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Are a child’s symptoms  
psychiatric, or something else?  
Rule out medical causes
Don’t “block out” other diagnoses

A young girl experiencing hallucinations presents to an ED after 
being evaluated at another hospital, and twice referred for psy-
chiatric care. “Her diagnosis was, in fact, a potentially life-threat-

ening underlying cardiac disorder. Unfortunately, that missed diagnosis 
is not uncommon,” says Deena Brecher, MSN, RN, ACNS-BC, CEN, 
CPEN, a clinical nurse specialist in the ED at Alfred I. duPont Hospital 
for Children in Wilmington, DE.  

Psychiatric diagnoses come only after medical diagnoses are excluded, 
warns Brecher. “Encephalitis, meningitis, brain tumors, ingestions of 
toxic substances — all of those things can mimic psychiatric symptoms,” 
she says. “Even if the patient has been seen by psychiatry and is being 
medicated, we still need to rule out medical causes for their symptoms.”

Wendy Pittman, LBSW, intake team coordinator in the ED at Cook 
Children’s Health Care System in Fort Worth, TX, says her ED has seen a 
60% increase in pediatric psychiatric patients since 2000. “We have also 
seen a 253% increase in the number of preschool-aged children present-
ing to the ED for psychiatric concerns,” she reports. 

To avoid missing an underlying medical condition, Pittman recom-
mends obtaining a thorough medication history along with the presenting 
problem. “Asthma or other breathing difficulties can look like anxiety 
attacks. Migraines can cause depression or hallucinatory symptoms,” 

Underlying medical conditions may be missed in pediatric psychiatric 
patients due to incorrect assumptions, restraint use, or a rushed history. To 
avoid this:
• Obtain a thorough medication history.
• Consider potential diagnoses that may not be obvious.
• Ask others if the patient’s symptoms were gradual or sudden.
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adds Pittman. “Substance ingestion can cause all 
types of psychiatric symptoms.” 

Exclude seizures if a child is agitated or hal-
lucinating, says Pittman, and remember that ear 
infections and urinary tract infections can cause 
agitation in autistic children.

“You may be thinking with good reason, ‘this is 
a psychiatric problem.’ But don’t stop considering 
medical issues, or disregard possible medical signs 
and symptoms if they emerge,” says Colleen Rob-
inson, RNC, BSN, MA, unit-based educator for 
the ED at Maine Medical Center in Portland. 

Keep an open mind

Sheryl Bloomer, MA, BSN, BA, RN, CPN, 

clinical manager of the ED at Cincinnati (OH) 
Children’s Hospital Medical Center, gives these 
reasons why a medical condition may be missed 
in an ED when dealing with a child with a mental 
health issue:

1. Mechanical or medical restraints might be 
needed.

If a child presents with violent or aggressive 
behavior, says Bloomer, “there isn’t time to do an 
appropriate assessment.” 

2. Assumptions may be made based on the 
patient’s presenting complaints.

If an adolescent girl presented with slightly 
altered mental status and no one was available 
to give any history, for instance, ED nurses could 
wrongly assume that she had a psychiatric diagno-
sis or was attention-seeking, while she might actu-
ally have a head bleed.

“Always take the time to dive a little bit deeper, 
to find out what the causes are,” says Bloomer. 

3. Intentional overdoses or drug abuse can cause 
behavior changes that mimic psychiatric disorders.

“If further differential diagnosis isn’t considered, 
a drug screen isn’t ordered,” says Bloomer. Another 
possibility is that a known patient with a psychiat-
ric disorder tells ED nurses he or she hasn’t taken 
anything, so a drug screen isn’t ordered, she adds.

4. Glucose changes can manifest as behavioral 
changes that could be mistaken for a psychiatric 
diagnosis.

“It is fairly easy to get caught up in patient 
presentations that follow a certain pathway, and 
block out other diagnoses,” says Bloomer.  

5. A patient with unknown head trauma may 
present.

Bloomer says to ask about history of abuse, 
neglect, or domestic violence, all of which could 
lead you down the pathway of possible head 
trauma.  

“If they are uncontrollable, then the psychi-
atric pathway may seem the most logical,” says 
Bloomer. “Keep an open mind to potential diag-
noses that may not be obvious, even if the environ-
ment is busy and chaotic.” (See related stories on 
obtaining a history and identifying medical comor-
bidities, p. 135.)  n

For more information on caring for pediatric psychiatric 
patients, contact: 

SOURCES
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• Sheryl Bloomer, MA, BSN, BA, RN, CPN, Clinical Man-
ager, Emergency Department, Cincinnati (OH) Children’s 
Hospital Medical Center. Phone: (513) 803-2153.  
E-mail: Sheryl.Bloomer@cchmc.org.
• Deena Brecher, MSN, RN, ACNS-BC, CEN, CPEN, 
Emergency Department, Alfred I. duPont Hospital for 
Children, Wilmington, DE. Phone: (302) 651-6282. Fax: 
(302) 651-6133. E-mail: dbrecher@nemours.org.
• Colleen Robinson, RNC, BSN, MA, Unit-Based Educa-
tor, Emergency Department, Maine Medical Center, 
Portland. Phone: (207) 662-4141.  
E-mail: robinco@mmc.org.

