
Is it smallpox? When panicked patients
storm the ED, nurses will be the refuge
Take steps now to prevent major problems later

Are you ready to isolate a case of suspected smallpox, cope with poten-
tially serious side effects from the vaccine, and answer questions from
panicked patients? 

There is no time to hesitate — these are things you will have to do soon,
because hospitals nationwide have received the official go-ahead to vaccinate
staff for smallpox. 

“This is on everyone’s mind, as emergency staff are among the first groups
to be phased into the plan to receive the vaccination,” says Darlene Bradley,
RN, MSN, MAOM, CCRN, CEN, director of emergency and trauma at Univer-
sity of California-Irvine Medical Center in Orange. 

In emergency departments (EDs) across the country, there is a new sense of
urgency in getting prepared to confront a possible smallpox outbreak, says
Karen G. Ketchie, RN, EMT-P, disaster preparedness manager at Shands Jack-
sonville (FL) Medical Center.

“We now have clear guidelines,” she says. “Now that we have that infor-
mation, we can begin to implement our plans at the direction of the health
department.”

Ketchie’s facility has been asked to provide a list of personnel who have vol-
unteered to receive inoculation to the state department of health. Before that
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Reserve your smallpox vaccination handbook today

American Health Consultants now offers the Hospital Handbook on
Smallpox Vaccination, a facilitywide resource containing all the infor-

mation you need about smallpox vaccination in most health care facilities
and environments. 

Learn about possible side effects and adverse reactions and how to
protect your staff, your patients, and family members against this most
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step can be accomplished, staff members need to be
educated, prescreened, and given the opportunity to
ask questions so they can make an informed decision,
she says. 

“We are beginning an educational blitz immediate-
ly,” Ketchie reports. She says that the materials used
are from the Centers for Disease Control and Preven-
tion (CDC) and the hospital’s infectious disease spe-
cialists. (See list of CDC resources, p. 43.)

It is inevitable that some problems will arise,
Ketchie says. “That will happen at every hospital, due
to the sheer volume of people being inoculated,” she
says.

Here are items to consider when planning for the
smallpox vaccine:

• Be ready to answer questions.
Be ready to field all types of questions about the

vaccine from concerned colleagues and worried
patients, says Bradley. 

“ED nurses must have a very comprehensive
awareness about smallpox and the vaccine since they
will be on the front lines,” she underscores. “You will
be sought out for advice and treatment of the vaccine
side effects.”

You must understand the disease, CDC recommen-
dations, risks of the vaccine, vaccine alternatives, con-
traindications, side effects, screening, reporting, and
monitoring, Bradley says. (See list of CDC resources,
p. 43.) 

ED nurses at Ketchie’s facility will be educated
with inservices, town hall meetings, a designated site
on the hospital’s intranet system, departmental staff
meetings, question-and-answer sessions, and printed
information. 

“We will get out as much information as we possi-
bly can,” she says. “Our staff will be provided the
information required to make an informed decision,
for them and their family.”

Ask yourself whether you are truly well informed,
Bradley advises. “ED nurses must be comfortable with
their knowledge in this area, because it is for certain
they will be challenged,” she warns.

Be ready to address questions from patients who
ask about receiving the vaccine, says Bradley. “Assure
them that their opportunity will come much later in
time and that their risk is much lower than that of the
health care worker,” she says. 

• Have a high index of suspicion for smallpox
and side effects from the vaccine. 

If a patient develops a rash, febrile illness, or eye
drainage within one month of receiving the smallpox
vaccine, you should suspect a vaccine-related compli-
cation, says Eric Lavonas, MD, FACEP, an ED physi-
cian and toxicology fellow at Carolinas Medical Cen-
ter in Charlotte, NC.

If you suspect vaccine-related side effects, Lavonas
suggests asking the following question: Have you or
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Editorial Questions
For questions or 
comments, call 

Joy Daughtery Dickinson 
at (229) 377-8044.

In light of the recent announcement of the national
smallpox vaccination plan, triage nurses should
receive additional training in screening and assess-
ment of possible smallpox.
• There is controversy over whether all triage nurs-

es should be vaccinated. 
• ED nurses should be ready to answer questions

about the vaccine. 
• Recognize side effects of the vaccine, which can

last for up to three weeks. 
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anyone in your household been recently vaccinated 
for smallpox? “Remember that vaccinia is primarily
spread by touch,” he says.

For a suspected vaccinia case, he recommends
decontaminating the patient’s chair and medical 
equipment as you would with a blood contamination. 

According to the CDC, hospitalization of patients
with adverse events should be based on the degree of
severity and infectiousness.1 Patients with severe and
extensive inoculation vaccinia, progressive vaccinia,
and post-vaccinial encephalitis almost always require
hospital care, according to the agency. In the hospital,
these patients must be isolated, the CDC says. You
must separate all materials used in their care, and you
should treat such materials as infectious waste, the
agency says. (For more information, visit the “Pre-
venting Contact Transmission” page on the CDC
web site, www.cdc.gov/smallpox.) Noninfectious
patients do not need to be hospitalized unless serious
disease is present, such as Stevens Johnson syndrome,
the agency says. Most patients with generalized vac-
cinia do not need to be hospitalized, the agency says;
in fact, avoid hospitalization to minimize intrahospital
spread, the CDC recommends. 

• Consider using only vaccinated nurses for triage.
Ideally, nurses should be vaccinated as a condition

of accepting the role of triage nurse, Bradley argues.
However, she acknowledges that this requirement
could be potentially problematic, because some expe-
rienced triage nurses may have contraindications or
decline the vaccine. 

This particular issue is fraught with controversy,
and experts disagree as to whether triage nurses should
be required to be vaccinated. 

“Triage nurses should ask themselves, ‘What are the
odds that I, personally, will be the first American nurse to
see a patient with smallpox since 1949?’” says Lavonas.
“Unless there is an outbreak, nobody’s job should be
affected by their desire to receive or decline the smallpox
vaccine.”

Even in a worst-case scenario, smallpox vaccination
is effective if received within 48 hours of exposure, so
an exposed triage nurse should be able to receive the
vaccine in plenty of time, Lavonas notes. 

“Patients with smallpox develop a pretty dramatic
rash on the face at about the same time that they become
contagious,” he adds. 

In addition to the education given to all ED staff, triage
nurses at Bradley’s facility will receive more comprehen-
sive training that will include special isolation proce-
dures, she says. (For more information on isolation
procedures, go to the CDC web site and click on
“Diagnosis/Evaluation.”) 

“If, in fact, we are at risk for a smallpox event, the

triage nurse would be first to see it,” she explains. (See
related story on preventing contamination of the ED
on p. 45.)
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For more information on the smallpox vaccine,
contact:
• Darlene Bradley, RN, MSN, MAOM, CCRN,

CEN, Director Emergency/Trauma Services,
University of California-Irvine Medical Center,
101 The City Drive, Route 128, Orange, CA
92868-3298. Telephone: (714) 456-5248. Fax:
(714) 456-5390. E-mail: dbradley@uci.edu.

• Karen G. Ketchie, RN, EMT-P, Disaster Pre-
paredness Manager, Shands Jacksonville Medi-
cal Center, 655 W. Eighth St., Jacksonville, FL
32209. Telephone: (904) 244-2598. Fax: (904)
244-4285. E-mail: Karen.Ketchie@jax.ufl.edu.

• Eric Lavonas, MD, FACEP, Department of
Emergency Medicine, Carolinas Medical Center,
1000 Blythe Blvd., Charlotte, NC 28203. Tele-
phone: (704) 355-4212. Fax: (704) 355-8356. 
E-mail: eric.lavonas@carolinashealthcare.org.

Here is a partial listing of educational resources
available at no charge the Atlanta-based Centers
for Disease Control and Prevention web site
(www.cdc.gov/smallpox.):
• Under “Frequently Requested,” click on

“Smallpox Vaccine Administration Video” to
review common reactions following vaccina-
tion, screening for contraindications, adminis-
tering the vaccine, and caring for the vaccina-
tion site. 

• Under “Frequently Requested,” click on
“Vaccination & Adverse Events Training
Module” for information on the smallpox vac-
cine, method of vaccination, and vaccination
reactions. 

• Under “Frequently Requested,” click on
“Response Plan & Guidelines (including
updated forms) for guidance for responding 
to a smallpox emergency.

