802) 847-4802. 
E-mail: Kathy.Gutierrez@vtmednet.org.

Ask ED nurses to 
monitor hand washing

ED nurses at Greater Baltimore (MD) Medical 
Center monitor each other to ensure proper 

SOURCES

CLINICAL TIP



July 2011 / ED NURSING®  99

hand-washing techniques, such as the use of hand 
sanitizer, says Susan Gray, RN, BSN, CEN, an ED 
nurse. “We actually had fun with this,” says Gray. 

In addition to ED nurses reminding each other, 
doctors, nurses, and clerks got involved. “We had 
weeks assigned to the different levels of care to 
remind each other to wash in and out,” says Gray. 
“We even had one clerk make a sign he would 
hold up to either remind or congratulate people for 
their hand washing.”  n

Quicker isolation means
less chance of infection
Prevent additional exposures

If a patient is on isolation status but there are no 
masks or gowns readily available, would you 

always take the trouble to locate these items? “If 
there are no masks or gowns, providers are apt to go 
in the room without, rather than restock,” according 
to Kathy Karg Gutierrez, RN, BSN, CEN, care coor-
dinator for the ED at Fletcher Allen Health Care in 
Burlington, VT.

For this reason, ED nurses place isolation carts 
right outside the patient’s room with all the neces-
sary supplies. “The carts set them up for success and 
make it more convenient to get dressed,” she says. 
“By increasing the number of available carts, we have 
increased their use.”

The team also created easy-to-use binders on 
the level of precaution that is appropriate for each 
disease process, says Gutierrez. To avoid confusion 
between airborne vs. droplet precautions, very simple 
pictures show what protective equipment is needed 
before entering the patients’ rooms. 

“Our binders were actually ‘stolen’ by the hospital 
infection team,” says Gutierrez. “They liked it, which 
is flattering, since they were so nicely designed and 
simple to use.”

Make others aware

If an ED patient has a known isolation status, such 
as vancomycin-resistant enterococci, this is flagged in 
the chart so all providers are aware of it, says Gutier-
rez. “This is helpful when choosing rooms for the 
patient,” she says.

By recognizing the patient’s infection status, ED 
nurses prevent additional exposures and keep the 
patient’s condition from worsening, says Gutierrez.

As soon as the patient is quick-registered, the 
information on his or her isolation status is posted 
electronically. “With the information easily viewed 
on the tracking board, a chart doesn’t have to be 
opened,” says Gutierrez. “This makes the isolation 
status much easier to track for housekeeping and 
transport.”

Give ED-specific info

At Fletcher Allen, teams of unit-based nurses tailor 
education to their specific units.  “It’s always better 
to hear from your peers than to read another e-mail 
about infection,” says Gutierrez. 

Informational e-mails are routinely sent out to ED 
nurses from the hospital’s infection control group, 
says Gutierrez, “but the info is very dry and has little 
meaning to the bedside nurse.” To get more atten-
tion, the unit nurses developed a PowerPoint presen-
tation just for ED nurses, and even personalized it 
with staff photos. 

“The ED has its own sense of humor, for sure. 
More viewers means more information delivered,” 
says Gutierrez.  

Individual ED nurses at Fletcher Allen are now 
alerted if a patient they cared for has a contaminated 
blood culture sample. “This has dramatically helped 
reduce our rates of infection,” Gutierrez says. “No 
one wants to do a bad job. But if you don’t know 
that you are doing something wrong, you will never 
change your practice.”  n

UTIs decreased
with these steps

ED procedures can become chaotic and rushed in 
order to get a patient off to testing or to surgery 

in a timely manner, says Janelle Glasgow, RNC, 
CPEN, an ED nurse at  Nationwide Children’s Hos-
pital in Columbus, OH.

“However, insertion of a urinary catheter is not 
a life-saving measure,” says Glasgow. “A few extra 
minutes can be taken to ensure that we are doing our 
best to protect our patients.”

From January 2010 through July 2010, the hos-
pital had 11 ED-acquired urinary tract infections, 
says Glasgow, but after the below interventions were 
implemented, there haven’t been any:

1. All patients have their perineal area or 
penis washed with either soap and water or with a 
commercially prepared cleansing towelette prior to 
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catheter placement.
2. Following the perineal cleansing procedure, the 

nurse inserting the Foley catheter must perform thor-
ough hand washing or use an alcohol-based hand 
gel prior to beginning the procedure of placing the 
catheter. 

3. Any time a catheter is placed, the nurse per-
forming the procedure must be observed by another 
staff member. This person checks that the patient 
was cleansed appropriately, that proper asepsis was 
maintained, and that the procedure was performed 
according to manufacturer’s and nursing policy and 
procedure guidelines.

