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Act immediately if elders  
present to ED with dangerous 
adverse drug reactions 
Medication’s effects may have increased

An elderly woman’s bruising and gastrointestinal bleeding turned 
out to be caused by taking more than triple the dose of her war-
farin medication for several days, reports Jeannette Witzel, RN, 

CEN, an ED nurse at Ukiah (CA) Valley Medical Center. 
“Her doctor told her to lower her dose from 5 to 2 milligrams,” says 

Witzel. “The patient places her medications into weekly pill boxes from 
her bottles, and used both bottles of medications — the 5 and the 2 mil-
ligram bottles — so she received 7 mg.”

An estimated 1,111,686 ED visits were made by adults aged 50 or 
older for adverse reactions to medications in 2008, says a new report 
from the Drug Abuse Warning Network, a public health surveillance 
system that monitors drug-related ED visits.1 To improve assessment of 
adverse drug reactions in elders:

Determine if the patient’s altered mental status is new or different. 
Elders may be drowsy because they are not breathing well, leading 

to hypoxia and a brain that is not getting enough oxygen to function 
well, says Joan Somes, PhD, MSN, RN, CEN, FAEN, ED educator at St. 
Joseph’s Hospital in St. Paul, MN, or their blood pressure may be so low 
that the brain is not being perfused.

“It may be a blood sugar issue due to the medications being incorrectly 

Elder patients’ adverse drug reactions may be due to interaction with other 
medications, recent changes to medications, or unintentional overdoses. To 
improve assessment:
• Do a toxicology screen, including for “street drugs.”
• Consider electrolyte imbalances. 
• Ask if medications were discontinued or added.
• Avoid sudden withdrawal caused by reversal agents.
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taken, or missed, or one of the medications may 
be putting the patient at risk for a bleed in their 
head,” says Somes.

Obtain an immediate finger-stick blood glucose 
level, says Somes, and obtain a toxicology screen, 
electrolytes, blood urea nitrogen, creatinine, com-
plete blood count, and arterial blood gases, if 
appropriate, to determine the cause of a patient’s 
altered mental status. “A head CT and 12-lead 
EKg will help to rule out pathology,” she says. 

Do a toxicology screen.
“As the baby boomer generation is now consid-

ered an ‘older adult,’ consider that they may still 
be using the recreational drugs of their youth,” 
says Somes, who recently had a 68-year-old wo-

man’s urine toxicology screen come back positive 
for cocaine. “A tox screen looking for cocaine, 
meth, and other ‘street’ drugs should be done.”

This may be the reason for the patient’s symp-
toms, especially if he or she is unresponsive, 
extremely tachycardic, hypertensive, or hot and 
sweaty, says Somes. 

Consider that the heart rate or blood pressure 
may have been affected by medications.

“The medication may be doing the job intended 
— slowing the heart rate or dropping the blood 
pressure — just too well,” says Somes.  

The medication’s effects may have been 
increased because of renal or kidney failure due 
to multiple medications that the organ is trying to 
clear, says Somes, or the body being stressed by 
infection, blood sugar or electrolyte issues, or cir-
culatory status changes. 

If your patient is taking multiple medications, 
consider an electrolyte imbalance. 

Some hyperkalemic patients have sudden onset 
of weakness, says Somes, or it may develop over 
time and be blamed on aging. “A wider and 
slurred QRS complex, with peaked T waves and 
slower rate, is something we frequently see in the 
ED,” says Somes. (See related stories on recent 
medication changes, what to tell elders about  
medications, and sudden withdrawal, p. 123.)  n

REFERENCE
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The DAWN report: Emergency department visits involving 
adverse reactions to medications among older adults. (Febru-
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For more information on elder ED patients and medica-
tions, 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.
• Jeannette Witzel, RN, CEN, Emergency Department, 
Ukiah (CA) Valley Medical Center. Phone: (707) 462-7261. 
E-mail: jenjenialso@gmail.com.

SOURCES



September 2011 / ED NURSINg®  123

Med changes? These may 
be because of symptoms

Has your ED patient made any recent changes, 
additions, or subtractions to his or her medica-

tions? “This can affect the levels of the other medi-
cations by antagonizing some or enhancing others,” 
says Joan Somes, PhD, MSN, RN, CEN, FAEN, ED 
educator at St. Joseph’s Hospital in St. Paul, MN. 

The removal of an antagonizing medication can 
suddenly make the remaining medications more 
effective, she explains, and adding an antacid or 
antibiotic can affect medication clearance.

“Ask if the patient has doubled up on a medica-
tion, or cut it in half to save money,” says Somes. 
“Look to see if the dose is actually the same as 
prescribed in the past.”

