
Nurses: New anticoagulants used in ED
will revamp treatment of DVT patients
Low molecular weight heparins standard for DVT treatment

New anticoagulants are being used in the ED to treat patients with deep
vein thrombosis (DVT), reports Gideon Bosker, MD, assistant clinical
professor of emergency services at Yale University School of Medicine. 

“For a long time, heparin was the gold standard for treatment,” he explains.
“But in the past few months, the low molecular weight heparin (LMWH)
Lovenox (enoxaparin) was approved. There is a shifting paradigm, and this is
quickly becoming the standard of care.”

LMWHs represent a major advance in the treatment of DVT. “Studies that
compare standard intravenous heparin to subcutaneous LMWH show that
LMWH has improved antithrombotic effect and [has] fewer adverse conse-
quences,” adds Bosker. 

Unlike heparin, LMWHs don’t have to be given intravenously. “With hep-
arin, you have to monitor the bleeding times and PTT (partial thromboplastin
time),” says Bosker. “LMWH is sure to revolutionize the treatment for DVT.”

This is a radical change, which shifts treatment of DVT from inhospital ther-
apy to outpatient management. “Patients don’t have to be hospitalized as often,
and a lot of money can be saved,” Bosker explains. “In the past, these patients
would have been sent to the ICU or medical floors. Now, treatment can be initi-
ated in the ED and appropriately selected patients can be sent home.”

Although heparin has been beneficial for the past century, it is now time
to change to LMWH, which has similar and possibly better efficacy, urges
Bosker. “The drug is at least as safe, if not safer than heparin,” he says. “ED
nurses and physicians can lead the way for promoting appropriate use of this
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• Low molecular weight heparins are being used instead of heparin to treat
deep vein thrombosis in the ED.

• ED patients can be treated as outpatients instead.
• EDs are adding low molecular weight heparins (LWMHs) to chest pain

protocols because the new drugs are safer and more effective than heparin.
• LWMHs have rapid onset of action and no labs are required for use. 
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safe, cost-effective treatment.”
Although LMWHs have been used in Europe for

more than 10 years, there are currently three LMWHs
approved for use in the United States: ardeparin
(Normiflo), dalteparin (Fragmin), and enoxaparin
(Lovenox). 

Each of these has unique properties based on its
molecular weight, says Bosker. “It should be stressed
that no two LMWHs are alike.”

LMWHs became available for use in the United
States as early as 1993, when enoxaparin was
approved by the FDA. The following year, dalteparin
was approved. Both are indicated for use in the pro-
phylaxis of DVT for patients undergoing surgical pro-
cedures, says Bosker. 

Only enoxaparin has formal approval for treatment
of DVT, and is the LMWH of choice for treatment of
DVT, notes Bosker. Currently, enoxaparin is the only
drug approved for both treatment andprevention of
DVT. 

Enoxaparin is the LMWH most commonly used in
the ED for DVT management. The drug also carries
FDA approval for treatment of eligible patients with
unstable angina and non Q-wave myocardial infarc-
tion (MI). “Therefore, ED nurses should become
familiar with its route of administration, dosage,
indications, contraindications, and safety profile,”
Bosker emphasizes. 

Although each of the LMWHs is FDA-approved for
prophylaxis of DVT, only enoxaparin is approved for
the management of ischemic complications of unstable
angina and non Q-wave MI when given with aspirin. It
shows superior efficacy when compared to heparin,
Bosker says. LMWH is approved for prophylaxis after
orthopedic surgery to the lower extremities, and for the
treatment of unstable angina, he explains. 

Include LMWHs in your protocols

At Providence Hospital in Mobile, AL, the ED’s chest
pain protocol now includes enoxaparin because it is cost-
efficient and easy for nurses to administer, according to
Sandra Sieck, RN, cardiovascular community coordina-
tor at Providence, who developed a protocol for enoxa-
parin. “It is easy for nurses to use because of the pre-
filled vials, and it’s safer for patients,” she says.(See
protocols for Acute Myocardia Infarction and

Ischemic Heart Disease, inserted in this issue.)
Shortly after the protocol was developed, inservic-

ing was done to educate nurses about side effects,
patient education, dosing regimen, contraindications,
and cost. 