4. The only staff permitted to insert a Foley cath-
eter are nurses and LPNs with documented compe-
tency. “Physicians, including residents, fellows, medi-
cal students, and interns are not permitted to place a 
Foley catheter, except in special circumstances,” says 
Glasgow.

5. Foley catheter balloons are not inflated to 
check for patency of the balloon prior to insertion. 
“Inflating the balloon can make the deflated balloon 
larger and cause trauma to the urinary meatus,” says 
Glasgow. “This will predispose the patient to a uri-
nary tract infection.”

6. Placing a catheter during a trauma is avoided if 
at all possible. 

“A catheter is only placed if absolutely necessary 
due to immobility of the patient, or in order to care-
fully assess [intravenous] fluid resuscitation,” says 
Glasgow.  n

the study’s lead author and clinical assistant pro-
fessor of pediatrics and communicable diseases 
and of radiology at University of Michigan Health 
System in Ann Arbor.

CTs are commonly ordered for children in 
the ED, says Dorfman. “A lot of these tests are 
ordered without any thought as to the long-term 
adverse consequences,” he says. “Radiation has 
risks, even more for kids than adults.” 

Use real evidence

Dorfman notes that in some cases, ED nurses 
use standing orders for common presenting diag-
noses, such as head trauma. “If ED nurses are 
ordering these directly, they need to have an 
understanding of when tests are really indicated, 
and when they’re not,” he says. “Also, imaging 
should be limited to the location — not, ‘we’re 
sending the patient for a head CT so let’s go ahead 
and get the abdomen.’”

 Dorfman says that while CT scans “have saved 
huge numbers of lives,” there is good clinical evi-
dence that CT scans are not necessary for head 
trauma in children based on specific clinical factors. 

“This is an area with excellent data showing 
that not all patients need this test. Only some of 
them do,” he says. “Use established evidence-based 
guidelines to determine when a test is needed.”

Kimberly E. Applegate, MD, one of the study’s 
authors and vice chair for quality and safety in 
the department of radiology at Emory University 
School of Medicine in Atlanta, says she has seen 
some children get eight CT scans in one year. 

“There is no doubt that sometimes these CTs 
save lives. There are times when we need to do 
them, and do them quickly, but there are times 
when we can do other imaging or tests,” says 
Applegate.  For instance, it is possible to do ultra-

EXECUTIVE SUMMARY

ED nurses should consider the long-term adverse 
consequences of CT scans ordered for ED pediatric 
patients, as well as the fact that some CT scans are 
not necessary. To reduce risks:
• It is possible to use ultrasound or magnetic reso-
nance imaging instead of a CT scan for suspected 
appendicitis in a child.
• If the CT is necessary, the child should receive as 
low a radiation dose as possible.
• Educate patients on the risks and benefits of CT 
scans.

Consider alternatives  
for CT scans in children
Other options may be possible

Nearly 8% of 355,088 children received a CT 
scan in a 3-year period, with 3.5% of the 

children receiving more than one, according to a 
recent study.1

This is important information for ED nurses to 
consider, according to Adam L. Dorfman, MD, 
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sound or magnetic resonance imaging (MRI) 
instead of a CT scan for suspected appendicitis in 
a child, says Applegate. (See clinical tip, p. 101, on 
avoiding CT scans.)

Lowest possible dose

If the CT is necessary, Dorfman says that 
patients should be getting as low a radiation dose 
as possible. 

Applegate says that the “Image Gently” cam-
paign aims to “child-size” the radiation doses 
received by children. A more recently launched 
“Image Wisely” campaign is doing the same for 
adults, she reports. (For more information, go 
to www.imagegently.org and www.imagewisely.
org.)

“To have an adult protocol with the same dose 
for all adults, frankly, is not good enough,” she 
says. “A 200-pound adult and 100-pound adult 
should not get the same dose.”

For example, women with recurrent chest 
pain may get multiple CT scans to rule out 
pulmonary embolism, adds Applegate. “In this 
day and age, we have to make judicious clinical 
decisions to reduce the repeat ionizing radiation 
tests, especially in younger women believed to 
be at higher risk of later cancer induction,” she 
says.

ED nurses, she says, should be sure that all 
patients getting CT scans “walk out of the ED 
with more info than they came in. It’s our duty  
to educate them about the risks as well as ben-
efits.”  n

REFERENCE
1. Dorfman AL, Fazel R, Einstein AJ, et al. Use of medi-

cal imaging procedures with ionizing radiation in children: A 
population-based study. Arch Pediatrics Adolesc Med, 2011; 
DOI: 10.1001/archpediatrics.2010.270.