Get a thorough history
from peds psych patient

If you are obtaining a history from a pediatric 
psychiatric patient, you’ll need to “slow down 

and be less task-oriented,” according to Colleen 
Robinson, RNC, BSN, MA, unit-based educator 
for the ED at Maine Medical Center in Portland. 
Here are steps taken by ED nurses to get more 
information about the patient’s baseline and cur-
rent condition:

• ED nurses exchange information with area 
community providers.  

Obtaining information from other sources is 
particularly important when there is a question 
of suicidality, says Robinson. You may learn 
whether the patient’s symptoms were gradual 
or came on suddenly, she notes, whether there 
is any previous history of psychiatric issues, or 
whether drugs or alcohol are involved. 

• Local law enforcement utilize ambulance 
triage instead of walk-in triage with patients 
they bring to the ED for psychiatric com-
plaints. 

“The patient gets rapidly triaged, and the offi-
cers escort the patient to the treatment area,” says 
Robinson. “They give direct report to the psy-
chiatric clinicians regarding who placed the 911 
call, what the officers noted at the scene, how the 
patient behaved with them, and so on.”

• Nurses contact the Assertive Community 
Treatment team or residential home staff to 
learn the patient’s medications, when appro-
priate. 

“Obtaining the patient’s medication and drug 
allergy list can be really important,” says Robin-
son. “It often gives many clues as to what illness 
the patient has.”  n

Child with mental  
illness? ID medical 
comorbidities

Are you triaging a child who presents for a 
medical problem, when you learn there is 

also a psychiatric history? “Children with mental 
health issues also get broken bones or appendi-
citis. You are then caring for their medical issues 
while treating their psychiatric issues,” says Deena 
Brecher, MSN, RN, ACNS-BC, CEN, CPEN, clin-
ical nurse specialist in the ED at Alfred I. duPont 
Hospital for Children in Wilmington, DE. 

Patients with major mental illnesses have higher 
rates of medical comorbidities than the general 
population, notes Colleen Robinson, RNC, BSN, 
MA, unit-based educator for the ED at Maine 
Medical Center in Portland. “Some of the medica-
tions they take can contribute to development of 
movement disorders and metabolic syndromes,” 
she adds.

Children with a psychiatric history who present 
with medical complaints should be assessed and 
treated as any other patient would be, says Robin-
son, and not sent to a separate psychiatric area for 
evaluation.

“Use your knowledge of their psychiatric illness 
to help you strategize your communication with 
the patient,” says Robinson. “Involve family, resi-
dential staff, or other supports, if possible.”  n

Are patient’s symptoms
due to their home meds?
Do a detailed interview

Heel and ankle pain was the only complaint 
of a patient being triaged by ED nurses at 

Edward Hospital in Naperville, IL, with no his-
tory of injury and no obvious signs of trauma or 
infection, when they learned an additional piece of 
information. 

“After a detailed interview, the patient was 
diagnosed with tendinitis related to a course of 
the antibiotic ciprofloxacin,” reports ED educator 
Nancy Raschke, RN.

Determining that a patient’s symptoms, whether 
a rash, itching, confusion and agitation, or changes 
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in heart rate or blood pressure, are related to med-
ications the patient is taking “is truly a challenge,” 
says Deb Warzecha, RN, BSN, MSN, an ED nurse 
manager at Middlesex (CT) Hospital. “Unfortu-
nately, it is difficult to obtain accurate medication 
lists from patients.” Patients may use multiple 
pharmacies or obtain medications by mail order, 
adds Warzecha. 

Here are ways to obtain information that can 
help with your assessment: 

• Consider uncommon side effects.
ED nurses at Edward Hospital asked about 

trauma, bee stings, and food allergies to determine 
the cause of a man’s significant angioedema, and 
finally learned he was taking lisinopril. “Angio-
edema as a side effect of lisinopril occurs in 
approximately 0.5% of patients,” Raschke says. 
“Based on the patient interview, the team was able 
to relate his symptoms to his medication list.”

Another patient’s blood pressure dropped after 
intravenous levofloxacin was administered, adds 
Raschke, so the ED nurse reviewed the side effects 
and learned that the drug can cause hypotension, 
though uncommonly.  

• Use bedside medication verification.
The ED nurse is able to view pertinent lab 

results, such as potassium levels when administer-
ing a diuretic, says Raschke. “The system alerts 
both the physician ordering the medication and 
the nurse administering the medication to patient 
allergies and potential conflicts with other ordered 
medications,” she says. 

• Ask about previous reactions to specific 
medications.

“Ask your patients if they have taken the medi-
cation before, and what problems, if any, they 
have had with the medication about to be given,” 
says Jeannette Witzel, RN, CEN, an ED nurse at 
Ukiah (CA) Valley Medical Center.