• For preparedness information from recent
web casts, under “Featured Links,” click on
“Webcast: Smallpox Preparedness: Considera-
tions for Response Team Volunteers,” “Webcast:
CDC Bioterrorism Update: Smallpox Prepared-
ness,” and “Q&A for public health & clinical
personnel planning for vaccination.”

S O U R C E S  A N D  R E S O U R C E S



• Make sure you understand contraindications. 
A significant number of nurses won’t be able to

receive the vaccine, notes Ketchie. “The first big hur-
dle is to rule out nurses with contraindications,” she
says. (See list of contraindications, above.)

Protecting family members is a key consideration for
staff, Ketchie adds. “Many of the contraindications not
only apply to the person receiving the vaccine, but to
any of their immediate household members,” she notes.

At Ketchie’s facility, staff members are being pre-
screened before they even get to the health department
to receive the inoculation, where they will be screened
again, she reports.

If you choose not to receive the vaccine, your col-
leagues should respect your decision, says Bradley,

emphasizing the voluntary nature of the program.
“You should not be required to disclose the reason for
your decision,” she underscores. 

• Have a plan in place to address side effects. 
Triage nurses will need to recognize the side effects

of vaccination, Ketchie says. 
“You need to understand what the side effects may

be from the day of inoculation until the day the scab
falls off, so there are no surprises,” she says.

She says that 30% of vaccinated individuals experi-
ence enough flulike symptoms that they feel they are
unable to work for a day or two. 

Symptoms and side effects could last up to three
weeks, with peaking during the second week after
inoculation, Bradley notes. “This will present a hard-
ship on staffing when the staff become ill,” she says. 

She also predicts increased visits to the ED as a
result of inpatient staff getting sick from the vaccine.

• Establish a system to address concerns of vacci-
nated staff.

Since many vaccinated staff will become sick, you
must have an effective way to answer questions and
concerns, advises Ketchie. 

Ketchie’s facility has set up a telephone number for
staff to call if they still have questions after receiving
the training session and reading an information packet.
Staff members are instructed to leave their contact
information on a recording, and a nursing educator or
infectious disease specialist who can address their con-
cerns promptly contacts them.

“Staff always will be instructed to follow up with
their physician for any medical questions they are
unsure of,” Ketchie says.

• Avoid inadvertent transmission of the virus.
A primary concern for ED nurses at Ketchie’s facil-

ity is to avoid inadvertent transmission of the virus,
and she stresses the importance of following universal
precautions.

“The biggest safety concern is transmitting this live
virus to family, patients, or co-workers,” she says. 

However, this should not be a problem, so long as
proper precautions are followed, says Lavonas. 

“Vaccinia virus is present in the eschar and drainage
at the vaccination site on the upper arm,” he says. 

According to the CDC recommendations, the site
should be loosely covered with a porous bandage, and
the vaccinated person should wear a long-sleeved shirt
to cover the site.

Reference

1. Centers for Disease Control and Prevention. “Adverse Reac-
tions.” Accessed at www.bt.cdc.gov/training/smallpoxvaccine/
reactions/adverse.html. ■
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Contraindications listed 
for smallpox vaccine

According to the Centers for Disease Control
and Prevention, individuals who have any of

the following conditions, or live with someone who
does, should NOT get the smallpox vaccine unless
they have been exposed to the smallpox virus:

• eczema or atopic dermatitis (This is true even
if the condition is not currently active, mild or
experienced as a child); 

• skin conditions such as burns, chickenpox,
shingles, impetigo, herpes, severe acne, or psoria-
sis (People with any of these conditions should not
get the vaccine until they have completely healed); 

• weakened immune system (cancer treatment,
an organ transplant, HIV, or medications to treat
autoimmune disorders and other illnesses can
weaken the immune system); 

• pregnancy or plans to become pregnant within
one month of vaccination.

Individuals also should not get the smallpox
vaccine if they:

• are allergic to the vaccine or any of its
ingredients; 

• are younger than 12 months of age. However,
the Advisory Committee on Immunization Prac-
tices advises against nonemergency use of small-
pox vaccine in children younger than 18 years old; 

• have a moderate or severe short-term illness
(these people should wait until they are complete-
ly recovered to get the vaccine); 

• are currently breast-feeding.  ■



Don’t allow smallpox 
to contaminate your ED

Chaotic staffing problems and unexpected side
effects aside, the worst case scenario is that a

patient with smallpox will present to your emergency
department (ED). 

You need a solid strategy in place before this occurs.
Here are effective strategies:

• Isolate the patient at triage. 
At University of California-Irvine Medical Center

in Orange’s ED, there is a private isolation room with
controlled air flow adjacent to triage, says Darlene
Bradley, RN, MSN, MAOM, CCRN, CEN, director 
of emergency and trauma. 

“Any suspected patient can be harbored there with-
out exposing the main ED or waiting patient popula-
tion,” she says. (See box, below, with the signs of
smallpox.)

At Saint Vincents Hospital in New York City, the
ED triage area itself is a negative pressure room, built
as a result of a tuberculosis epidemic several years

ago, says Suzanne Pugh, RN, ED nurse manager. “If
a suspected smallpox patient does present, the triage
nurse is not to leave the room, and they are to call for
help,” she says.

The triage nurse would then put on personal protec-
tive equipment and walk the patient directly into a regu-
lar isolation room. The charge nurse is called; he or she
notifies the ED attending physician, who pages infec-
tion control and the facility’s infectious disease fellow. 

“During this time, both staff and patient would
remain in isolation,” says Pugh. 

• Make sure that staff who aren’t vaccinated
don’t have contact with a suspected smallpox
patient.

If a case of smallpox is identified, ED staff will be
required to be immunized before they are assigned to
the isolation area, Bradley says. 

“Our concern is for staff as well as the patients,” she
stresses. “If our staff are not safe and protected, they
will not be there when the volume of our patient popu-
lation increases.”

• Take the same steps that you would take if you
suspected the patient had active tuberculosis.

Eric Lavonas, MD, FACEP, an ED physician and
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• Incubation Period. Duration: 7-17 days. Not conta-
gious. Exposure to the virus is followed by an incu-
bation period during which people do not have any
symptoms and may feel fine. This incubation period
averages about 12-14 days but can range from 7-17
days. 

• Initial Symptoms (Prodrome). Duration: 2-4
days. Sometimes contagious. The first symp-
toms of smallpox include fever, malaise, head
and body aches, and sometimes vomiting. The
fever is usually high, in the range of 101° to 104°
F. At this time, people usually are too sick to
carry on their normal activities. This is called 
the prodrome phase and may last for 2-4 days.

• Early Rash. Duration: about four days. Most con-
tagious. A rash emerges first as small red spots
on the tongue and in the mouth. These spots
develop into sores that break open and spread
large amounts of the virus into the mouth and
throat. At this time, the person becomes most
contagious. Around the time the sores in the
mouth break down, a rash appears on the skin,
starting on the face and spreading to the arms
and legs and then to the hands and feet. Usually
the rash spreads to all parts of the body within 24
hours. As the rash appears, the fever usually falls,

and the person may start to feel better. By the
third day of the rash, the rash becomes raised
bumps. By the fourth day, the bumps fill with a
thick, opaque fluid and often have a depression in
the center that looks like a bellybutton. This is a
major distinguishing characteristic of smallpox.
Fever often will rise again at this time and remain
high until scabs form over the bumps.

• Pustular Rash. Duration: about five days. Conta-
gious. The bumps become pustules: sharply raised,
usually round and firm to the touch as if there’s a
small round object under the skin. People often say
the bumps feel like BB pellets embedded in the skin.

• Pustules and Scabs. Duration: about five days.
Contagious. The pustules begin to form a crust
and then scab. By the end of the second week
after the rash appears, most of the sores have
scabbed over. 

• Resolving Scabs. Duration: about six days. Conta-
gious. The scabs begin to fall off, leaving marks on
the skin that eventually become pitted scars. Most
scabs will have fallen off three weeks after the rash
appears. The person is contagious to others until all
of the scabs have fallen off.

• Scabs Resolved. Not contagious. Scabs have
fallen off. Person is no longer contagious.