Elder patients have diminished liver and renal 
functions, says Jeannette Witzel, RN, CEN, an ED 
nurse at Ukiah (CA) Valley Medical Center, which 
can cause toxic levels of medications to build up 
in the body. “Elderly patients’ rate of absorption 
is affected by many things,” says Witzel. “Medi-
cations can affect the way other medications are 
absorbed.”

Discontinuing or adding medications can 
change the absorption rate, explains Witzel, caus-
ing too high or too low of a dose for the patient.

“We have had patients come into the ER with 
digoxin toxicity. The dose of the medications did 
not change, but the absorption rates changed due 
to interactions with other things,” says Witzel.

Ask about herbs

Many herbs cause adverse reactions when taken 
with medications that are commonly prescribed to 
the elderly, says Witzel, but patients often don’t 
mention these unless you ask specifically. “gin-
seng reacts in the body similar to steroids, and 
can cause severe high blood sugar levels in the 
elderly,” she says.

Witzel recently cared for a woman with a severe 
bloody nose that required cauterizing, who was 
taking gingko and coenzyme Q10 with her pre-
scribed clopidogrel bisulfate. “All three of these 
cause thinning of the blood,” she says. 

Licorice, ginseng, and ginger can all prolong the 
QT interval in the elderly, notes Witzel, and can 
cause potentially life-threatening reactions when 
taken with calcium channel blockers, beta-block-
ers, and amiodarone.

“Drinking alcohol can cause levels of many 
medications to build faster,” she adds.  n

Tell elders these three
things about meds

If an elder patient presents with an adverse drug 
event, he or she may not even be aware of the 

current drugs and dosages being taken. “Many 
adverse reactions are due to multiple prescriptions 
of different medications from different doctors and 
pharmacies,” says Jeannette Witzel, RN, CEN, ED 
nurse at Ukiah (CA) Valley Medical Center. Here 
are three important things to tell elder patients:

1. How to take each medication, and why. 
“Medications are sometimes ordered three times 

a day,” says Witzel. “The patient may forget to 
take the medication twice, then take all three pills 
at once, resulting in an overdose.”

2. Take medications at the same time each day. 
“Not doing this can lead to different absorption 

rates and adverse reactions to medications,” says 
Witzel. 

3. Take pain medications before the pain 
becomes too unbearable.

“This helps to minimize the risk of overtaking 
pain medications,” says Witzel.  n

Sudden withdrawal
is possible in elders

If an elder patient has an adverse drug reaction, 
you may think reversal of the causative agent is 

necessary using naloxone or flumazenil, says Joan 
Somes, PhD, MSN, RN, CEN, FAEN, ED educa-
tor at St. Joseph’s Hospital in St. Paul, MN.

“But consider that many of our older adults are 
on chronic medications for pain, sedation, or anxi-
ety,” says Somes. “Reversal can lead to sudden 
withdrawal, and the whole constellation of symp-
toms that go with this event.”

The hypertension, tachycardia, and respiratory 

CLINICAL TIP
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demands placed on the body during withdrawal 
will tax the elder’s cardiovascular system and 
could lead to cardiac failure, says Somes. Another 
problem is that many of the reversal agents often 
do not last as long as the offending drug, she adds. 

“The sedation leading to poor ventilation may 
return several hours later and may be missed at 
that point, unless people are watching for it to 
return,” says Somes.  n

Prevent bad outcomes 
with procedural  
sedation meds

If procedural sedation is longer-term, or if your 
patient has pre-existing chronic obstructive pul-

monary disorder, consider monitoring end tidal 
carbon dioxide (CO2), advises Leah M. Gehri, 
RN, MN, CCRN, director of emergency, trauma, 
and cardiac services at MultiCare good Samaritan 
Hospital in Puyallup, WA.

“People will put supplemental oxygen on the 
patient. That tells you how well they are oxygenat-
ing, but it doesn’t tell you how well they are venti-
lating,” she says. 

End tidal CO2 levels change before oxygen 
saturation levels, allowing for earlier recognition 
of respiratory compromise, bronchospasms, and 
apnea, says Cheryl Lorenzin, RN, MS-FNP, CEN, 
CNRN, TNS, ED clinical educator at Delnor Hos-
pital in geneva, IL.

Changes in end tidal CO2 indicate a change in 
the rate and depth of breathing, says James R. 
Miner, MD, research director at the department of 
emergency medicine at Hennepin County Medical 
Center in Minneapolis, MN. “This indicates that 
the patient should not get more sedatives, and may 

need an intervention to support their breathing,” 
he adds. 

To improve monitoring of your ED patient 
undergoing procedural sedation:

Monitor constantly right after the painful part 
of the procedure is completed. 

This is the most dangerous part of the proce-
dure, says Miner, as the stimulus of the pain is 
removed while the sedatives are still working. 
“This requires constant interactive monitoring 
until the patient begins to have an improving men-
tal status,” says Miner. 