Before administering narcotics, Raschke asks 
how the patient has responded to narcotics in the 

past. “I am able to adjust the dosing if indicated,” 
she says. “Common side effects, including nausea 
and itching, can be addressed early and hopefully 
prevented.” (See story, p. 136 on asking about 
erectile dysfunction supplements.)  n

For more information on determining whether a patient’s 
symptoms are caused by medications, contact: 
• Nancy Raschke, ED Educator, Edward Hospital, 
Naperville, IL. Phone: (630) 527-5737.  
E-mail: nraschke@edward.org.
• Deb Warzecha, RN, BSN, MSN, NEA-BC, Nurse Manager, 
Emergency Department, Middlesex (CT) Hospital. Phone: 
(860) 358-3210. E-mail: deborah.warzecha@midhosp.org
• Jeannette Witzel, RN, CEN, Emergency Department, 
Ukiah (CA) Valley Medical Center. Phone: (707) 462-7261. 
E-mail: jenjenialso@gmail.com. 

 

Ask if patient takes  
erectile dysfunction  
supplements

When an elderly man reported palpatations 
and near-syncope, emergency nurses failed 

to ask if he was taking an erectile dysfunction 
supplement before a routine cardiac workup was 
initiated, reports Jeannette Witzel, RN, CEN, an 
ED nurse at Ukiah (CA) Valley Medical Center.

“After the decision was made to admit the 
patient, he admitted taking twice the recom-
mended dose of a male-enhancing supplement, 
which was obtained online,” she says. “Due to the 
patient’s age and chronic medical history, the team 
did not consider this.”

If an elderly man or woman presents with chest 
pain, Witzel says to always ask if he or she is tak-
ing Viagra, Cialis, or Levitra, all of which could 
cause severe hypotension and even death if nitro-
glycerin is given.  n

EXECUTIVE SUMMARY

A patient’s symptoms may be related to medications 
he or she is taking, but this is difficult to ascertain in 
the ED, especially if side effects are uncommon. Use 
these practices:
• Ask about erectile dysfunction supplements before 
giving nitroglycerin.
• Consider pertinent lab results and allergies before 
giving medications.
• Ask if the patient took the medication previously. 

SOURCES

CLINICAL TIP
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Your patient may  
understand very little 
about ED instructions 
Misunderstandings are common

ED patients often don’t understand important 
information in their discharge instructions, 

according to a new study, which can result in bad 
outcomes and needless repeat visits.1

Even though the hospital’s ED nurses gave both 
verbal and written instructions, says Carol Shaffer, 
RN, PhD, CIP, the study’s co-author and research 
coordinator at Reston (VA) Hospital Center, patients 
clearly didn’t understand the verbal explanations and 
didn’t seem to read the written instructions.

“We were a bit surprised at some of the obvi-
ous misunderstandings,” adds Shaffer. In some 
cases, patients didn’t realize that analgesics were 
intended to ease discomfort, or didn’t know why 
taking antibiotics was important. 

“When you add in the medications the patient 
may have received and the distractions of the ED, 
it doesn’t seem likely that patients will retain very 
much information,” she says. 

A worried, stressed ED patient will hear very 
little of what you say, says Leah M. Gehri, RN, 
MN, CCRN, director of emergency and trauma 
services at MultiCare Good Samaritan Hospital in 
Puyallup, WA. 

“The process of discharging a patient is one of 
the most important dialogues that an ED nurse has 
with the patient,” says Chris Modic, RN, BSN, an 
ED nurse at Legacy Mount Hood Medical Center 
in Gresham, OR. It is the last opportunity you 
have to educate the patient about new medications, 
treatments, and follow-up care, he adds. 

Shaffer recommends giving instructions to fam-
ily members as well as the patient, and giving 
the patient ample time to ask questions. Here are 

other strategies to improve comprehension of dis-
charge instructions:

• Use a highlighter pen.
“If the patient is not going to read all four pages 

of instructions, use the highlighter pen for the 
things you want to draw his or her attention to,” 
says Gehri. Gehri highlights anything that would 
require a 911 call or a trip back to the ED, and 
instructions for following up with a primary care 
physician or specialist.

• Have the patient verbalize the follow-up 
instructions back to you.  

“This allows for any misunderstandings to be 
corrected,” says Modic. 

• Be persistent when teaching your patient. 
Each time ED nurses at Legacy Mount Hood 

cared for a woman who presented several times a 
week for chronic pain, they recommended obtain-
ing follow-up care. After months of trying, they 
were finally successful. 

“We now see this patient about twice a year,” 
says Modic. “When the patient comes in now, 
we normally get a call from her doctor explaining 
that the patient made an attempt to be seen at the 
office first, but could not get an appointment.”

• Have a charge nurse or case manager briefly 
make contact with the patient.  

“The purpose is to make sure that the patient 
was satisfied with their visit, and that the dis-
charge instructions were understood clearly,” says 
Modic.

• Make an attempt to reach the patient the next 
day. 