For more information on diagnostic testing in pediatric  
ED patients, contact:
• Kimberly E. Applegate, MD, Department of Radiology 
and Imaging Sciences, Emory University School of Medi-
cine, Atlanta, GA. Phone: (404) 712-4882. Fax: (404) 712-
7387. E-mail: keapple@emory.edu.
• Adam L. Dorfman, MD, University of Michigan Health 
System, Ann Arbor. E-mail: adamdorf@med.umich.edu.

You can avoid CT in 
child with VP shunt

One of the most common reasons for a CT scan in 
a child is concern about the patient’s ventricular-

peritoneal shunt failing, according to Kimberly E. 
Applegate, MD,  vice chair for quality and safety in 
the department of radiology and imaging sciences 
at Emory University School of Medicine in Atlanta. 
However, a CT may not be necessary, she says. 

This usually can be diagnosed without imaging, or 
if you do need to image, you can do a very fast MRI 
scan, she says. 

“Even if the child moves, you can do very fast 
sequences and get the answers you need,” says 
Applegate. “All you need to see is whether the ven-
tricular system is bigger or not, and where the tip of 
the shunt is located.”  n

SOURCES

CLINICAL TIP

Elder has neuro deficits?
Pinpoint the true cause
Don’t assume it’s baseline

If you fail to confirm that neurological deficits are a 
normal baseline for your elder patient, this may be 

a dangerous assumption. To avoid this mistake, ask 
others about the patient’s baseline, advises Nadya 
Valdovinos, RN, TNCC, an ED nurse at Northwest-
ern Memorial Hospital in Chicago, and read past 
medical notes and transfer records. 

You may need to contact family members, case 
managers, or nursing home personnel, says Joan 
Somes, PhD, MSN, RN, CEN, FAEN, staff nurse/
department educator, St. Joseph’s Hospital, St. Paul, 
MN, who know the patient and how he or she func-
tions normally. “Ask ‘What is different today?’ That 
may help to pinpoint the problem,” says Somes. “Ask-
ing the patient what is different is also an option.”

Did injury occur?

If you identify neurological deficits in an elder 
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trauma patient, you’ll need to determine if this is 
normal for your patient or a result of his or her 
injury, says Jenny Baquero, RN, an ED nurse at 
Baptist Hospital of Miami. 

“A vast amount of the elderly patients that come 
through our ED suffer from dementia or Alzheimer’s,” 
she notes. “But you need to assume the patient 
has head trauma, until proven otherwise through 
exams.”

Baquero recently cared for a woman in her 80s 
with headache, nausea, and vomiting after a fall 
injury the previous day, but the family didn’t know 
if she had hit her head or if there was any loss of 
consciousness. “She was only oriented to name only, 
which was not her baseline, and she just kept repeat-
ing that her head hurt,” she says. 

Baquero immediately did a neurological assess-
ment and activated the ED’s head-injury protocol, 
which orders basic lab work and a CT of the brain. 
“This was one of those cases where I had the gut 
feeling that it was something,” she says. In this case, 
a family member told Baquero that although the 
patient did have beginning signs of dementia, her 
current mental status was still not usual. 

Shortly after taking the patient to CT scan, the 
radiologist called Baquero to report that she had a 
skull fracture and hemorrhagic contusions of the 
frontal lobes. “I immediately got an ED physician 
to see her, and the patient was admitted to the hos-
pital,” she says. (See related stories on acute mental 
status changes, p. 102, and assessment of possible 
trauma, p. 103.)  n

For more information on mental status changes in elder 
patients, contact:
• Joan Somes, PhD, MSN, RN, CEN, FAEN, Staff Nurse/
Department Educator, St. Joseph’s Hospital, St. Paul, MN. 
Phone: (651) 232-3000. E-mail: somes@blackhole.com.
• Nadya Valdovinos, RN, TNCC, Emergency Department, 
Northwestern Memorial Hospital, Chicago.  
E-mail: nvaldovi@nmh.org.

Patients may be in 
danger: ID acute changes

Take immediate action if you recognize any 
acute change in an elder’s neurological sta-

tus, advises Nadya Valdovinos, RN, TNCC, an 
ED nurse at Northwestern Memorial Hospital in 
Chicago. “Patients who come in with neurologi-
cal deficits and who are ignored can be in great 
danger,” she says. The patient could be having an 
acute stroke that can be treated effectively if recog-
nized early enough, adds Valdovinos.

Unless you know that mental-status deficits are 
normal for your patient’s baseline, take these steps 
immediately, says Joan Somes, PhD, MSN, RN, 
CEN, FAEN, ED educator at St. Joseph’s Hospital 
in St. Paul, MN:

Obtain a 12-lead EKG.
“Tachycardia, bradycardia, and new rhythm 

disturbances lead to poor perfusion to the brain 
and, thus, the changes,” says Somes. “If there is 
an old EKG in the system to compare to, that is an 
added bonus.”