Signs of Smallpox Disease

Source: Centers for Disease Control and Prevention, Atlanta.



toxicology fellow at Carolinas Medical Center in
Charlotte, NC, advises you to follow your hospital
protocol for strict respiratory isolation and droplet
precautions, and take the following steps:

— Place a mask on the patient and have him/her
proceed to a negative pressure room. 

— Alert the physician of your concerns without
alarming other patients and staff. 

— Use gowns, gloves, and respiratory protection as
you now do for other highly contagious respiratory
diseases. 

— If smallpox still is suspected after the patient is
examined, notify the county and state health depart-
ments immediately.

• Take advantage of real-life experiences with
anthrax attacks.

The response to a smallpox scare is in many ways
similar to the way EDs nationwide coped with the
recent anthrax attacks, says Pugh. She says that in
October 2001, her ED was “literally inundated with
hundreds of people” who feared they had been exposed
to anthrax. 

“We got a lot of practical experience from that sce-
nario, and we learned a lot about what not to do,” she
says. 

Specifically, Pugh says that ED nurses got hands-on
lessons with potentially contaminated patients. “The
staff realized that they couldn’t just walk out with the
patient,” she says. “Once somebody walks into triage,
the area is contaminated.”

As a result of the anthrax experience, she says that
nurses aren’t panicked about contamination from
smallpox. “Everyone understands that you need to sit
tight,” she says. “The primary concern is to know what
to do to contain it as much as possible and move on
from there.”

Drills have been conducted at her facility to assess
the strategy to isolate suspected smallpox patients,
Pugh says. “Practically speaking, it’s the same process
as we used for anthrax, except we were also calling the
HazMat unit,” she says. 

The ED has also had real-life experiences to test its
process for isolating suspicious rashes. So far all have
been children, and two were chickenpox cases, she says.

“We’ve been satisfied with how the system works,
and the response of infection control has been extreme-
ly rapid,” she says. “I’m fairly confident at this point
that if something like this did happen, that it would be
contained.” ■

Don't let sepsis threaten 
patients — watch for signs

When a teen-ager came to Children’s Hospital
Medical Center in Cincinnati with a sunburn-

like rash, a life-threatening cause was identified by an
emergency department (ED) nurse.

“He was septic and had meningococcemia, which
can kill in just a few hours,” reports Lynn Daum, RN,
BSN, the ED nurse who cared for the patient. 

A good assessment and rapid treatment made all the
difference in the boy’s outcome, Daum says. “We gave
megadoses of antibiotics in the ED,” she reports. “He
went home a week later, with no unfortunate sequela.”

If you were asked to name a leading cause of mor-
tality, sepsis might not come to mind immediately.
However, sepsis is the 10th most common cause of
death in the United States, and it is increasing due to
growing numbers of elderly patients and interventional
procedures.1

If sepsis is overlooked, adverse outcomes may
include the loss of fingers, toes, tips of noses and ears,
deafness, blindness, renal failure, and even death,
Daum warns. 

Here are effective ways to assess patients for sepsis:
• Have a high index of suspicion for patient at

risk.
The young, the elderly, and anyone who is immuno-

compromised are at greatest risk for sepsis, and that
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For more information on avoiding contamination
during a smallpox outbreak, contact:
• Suzanne Pugh, RN, Emergency Department,

Saint Vincents Manhattan, 153 W. 11th St., New
York, NY 10011. Telephone: (212) 604-2513.
Fax: (212) 604-2339. E-mail: spugh@saint
vincentsnyc.org.

S O U R C E

Sepsis is increasing due to higher numbers of elderly
patients and interventional procedures. 
• Prevent hypothermia by using an infant warmer

during procedures. 
• Support the cardiovascular system to prevent

patients from going into shock.
• Administer antibiotics quickly to avoid adverse

outcomes. 

E X E C U T I V E  S U M M A R Y



neonatal sepsis is a leading cause of infant mortality,
says Laura M. Criddle, MS, RN, CS, CEN, CCRN,
CNRN, emergency, trauma, and neurological clinical
nurse specialist at Oregon Health and Sciences Univer-
sity in Portland. (See chart listing patients at risk for
sepsis, above.)

Since sepsis may progress very rapidly to shock,
early identification and intervention are essential, says
Criddle. She advises doing a quick visual inspection
and urine dipstick for any patient with an indwelling
urinary catheter, since this is a common source of
infection. 

Assist with collection of specimens for culture and
sensitivity testing, establish good intravenous access,
and facilitate the rapid initiation of intravenous antibi-
otics, Criddle also advises. For patients who arrive in
septic shock, airway and ventilatory management,
large amounts of fluids, and inotrophes are essential,
she says.

The early signs of sepsis are subtle and nonspecific,
and they frequently are missed in the early phase, she
emphasizes. “In general, this is the patient who just
looks sick, often with little else that can be pointed to
initially,” she says.

Assess for subtle increases in respiratory rate and
heart rate in the patient at rest, she says. 

Any level of consciousness changes — such as an
infant sucking poorly, failing to make eye contact, and
behaving listlessly, or an elderly patient who is agitat-
ed, confused, or less responsive than usual — are sig-
nificant, Criddle adds. Skin signs such as flushing, pal-
lor, mottling, and even petechiae and purpura are indi-
cators of an advanced condition, she says.

Very young infants are at risk because they have
immature immune systems and an inability to ther-
moregulate, Daum explains. When young infants get

cold, they have a tendency to slow down their breath-
ing or even have apnea spells that can lead to life-
threatening bradycardia, she explains. 

“We worry about a cold baby as well as a febrile
one,” she says.

Use an infant warmer, Daum advises. “When we
strip infants to do our procedures, we are exposing
them to a cool environment,” she explains. “We have
to help them regulate their body temperature.”

Many times a fever is associated with sepsis, but
fever is not the only indicator, cautions Daum. “If the
whole picture isn’t clear, sepsis can be missed,” she
says. “A neonate may by hypothermic instead of
hyperthermic and be septic.”

The child may have a high-pitched cry and be very
irritable, says Daum. When doing an assessment, you
may notice a sunken anterior fontanel, or a bulging one,
she says. Here are other clues she advises you to look for:

— a history of increased sleepiness;
— decreased intake by mouth;
— decreased urine output; 
— sudden onset of fever, rash, or lethargy; 
— a pinpoint, nonblanching rash below the nipple

line; 
— any change in mental status; 
— purpuric rash anywhere on the body. 
• Support the cardiovascular system.
Septic patients often need fluid boluses followed by

vasopressors to maintain blood pressure, Daum says. 
If the cardiovascular system is not supported, the

patient can very quickly go into shock, she warns.
“This can be a life-threatening event,” she says. 

• Don’t delay in giving antibiotics.
Pediatric advanced life support teaches that in a

code situation, the drug of choice is “epinephrine,
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For more information about sepsis, contact:
• Laura M. Criddle, MS, RN, CS, CEN, CCRN,

CNRN, Emergency, Trauma, and Neurological
Clinical Nurse Specialist, Oregon Health and
Sciences University, Mail Code UHS8Q, 3181
SW Sam Jackson Park Road, Portland, OR
97201. Telephone: (503) 494-1350. Fax: (503)
494-7441. E-mail: criddlel@ohsu.edu.

• Lynn Daum, RN, BSN, Emergency Depart-
ment, Children’s Hospital Medical Center, 3333
Burnet Ave., Cincinnati, OH 45229. Telephone:
(513) 636-4718. Fax: (513) 636-8724. E-mail:
Lynn.Daum@chmcc.org.

S O U R C E SPatients at High Risk 
for Sepsis

Sepsis is most likely to develop in patients who:
• have a compromised immune system, often

because of treatments such as chemotherapy
for cancer steroids for inflammatory conditions;

• are very young or very old;
• have wounds or injuries such as those from

burns, a car crash, or a bullet;
• are addicted to alcohol or drugs;
• are receiving treatments or examinations such

as intravenous catheters, wound drainage, or
urinary catheters.

Source: International Sepsis Forum, London.



epinephrine, epinephrine,” Daum notes. “For sepsis, it
should be antibiotics, antibiotics, antibiotics,” she says.

Ideally, antibiotics should be administered within
30 minutes of patient arrival, says Criddle. 

Daum’s ED’s septic workup is given to any infant
younger than 60 days old presenting with a fever or
history of a fever. It includes a urinalysis, blood cul-
ture, complete blood count, serum glucose, and cere-
brospinal fluid. (See clinical pathway for fever of
uncertain source, inserted in this issue.)