“Find out how their visit was, how they are 
feeling now, and answer any questions about their 
follow-up care,” says Modic. (See related stories 
on questions to ask and changes to medications,  
p. 138.)  n

REFERENCE
1. Zavala S, Shaffer C. Do patients understand discharge 

instructions? J Emerg Nurs. 2011:37;138-140.

For more information on discharge instructions given to 
ED patients, contact:
• Leah M. Gehri, RN, MN, CCRN, Director, Emergency/
Trauma/Cardiac Services, MultiCare Good Samaritan  
Hospital, Puyallup, WA. Phone: (253) 697-1051.  
E-mail: leah.gehri@multicare.org.

EXECUTIVE SUMMARY

If your ED patient doesn’t understand important 
information in his or her discharge instructions, bad 
outcomes or needless repeat visits may result. Do 
the following:
• Highlight reasons to call 911 or return to the ED.
• Have a charge nurse or case manager briefly make 
contact.
• Ask patients questions about their instructions.

SOURCES
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• Chris Modic, RN, BSN, Legacy Mount Hood Medical Cen-
ter, Gresham, OR. E-mail: CModic@LHS.org.
• Carol Shaffer, RN, PhD, CIP, Research Coordinator, Reston 
Hospital Center, Reston, VA. Phone: (703) 639-9437. Fax: 
(703) 639-9476. E-mail: carol.shaffer@hcahealthcare.com. 

When discharging 
patient, always ask 
these questions

When an ED patient is asked “Do you have 
any questions?” at discharge, he or she 

almost always says no, according to Leah M. 
Gehri, RN, MN, CCRN, director of emergency 
and trauma services at MultiCare Good Samaritan 
Hospital in Puyallup, WA.

For this reason, Gehri says this instead: “There 
are a few things I want to make sure you under-
stand. I’m going to ask you a couple questions, 
and you tell me what you heard.” Next, Gehri 
asks the patient, “When are you going to follow 
up with your doctor?” “What would mean you 
should return to the ED or call 911?”

“If they don’t recall it, you can find it where it is 
on the paper, underline it and teach it again,” says 
Gehri. 

Simply asking patients if they have any ques-
tions doesn’t ensure they understand how often 
they should take their medications or what to do if 
vomiting occurs, says Kristen Wojtun, an ED nurse 
at Delnor Hospital, Geneva, IL. For this reason, 
Wotjun asks specific questions such as “What do 
you need to bring with you when you go to see 
the orthopedist?” or “Tell me how you will strain 
your urine at home.” 

This helps to prevent needless ED visits for the 
same complaint, says Wotjun.  “For example, the 
patient will know how often to take their pain 
medications, or when to give acetaminophen or 
ibuprofen when a fever spikes again in a pediatric 
patient,” she says.  n

Changes to meds?
Review with patient

Did the ED physician tell your patient to take 
two diuretic pills instead of one, or to stop 

taking blood thinners for two days? If so, pay 
extra attention to these instructions at discharge, 
says Leah M. Gehri, RN, MN, CCRN, director 
of emergency and trauma services at MultiCare 
Good Samaritan Hospital in Puyallup, WA.

“If there are any changes to the patient’s 
regular medication regimen, this is likely to get 
missed. It’s really easy for patients to fall back 
into their regular schedule,” she explains.  n

Confirm accurate  
placement of gastric 
tubes in ED patient
A single method is not enough

Although gastric tube placement is commonly 
performed at the bedside by ED nurses, it 

can result in serious complications such as mis-
placement of the gastric tube into the pulmonary 
system, resulting in respiratory distress or death, 
according to a December 2010 Emergency Nurs-
ing Resource (ENR) on Gastric Tube Place-
ment Verification, developed by the Emergency 
Nurses Association (ENA).

Is an evidence-based protocol in place in your 
ED to prevent patient harm involving gastric 

EXECUTIVE SUMMARY

If you’re not confirming gastric tube placement by 
X-ray, a single method of confirming tube placement 
is not enough, and a combination of bedside meth-
ods is necessary to help ascertain correct placement. 
Use these practices for insertion:
• Have the patient touch his or her chin to the chest 
and mimic swallowing while sitting on his or her 
hands.
• If necessary, use warm water to make the tube 
more flexible and ice to stiffen the tube.
• Have the patient drink water from a straw, unless 
contraindicated, so he or she can actually swallow 
while the tube is being placed.

CLINICAL TIP
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tube placement? “Nurses should review the 
ENR, and work with their institutions’ nurs-
ing practice council” to ensure this is the case, 
advises Jean A. Proehl, RN, MN, CEN, CPEN, 
FAEN, chairperson of the ENA’s ENR Develop-
ment Committee and the ENR’s primary author. 
(To access the ENR, go to http://www.ena.org/
IENR/ENR/Pages/Default.aspx).

If you’re not confirming tube placement by 
X-ray, a single method of confirming tube place-
ment is not enough, emphasizes Proehl. “If 
X-ray is not used, then a combination of bedside 
methods is necessary to help ascertain correct 
placement,” she says. (See clinical tip, p. 139, on 
the “whoosh” test.) 