Obtain a pulse oximetry level.  
If the patient is hypoxic, this may explain global 

as well as lateralizing weakness,” says Somes. “We 
have seen strokes clear simply by normalizing oxy-
gen saturations.”

Obtain a chest X-ray and urine specimen. 
“Pneumonia and urinary tract infection are two 

of the common causes of changes in mentation in 
the older adult,” says Somes.

Obtain an electrolyte panel. 
“Electrolyte imbalances may be another cause of 

weakness or changes,” says Somes.
Obtain a blood sugar level.
“Geriatric patients do not always show evidence 

of blood sugar abnormalities. Altered mental sta-
tus may be the first indication they are hyperglyce-
mic,” says Somes. 

Obtain a head CT scan.
“A head CT to look for stroke, especially bleed-

ing, is important,” says Somes. Many geriatric 
patients present with changes in ability or deficits, 
she adds, and it turns out to be a chronic subdural 
hematoma or a small lacunar stroke. 

“Many stroke symptoms are subtle,” says 
Somes. “The CT with angiograms, magnetic reso-
nance imaging, or perfusion scans are how they 
can be identified and potentially reversed.”

Obtain a blood urea nitrogen and creatinine 
level.

EXECUTIVE SUMMARY

Ask an elder’s caregivers if neurological deficits are a 
normal baseline, suspect head trauma, and identify 
what is different for the patient. Take these steps: 
• Obtain a 12-lead EKG and head CT scan.
• Check for electrolyte imbalances and hyperglycemia.
• Determine if your patient has pneumonia or a uri-
nary tract infection.

SOURCES



July 2011 / ED NURSING®  103

These may show dehydration or renal failure, 
or both, says Somes. “Either can lead to changes 
in the patient’s ability, or lead to deficits or the 
source of the deficits,” says Somes.

Identify the patient’s current medications.
Somes recently cared for a patient who had 

increasing weakness, to the point of nearly arrest-
ing. “It turned out that the patient’s multiple meds 
were interacting, leading to renal failure, as well as 
liver failure, accentuating a dehydration state, and 
making the patient toxic on many of her meds,” 
says Somes. These led to hyperkalemia, hypoten-
sion, and bradycardia. 

“Any or all of these could have led to this patient’s 
condition. She was unlucky enough to have several 
things causing her problems,” says Somes.

If you know what medications your patient is 
taking, says Somes, this can often identify the rea-
son for altered mental status. “Recognizing medi-
cation types that interact or cause renal or hepatic 
failure often leads to a quicker identification why 
the patient might have changes,” she says.  n

Examine patient to ID
possible trauma injury

If you note mental-status changes in your elder 
patient, it can be hard to determine whether 

these are related to an illness or injury, says Nadya 
Valdovinos, RN, TNCC, an ED nurse at North-
western Memorial Hospital in Chicago. “One way 
to rule out injury is by examining the patient for 
bruising, hematomas, and abrasions that could 
indicate any sort of injury,” says Valdovinos.  n

CLINICAL TIP

heart history in my family,” or “I’m way too 
young to have a heart problem?” 

Many patients with acute coronary syndrome 
deny that their symptoms are related to a cardiac 
event, says Wendi Deleon, MS, BSN, RN, assistant 
chief nursing officer at Northeast Baptist Hospital 
in San Antonio, TX. “They convince themselves, 
instead, that they are suffering from some sort of 
[gastrointestinal] or neurovascular problem,” she 
says.

A patient may give you misleading informa-
tion, warns Jennifer Conrad, RN, an ED nurse at 
St. John’s Mercy Medical Center in St. Louis, MO. 
“When patients are not truthful with their symp-
toms, it makes it very hard to determine what is 
causing them to come to the ER,” she says.  

A patient may tell you he is tired, for example, 
without mentioning shortness of breath or arm 
pain. “That makes it very hard to determine what 
is causing those symptoms,” says Conrad. “We 
would have to do EKGs on every patient that came 
through the door if that was the case.”

ID atypical symptoms

“Patients with atypical acute MI [myocardial 
infarction] symptoms could be overlooked if not 
triaged appropriately,” warns Conrad.

A patient with atypical acute MI symptoms 
might be mistriaged by a busy ED nurse, says Con-
rad, adding that two symptoms to watch for are 
dizziness and recent syncope. “Sometimes patients 
present with these symptoms because their heart is 
not perfusing the way it should and they are at risk 
for acute MI,” she says. 