Your patient is at the highest risk for respira-
tory depression and apnea at two points in time, 
says Chantal Howard, RN, MSN, CEN, ED 
manager at WakeMed Raleigh (NC) Campus: 
Thirty seconds to three minutes after medica-
tions are administered, and after the procedure 
when the external stimulation of the patient is 
discontinued.

Observe the time from the onset of the injec-
tion to the initial observed effect carefully, adds 
Howard. “The combination of the sedatives given, 
along with the analgesics, could cause overseda-
tion,” she says. 

Watch for early signs of problems. 
Potential complications include respiratory 

depression, apnea, laryngospasms, hypotension, 
bradycardia, and vomiting, says Lorenzin. “High-
risk patients include elderly and pediatric patients, 
patients with comorbidities such as coronary 
artery disease or asthma, and patients who have 
excessive soft tissue of the chin and neck,” she 
adds. 

Look for changes in your patient’s respiratory 
rate and vital signs, says Howard, and increased 
work of breathing such as use of accessory muscles 
or nasal flaring  “Restlessness or agitation is an 
early sign of hypoxia,” says Howard. “This could 
also be a sign that the patient has not been given 
adequate sedation or analgesia.” (See related sto-
ries on hypoxia, pre-procedure assessment, and use 
of opioids, p. 125.)  n

For more information on caring for ED patients undergo-
ing procedural sedation, contact: 
• Leah M. Gehri, RN, MN, CCRN, Director, Emergency/
Trauma/Cardiac Services, MultiCare Good Samaritan  

EXECUTIVE SUMMARY

Monitor ED patients undergoing procedural seda-
tion constantly, both immediately after medications 
are given and after the painful portion of the pro-
cedure has been completed. Watch for these early 
signs of problems:
• Changes in respiratory rate or pattern.
• Changes in vital signs.
• Increased work of breathing or loss of airway 
reflexes. 
• Restlessness or agitation. 

SOURCES
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Hospital, Puyallup, WA. Phone: (253) 697-1051. 
E-mail: leah.gehri@multicare.org.
• Chantal Howard, RN, MSN, CEN, Manager, Emergency 
Department, WakeMed Raleigh (NC) Campus.  
E-mail: chhoward@wakemed.org.
• Cheryl Lorenzin, RN, MS-FNP, CEN, CNRN, TNS, Clini-
cal Educators, Emergency Department, Delnor Hospital, 
Geneva, IL. Phone: (630) 208-4550 ext. 4689.  
E-mail: cheryl.lorenzin@delnor.com.
• James R. Miner, MD, Department of Emergency 
Medicine, Hennepin County Medical Center, Minneapolis. 
Phone: (612) 873-8791. Fax: (612) 904-4241.  
E-mail: miner015@umn.edu.

Suspect hypoxia if you
see this during sedation

When your ED patient is undergoing proce-
dural sedation, always watch his or her chest 

rise and fall, says Chantal Howard, RN, MSN, 
CEN, an ED manager at WakeMed Raleigh (NC) 
Campus. “You may notice a change in this before 
there is a change in what the monitors reveal,” 
she says. “Be sure there is nothing in the way of 
observing this, such as sterile drapes or towels.”  n

Assess these things
before sedation in ED

Identify allergies to food and medications before 
procedural sedation drugs are given, says Chan-

tal Howard, RN, MSN, CEN, an ED manager at 
WakeMed Raleigh (NC) Campus. “Patients with 
an allergy to eggs or to soy products should not be 
given propofol,” she says. To improve pre-proce-
dure assessment:

Consider underlying medical conditions. 
A patient with an upper respiratory infection 

may be predisposed to airway reactivity, says 
Howard, and patients with cardiovascular disease 
could develop rhythm disturbances. “Be aware of 
the patient’s cardiovascular history, since seda-
tion medications can cause vasodilatation or 

hypotension,” she explains. 
Remember that medications metabolize more 

slowly in elders with impaired renal and liver 
functions.

“A little can go a long way,” says Leah M. 
Gehri, RN, MN, CCRN, director of emergency, 
trauma, and cardiac services at MultiCare good 
Samaritan Hospital in Puyallup, WA. “Smaller 
amounts of medication and longer monitoring 
time are required.”

Determine if your patient is opiate or benzodi-
azepine naive.

If your patient never had any reason to take 
pain medication, and is not used to sedation and 
narcotics, “carefully titrate,” says gehri. “You can 
always give a little more. It’s much more difficult 
to take it away once it’s in.”  n

Propofol is safer than 
opioids for sedation

About 39% of 148 adults receiving alfentanil 
for ED procedural sedation had airway or 

respiratory events leading to an intervention, 
according to new research.1

The study’s findings indicate that procedural 
sedation using an opioid has a higher rate of respi-
ratory depression than other sedation agents, such 
as propofol, etomidate, and ketamine, according to 
James R. Miner, MD, the study’s lead author and 
research director at the department of emergency 
medicine at Hennepin County Medical Center in 
Minneapolis, MN.