Here are the benefits of LWMHs:
• Less monitoring of patients.Enoxaparin does

not require IV infusion, so it is easier for nurses to use,
says Bosker. 

Heparin requires more monitoring. “You have to
maintain an IV site, and it requires daily dose adjust-
ment and daily monitoring,” says Sieck. “Enoxaparin
has a rapid onset of action. It interrupts the clotting
cascade faster than heparin, and has a prolonged half-
life, which means it is very stable. Also, it is given in a
fixed dose because it adjusts to body weight, and it
requires no labs.”

• Improved patient comfort. “There is a little dis-
comfort because you have to [administer] this drug [in
the abdomen],” says Sieck. “But there is much more
discomfort with heparin, with starting an IV, getting
the labs [which means additional sticks for the
patient], having an IV hanging, the probability of the
IV infiltrating and having to start another IV, repeated
labs, and monitoring. You don’t have to do any of that
with this drug.”

With the LMWH, it is recommended that you do at
least one CBC (complete blood count) and stool cul-
ture during the patient’s stay. “That’s nothing com-
pared to monitoring and dose adjustments,” says
Sieck. 

• The drug allows patients to be treated as outpa-
tients. The LMWHs allow more cost-effective man-
agement in the out-of-hospital setting. “Now, eligible
patients with DVT diagnosis and no serious complica-
tions can be treated at home,” says Bosker.

Studies have examined the safety and utility of
home treatment of DVT. In two recent studies,
researchers compared adjusted-dose intravenous stan-
dard heparin administered in the hospital to fixed-dose
subcutaneous low molecular weight heparin adminis-
tered twice daily at home.1, 2 

In both studies, home treatment with LMWH result-
ed in better outcomes than standard in-hospital thera-
py. Patients treated at home, or with a short hospital-
ization with early discharge to home, spent 67% less
time in the hospital and had greater physical activity
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and social functioning than those treated with standard
heparin. Some patients had professional (i.e., home
health care by RNs or nurse assistants) assistance with
their injections, notes Bosker.

Initial treatment of DVT at home should follow a
protocol in which all aspects of the treatment are clear-
ly defined, says Bosker. “The protocol should include
criteria for patient selection, drug selection, patient
and caregiver education, monitoring, and LMWH dose
preparation.”

At Jefferson, enoxaparin is used primarily on
patients who are newly diagnosed with DVT, says
Susan Lynch, RN, nurse coordinator for the antithrom-
botic therapy service at Jefferson University Hospital in
Philadelphia. “ED patients who qualify for home treat-
ment, will be discharged with no admission. However,
some patients with newly diagnosed DVT are admitted
for 24-36 hours,” she reports. 

After arrangements can be made for home services,
these patients are discharged on enoxaparin and war-
farin (Coumadin) for outpatient management.(See
guidelines for home DVT treatment on p. 118.) 

These arrangements would be made in the ED,
using a protocol-based approach in which the visiting
nurse service at the hospital is informed that a patient
with low-risk DVT has been sent home for outpatient-
based therapy, says Bosker. Those arrangements would
be triggered by the ED nurse and implemented by a
pre-existing home visiting home nursing team trained
to implement this protocol.

• Reduced length of stay.The protocols signifi-
cantly reduce a patient’s length of stay (LOS), notes
Sieck. “These protocols actually reduce LOS for rul-
ing out an MI from 2.66 days at a cost between $5,000
and $6,000, to nine hours or less at about one-third the
cost — with better outcomes,” she says. 

The protocols meet national guidelines published by
the American College of Cardiology, the Agency for
Health Care Policy and Research, and the American
Heart Association. “When you develop a protocol, take
the general consensus of all of [the guidelines]; if all
three recommend that beta blockers should be includ-
ed, then there is no controversy.”

• Reduced cost.The total cost of drug treatment
with enoxaprin for 3-5 days of outpatient treatment is
$140 to $240 per course of therapy, as opposed to $17
to $20 with heparin. “However, when approached from
a cost/benefit perspective, LMWH is promising. Hos-
pital stays can be decreased — if not eliminated — in
certain cases, and there is no need to monitor these
agents,” says Bosker. “Administration of enoxaparin is
via the subcutaneous route vs. the intravenous route
for unfractionated heparin, which permits self-admin-
istration and decreased nursing care.”