The pathway ensures that antibiotics are given quick-
ly, Daum says. “Most of the time we will leave a saline
well in the child, as we anticipate giving antibiotics and
we don’t want to stick the child any more than we have
to,” she says. 

Reference

1. Hoyert DL, Arias E, Smith BL, et al. National Vital Statistics
Reports, vol. 49, No. 8. Hyattsville, MD: National Center for
Health Statistics; 2001. ■

Avoid EMTALA violations:
Use these strategies

If your nurses aren’t up to date on the Emergency Med-
ical Treatment and Labor Act (EMTALA), you risk

violations that can result in fines of up to $50,000 per
violation, lawsuits for personal injury, and possible ter-
mination of the hospital’s Medicare provider agreement.

“It’s important to consistently inform and educate
the frontline staff of the need for 100% compliance
with EMTALA,” says Rita Schlomer, RN, MS, APN,
CEN, nurse manager for emergency services at OSF
St. Joseph Medical Center in Bloomington, IN. 

There are many clinical issues that fall under the
EMTALA umbrella, says Laura Guerrieri, RN, BSN,

48 ED NURSING™ / February 2003

To educate nurses on the Emergency Medical Treat-
ment and Labor Act (EMTALA), managers recom-
mend use of monthly chart audits, case studies, and
staff competencies.
• If charts audits reveal inadequate documentation,

give individual nurses feedback. 
• Give nurses a study guide that covers important

points about EMTALA. 
• Keep staff updated on changes in the law.

E X E C U T I V E  S U M M A R Y

Here are key EMTALA 
points to know

Below is the Emergency Medical Treatment
and Labor Act (EMTALA) “study guide” given

to emergency department (ED) nurses at Gottlieb
Memorial Hospital, Melrose Park, IL:

• Medical screening exam.
An emergency medical screening exam must

be provided to any patient who presents to the
emergency department requesting help for a
physical, mental health, or obstetrical emergency.

The medical screening exam cannot be
delayed in order to inquire about a patient’s
method of payment.

Hospital staff do not contact health plans to
obtain authorization for medical screening exams. 

The emergency department physician is respon-
sible for performing the medical screening exam.

• Emergency department log book.
Every patient presenting to the emergency

department must be entered manually into the ED
Log Book. This information must be recorded
even if the patient refuses treatment.

• Transfer of patients.
A patient found to be stable after an adequate

medical screening exam may be transferred.
There must be physician-to-physician commu-

nication prior to transfer, and the accepting physi-
cian must agree to the terms of the transfer.

There must be adequate documentation stat-
ing who the accepting physician is. 

Documentation must clearly state the patient’s
condition.

The physician must sign the physician attesta-
tion “patient stable for transfer.”

If the patient is not stable for transfer, docu-
mentation by the physician must reflect that the
benefits outweigh the risks, and the patient must
be accompanied by the appropriate medical team.

• Signage.
EMTALA signs notifying patients of their rights

under EMTALA are located in the Emergency
Department waiting room and the Main Registra-
tion area.

• 250-yard rule.
The Emergency Department staff responds to

all emergencies in the basement, the entire first
floor, and the entire exterior campus. 

• EMTALA violations.
Notify the Director of Emergency Services or

Corporate Compliance Officer for any potential
EMTALA violations. ■



director of emergency services at Gottlieb Memorial
Hospital in W. Melrose Park, IL. 

“This makes it difficult for many ED nurses and
even physicians to understand the EMTALA rules and
regulations, so it is best to keep it simple,” she says

Here are education strategies to consider:
• Use case studies.
“This is a good technique for helping clinical staff

understand actual documentation requirements,”
Schlomer says. “It helps them to retain information
because it follows patient activity.”

• Conduct monthly chart reviews.
Guerrieri says that at her facility, chart audits are

done monthly to ensure that all nursing documentation
reflects compliance with EMTALA.

Schlomer’s ED developed an audit tool that reviews
all the content on the facility’s EMTALA transfer form
for compliance. (See EMTALA Audit Tool enclosed
in this issue.)

“The form mirrors the EMTALA requirements and
is basically a ‘cue’ sheet for staff to ensure that the
documentation is compliant,” she says.

Schlomer obtains copies of charts and survey tools to
check for any discrepancies. She identifies noncompliant
staff and ensures that they receive additional education.

For every transfer out of the facility, Schlomer
reviews the reason for transfer and the EMTALA
documentation done by nursing staff. “This offers 
an excellent opportunity for one-on-one education,”
she says. 
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1. All patients presenting to the emergency department
must receive a medical screening exam.
A. True
B. False

2. The medical screening exam should be performed
by the:
A. Triage nurse  
B. ED physician
C. Physician assistant

3. If a patient who presents to the emergency depart-
ment does not have insurance or the ability to pay for
services, they should be sent to the free clinic.
A. True
B. False

4. When transferring a patient to another facility, and
the physician at the receiving facility has refused to
accept the patient, it is OK to transfer the patient any-
way.
A. True
B. False

5. The way we account for all patients presenting to
the emergency department is by: __________

6. We inform patients about EMTALA by posting signs
in the following areas of the hospital:
A. ____________________
B.____________________
C.____________________

7. It is OK to delay the medical screening exam to
inquire about a patient’s ability to pay.
A. True
B. False

8. The emergency department responds to all emer-
gencies on the entire exterior campus.
A. True
B. False

9. We know that we are following EMTALA rules and
regulations because:
A. We haven’t had any complaints.
B. A monthly chart audit is performed.

10. If an on-call physician fails to respond, who should
be notified?
A. The patient
B. The director of emergency services who will notify
the medical staff office
C. The charge nurse

11.Triage means that the patient had a medical
screening exam.
A. True
B. False

EMTALA Quiz Answer Key
1. A. True
2. B. ED Physician
3. B. False
4. B. False
5. Entering every patient that presents to the emergency
department in the central log
6.  Emergency department registration area, general
registration area, birth center
7. B. False
8. A. True
9. B. A monthly chart audit is performed.
10. B. The director of emergency services who will
notify the medical staff office. d
11. B. False

Can You Pass this EMTALA Quiz?

Source: Gottlieb Memorial Hospital, Melrose Park, IL.



Avoid problems with 
conscious sedation

The emergency department (ED) was busy and short-
staffed when a 5-year-old boy presented with a sim-

ple 3-cm laceration to his left eyebrow. The mother
requested that some form of sedation be used to help
calm her child. 

After obtaining a thorough history and physical
examination, the physician explained the risks and ben-
efits of conscious sedation. The doctor then ordered the
medications necessary to provide adequate sedation. 

The drugs were obtained, but soon after they were
administered, the child’s oxygen saturation began to
fall. Although it is uncommon, the child was experi-
encing laryngospasm and was unable to independently
maintain adequate oxygenation. 

As he reached for the bag-valve mask, the doctor
noticed that the mask was the wrong size and that the
tubing was not connected to the oxygen. Things got
worse when the doctor noticed that the child was never
attached to the heart monitor. 

As the crisis developed it became clear that the nurse
— a floor nurse pulled to the ED — was inexperienced
in emergency medicine, and the doctor, who had been in
practice for seven years, was on his own. The correct
mask was obtained, the oxygen tubing was connected,

and the laryngospasm resolved. Eventually, the doctor
was able to adequately oxygenate and ventilate the child. 

Though the child ultimately did well, this frighten-
ing scenario could have been avoided with better
preparation. 

‘It’s your license’

You need to know what medications you’re giving,
know what response to look for, and know what to do
if there is an adverse event, stresses Laura L. Kuenst-
ing, MSN, RN, CPNP, an ED pediatric nurse practi-
tioner at St. John’s Mercy Medical Center in St. Louis.
“It’s your license, and it’s your patient’s life,” she says. 

Here are ways to avoid adverse outcomes during
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• List EMTALA as a competency for nurses.
ED nurses at Guerrieri’s facility are required to

complete a competency in EMTALA compliance.
Nurses are given a study packet that includes all the
essential elements for EMTALA as it pertains to their

everyday practice, she explains. The EMTALA study
guide covers:

— the requirement that all patients presenting to the
ED receive a medical screening examination, with no
delay in providing the medical screening exam to
inquire about the patient’s ability to pay;

— the guidelines for transferring patients; 
— the importance of maintaining the ED log for

every patient that presents to the ED;
— the requirement to accept patients brought by

ambulance when the ED is on diversion; 
— the obligation of on-call physicians to see

patients in the ED; 
— requirements for response to emergencies on the

hospital campus; 
— how to inform patients about EMTALA. (See

study guide, p. 48.)
After nurses review the material, a short quiz is

given to determine their understanding of the law, she
says. (See quiz on p. 49.)