“Sometimes, opioids are seen as agents that 
achieve a lighter level of sedation and, therefore, 
should be safer, but our research has shown they 
are not,” says Miner. 

Opioids may be more easily and precisely titrat-
able than other sedation agents, says Miner, but 
when they are used to induce procedural sedation, 
even at lighter levels, they are associated with 
more respiratory depression.

When opioids are used for sedation, it is 
important to monitor the airway both with 
direct observation and mechanical monitors, 
such as capnography and pulse oximetry, adds 
Miner.

“Opioids are probably only suitable for mini-
mal sedation,” says Miner. “Other agents, such 
as propofol, are likely much safer than opioids, 
such as alfentanil, for procedural sedation.”  n

CLINICAL TIP



126 ED NURSINg® / September 2011

REFERENCE
1. Miner JR, gray R, Delavari P, et al. Alfentanil for pro-

cedural sedation in the emergency department. Ann Emerg 

Med 2011;57(2):117-121.

Expect repeat ED  
visits from pediatric 
psych patients 

Just because a child with mental health issues is 
connected with an outpatient provider doesn’t 

mean he or she won’t come to the ED frequently 
for care, according to research from Johns Hop-
kins Children’s Center.1

Of 2,900 children treated for a mental health 
crisis in the ED over an eight-year period, 12% 
had a repeat ED visit within six months. Of the 
338 patients with at least two visits to the ED, 
two-thirds reported having an outpatient mental 
health provider.

Children with mental health issues may come to 
the ED for many reasons, says Emily Frosch, MD, 
the study’s lead author and director of education 
and training for the Division of Child & Ado-
lescent Psychiatry at Johns Hopkins Medicine in 
Baltimore. 

“Even if they don’t need to be hospitalized, and 
it’s nothing imminently dangerous, there are defi-
nitely times when they need help and support,” 
says Frosch.

Don’t discourage patients

“There is no doubt, with the economy and 
cutbacks in community health, that more kids 
are surfacing in EDs,” says Ann Moore, director 
of the inpatient psychiatric unit at Seattle (WA) 

Children’s Hospital, who supervises the ED’s 
mental health specialists. “Family anxiety is going 
up, and the ability to pay for services is going 
down.”

A child may end up in the ED because the fam-
ily is feeling overwhelmed, because outpatient care 
is unavailable during off hours, or because schools 
won’t allow a child to return until a mental health 
evaluation is completed, says Denise Downey, RN, 
MSN, CPEN, nurse educator for emergency ser-
vices at Children’s Hospital Boston.

“We never discourage any patient from return-
ing to the ED with concerns,” she says. “This 
includes our mental health patients and their 
families.” To reduce repeat ED visits, use these 
practices:

Give patients a list of resources.
“Be sure the parent leaves with something in 

hand. The more concrete and tangible the infor-
mation is, the better,” says Frosch. “Circle which 
resource to call first, and which one to call sec-
ond.” A mobile crisis unit may be available to 
come to the home or school, says Frosch, for 
example, that the family is unaware of.

Frosch suggests calling a 24-hour hotline while 
the patient is still in the ED to arrange follow-up 
for the next day, or making a clinic appointment 
for the patient. “Dial the number and hand them 
the phone,” she says.

Informing mental health patients about avail-
able resources, says Frosch, “is no different from 
instructing an asthma patient on how to use a 
nebulizer. The more you review it, the more likely 
they are to use it correctly.”

Have a designated ED nurse be the “go to”  
person for children with mental health issues. 

“This patient population isn’t for everybody. 
Some people really enjoy it, and others really 
don’t,” says Frosch. “Ideally, there would be at 
least one person per shift for ED nurses to ask 
questions of.”

If your hospital has psychiatric services, ask 
the department to give in-services to emergency 
nurses. 

“Nurse managers in the ED and psychiatric 
services could do cross training,” Frosch suggests. 
(See related stories on important questions to ask 
and tips to improve care, p. 127.)  n

REFEREnCE
1. Frosch E, dosReis S, Maloney K. Connections to out-

patient mental health care of youths with repeat emergency 
department visits for psychiatric crises. Psychiatric Services 
2011;62:646-649. 