Women tend to present differently, says Con-
rad, and may come in with left arm pain, left jaw 
pain, or even a feeling of indigestion. “Shortness of 
breath is also a symptom that should be clinically 
followed for risk of acute MI,” she says. “It’s not 
always the sweaty, pale patient gripping his chest 
who is having the heart attack.” 

The goal of the ED nurse should be to “cast a 

EXECUTIVE SUMMARY

Patients with acute coronary syndrome may deny 
that their symptoms are related to a cardiac event.  
To get a better history:
• Watch for atypical symptoms. 
• Ask if chest pain goes away when the patient lies 
down.
• Ask specific questions about symptoms.

Your MI patient may be
in denial: Avoid mistriage 
Get the details that matter

Is your patient telling you, “It’s probably some-
thing I ate,” “It’s nothing,” “There isn’t any 
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wide net” when assessing patient information that 
may be cardiac in nature, says Deleon. Chest dis-
comfort, left or right arm discomfort or numbness, 
jaw pain, weakness, syncope, and vague gastroin-
testinal symptoms should all be considered cardiac-
related until ruled otherwise, she says. 

“A more focused review is needed whenever a 
patient complains of generalized weakness and 
cold or flu symptoms are not present, especially if 
the patient is 35 years or older,” says Deleon.  
(See related stories on assessment of chest pain  
and important questions to ask your patient,  
p. 104.)  n

For more information on ED nursing assessment of  
possible myocardial infarction, contact: 
• Jennifer Conrad, RN, Emergency Department, St. John’s 
Mercy Medical Center, St. Louis, MO.  
E-mail: Jennifer.conrad@mercy.net. 
• Wendi Deleon, MS, BSN, RN, Assistant Chief Nursing 
Officer, Northeast Baptist Hospital, San Antonio, TX.  
E-mail: wxdeleon@baptisthealthsystem.com.
• Robert Denton, RN, Emergency and Trauma Services, 
Freeman Health System, Joplin, MO.  
E-mail: RMDenton@freemanhealth.com.

Does chest pain go
away? Answer is key

Does your patient state that chest pain doesn’t 
go away when he or she lies down? If so, 

“think possible heart attack,” says Wendi Deleon, 
MS, BSN, RN, assistant chief nursing officer at 
Northeast Baptist Hospital in San Antonio, TX. 
Also, ask whether nitroglycerin helped ease the 
pain. “If nitro does not help, it’s probably not car-
diac,” says Deleon.  n

Ask these “need to 
know”questions first

When a patient who is well-known to ED 
nurses complained of chest pain — some-

thing he has reported on numerous prior occasions 
— he got an EKG within 10 minutes of arrival, 
says Robert Denton, RN, director of emergency 
and trauma services at Freeman Health System in 
Joplin, MO. 

The patient was found to have an ST-elevated 
myocardial infarction, says Denton, and was sub-
sequently sent to the cardiac catheterization lab 
from the ED. 

“This patient could have easily been dismissed 
as not high-risk, because he had been seen so fre-
quently in the past with no confirmed physical or 
diagnostic findings,” says Denton. 

When assessing chest-pain patients, Denton 
recommends putting information into “need to 
know” or “nice to know” categories, and asking 
“need to know” questions first, which the patient 
can answer with a “yes or no” response. “These 
are questions that are going to assist in making the 
decision of where the patient needs to go and how 
quickly they need to get there,” he says. 

For instance, says Denton, you need to know 
if the patient has had severe sweating, immediate 
onset of nausea and/or vomiting, or any unex-
plained pain, pressure, fullness, discomfort or 
heaviness in the chest or abdominal area, or short-
ness of breath. 

The “nice to know” questions, says Denton, 
include a history of coronary artery or vascular 
disease, a family history of heart disease, smok-
ing history, hypertension, diabetes, drug use (both 
prescribed and non-prescribed), history of cerebral 
vascular accident or transient ischemic attack, 
and surgical history.

“The care plan is always in a state of adjust-
ment, as additional information becomes known 
and the patient status evolves,” says Denton.  n

SOURCES
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Share handoff info that’s 
not in the patient’s chart  
Small details can be important

Would you think to tell a receiving nurse that 
your ED patient has a dog at home she’s 
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worried about? That may be the reason she’s 
refusing admission, says Pat Clutter, RN, MEd, 
CEN, FAEN, an ED nurse at St. John’s Lebanon 
(MO) Hospital.

“There are often small items of detail that get 
left off of a charting process, especially in these 
times of ‘charting by exception,’” says Clutter. 
These may include the family dynamics, home 
arrangements, or stressful situations, she says. 

“All of these things can impact how that patient 
is handling the ED visit or the upcoming inpatient 
stay,” says Clutter. “‘Idle chit-chat’ while starting 
intravenous lines or taking vital signs really pro-
vides us with vital information.”