“But the real test comes when policy is reflected in
their practice,” Guerrieri says. “The nurses practice
EMTALA everyday, until it’s like second nature to
them.” ■

For more information about education on the Emer-
gency Medical Treatment and Labor Act, contact:
• Laura Guerrieri, RN, BSN, Director, Emer-

gency Services, Gottlieb Memorial Hospital,
701 W. Melrose Park, IL 60160. Telephone:
(708) 450-4988. Fax: (708) 681-1545. E-mail:
laura_guerrieri@ghr.org. 

• Rita Schlomer, RN, MS, APN, CEN, Nurse Man-
ager, Emergency Services, OSF St. Joseph Medi-
cal Center, 2200 E. Washington St., Bloomington,
IL 61701. Telephone: (309) 662-3311, ext 3018.
Fax (309) 662-7226. E-mail: Rita.S.Schlomer@
osfhealthcare.org. 

S O U R C E S

Careful preparation and knowledge of the medica-
tions being administered will avoid adverse out-
comes during conscious sedation. 
• Have immediate access to emergency equipment.
• Monitor patients carefully during the recovery

period.
• Reduce stimulation by dimming lights and talk-

ing softly while patients are recovering. 

E X E C U T I V E  S U M M A R Y



conscious sedation:
• Have emergency equipment readily available.
You must have immediate access to whatever

you’ll need if an unforeseen event such as anaphylax-
is should occur, says Kuensting. She gives the fol-
lowing examples:

— When using nitrous oxide, 100% oxygen should
be immediately available to counter adverse reactions
such as vomiting. 

— When using benzodiazepines, flumazenil should
be readily available.

— When administering opiates, naloxone should be
nearby. 

— A bag valve mask and suction always should be
readily available. 

• Never administer any medication with which
you’re unfamiliar. 

The biggest risk area with conscious sedation is
medication error, says Paul Sirbaugh, MD, an ED
physician at Children’s Hospital in Houston. 

He recommends taking a minimalist approach.
“Pick a few drugs, and know them well,” he says. 

• Include any procedures using sedatives or anxi-
olytics in your policies. 

While the administration of agents such as nitrous
oxide for procedures such as intravenous starts or
oral midazolam hydrochloride for computed tomog-
raphy scans may be considered anxiolysis and not
conscious sedation, you should address these agents

in your conscious sedation policies, Kuensting says. 
Because the guidelines from the Joint Commission

on the Accreditation of Hospital Organizations are
somewhat vague, she recommends erring on the side
of caution by developing conscious sedation policies
to include all procedures using any sedative or anxi-
olytic medications.

• Monitor patients during the recovery period. 
Monitor patients closely after the procedure, Kuenst-

ing advises. “This tends to be the time when physicians
have left the room, but the patient is entering the peak
time of the drug effects,” she says. “I have experienced
most complications during the recovery period.”

Keeping stimulation at a minimum, such as turning
the lights down, talking softly in the room, and mini-
mal tactile stimulation to the patient, helps to reduce
the risk of emergence, Kuensting says. 

Midazolam hydrochloride is used for the few patients
who hallucinate, she says. “But be careful not to give
too much as it will suppress their respiratory function,”
she says.

• Educate parents.
Fully explain the procedure to parents and explain

potential adverse effects and how these would be
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■ Update on dangerous 
new club drugs

■ Change your practice 
to comply with HIPAA

■ Cutting-edge diagnostic tests
for acute cardiac ischemia

■ New Joint Commission
recommendations for asthma

COMING IN FUTURE MONTHS

controversial vaccine. Read about the challenges
of implementing a smallpox care team, critical
staffing and screening issues that will affect your
entire facility, as well as crucial questions about
liability and other legal concerns. 

This handbook will confront the implications for
departments throughout the hospital, including
infection control, the ED, critical care, employee
health, and risk management. Reserve your copy
today of this comprehensive resource guaranteed
to provide you with the knowledge you need to
manage this unprecedented response to a bioter-
rorism threat.

The cost is just $99 for subscribers, who
receive a $50 discount off of the original price of
$149. To order, call our customer service depart-
ment at (800) 688-2421. When ordering, please
refer to the effort code 76991. ■

Smallpox handbook
(Continued from cover)

For more information on conscious sedation,
contact:
• Laura L. Kuensting, MSN, RN, CPNP, Pedi-

atric Nurse Practitioner, Pediatric Emergency
Medicine, St. John’s Mercy Medical Center, 615
S. New Ballas Road, St. Louis, MO 63141. Fax:
(314) 995-4450. E-mail: slknstng@swbell.net. 

• Paul Sirbaugh, MD, Emergency Department,
Childrens Hospital, 6621 Fannin, Suite A210,
MC 1-1481, Houston, TX 77030. Telephone:
(832) 824-5459. Fax: (832) 825-5424. E-mail:
sirbaugh@bcm.tmc.edu.

S O U R C E S



handled, Sirbaugh says. If a parent has reservations,
explain the other options, he recommends. 

“Usually they don’t like the alternative, such as go
to the operating room to have the laceration sutured,
and on their own they choose the conscious sedation,”
he says. “But I never talk someone into something.
They always make an informed decision.” ■
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CEquestions

CE objectives

After reading this issue of ED Nursing, the CE
participant should be able to:

1. Identify clinical, regulatory, or social issues
relating to ED nursing (Don't let sepsis threaten
patients — watch for signs; Avoid problems with
conscious sedation in this issue.) 

2. Describe how those issues affect nursing ser-
vice delivery. (See Is it smallpox? When panicked
patients storm the ED, nurses will be the refuge.)

3. Cite practical solutions to problems and inte-
grate information into the ED nurse’s daily prac-
tices, according to advice from nationally recog-
nized experts. (See Don’t allow smallpox to con-
taminate your ED.) ■

5. Which of the following is true regarding side 
effects of the smallpox vaccine, according to 
the Centers for Disease Control and Prevention?

A. Any side effects will occur the day of the 
inoculation.

B. Symptoms usually subside within 48 hours.
C. Symptoms can last up to three weeks.
D. All patients with generalized vaccinia should 

be hospitalized.

6. Which is recommended to prevent contamina-
tion of the emergency department (ED) if a 
smallpox patient presents, according to 
Suzanne Pugh, RN, ED nurse manager at St. 
Vincents Hospital?

A. Isolate all nursing staff.
B. Notify all staff immediately.
C. Contain the patient in a negative pressure area.
D. Ask all clinical staff to put on personal protec-

tive equipment.

7. Which is true regarding the management of 
sepsis, according to Lynn Daum, RN, BSN, an 
ED nurse at Children’s Hospital Medical Center?

A. A septic neonate may be hypothermic.
B. Only severe cases receive antibiotics.
C. Septic patients always present with fever or 

history of fever.
D. Fluid boluses are contraindicated.

8. Which is true regarding conscious sedation, 
ording to Laura L. Kuensting, MSN, RN, CPNP, 
an ED pediatric nurse practitioner at St. John’s 
Mercy Medical Center?

A. Patients do not have to be monitored during 
the recovery period.

B. Patients are experiencing the peak effects of 
medications during recovery.

C. There is less risk of hallucination if stimulation 
is increased.

D. Midazolam hydrochloride is contraindicated.

Answers: 5. C; 6. C; 7. A; 8. B.
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Conscious Sedation — Competency Form
The nurse will manage the care of the patient receiving conscious sedation according to “Conscious Sedation
with Significant Risk of Anesthesia” policy and procedure:
1. Verbalizes appropriate patient monitoring during procedure.

• Respiratory rate
• Heart rate and rhythm
• Pulse oximeter — digital and auditory
• Level of consciousness

2. Demonstrates appropriate airway opening technique.
• Jaw thrust
• Chin lift

3. Demonstrates proper method of oral airway insertion.
4. Demonstrates setup and use of bag valve mask for delivery of supplemental oxygen.
5. Verbalizes method of obtaining assistance from emergency personnel.
6. Documents care on appropriate form using Scoring System Criteria and review of American Society of Anes-

thesiologists’ (ASA) scoring system.
7. Completes Conscious Sedation Cognitive Competency (test).