EXECUTIVE SUMMARY

Children with mental health issues may return to the 
ED simply because outpatient care is unavailable or 
because an evaluation is required by the school. To 
improve care:
• Tell parents which community resource to call first.
• Make a follow-up appointment while the patient is 
in the ED.
• Designate interested ED nurses as the “go to” 
resource.
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For more information on caring for pediatric psychiatric 
patients in the ED, contact:
• Denise Downey, RN, MSN, CPEN, Nurse Educator, Emer-
gency Services, Children’s Hospital Boston. Phone: (617) 
355-6611. E-mail: denise.downey@childrens.harvard.edu.
• Emily Frosch, MD, Director, Education & Training, 
Division of Child & Adolescent Psychiatry, Johns Hopkins 
Medicine, Baltimore. Phone: (410) 955-4298.  
E-mail: efrosch@jhmi.edu.
• Mary M. Pelton, RN, CEN, Emergency Department, Cart-
eret General Hospital, Morehead City, NC. Phone: (252) 
723-3773. E-mail: mmpelton@CCGH.org. 
• Amy Truog, RN, BSN, CPEN, Staff Nurse, Level II, Emer-
gency Services, Children’s Hospital Boston. Phone: (617) 
355-6611. E-mail: amy.truog@childrens.harvard.edu.

Ask why patient
came back to ED

Was a pediatric patient previously seen in your 
ED for the same mental health issues he or 

she is presenting with today? If so, explore the rea-
sons for this, advises Denise Downey, RN, MSN, 
CPEN, nurse educator for emergency services at 
Children’s Hospital Boston. Downey says to get 
answers to these questions:

• What time of the day did the patient return to 
the ED? Is it off hours?

• Did the patient have transportation for 
appointments?

• Were the appointments convenient?
• Did the patient or parent communicate with 

the outpatient program before coming to the ED?
• Has the patient had the first outpatient visit yet?
• What is the relationship with the outpatient 

provider and the patient? Does the family have 
confidence in the outpatient provider, or are they 
seeking a “second opinion”? 

• Is the patient able to obtain his or her medica-
tions? Is he or she compliant? 

“Address the responses to these questions as 
they arise,” Downey says.  n

Use these tips for
pediatric psych patients

If a child or adolescent presents with a psychiatric 
complaint, ask him or her “What have you been 

diagnosed with?” advises Mary M. Pelton, RN, 
CEN, an ED nurse at Carteret general Hospital in 
Morehead City, NC.

“I have found that despite the age, from 5 
and up, they know their diagnosis and treatment 
plans,” says Pelton. “If you ask them, ‘What 
caused you to be brought to the ED today?’ they 
will tell you fairly directly.” She gives these tips to 
improve your assessment:

Be direct.
“These patients know the vernacular, and are 

very familiar with the process,” says Pelton. “You 
do not have to sugar coat it for them in the least.”

Be consistent in your process.
“This is probably the most important thing the 

ED staff can do when dealing with any psychiatric 
patient, but especially the pediatric patient,” says 
Pelton.

For instance, she says, ED nurses on the night 
shift cannot allow patients to have their cell 
phones, while day-shift nurses do enforce the rule 
against having cell phones.

Obtain a medication list to be sure the patient 
isn’t missing doses.

“Losing days in the ED awaiting placement 
without receiving their routine medication is a 
recipe for escalation,” says Pelton. 

Keep patient safe

“Provide and maintain patient safety, until the 
patient is either discharged, admitted, or trans-
ferred to a proper facility,” says Amy Truog, RN, 
BSN, CPEN, staff nurse level II in the emergency 
department at Children’s Hospital Boston. Truog 
says that these steps are taken: 

• Assess the patient’s suicide risk.
• If the nurse is concerned for patient safety, 

flight risk, or homicidality, initiate a 1:1 patient 
safety watch and escort the patient to a “safe” 
room.

• Conduct a patient search with the patient’s 
consent, unless there is reasonable cause to believe 
that the patient is harboring a weapon.

• Use the acronym HALT (H = hungry, A = 
angry, L = lonely, T = tired/thirsty) to assess pos-
sible reasons for the patient’s escalating behavior. 

SOURCES
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“Often, escalating behavior is caused by patients 
feeling any of the above, and can be diverted by 
offering food, drink, conversation, or a safe activ-
ity,” says Truog.  n

Do you always obtain an 
EKG under 10 minutes?

Obtaining an EKg in a timely manner is criti-
cal, says Brian W. Selig, MHA, BSN, RN, 

CEN, NE-BC, nurse manager of the ED at the 
University of Kansas Hospital in Kansas City, 
MO, “especially with the recent emphasis on time-
critical diagnosis by the Joint Commission and [the 
Centers for Medicare & Medicaid Services.]”

At University of Kansas Hospital, ED nurses 
strive for a door-to-balloon time on ST-elevation 
myocardial infarction patients of less than 60 
minutes, says Selig. “One of the initiatives that 
we have put into place to help achieve this is the 
need to have a door-to-EKg time on all patients of 
under 10 minutes,” he says. 