Even as you focus on the patient’s chief com-
plaint, says Clutter, you’re also providing holistic 
care. “That means that we listen closely to our 
patients. We elicit information that might help us 
assist them even better,” she says. “Sometimes, 
one small statement made by a patient is the crux 
of an entire issue.”

You may learn that a patient is refusing admis-
sion because there is no one to care for his or her 
dog, says Clutter. “When giving a report, whether 
it is to an oncoming ED nurse or to the inpatient 
department, share all the information that you 
can,” she says. 

If ED nurses grab a chart to “give report and get 
that patient admitted” without checking with the 
primary nurse, says Clutter, they can miss out on 
the important information that must be relayed to 
the next health care provider. “It might help with 
patient flow, but it does not necessarily help the 
patient’s true care,” she says.

Clutter says that she makes a point of giving 
verbal reports to the floor nurses herself for her 
patients. “There is no way that someone can pick 
up the chart, read a few lines, and get the whole 
picture like I know it for that patient,” she says.

Likewise, says Clutter, a nurse may attempt to 
give a more detailed report to an oncoming ED 
nurse who doesn’t listen attentively. “If the nurse 
says something like, ‘Yeah, yeah, yeah, I read your 

chart — I got it,’ that does a grave injustice to the 
patient,” she says. 

Give a real-time picture

Jean M. Boles, RN, MSN, an ED nurse at Penn 
Presbyterian Medical Center in Philadelphia, says 
that ED nurses used to give a written faxed report, 
but now give verbal reports because “a real picture 
can be painted. Also, it is in real time.”

For example, says Boles, you might tell the 
receiving nurse about any issues that might make 
it difficult to treat the patient. By giving a verbal 
report, says Boles, “you converse with the receiv-
ing nurse. It is not just a monologue but a dia-
logue, with gut feelings of illness and also a little 
bit about the person in general.”  n

For more information about handoffs of ED patients, contact:
• Jean M. Boles, RN, MSN, Staff Nurse, Emergency Depart-
ment, Penn Presbyterian Medical Center, Philadelphia. 
Phone: (610) 291-4555.  
E-mail: Jean.Boles@uphs.upenn.edu.
• Pat Clutter, RN, MEd, CEN, FAEN, Emergency 
Department, St. John’s Lebanon (MO) Hospital.  
Phone: (417) 736-2203. E-mail: prclutter@gmail.com.

Need results urgently?
Pick up the phone

When Jean M. Boles, RN, MSN, an ED nurse 
at Penn Presbyterian Medical Center in 

Philadelphia, is caring for a cardiovascular patient 
with stat diagnostic results needed, she makes a 
point of calling for a CT scan and vascular techni-
cians to “paint a picture.” “Unfortunately, they 
only see a name on the computer. You don’t want 
to rely on a computer to prompt the tech,” she 
says.

EXECUTIVE SUMMARY

Include information about a patient’s family dynam-
ics, home arrangements, or stressful situations dur-
ing handoffs. Use these practices:
• Listen closely to patients.
• Give verbal reports in real time.
• Inform the receiving nurse about anything that 
might make it difficult to treat the patient.  

SOURCES
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n Stop needless 
antibiotic delays for 
sepsis and pneumonia

n Identify life-
threatening medication 
reactions in elders

n Prevent shortness-
of-breath patients from 
rapidly deteriorating

n Obtain immediate 
EKGs even for “’atypical” 
patients

COMING IN FUTURE MONTHS

For example, Boles may tell the technician that 
the patient had a negative fast-stroke assessment, 
lower extremity numbness, and was recently dis-
charged for carotid surgery. “In urgent situations, 
you need to pick up that phone and give a mini-
report to expedite the diagnostics,” she says.  n

Do dysphagia screen 
while patient still in ED

At St. Joseph Hospital in Nashua, NH, ED 
nurses do at least 90% of bedside dysphagia 

screens while the patient is still in the ED, says 
Susan L. Barnard, MS, APRN, CCRN, trauma 
coordinator. “They have come to understand 
the importance of the screens getting done ASAP 
before the patient is given anything by mouth,” 
she says.  

To make it easier for ED nurses to do dysphagia 
screens, use these practices.

Create a user-friendly dysphagia screening tool.
“Otherwise, it will be too complex to do accu-

rately,” says Barnard. “We developed an algorithm 
that the nurses find easy to use.” When the ED 
nurses saw that the screen is easy, quick, and effec-
tive, says Barnard, they began to use it more often.