If the gastric tube accidentally passes through 
the larynx and into the trachea, a conscious 
patient may show signs of respiratory distress, 
such as a drop in oxygen saturation or cyanosis, 
says Shanna McBride, RN, a pediatric ED nurse 
at Georgia Health Sciences Children’s Medical 
Center in Augusta. “For the conscious patient, 
uncontrollable coughing may also occur,” she 
adds. McBride says to use these practices when 
inserting a gastric tube:

• Have patients touch their chin to their chest 
and mimic swallowing while the tube is being 
placed.

“Have the patient sit on their hands to remind 
them not to grab the tube and pull it out,” says 
McBride. “It is a natural instinct for the patient 
to try to remove it during this process.”

• Prior to inserting the tube, measure from the 
patient’s nose or mouth, depending on where the 
tube is being inserted, to the earlobe and down 
to the xiphoid process.

“The tube should be marked at this place,” 
says McBride. “If you are placing the tube in the 
nose, examine the nostrils prior to placement to 
see if there is a nostril that is larger that may be 
a better site for placement.”

If you are right-handed when facing the 
patient, you should be on the left side of the 
patient’s bed, says McBride, and vice/versa if 
you’re left-handed.  

• Use a lubricant, such as lidocaine jelly, to 
help ease the tube down.

Aim the tube downward, and instruct the 
patient to swallow with insertion and move his 
or her chin to the chest, says McBride. “If the 
tube seems too stiff, place it in warm water to 
make it more flexible. If it is too flexible, use ice 
to stiffen the tube,” she advises. 

• Slowly advance the tube, while reminding 
the patient to swallow.

“Unless contraindicated, you can have the 
patient drink water from a straw so they can 
actually swallow during insertion instead of hav-
ing to mimic swallowing,” McBride says. 

When the tube reaches the mark, stop and try 
to aspirate for stomach contents. “If no stomach 
contents are aspirated, and the patient is con-
scious and cooperative, instruct them to lay on 
their left side and attempt to aspirate again,” 
says McBride.

When securing the tube in a pediatric patient, 
McBride says, “I like to use a strip of thin duo-
derm on the face, put the tube over the dress-
ing, and tape over the tube with pink tape. This 
helps to prevent skin breakdown.”  n

Warning: “Whoosh
test” can be dangerous

The classic method of auscultating over the 
abdomen while instilling air through the 

tube — the “whoosh” test — is dangerous if 
used as the sole method of verifying gastric 
tube placement, advises Jean A. Proehl, RN, 
MN, CEN, CPEN, FAEN, chairperson of the 
Emergency Nurses Association’s Emergency 
Nursing Resource Development Committee.

“Many patients have been injured, and some 
have died, when a ‘whoosh’ was heard over the 
epigastrium, but the tube was actually in the 
lungs,” says Proehl.  n

CLINICAL TIP

Shortness of breath?
ID rapid deterioration

Patients with shortness of breath are “one of 
the highest priority patients” for ED nurses 

because of their tendency to rapidly deteriorate, 
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• Does the patient have full range of motion 
of the neck?

• Do they have dentures, sleep apnea, tem-
poromandibular joint disorder, or history of 
prior airway surgery or trauma?

• Is the patient obese or morbidly obese? 
Murray gives these early signs that may indicate 

your patient’s respiratory status could be declining:
• confusion or mental status changes that 

were not present on the initial assessment; 
• changes in accessory muscle use;
• increased work of breathing, including inter-

costal indrawing, exaggerated chest wall move-
ment, supraclavicular indrawing, nasal flaring, 
and an anxious expression.

“If you have the ability to measure end tidal 
carbon dioxide levels in a non-intubated patient, 
do this for every patient who appears short of 
breath,” says Murray. 

Hypoxic patients are usually tachycardic, adds 
Murray. “Look for heart rates above 100. Late 
hypoxia can present with a sinus bradycardia.”

Look for mental status changes, discoloration 
of the skin or nail beds, increased respiratory 
rate and shallow breathing, and alteration from 
normal arterial blood gas values, says Chris 
Ruckman, RN, MBA, CEN, manager of adult 
emergency services at Vanderbilt University 
Hospital in Nashville, TN.

“These are early signs that a patient is devel-
oping an airway compromise,” he says.  n

For more information on patients with shortness of 
breath, contact:
• Wendy L. Callan, RN, MSN, TNS, Trauma Nurse Coordi-
nator, Advocate Condell Medical Center, Libertyville, IL. 
Phone: (847) 990-5016. Fax: (847) 573-4281.  
Email: wendy.callan@advocatehealth.com.
• Orchid Quiton Chefalo, RN, CEN, CCRN, Charge Nurse, 
Emergency Department, San Joachin Community Hos-
pital, Bakersfield, CA. Phone: (661) 869-6011. Fax: (661) 
869-6971. E-mail: Chefaloq@ah.org.
• Chris Ruckman, RN, MBA, CEN, Manager, Adult Emer-
gency Services, Vanderbilt University Hospital, Nashville, 
TN. Phone: (615) 875-4606. Fax: (615) 322-1494.  E-mail: 
christopher.ruckman@Vanderbilt.edu.
• Sybil Murray, RN, Emergency Department, St. 
Anthony’s Medical Center, St. Louis, MO. Phone: (314) 
525-1906. Fax: (314) 525-4148. E-mail: Sybil.Murray@
samcstl.org.