Any patient with a complaint or presenting 
symptoms that qualify as acute coronary syndrome 
(ACS) gets an EKg completed and read by a physi-
cian within 10 minutes of their arrival to the ED, 
says Selig. These patients are included:

• Atraumatic chest pain less than 24 hours old;
• Any patient with any chest pain and two or 

more associated symptoms, including nausea, vom-
iting, shortness of breath, or diaphoresis; 

• Any patient with chest pain with risk fac-
tors of smoking, age over 65, family history, high 
cholesterol, diabetes, hypertension, known drug 
abuse, or known cardiac history;

• Any patient with known heart disease, dia-
betes, or age over 70 with atypical symptoms of 
abdominal pain, dizziness, fainting, shortness of 

breath, weakness, nausea, vomiting, diaphoresis, 
palpitations, altered mental status, upper extrem-
ity pain, jaw pain, or upper back pain.

“While some of these may seem typical, many 
times the symptoms are overlooked because the 
patient doesn’t seem to be in distress,” says Selig.

Patients may present with atypical symptoms, 
says Selig, such as women older than 40 years with 
shortness of breath, nausea, dizziness, or syncope, 
any patient with syncopal episodes, overdose, or 
seizures. Here are two ways that the University of 
Kansas Hospital’s ED nurses get quick EKgs:

A technician can complete an EKG even before 
the patient is triaged, in a room next to the 
entrance. 

“The physician can be reading it while the 
patient is getting the rest of their triage com-
pleted,” says Selig. “Even during times where the 
ED is full, we are still able to make our 10-minute 
door-to-EKg time.”

ED technicians and nurses are both trained to 
complete EKGs. 

“Oftentimes, it takes a long time to get the house 
EKg tech to come to the ER to do a stat EKg,” 
says Selig. “There is virtually no way to meet the 
door-to-EKg time if you are calling someone from 
outside of the unit to come to your ED to get it 
done.” (See related story, p. 128, on inclusion crite-
ria for an ED’s chest pain pathway.)  n
 

For more information on reducing delays in obtaining 
EKGs, contact:
• Ann Heywood, RN, MSN, CEN, SANE, Trauma Nurse 
Coordinator, CVPH Medical Center, Plattsburgh, NY. 
Phone: (518) 562-7378. Fax: (518) 562-7950.  
E-mail: AHeywood@cvph.org.
• Brian W. Selig, MHA, BSN, RN, CEN, NE-BC, Nurse Man-
ager, Emergency Department, The University of Kansas 
Hospital, Kansas City. Phone: (913) 588-6506.  
E-mail: bselig@kumc.edu.

Possible MI? ED nurses 
use this inclusion criteria 

Triage nurses at CVPH Medical Center’s Emer-
gency Care Center in Plattsburgh, NY, use 

an acute coronary syndrome screening tool for 

EXECUTIVE SUMMARY

ED nurses at University of Kansas Hospital strive for 
a door-to-balloon time on ST-elevation myocardial 
infarction patients of less than 60 minutes, with EKGs 
done in less than 10 minutes. To stop delays:
• Include patients who don’t appear to be in distress. 
• Have technicians complete EKGs near the ED 
entrance. 
• Have the ED physician read the EKG while the 
patient is being triaged.

SOURCES
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patients presenting with chest pain, according to 
Ann Heywood, RN, MSN, CEN, SANE, trauma 
nurse coordinator. 

If the patient meets the inclusion criteria listed 
below, says Heywood, nurses follow the chest pain 
pathway, which includes an EKg within 10 min-
utes of arrival.

1. If the answer to any of the below questions is 
yes, and the patient is 30 years old or older or has 
a history of known heart disease, ED nurses pro-
ceed immediately with the Chest Pain Program:

• Is there any unexplained discomfort between 
the nose and the navel that has lasted continuously 
for more than 10 minutes?

• Is there indigestion, heartburn, nausea, and/or 
vomiting associated with chest discomfort?

• Is there fainting or unexplained severe weak-
ness or dizziness?

• Does the patient have shortness of breath?
• Is the heart racing, skipping, or pounding?
2. If the patient is younger than 30 years, has 

any of the above symptoms, and also gives any of 
the history listed below, ED nurses proceed imme-
diately with the Chest Pain Program:

• Coronary heart disease, including history of 
heart attack, coronary bypass surgery, angioplasty, 
angina, abnormal stress test, abnormal heart cath-
eterization, or chest pain relieved by nitroglycerin;

• Smoking within the past 10 years, elevated 
cholesterol, high blood pressure, diabetes mellitus, 
obesity, family history of premature heart disease, 
recent cocaine use, or use of birth control pills; 

• Other blood vessel disease, including stroke or 
threatened stroke, carotid artery disease or bruit, 
poor circulation of the legs, or loss of vision or 
amputation due to poor circulation or hardening 
of the arteries.

“Exclusion criteria are recent history of trauma, 
visible lesions, palpable lesions of the skin or chest 
wall, and isolated breast disease,” says Heywood.  n

Stroke program, reports Sean Hall, RN, one of the 
hospital’s ED nurses. 