At Atlanticare Regional Medical Center City 
Campus in Atlantic City, NJ, ED nurses perform 
dysphagia screens as part of their assessment of 
all patients presenting with stroke symptoms, says 
Nancy Hayes, RN, an ED nurse. “Our dyspha-
gia screening tool is a set of five questions. If the 
answer is ‘yes’ to any question, the test is then 
stopped and NPO maintained,” says Hayes. 

Educate nurses on atypical presentations. 
A patient may present with vertigo, for example, 

and be treated with meclizine before a stroke is 
recognized, says Barnard. “We have done ED 
education on atypical presentations, and identify-
ing when the patient could be having a stroke and 
should have a dysphagia screen,” she says. 

Include the screen on the ED order sheet.
Your ED’s stroke order sets should include a 

swallow assessment before oral intake, performed 
by a nurse, and institution of NPO status with 
intravenous normal saline at 75 to 100 mL/h until 
an evaluation by the speech-language patholo-
gist, says Mark Goldstein, RN, MSN, EMT-P I/C, 
clinical nurse specialist at the Emergency Center at 
Beaumont Hospital in Grosse Pointe, MI.

St. Joseph’s ED medical director added the nurs-
ing screens on the ED order sheet. “This provides 
another ‘trigger’ for the screens to get done,” says 
Barnard. “It reminds the ED physicians not to 
order oral medications until the screen is done and 
passed. They will order rectal aspirin for failed 
dysphagia screens.”

Use direct observation. 
Look for the presence of choking, coughing, 

a wet voice, a delay in initiating swallow, unco-
ordinated chewing or swallowing, extended time 
eating or drinking, pocketing of food, and loss of 
food from the mouth, says Goldstein.

Document the screening. 
Hayes says that often, the dysphagia screens are 

being performed but not documented. “In the age 
of computerized documentation, free-text chart-
ing is very limited,” says Hayes. “Therefore, it is 
imperative that such screening tools be built into 
the system.” (See related stories on working with 
speech-language pathologists and the outcome of 
an ED pilot, p. 107, and which patients should be 
screened, p. 108.)  n

For more information on dysphagia screening in the ED, 
contact:
• Susan L. Barnard, MS, APRN, CCRN, Trauma Coordina-
tor, St. Joseph Hospital, Nashua, NH.  
E-mail: sbarnard@sjhnh.org.
• Jenny Bosley, RN, MS, CEN, Clinical Nurse Specialist, 
Emergency Department, Thomas Jefferson University 
Hospital, Philadelphia, PA. Phone: (215) 955-2656. E-mail: 
jenny.bosley@jeffersonhospital.org.
• Mark Goldstein, RN, MSN, EMT-P I/C, Emergency Center, 
Beaumont Hospital-Grosse Pointe, MI.  
Phone: (313) 417-6487. Fax: (313) 343-1073. 
E-mail: Mark.Goldstein@beaumonthospitals.com.

SOURCES
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CNE INSTRUCTIONS
1. Read and study the activity, using the provided refer-

ences for further research.
2. Log on to www.cmecity.com to take a post-test; 

tests can be taken after each issue or collectively at the 
end of the semester. First-time users will have to register on 
the site using the 8-digit subscriber number printed on their 
mailing label, invoice, or renewal notice. 

3. Pass the online tests with a score of 100%; you will be 
allowed to answer the questions as many times as needed 
to achieve a score of 100%. 

4. After successfully completing the last test of the 
semester, your browser will be automatically directed to 
the activity evaluation form, which you will submit online. 

5. Once the evaluation is received, a credit letter will be 
sent to you.  n

• Nancy Hayes, RN, Emergency Center, Atlanticare 
Regional Medical Center City Campus, Atlantic City, NJ. 
Phone: (609)214-8848.  
E-mail: nancy.hayes@atlanticare.org.
• Martha Underwood, RN, Clinical Education & Develop-
ment, Baltimore Washington Medical Center, Glen Burnie, 
MD. Phone: (410) 787-4136.  
E-mail: munderwood@bwmc.umms.org.

Work as team with
speech experts

Most ED patients given dysphagia screens will 
receive speech therapy, explains Susan L. 

Barnard, MS, APRN, CCRN, trauma coordinator 
at St. Joseph Hospital in Nashua, NH. 

“Our speech-language pathologists helped 
develop the dysphagia screen,” says Barnard. Here 
are other ways to collaborate:

1. Do comparative audits. 
See if the results of ED nurses’ screens are con-

sistent with the findings of speech pathologists on 
certain patients, says Barnard. 

2. Have speech-language pathologists do inservices.
At St. Joseph Hospital, speech-language pathol-

ogists did 15-minute inservices several times each 
day in order to reach every ED nurse. “It is now 
part of our ED orientation for new nurses,” says 
Barnard. “We also educated the ED physicians on 
why the nursing dysphagia screens are being done 
and the importance of the screens.” 