EXECUTIVE SUMMARY

Patients with shortness of breath may deteriorate 
rapidly and may require immediate intervention. To 
improve your assessment:
• Allow nurses to “up triage” any patient with a respi-
ratory rate greater than 20.
• Look for early signs that respiratory status is declining.
• Measure end tidal carbon dioxide levels.
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says Alexandra Penzias, RN, MEd, MSN, CEN, 
an ED educator at Tufts Medical Center in Bos-
ton, MA. “We perform a complete set of vital 
signs, oxygen saturation, and peak flow mea-
surements at triage,” she says. 

Many situations can result in an increase in a 
patient’s respiratory rate, says Penzias, includ-
ing pain, anxiety, congestion, injuries, pneumo-
thorax, pulmonary embolism, congestive heart 
failure, chronic obstructive pulmonary disorder, 
and pulmonary edema. 

“While all require immediate assessment, 
not all of these necessitate immediate interven-
tion,” she adds. According to the ED’s triage 
acuity scoring system, the Emergency Sever-
ity Index, a triage nurse can “up triage” any 
patient with a respiratory rate greater than 20 
breaths/minute at his or her discretion, notes 
Penzias. 

Penzias says that this would be appropriate 
for a patient with a history of congestive heart 
failure who presents with swollen ankles, has 
progressive shortness of breath, which increases 
on exertion, and can only speak two or three 
words without taking a breath, with an oxygen 
saturation of 94%. 

“An asthmatic whose shortness of breath and 
wheezing has necessitated increased use of their 
inhalers or nebulized medications would also 
require assessment and intervention quickly,” 
Penzias says.

Sybil Murray, RN, an ED nurse at St. Antho-
ny’s Medical Center in St. Louis, MO, says that 
patients can deteriorate rapidly in the ED for 
many different reasons. To assess whether your 
patient’s airway is patent, Murray says to ask 
these questions:

• Is the patient breathing comfortably? 
• Is the patient able to sit up? 
• Does the patient require supplemental oxygen?
• Is the patient able to follow commands?  
• Is the patient pale or cyanotic? 
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Don’t let others’  
assessment cloud  
your own judgment
Reports can be misleading

A paramedic calls in a report of a 58-year-old 
female with shortness of breath, oxygen sat-

uration of 60%, and respiratory rate in the 30s, 
being given a nebulizer treatment. 

If you hear a dire-sounding report like this, 
says Orchid Quiton Chefalo, RN, CEN, CCRN, 
charge nurse of the ED at San Joachin Commu-
nity Hospital in Bakersfield, CA, don’t hesitate 
to get everything ready for the patient to be 
intubated. At the same time, she says, don’t let 
it cloud your own clinical judgment of what you 
see after the patient arrives. 

“Make sure you reassess the patient yourself 
again, prior to intubation,” says Chefalo. It may 
be that the respiratory rate is now in the 20s and 
her oxygen saturation is up, she says. 

On the other hand, Chefalo once was told by 
a paramedic that a 30-year-old man was improv-
ing and was holding the pulse oximetry level up. 
“The paramedic kind of downplayed it, but as 
soon as I saw the patient, I knew better,” she 
says, adding that the man needed rapid intuba-
tion upon arrival.    

If you don’t assess the patient yourself, warns 
Chefalo, “a patient could sit there for 15 min-
utes until they are really short of breath. You 
may then have to call a respiratory therapist and 
do rapid sequence intubation.”

Was a chronic obstructive pulmonary dis-
ease (COPD) patient placed on a nonrebreather 
mask by paramedics? It may need to be removed 
when the patient arrives at the ED, says Chefalo. 
COPD patients live with a carbon dioxide level 
of 50 to 60 or higher, explains Chefalo, and if 
they suddenly get saturated with oxygen, they 
may become more short of breath and may have 
decreased level of consciousness. 

“Too much is not always good,” she says. 
“With COPD, it’s carbon dioxide that drives them 
to trigger their breathing. If we saturate them with 
oxygen, it will knock out their hypoxic respiratory 
drive.” 

Instead, the patient may need to be put on a 
biphasic positive airway pressure or continuous 
positive airway pressure machine, says Chefalo. 

“See if the patient can tolerate just the nasal 
cannula. That way, you can give them the mini-
mal oxygen that will get them perfused,” she 
says.  n

Put nasal cannula
in mouth, not nose

You may put a patient with chronic obstruc-
tive pulmonary disease on five liters of 

oxygen via nasal cannula, but his or her oxygen 
saturation is still low because the patient is con-
stantly breathing from the mouth, says Orchid 
Quiton Chefalo, RN, CEN, CCRN, an ED 
charge nurse at San Joachin Community Hospi-
tal in Bakersfield, CA. “Take the nasal cannula 
out of the nose and put them in the patient’s 
mouth,” she recommends. “That will help the 
patient take in the oxygen they need.”  n

CLINICAL TIP

Are women still getting 
delayed ECGs in EDs?