“This has led to just amazing results in patient 
outcomes,” says Hall. “If a small critical access 
hospital in the middle of one of the nation’s busi-
est national parks, with over 100 cruise ship visits 
in six months, can do this with great success, so 
can other hospitals.”

Some ED nurses previously thought that it 
wasn’t possible to get a stroke patient assessed, 
prepared, and down to CT scan within the time 
window for treatment, says Hall, but this is no 
longer the case.

Nurses coordinate care throughout the entire 
ED to make this happen, says Hall. Here are the 
steps that occur in the ED when a Code Stroke is 
called by emergency medical services (EMS):

• EMS calls from the scene, after performing the 
initial examination, to advise the ED that a pos-
sible stroke patient is on the way. 

• One ED nurse is designated to handle the 
incoming stroke patient, and hands off her other 
patients. “This frees up one nurse, so there is no 
gap in care for patients currently in the depart-
ment,” Hall explains.

• The ED physician is alerted to the patient’s 
expected time of arrival, and is at the door when 
the patient enters the ED.

• CT scan is also alerted to the patient’s time of 
arrival, so they can clear the scanner and be ready 
for an emergency CT with the radiologist waiting 
to read the scan.

• EMS radios the results of blood glucose, oxy-
gen saturation, and the EKg.

• The nurse and provider greet EMS at the 
door, and determine whether the patient is stable 
enough to go to CT. If so, the patient is placed on 
a monitor while transported to the CT scanner. 

“This leads to a rapid CT, rapid read, and short 
drug-to-door time,” says Hall. “We are now trying 
to shave single minutes off our door-to-CT times. 

EXECUTIVE SUMMARY

ED nurses at Mount Desert Island Hospital in Bar 
Harbor, ME, have dramatically shortened door-to-CT 
and door-to-drug times with a Code Stroke program. 
These changes were made:
• One ED nurse is designated to handle the incoming 
stroke patient.
• The ED physician is at the door when the patient 
arrives.
• The CT radiologist is waiting to read the scan. 

ED revamps stroke  
care to get rapid  
CTs and treatment
Door-to-drug times shortened

ED nurses at Mount Desert Island Hospital in 
Bar Harbor, ME, have dramatically shortened 

door-to-CT and door-to-drug times with a Code 
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The whole staff finds this a point of personal 
pride.”

Educate everyone

Physicians, nurses, CT technicians, certified 
nursing assistants, registration, and clerks all 
coordinate their efforts to prompt quality care, 
and have gotten dramatic results, says Hall. “This 
results in saving brain, making what could be a 
poor quality of life as a result of a cerebrovascular 
accident into a continued high quality of life,” says 
Hall.

ED nurses draw on their patient education skills 
to work closely with EMS, adds Hall. “EMS starts 
what we as nurses continue. We just need to know 
where our field team left off,” he says. “The rest is 
just coordinating solid teamwork at all levels, and 
that is what we do best.”  n

For more information on reducing delays to CT scan, contact:
• Sean Hall, RN, Emergency Department, Mount 
Desert Island Hospital, Bar Harbor, ME.  
E-mail: Sean.Hall@mdihospital.org.

SOURCE

seen in two New York City EDs waited more than 
five days before they decided to go to the ED.1

“Ask how long a patient has had symptoms,” 
advises Carol Mancuso, MD, the study’s lead 
author and an associate professor of medicine at 
the Hospital for Special Surgery at Weill Cornell 
Medical College in New York City. “Be aware 
that longer duration is associated with a higher 
prevalence of resistance to usual ED care, and the 
subsequent need of admission.”

Ask patients why they waited before coming to 
the ED, says Mancuso, to identify causes such as 
ineffective self-management techniques. Reinforce 
the use of peak flow meters, she suggests, or find 
out why patients did not seek outpatient care.

ID persistent symptoms

“It is clear that many patients with asthma 
use the ED as their medical home,” says Michael 
Gibbs, MD, medical director of the ED at Maine 
Medical Center in Portland.

Persistent asthma symptoms are defined as 
coughing, wheezing, shortness of breath, or chest 
tightness more than two times per week in the day 
or more than two times per month at night, or two 
or more bursts of prednisone in 12 months, notes 
Rhonda Vosmus, RRT-NPS, AE-C, an asthma 
education specialist at Maine Medical Center.

Persistent asthma requires both controller and 
quick-relief medications, says Vosmus, but many EDs 
are not equipped to prescribe controller medicines.

“Patients using the ED for asthma care often 
do not have health care coverage and can’t afford 
the medications,” says Vosmus. “These and other 
barriers to care place an incredible burden on the 
health care system.” (See related stories on stand-
ing orders and discharge instructions, p. 131.)  n

REFERENCE
1. Mancuso CA, gaeta TJ, Fernandez JL, et al. Prolonged 

time before seeking emergency department care for asthma 
patients results in worse outcomes. Am J Respir Crit Care 

Med 2011;183:A3782.