Test (Answers on reverse.)
1. What is the normal dose for 

A) Adult intravenous (IV) Versed? 
B) Pediatric IV Versed? 
C) How does adult dose of Versed vary with narcotics?

2. Can patients taking monoamine oxidase (MAO) inhibitors receive Demerol?
3. What is Versed used for? Duration?
4. What is Narcan used for and usual dosage? Duration?
5. What is Romazicon used for and usual dosage? Duration?
6. What is the duration of effect of Romazicon, and what does that mean in terms of monitoring your patient?
7. What do you do for a patient who has snoring respirations?
8. What hemodynamic measurements do we need to observe for the patient having conscious sedation?
9. How do you call a code blue?
10. What equipment do you need to get ready for a patient who needs intubation?
11. Where do you find the conscious sedation policy?
12. How do you obtain conscious sedation chart forms from computer?

Learning Opportunity
• Conscious Sedation Policy • Demonstration and return demonstration • Preceptor

Level of Competency
1. Performs with assistance 2. Performs independently 3. Performs independently and assists others

How Standard Met
1. Review policy 3. Lecture 5. Observe demonstration 7. Verbal review
2. Video 4. Post-test 6. Return demonstration

Age Group
■■ Infant 0-1 ■■ Adolescent 10-18 ■■ Geriatric older than 65
■■ Child 2-10 ■■ Adult 19-65 ■■ All age groups

Name:__________________________________________________________________
Date Completed:_____________________________________________
Evaluator:__________________________________________________
Employee Badge #:________________________________

Source: Trinity Medical Center, Rock Island, IL.
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Conscious Sedation Policy: Patient Care Services

• The nurse responsible for managing the care of the patient must complete the initial compe-
tency and maintain annual competency in this skill.

• Have available: Oxygen, suction, airways, bag valve mask, electrocardiogram monitor, blood
pressure monitor, pulse oximetry, Narcan/Romazicon, and crash cart.

• The physician must be present in the department prior to and during the administration of
intravenous sedation.

• All patients will have a pre-sedation history and physical written on the medical record before
beginning sedation.

• Vital signs (blood pressure, heart rate, respiratory rate, and oxygen saturation) must be doc-
umented every five minutes during the procedure. Level of consciousness must be docu-
mented at least every 15 minutes.

• Discharge criteria: Aldrete score of at least 8, or the same as pre-procedure.

• If a reversal agent is administered, the patient should remain on vital signs for at least two
hours post-reversal agent.

• Conscious sedation practices are monitored. The nurse must complete the performance
improvement tool.

Answers:
1. A) 2.5 mg B) 0.05-.08 mg/kg C) Reduce dose 30% if used with narcotics.
2. No
3. Sedation duration is 30-80 minutes
4. For opioid reversal. Pediatric dose is .01-.1 mg/kg. Adult dose is 0.2-1 mg.

duration is less than 1 hour.
5. Benzodiazepine reversal. Pediatrics: 0.1-0.2 mg every minute, maximum 1 mg.

Adult: 0.2 mg to maximum of 1 mg. Duration < 1 hour.
6. Resedation usually occurs within one hour. Reversal effects wear off before effects of 

benzodiazepine. Redose as needed.
7. Give supportive care: Oxygen, maintain open airway, reversal agent
8. Blood pressure, pulse respirations, pulse oximetry
9. The usual way, according to the protocol
10. Monitor, oxygen, respiratory therapy, endotracheal tubes
11. Go into the computer under policy and procedures, then trauma, and look for conscious 

sedation
12. Go into order entry, then forms, then conscious sedation

Source: Trinity Medical Center, Rock Island, IL.
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Introduction
Community-acquired pneumonia (CAP) is the sixth

leading cause of death overall and the most common
cause of death from infection1,2 with an overall case-fatal-
ity rate of about 5%. Mortality is substantially greater
(about 13.6%) among hospi-
talized patients.3 Expert
committees have published
treatment guidelines, but the
guidelines have not been
prospectively validated.4,5

Prior studies using pneumo-
nia guidelines have reported
decreased admission rates,
lengths of hospital stay, and
costs, but no change in clin-
ical outcomes.6-8

The introduction of antibi-
otic agents dramatically reduced mortality from pneumo-
coccal pneumonia. However, the mortality rate from bac-
teremic pneumococcal CAP has shown little improvement
in the past three decades, remaining between 19% and
28%, depending on the population and institution studied.
Factors such as the aging population, increased prevalence
of comorbid illnesses, human immunodeficiency virus, and
increasing microbial resistance probably have contributed
to maintaining the high mortality rate despite advances in
medical care. 

Signs and Symptoms. The signs and symptoms of
pneumonia, which include respiratory distress, cough-
ing, fever, and pulmonary infiltrates, can be mimicked
by many other causes. Diseases such as pulmonary
embolism, congestive heart failure (CHF), lung cancer,
tuberculosis, chronic obstructive pulmonary disease
(COPD), and systemic lupus erythematosus may

produce pneumonia-like symptoms. Cytotoxic agents;
nonsteroidal anti-inflammatory (NSAIDS); some antibi-
otics, including sulfonamides; and certain antiarrhyth-
mics, such as amiodarone, can mimic pulmonary
infection. Common analgesics such as salicylates,

propoxyphene, and
methadone also may pre-
cipitate acute respiratory
symptoms.

Initial Treatment.
Prompt, aggressive, and
adequate supportive care
must be provided to patients
who present to the hospital
with pneumonia, especially
the elderly and immuno-
compromised. Among ini-
tial stabilization measures,

managing the airway and ensuring adequate breathing,
oxygenation, ventilation, and perfusion are of paramount
importance.

Upon arrival to the hospital, oxygenation status should
be assessed immediately using pulse oximetry. Patients
with an arterial oxygen saturation of less than 90% should
receive supplemental oxygen and should be considered
candidates for admission, prompt evaluation, and treatment
if the diagnosis is confirmed. Arterial blood gases (ABG)
are especially helpful in patients suspected of hypercarbia
and respiratory failure. ABG may be useful in patients with
COPD, decreased mental status, and fatigue. 

Patients who are hypoxic and do not respond to sup-
plemental oxygen, as well as those with hypercarbia
accompanied by respiratory acidosis, may be candi-
dates for mechanical ventilation. This patient popula-
tion also has a poorer prognosis. Support may be
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accomplished with intubation and mechanical ventila-
tion or noninvasive ventilation (bilevel positive pres-
sure ventilation [BiPAP]). Recent studies have shown
BiPAP to be successful for treatment of patients with
respiratory failure due to pneumonia.5 When this tech-
nique is available, it may avert the need for endotra-
cheal intubation and its potential complications. Final-
ly, patients with evidence of bronchospasm on physical
exam, as well as those with a history of obstructive air-
way disease (asthma or COPD), may benefit from
inhaled bronchodilator therapy.

Complications related to pneumonia range from mild
dehydration to septic shock. Patients in septic shock show
evidence of decreased tissue perfusion manifested by con-
fusion and oliguria. Initial therapy consists of fluid resusci-
tation, but patients should be closely monitored to avoid
fluid overload.

Antibiotic Therapy. The Antibiotic Selection for Com-
munity-Acquired Pneumonia (ASCAP) 2002 Consensus
Panel concurred that appropriate use of antibiotics require
radiographic confirmation of the diagnosis of CAP. Treat-
ment options are recommended for outpatient and in hospi-
tal patients. (See ASCAP 2002 Guidelines, p. 3.) 

Antibiotic therapy for patients who will be treated as an
outpatient should cover on an empiric basis six respiratory
tract pathogens to include Streptococcus pneumoniae,
Haemophilus influenza, Moraxella catarrhalis, Chlamydia
pneumoniae, Mycoplasma pneumonia, and Legionella
pneumonphila. Two safe and effective advanced genera-
tion macrolides azithromycin and clarithromycin are avail-
able for oral-based outpatient treatment.