3. When oral intake is authorized, the nurse 
should follow the speech-language pathologist’s 

recommendations. 
This may include improving the patient’s ability 

to concentrate while eating with minimal distrac-
tions, says Mark Goldstein, RN, MSN, EMT-P 
I/C, clinical nurse specialist at the Emergency Cen-
ter at Beaumont Hospital in Grosse Pointe, MI. 
“These assessments and interventions may make 
the difference between improved recovery and 
increased morbidity or even mortality,” he says.  n

ED nurses now do
dysphagia screening

Until recently, dysphagia screening for stroke 
patients at Thomas Jefferson University Hos-

pital in Philadelphia was completed by ED physi-
cians, reports Jenny Bosley, RN, MS, CEN, an ED 
clinical nurse specialist. 

The neurological clinical nurse specialist devel-
oped an educational packet for staff on the acute 
stroke unit as part of a pilot involving nurses com-
pleting and documenting the dysphagia screening. 
“The pilot was successful, with no adverse patient 
outcomes. This was rolled out to all of the neuro 
units,” says Bosley. “It is now being rolled out to 
the ED nursing staff.”

ED nurses use the same educational packet 
developed by the neurological clinical nurse spe-
cialist, which includes a post-test. The ED night-
shift education committee took the lead to distrib-
ute the packets and do small group inservices, says 
Bosley. 

After attending the inservices, ED nurses com-
pleted the post-test and returned it to Bosley or the 
ED educator, who will include dysphagia screen-
ing at the ED’s annual skills fair.

“I will start monitoring compliance, as I cur-
rently review charts for all stroke patients present-
ing to the ED,” says Bosley.  n

EXECUTIVE SUMMARY

ED nurses should do dysphagia screens while the 
patient is still in the ED, before the patient is given 
anything by mouth. To make this easier for nurses:
• Create a user-friendly screening tool.
• Include the screen on the ED order sheet.
• Ask speech-language pathologists to do inservices.
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CNE OBJECTIVES/
QUESTIONS

Upon completion of this educational activity, participants 
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.

25. Which practice is recommended to reduce ED-acquired 
infections, according to Kathy Karg Gutierrez, RN, BSN, CEN?
A. Use 70% isopropyl alcohol or povidone-iodine instead of 
chlorhexidine to reduce contaminated blood cultures.
B. Inflate Foley catheter balloons to check for patency of the 
balloon prior to insertion. 
C. Avoid posting information on a patient’s isolation status 
electronically.
D. If the patient has a known isolation status, such as 
vancomycin-resistant enterococci, flag this in the patient’s 
chart so all providers are aware.

26. Which is true regarding neurological deficits in an elder 
ED patient, according to Joan Somes, PhD, MSN, RN, CEN, 
FAEN?
A. Hypoxia does not explain lateralizing weakness.
B. Altered mental status may be the first indication that a 
geriatric patient is hyperglycemic.
C. Tachycardia or bradycardia does not lead to poor perfusion 
to the brain.
D. Electrolyte imbalances will not cause changes in 
mentation.

27. Which is true regarding CT scans in ED pediatric patients, 
according to Adam L. Dorfman, MD?
A. There is good clinical evidence that CT scans are not 
necessary for head trauma in children based on specific 
clinical factors.
B. CT scans are always necessary for head trauma in children.
 C. It is not possible to do ultrasound or magnetic resonance 
imaging instead of a CT scan for suspected appendicitis in a 
child. 
D. A CT is always necessary if there is concern about the 
patient’s ventricular-peritoneal shunt failing.

28. Which is recommended regarding dysphagia screening, 
according to Martha Underwood, RN?
A. A swallowing screen is not necessary for patients 
presenting with subtle signs such as weakness or headache. 
B. Dysphagia screens should not be routinely done in the ED.
C. With any initial neurological assessment, consider adding a 
nursing swallowing screen.
D. Avoid having speech-language pathologists give inservices 
to emergency nurses.
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Swallow screen? 
Cast a wide net!

With any initial neurological assessment, consider 
adding a nursing swallowing screening, says 

Martha Underwood, RN, clinical specialist for the 
ED at Baltimore Washington Medical Center in Glen 
Burnie, MD. If the patient presents with physical 
symptoms that could be a part of stroke presentation, 
even subtle signs such as weakness or headache, then 
a swallowing screening should be done, she advises. 

“Identification of unilateral weakness as a stroke 
symptom is easy. Protecting our patients from aspi-
ration when their symptoms are more subtle is price-
less,” says Underwood. “When considering whether 
or not a swallowing screen is indicated, cast your net 
wide.”  n

CLINICAL TIP