For more information on caring for asthma patients in  
the ED, contact: 
• Sandy Cox, RN, BSN, MBA, Emergency Department, 

EXECUTIVE SUMMARY

If asthma patients wait too long before coming to 
the ED, they’re more likely to have worse outcomes 
and to be admitted, according to a recent study. Do 
these immediate interventions:
• Use standing orders to speed care.
• Tell patients to come to the ED before shortness of 
breath occurs.
• Find out if increased use of inhalers or nebulized 
medications was necessary.

SOURCES

You’ll be caring  
for sicker asthma 
patients in your ED
Some seek care too late

Asthma patients have worse outcomes and more 
hospitalizations if they wait too long before 

coming to the ED, according to a recent study, 
which found that one-third of 296 asthma patients 
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HERE ARE THE STEPS YOU nEED TO TAKE TO 
EARn CREDIT FOR THIS ACTIVITY:

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
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missed in psych patients
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to prevent ventilator-
associated pneumonia
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stop dosage-based 
medication errors
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Summa Akron (OH) City Hospital. Phone: (330) 375-4155. 
E-mail: coxs@summahealth.org.
• Rhonda Vosmus, RRT-NPS, AE-C, Asthma Education 
Specialist, Maine Medical Center. Phone: (207) 662-4515. 
E-mail: vosmur@mmc.org.

Standing orders 
speed care for asthma

Many asthma patients seen by ED nurses at 
Summa Akron (OH) City Hospital have 

put off seeking care for too long, according to ED 
manager Sandy Cox, RN, BSN, MBA.

“They ignore their symptoms and believe they 
can it turn around on their own,” she says. “This 
results in frequent and more serious trips to the 
ED.”

Patients presenting with severe asthmatic symp-
toms would be scored a level 2 under the Emer-
gency Severity Index (ESI) scoring tool used to 
triage patients, says Cox. This means that the tri-
age nurse has determined that it would be unsafe 
for the patient to remain in the waiting room for 
any length of time, she says. “Immediate physician 
involvement in the care of these patients is key,” 
she says.

Emergency nurses use standing orders to speed 
care of asthma patients, says Cox, including imme-
diate treatments to relieve airflow obstruction and 
maintain oxygenation. “ED nurses give oxygen 
delivery via a nasal cannula or mask, albuterol 
nebulizers, obtain pulse oximetry and peak flow 
measurements, and obtain arterial blood gas sam-
ples,” she says.  n

Tell every asthma 
patient these 2 things

Tell every asthma patient not to wait until he or 
she is short of breath before coming to the ED, 

says Sandy Cox, RN, BSN, MBA, ED manager at 
Summa Akron (OH) City Hospital. Also, tell all 
asthma patients to use inhalers and other equip-
ment as instructed by their physician. 

“Making sure the patient knows how to use 
equipment and medication is important in keeping 
him or her safe, and out of the ED next time,” she 
says.  n

CLINICAL TIP
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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.
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9. Which is true regarding assessment of adverse drug events in 
elders, according to Joan Somes, PhD, MSN, RN, CEN, FAEN?
A. A toxicology screen is not necessary if the patient presents 
with tachycardia or hypertension.
B. An elder may be drowsy because he or she is not breathing 
well, leading to hypoxia.
C. Decreased heart rate cannot be caused by a medication’s 
increased effects resulting from renal or kidney failure.
D. Hyperkalemia always presents with sudden onset.

10. Which is true regarding absorption rates, according to 
Jeannette Witzel, RN, CEN?
A. Absorption rates of medications being taken by the patient 
won’t be affected by newly added medications.
B. The removal of an antagonizing medication will not make the 
remaining medications more effective. 
C. Adding an antacid or antibiotic will not affect medication 
clearance. 
D. Discontinuing or adding medications can change the 
absorption rate, causing too high or too low of a dose for the 
patient.

11. Which is true regarding ED patients undergoing procedural 
sedation, according to Chantal Howard, RN, MSN, CEN?
A. Oxygen saturation levels change before end tidal carbon 
dioxide levels.
B. Monitoring end-tidal carbon dioxide is only necessary for short 
procedures.
C. Patients are at lower risk for respiratory depression after 
the procedure, when the external stimulation of the patient is 
discontinued.
D. Restlessness or agitation may indicate hypoxia or inadequate 
sedation or analgesia.

12. Which is recommended to improve care of pediatric 
psychiatric patients in the ED, according to Emily Frosch, MD?
A. Discourage the family from returning to the ED unless the 
child’s condition is imminently dangerous.
B. Avoid designating specific ED nurses as the “go to” person for 
children with mental health issues. 
C. If your hospital has psychiatric services, ask the department to 
give in-services to emergency nurses. 
D. Always direct questions about diagnosis or presenting 
symptoms to the caregiver, instead of asking the child directly.