Patients should be prescribed antibiotics for CAP at the
time of diagnosis, and they must fill their prescription and
take the medication as prescribed. Ideally, patients should
initiate their first course of oral therapy within eight hours
of diagnosis, a time frame that appears reasonable based on
studies in hospitalized patients indicating improved sur-
vival in patients who received their first intravenous (IV)
dose within eight hours of diagnosis.4

Clinicians are urged to instruct patients in medication
compliance, and in the case of short (five-day) courses of
therapy, educate their patients that, although they are only
consuming medications for a five-day period, the antibiotic
remains at the tissue site of infection for about seven to 10
days and continues to deliver therapeutic effects during that
period. 

Verbal or on-site re-evaluation of patients is recom-
mended within a three-day period following diagnosis and
treatment. Follow-up in the office or clinic especially is
recommended for elderly patients, those with comorbid ill-
ness, and those whose medication compliance may be
compromised. More urgent follow-up may be required in
patients with symptoms including dyspnea, fever, or other
systemic signs and symptoms. A follow-up radiograph
generally is not recommended in outpatient CAP, except 
in high-risk groups and those in whom the diagnosis may
have been uncertain.

The in-hospital management of the patient with CAP
begins with prompt administration of IV antibiotics in the
emergency department. Research has shown improved
clinical outcomes in patients with CAP when the antibi-
otics are administered in the ED once the diagnostic tests
including radiographs and cultures are completed.4,7, 8,9

Although antibiotic recommendations based on risk-
stratification criteria, historical features, sites where the
infection was acquired, allergies, and other modifying fac-
tors play a role, institutional protocols, hospital-based criti-
cal pathways, resistance features, and other factors also
will influence antibiotic selection. Despite variations in
hospital or departmental protocols, certain requirements
regarding drug selection for CAP are relatively consistent.

When combination cephalosporin/macrolide therapy is
selected hospital protocol, among the beta-lactams avail-
able, IV ceftriaxone is recommended by the ASCAP 2002
Consensus Panel because of evidenced-based efficacy in
moderate to severe CAP. The advantages of this treatment
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Table 1. ASCAP 2002 Guidelines — Empiric Antimicrobial Therapy of Choice for Outpatient‡

and In-Hospital Management of Patients with CAP 

PATIENT PROFILE/ETIOLOGIC AGENTS FIRST-LINE ANTIBIOTIC THERAPY† ALTERNATIVE FIRST-LINE ANTIBIOTIC THERAPY

Otherwise Healthy Azithromycin PO Moxifloxacin PO (preferred) OR
< 60 years of age (Patients deemed to be Levofloxacin PO OR
suitable for outpatient/oral therapy, i.e., no Clarithromycin OR
systemic toxicity, high likelihood of compliance, Gatifloxacin PO
and supportive home environment)*

Otherwise Healthy Azithromycin PO Moxifloxacin PO (preferred) OR
> 60 years of age (Patients deemed to be Levofloxacin PO OR
suitable for outpatient/oral therapy, i.e., no Clarithromycin OR
systemic toxicity, high likelihood of compliance, Gatifloxacin PO
and supportive home environment)*

In-Hospital (not in intensive care unit) Ceftriaxone IV plus azithromycin IV††† Moxifloxacin OR
underlying risk factors or comorbid conditions: Levofloxacin IV OR
In-Hospital management (COPD, Gatifloxacin IV
history of pneumonia, diabetes, etc.)

CAP acquired in the nursing home environment Ceftriaxone IV plus azithromycin IV Moxifloxacin OR
(increased likelihood of gram-negative, E. coli, Levofloxacin IV OR
Klebsiella pneumoniae) Gatifloxacin IV

CAP in the elderly individual with chronic alcoholism Ceftriaxone IV plus azithromycin IV Cefotaxime†† plus erythromycin IV OR
(Increased likelihood of Klebsiella pneumoniae Levofloxacin IV OR
infection) Cefepime IV plus azithromycin IV

Severe bacteremic CAP with documented  Ceftriaxone IV plus moxifloxacin Vancomycin¶ plus azithromycin IV
S. pneumoniae species showing high-level  OR
resistance to macrolides and/or penicillin, but Ceftriaxone IV plus levofloxacin IV
maintaining high sensitivity to extended-
spectrum quinolones and cephalosporins 

Severe CAP complicated by structural disease Cefepime IV plus levofloxacin IV Ciprofloxacin IV plus cefepime IV 
of the lung (bronchiectasis): Increased plus/minus aminoglycoside OR plus azithromycin IV OR
likelihood of Pseudomonas and polymicrobial Ciprofloxacin IV plus aminoglycoside Imipenem IV plus azithromycin IV
infection IV plus azithromycin IV plus aminoglycoside

CAP in a patient with suspected aspiration Ceftriaxone IV plus azithromycin IV Levofloxacin IV plus clindamycin IV OR
(increases the likelihood of gram-negative  plus clindamycin IV Levofloxacin IV plus metronidazole IV OR
and anaerobic infection**) Gatifloxacin IV plus clindamycin IV

Severe CAP in a compromised host with a Moxifloxacin IV plus vancomycin IV Gatifloxacin IV plus
previous hospitalization for, or who resides in, OR vancomycin IV
a community or facility with a high reported Levofloxacin IV plus vancomycin IV
incidence of methicillin-resistant S. aureus 
(MRSA)***

CAP patient with severe pneumonia Ceftriaxone IV plus levofloxacin IV Cefepime IV plus aminoglycoside IV 
requiring ICU hospitalization*** plus/minus aminoglycoside plus azithromycin IV OR

(Pseudomonas strongly suspected) OR Imipenem IV plus aminoglycoside IV
Ceftriaxone IV plus plus azithromycin IV
azithromycin IV plus/minus
anti-pseudomonal agent

* Oral therapy/outpatient treatment recommendations are appropriate only for those otherwise healthy patients with CAP of mild enough 
severity that they are judged to be suitable candidates for outpatient management with oral antibiotics.

§ Quinolones generally are restricted for use in patients > 18 years of age.
¶ If S. pneumoniae demonstrates complete resistance to extended spectrum quinolones (very rare), third-generation cephalosporins, and macrolides, 

then vancomycin may be required as part of initial therapy, although this would be necessary only in rare circumstances.
† First-line therapy recommendations take into consideration cost of the drug (which may vary from one institution to another), convenience of dosing, 

daily dose frequency, spectrum of coverage, side effects, and risk of drug-drug interactions.
†† Cefotaxime IV should be dosed on a q 8 hours basis when used for treatment of CAP.
††† Some institutions may use oral macrolide therapy for patients with mild-to-moderate CAP.
** When anaerobic organisms are suspected as one of the possible etiologic pathogens in a patient with CAP, clindamycin or a β-lactam/β-lactamase

inhibitor (ampicillin/sulbactam, ticarcillin/clavulanate, or ticarcillin/tazobacatam) is recommended.
*** High community prevalence of, previous history of hospitalization, or increasing local incidence of methicillin-resistant S. aureus (MRSA) in a patient with a 

clinical presentation consistent with S. aureus pneumonia; vancomycin should be considered as component for initial therapy.
‡ Adapted from references 4, 7, 10, 13-22.
§§ Cefotaxime may be substituted for ceftriaxone, although ceftriaxone is preferred because of its once-daily dosing.



regimen include once daily administration, spectrum of
coverage, and support by all major guideline panels.

Azithromycin is recommended as the cotherapeutic
macrolide agent in patients with CAP for the following
reasons: 1) it can be administered on a once-daily basis;

2) it is the only macrolide indicated for in-hospital, IV-to-
oral step-down in some pneumonias caused by specific
infective agents; 3) it is cost-effective; 4) the IV-to-oral
step-down dose of 500 mg has been established as effec-
tive in clinical trials evaluating hospitalized patients with
CAP; 5) azithromycin has excellent activity against L.
pneumonphila, a common pathogen in geriatric patients
with CAP. 

The ASCAP Consensus Panel recommends IV
azithromycin therapy as the preferred initial, empiric
agent in combination with ceftriaxone. The panel
acknowledges, however, that some institutions will 
use IV ceftriaxone in combination with oral macrolide in
patients who are not in the intensive care unit, which is an
approach supported by a number of national panels. 