Women may wait longer for ECGs than men, 
according to a new study.1 Jessica Zègre 

Hemsey, RN, PhD, the study’s lead author, says 

EXECUTIVE SUMMARY

There is a significant delay in obtaining ECGs in 
women, says a recent study, despite the American 
College of Cardiology/American Heart Association’s 
Class 1 recommendation for obtaining initial ECGs 
within 10 minutes of arrival. To reduce delays:
• Recognize atypical symptoms such as jaw pain, dia-
phoresis, and shortness of breath. 
• Pay attention to risk factors of medical history, 
social history, smoking, and high cholesterol.
• Identify the quality and type of pain your patient is 
having.
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she found the findings surprising because the 
American College of Cardiology/American Heart 
Association gives acquiring an initial ECG within 
10 minutes of arrival to the ED a Class I recom-
mendation.

“Our study found that not only was the 
mean time to initial ECG suboptimal for all 
patients, with a mean of 45 minutes, but 
women had a significantly longer time to ini-
tial ECG than men,” says Zègre Hemsey. 

Since women are more likely to present with 
atypical symptoms such as jaw pain, diapho-
resis, and shortness of breath than men, ED 
nurses must recognize such differences and act 
upon them, says Zègre Hemsey. 

“Triage systems need to be evaluated in 
order to optimize prompt initial ECG acquisi-
tion,” she says. “Perhaps different triage pro-
tocols by gender need to be considered.”

Use real-life examples

“This isn’t a new issue for emergency 
nurses. We’ve heard a lot about the door-to-
ECG in women issue,” says Jim House, RN, 
BSN, CEN, director of emergency services 
at Ochsner Medical Center-Kenner in New 
Orleans, LA. “Obviously, men and women 
have different presenting symptoms.”

Risk factors are one thing they do have in 
common, though, emphasizes House, such 
as medical history, social history, smoking, 
and high cholesterol. “Those are all little red 
flags that make you pay attention,” he says. 
“The other thing I preach to my staff is to pay 
attention anytime someone says ‘I have diabe-
tes.’ We all know that diabetics do not present 
with classic symptoms.”

Probe into the quality and type of pain your 
patient is having, advises House, such as epi-
gastric pain or intrascapular pain. When edu-
cating front-line staff, House discusses actual 
cardiac patients seen in the ED who came in 
with atypical presentations. “It may be that 
we missed the door-to-ECG time with Mrs. 
Smith, but she turned out to be an [ST-eleva-
tion myocardial infarction],” he says. “Using 
real-life examples enlightens them and drives 
change.”

Pinpoint vague symptoms

Diane Liebeskind, RN, CEN, assistant nurse 

manager of emergency services at Jefferson 
Memorial Hospital in Ranson, WV, says to 
ask these triage questions: 

• Are you having any chest pain or pressure, 
radiation of pain, nausea, shortness of breath, 
sweating, irregular heartbeats, dizziness, or 
extreme fatigue? 

• Do you smoke cigarettes, drink alcohol in 
excess, or use recreational drugs? 

• Do you have any family history of cardiac 
problems? 

• Are you diabetic? 
• When did the pain start and what were 

you doing at the time? 
• What makes the pain worse or better? 
“Any person over the age of 18 years with-

out any other cause for the above symptoms 
should have an ECG within 10 minutes of 
arrival to the ED,” says Liebeskind.

Liebeskind says that she herself is a good 
example of a woman presenting to an ED with 
vague symptoms, after becoming nauseated at 
work but with no chest pain. “I thought it was 
a virus, but my coworkers insisted that I be 
seen by the ED doctor due to my diabetes and 
significant family history,” she says. “I even-
tually wound up in the cardiac cath lab with a 
major cardiac blockage.”  n

REFERENCE
1. Hemsey JZ, Sommargren CE, Drew BJ. Initial ECG 

acquisition within 10 minutes of arrival at the emergency 
department in persons with chest pain: Time and gender differ-
ences. Journal of Emergency Nursing 2011; (37) 1:109-112.

For more information on avoiding delays in obtaining 
ECGs, contact:
• Erin Cavanagh, RN, BSN, MBA-HCM, Clinical Coordina-
tor, Emergency Department, Henry Ford Hospital, Detroit, 
MI. E-mail: ECAVANA1@hfhs.org.
• Jessica Zègre Hemsey, RN, PhD, University of California, 
San Francisco. E-mail: jessica.zegre@nursing.ucsf.edu.
• Jim House, RN, BSN, CEN, Director of Emergency Ser-
vices, Ochsner Medical Center-Kenner, New Orleans, LA. 
Phone: (504) 712-8841. E-mail: jhouse@ochsner.org.
• Diane Liebeskind, RN, CEN, Assistant Nurse Manager, 
Emergency Services, Jefferson Memorial Hospital, Ranson, 
WV. Phone: (304) 728-1695. E-mail: dliebeskind@jeffmem.
com.