Antimicrobial Therapy and Medical Outcomes.
One study has helped assess the relationship between
initial antimicrobial therapy and medical outcomes for
elderly patients hospitalized with pneumonia.9 In this
retrospective analysis, hospital records for 12,945
Medicare inpatients (65 years of age) with pneumonia
were reviewed. Associations were identified between
the choice of the initial antimicrobial regimen and
three-day mortality, and there was an adjustment for
baseline differences in patient profiles, illness severity,
and process of care. Comparisons were made between
the antimicrobial regimens and a reference group con-
sisting of patients treated with a nonpseudomonal third-
generation cephalosporin alone.9

The national study demonstrated that, compared to a ref-
erence group receiving a nonpseudomonal third-generation
cephalosporin alone, initial therapy with a nonpseudomon-
al plus a macrolide, a second-generation cephalosporin
plus a macrolide, or a fluoroquinolone alone was associat-
ed with 26%, 29%, and 36% lower 30-day mortality,
respectively. Despite the fact that regimens are compatible
with those recommended by the Infectious Disease Society
of America (IDSA) and Centers for Disease Control and
Prevention (CDC), only 15% of patients received one of
the three aforementioned regimens associated with reduced
mortality rates.

For reasons that are not entirely clear, patients treat-
ed with a beta-lactam/beta-lactamase inhibitor plus a
macrolide or an aminoglycoside plus another agent had
mortality rates that were 77% and 21% higher than the
reference group, respectively.

Consensus Report Guidelines: Infectious Disease
Society of America. The IDSA, through its Practice
Guidelines Committee, provides assistance to clinicians
in the diagnosis and treatment of CAP. The targeted
patient groups are imunocompetent adult patients. Cri-
teria are specified for determining whether the inpatient
or outpatient setting is appropriate for treatment. Dif-
ferences from other guidelines written on this topic
include use of laboratory criteria for diagnosis and
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OUTPATIENTS

• Generally preferred are (not in any particular order): doxy-
cycline, a macrolide, or a fluoroquinolone.

• These agents have activity against the most likely 
pathogens in this setting, which include Streptococcus 
pneumoniae, Mycoplasma pneumoniae, and Chlamydia 
pneumoniae.

• Selection should be influenced by regional antibiotic sus-
ceptibility patterns for S. pneumoniae and the presence 
of other risk factors for drug-resistant S. pneumoniae.

• Penicillin-resistant pneumococci may be resistant to 
macrolides and/or doxycycline.

• For older patients or those with underlying disease, a fluo-
roquinolone may be a preferred choice; some authorities 
prefer to reserve fluoroquinolones for such patients.

HOSPITALIZED PATIENTS

• General medical ward

• Generally preferred are: an extended spectrum 
cephalosporin combined with a macrolide or a 
β-lactam/β-lactamase inhibitor combined with a 
macrolide or a fluoroquinolone (alone).

INTENSIVE CARE UNIT

• Generally preferred are: an extended spectrum 
cephalosporin or β-lactam/β-lactamase inhibitor plus 
either a fluoroquinolone or macrolide.

ALTERNATIVES OR MODIFYING FACTORS 

• Structural lung disease: antipseudomonal agents 
(piperacillin, piperacillin-tazobactam, imipenem, or 
cefepime) plus a fluoroquinolone (including high-dose 
ciprofloxacin)

• β-lactam allergy: fluoroquinolone ± clindamycin

• Suspected aspiration: fluoroquinolone with or without clin-
damycin, metronidazole, or a β-lactam/β-lactamase 
inhibitor

Note: β-lactam/β-lactamase inhibitor: ampicillin-sulbactam or 
piperacillin-tazobactam. Extended-spectrum cephalosporin: cefo-
taxime or ceftriaxone. Fluoroquinolone: gatifloxacin, levofloxacin, 
moxifloxacin, or other fluoroquinolone with enhanced activity 
against S. pneumoniae (for aspiration pneumonia, some fluoro-
quinolones show in vitro activity against anaerobic pulmonary 
pathogens, although there are no clinical studies to verify in vivo).
Macrolide: azithromycin, clarithromycin, or erythromycin ± with or
without.

Table 2. IDSA — Year 2000 Guidelines.
Empirical Selection of Antimicrobial Agents
for Treating Patients with CAP



approach to antimicrobial therapy.
The guidelines are evidenced-based when possible. A

standard ranking system is used for the strength of recom-
mendations and the quality of the evidence cited in the lit-
erature reviewed. The Practice Guidelines Committee has
subjected the document to external review by peer review-
ers, and it was approved by the IDSA Council in Septem-
ber 2000. (See guidelines, p. 4.)

Summary
It should be stressed that there is no absolute or con-

sistent consensus about precisely which drug, or combi-
nation of drugs, constitutes the most outcome-effective
choice for pneumonia in patients with CAP, although 
a recent study suggests improved mortality rates with
regimens using two-drug combinations rather than
monotherapy in patients with bacteremic pneu-
monoccal pneumonia.10,11,12

Most panels and guideline documents agree that antimi-
crobial coverage must include sufficient activity against the
principle bacterial pathogens, as well as against atypical
pathogens. Currently, recommended regimens include ceftri-
axone/cefotaxime plus azithromycin, or monotherapy with
advanced generation fluoroquinolones — given some quali-
fications regarding outcomes and resistance issues — have
emerged as preferred treatment of inpatients with CAP.

Beyond this non-negotiable caveat mandating coverage
for the six aforementioned pathogens, there are important
differences among the recommendations and expert panels
for empiric treatment of pneumonia.

Research needs to continue using evidence-based guide-
lines, protocols, and critical pathways to ensure that patients
with CAP are appropriately treated and to decrease the mor-
tality and morbidity related to CAP for the patients that are
cared for in the emergency department.

[Editor’s note: This article originally was written by
Gideon Bosker, MD, FACEP, Assistant Clinical Professor,
Section of Emergency Services, Yale University School of
Medicine; Associate Clinical Professor, Oregon Health Sci-
ences University, Portland, and published in Emergency
Medicine Reports. It was peer reviewed by Steven M. Wino-
grad, MD, FACEP, Attending Physician, Emergency Depart-
ment, Jeannette (PA) District Memorial Hospital, St. Clair
Memorial Hospital and University of Pittsburgh Medical
Center; and James A. Wilde, MD, FAAP, Assistant Professor,
Emergency Medicine and Pediatrics, Research Director,
Department of Emergency Medicine, Medical College of
Georgia in Augusta.]
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CE Objectives
After reading this issue of Emergency Nursing Reports,

the continuing education participant will be able to:
• Discuss the guidelines for the management of CAP.
• Identify the common agents that cause CAP.
• Describe the failure rate of the identification of the cause

of CAP in the elderly.
• Identify the time period in which treatment for CAP

should begin for optimal patient treatment.

CE Questions
1. Prior studies of pneumonia guidelines have reported all 

of the following, except:
A. decreased lengths of stay.
B. admission rates.
C. costs.
D. change in clinical outcomes.

2. Empiric coverage for community-acquired pneumonia 
(CAP) must provide activity against which of the follow-
ing pathogens, at a minimum?
A. S. pneumoniae, H. influenza, and M. catarrhalis
B. Mycoplasma, Legionella, and C. pneumoniae
C. H. influenza, M. catarrhalis, and Mycoplasma
D. S. pneumoniae, H. influenza, and M. catarrhalis,

as well as against atypical pathogens M. pneumo-
niae, L. pneumoniae, and C. pneumoniae

3. Prospective studies evaluating the causes of CAP in eld-
erly adults have failed to identify the cause in what per-
cent of the cases?
A. 4-6 %
B. 14-16%
C. 20%
D. 40-60%

4. Patients with CAP should initiate their first course of oral 
therapy within what time period, ideally?
A. Eight hours of diagnosis
B. 12 hours of diagnosis
C. 18 hours of diagnosis
D. 24 hours of diagnosis

Answers: 1. D; 2. D; 3. D; 4. A.
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CE Participation

Nurses participate in this continuing education program by
reading the article, using the provided references for further
research, and studying the questions at the end of the article.
Participants should select what they believe to be the correct
answers, then refer to the list of correct answers to test their
knowledge. To clarify confusion surrounding any questions
answered incorrectly, please consult the source material. After
completing this activity, please complete the evaluation form
provided and return it in the reply envelope, also provided. A
certificate will be mailed to you.
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American Health Consultants is working to create more focused and timely ED nursing information and resources. To
help us in that effort, we'd like to know what you're thinking. Please take a moment to complete this short survey. Your
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