SOURCES
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CNE INSTRUCTIONS 

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

n When to give lower 
dosages to elder patients
 

n How to tell whether 
a patient truly requires 
intubation

n Identify whether 
your patient is taking 
duplicate meds 

n Prevent infections 
caused by contaminated 
ED equipment

COMING IN FUTURE MONTHS

Patients may not tell you 
they’re having chest pain

If a patient insists the sole reason for coming to 
the ED is hand pain, probe further if his or her 

appearance doesn’t match the complaint. “Look at 
the patient. No matter what the patient signs in as, 
if you see a patient who looks gray, sweaty, pale, 
and is breathing heavily, there are a lot of danger 
signs there,” says Erin Cavanagh, RN, clinical 
coordinator in the ED at Henry Ford Hospital in 
Detroit, MI. “They need immediate attention.”

You may learn that the patient’s whole arm 
is hurting, and that she also has chest pain, 
says Cavanagh. “Sometimes some of the sickest 
patients do not give you as much detail as less acu-
ity patients,” she adds. 

On the other hand, patients may look fine and 
still have a cardiac condition, says Cavanagh. “I’ve 
had lots of patients that look good, with pinkish 
color and dry skin, but they still have chest pain,” 
she says. “One of the things we do not do here 
is pick out priority levels based on whether the 
patient is a man or woman. They are equally at 
risk for having a heart attack.”

According to Cavanagh, the first person a 
patient sees when walking in the door should be 
an ED nurse, as opposed to a registration person 
or security. “The first person to eyeball them 
should be an ED nurse,” she says. “It takes a 
skilled health care provider to know the difference 

between a cold symptom and a cardiac condition.”
The ED cares for an inner city population with 

patients often presenting with multiple problems, 
says Cavanagh, and may not report chest pain 
specifically. “They may come in complaining of 
shortness of breath,” she says. “When you dive 
deeper, you find out they are out of their medica-
tions, they missed dialysis--and they also have 
chest pain.”  n

Want to know current
meds? Ask it this way

If you ask a chest pain patient, “What medica-
tions do you currently take?” and he or she tells 

you “none,” don’t stop there, says Erin Cavanagh, 
RN, clinical coordinator in the ED at Henry Ford 
Hospital in Detroit, MI.  “Quite often, when I ask 
a patient if they have any medication history, they 
say no. If I ask them if they’re taking any medica-
tions, they also say no,” she says.

However, when Cavanagh asks the patient, 
“Has a doctor prescribed you medications?” the 
patient may answer yes. “The patient might not be 
able to afford the medications, or may have run 
out of them,” 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.

37. Which is true regarding pediatric psychiatric patients, according to 
Deena Brecher, MSN, RN, ACNS-BC, CEN, CPEN? 
A. Encephalitis, meningitis, brain tumors, and ingestions of toxic 
substances can all mimic psychiatric symptoms.
B. Medical causes for a patient’s symptoms do not need to be ruled out if 
the patient has been seen by psychiatry and is being medicated.
C. Migraines will not cause depression or hallucinatory symptoms. 
D. It is always necessary to assess and treat children with a psychiatric 
history who present with medical complaints in a separate psychiatric 
area. 

38. Which is true regarding confirmation of gastric tube placement, 
according to Jean A. Proehl, RN, MN, CEN, CPEN, FAEN?
A. It is acceptable to use the classic method of auscultating over the 
abdomen while instilling air through the tube — the “whoosh” test — as 
the sole method of verifying gastric tube placement.
B. If you’re not confirming tube placement by X-ray, a single method of 
confirming tube placement is not enough.
C. If X-ray is not used, a single bedside method is sufficient to ascertain 
correct placement.
D. If the gastric tube accidentally passes through the larynx and into the 
trachea, both conscious and unconscious patients will always show signs 
of respiratory distress.

39. Which is true regarding ED nursing interventions for patients with 
shortness of breath, according to Orchid Quiton Chefalo, RN, CEN, CCRN?
A.  End tidal carbon dioxide should only be measured in intubated patients.
B. If a patient with chronic obstructive pulmonary disease (COPD) still 
has low oxygen saturation despite being placed on a nasal cannula, ED 
nurses should consider taking the nasal cannula out of the patient’s nose 
and putting it in the mouth.
C. Nonrebreather masks placed on COPD patients by paramedics should 
not be removed when the patient arrives at the ED. 
D. A COPD patient should not be placed on a biphasic positive airway 
pressure machine.

40. Which is true regarding ED nursing assessment of chest pain patients?
A. ED nurses should place less importance on risk factors when assessing 
a male patient.
B. ED nurses should expect that the vast majority of diabetic patients will 
present with classic symptoms.
C. It’s not advisable for ED nurses to ascertain whether patients are 
experiencing epigastric versus intrascapular pain.
D. ED nurses should pay close attention to whether the patient is a 
smoker or has high cholesterol regardless of the patient’s gender.
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