The mean cost of enoxaparin therapy is $155, as
compared to $80 for heparin. However, total medical
costs for inpatient hospitalization were $11,857 for
enoxaparin, and $12,620 for heparin, with a savings of
$763, Bosker notes. 

• Fewer complications.LMWHs reduce throm-
boembolic complications, clinically important bleed-
ing, and mortality when compared to unfractionated
heparin, says Bosker. 

Because LMWH has little effect on thrombin or
platelet aggregation, there are fewer possibilities for
hemorrhagic complications than with heparin.
“LMWH usually does not elevate the PTT. For this
reason, LMWH is valued for its antithrombotic effect
and its lack of anticoagulant effect,” says Bosker. 

LMWHs subcutaneously administered in fixed
doses adjusted for body weight and without laboratory
monitoring are more effective and safer than adjusted-
dose standard heparin, says Bosker. “In a major meta-
analysis, LMWH reduced symptomatic thromboem-
bolic complications by 53%, clinically important
bleeding by 68%, and mortality by 47%, compared to
standard heparin,” he says.3

A separate study including more than 2000 patients
and 16 controlled trials found that LMWH significant-
ly reduced thrombus extension (odds ratio, 0.51) and
demonstrated a trend toward decreased pulmonary
embolism, fewer major bleeds, and lowered morality.4

Some things to consider when using the new
LWMHs:

• Reassure patients about the new medication.
Patients with DVT come to the ED with extreme pain
in the extremity where the thrombus is and often fear
death, stresses Sieck. “They may not know what DVT
means, but they do know what blood clot means. They
are afraid it will go to their heart, lungs, or brain; and
this is an accurate assumption.”

Nurses should emphasize to patients that they are
being treated aggressively with a drug that will stabi-
lize them quickly, she advises.

• Recognize life-threatening conditions. Life-
threatening conditions usually involve the presence of
extensive DVT and risk for pulmonary embolism and
respiratory failure, says Bosker. Warning signs of dis-
ease progression include increased swelling, shortness
of breath, chest pain, bleeding, and headache, he says.
“These patients need treatment in the hospital with
enoxaparin.”

A clot that travels to the lungs is classified as a pul-
monary embolus (PE) and is life-threatening. “Fifty
percent of PEs occur in patients who are not suspected
of having DVT,” says Sieck. “The goals of treatment in
the ED are to prevent clot propagation, recurrent DVT
and/or PE, and minimize bleeding.”
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• Know other indications for LMWHs. LMWHs
such as enoxaparin are also indicated for treatment of
unstable angina, so nurses have to become familiar
with this agent for indications other than DVT, says
Bosker. 

• Educate patients on home management.
Because LMWH can be subcutaneously given once a
day without need for coagulation tests, home treatment
for DVT is possible.

You will need to give patients instructions on how
to use this injectable coagulant. ED nurses show
patients how to give the injection in the ED, and the
patients are followed up by the pre-existing home
nursing team, Bosker says “[The ED nurse has] to take
a history to be sure that patients know how to use the
syringe, the dosing, what kind of things to look out for
in terms of bleeding, and what the indications are for
follow-up,” she says. 

You may be asked to develop protocols for home
management programs, says Bosker. “It’s a very criti-
cal area, because you are sending patients home with
an injectable drug, so the instructions, follow-up, and
patient education have to be absolutely meticulous on
the part of ED nurses,” he says. 

Detailed instructions must be provided by the emer-
gency medicine team, stresses Bosker. “The patient or
caregiver must be taught to administer the medication,
monitor for adverse reactions and efficacy, and per-
form any other self-care deemed necessary, such as
bed rest, leg elevation, and use of compression stock-
ings,” he says. “The patient or caregiver must know
what steps to take in the event of a complication. (See
list of possible side effects, p. 117.)

Instruction should immediately begin after diagno-
sis, Bosker recommends. “Written instructions should
also be provided,” he says. “Each ED choosing to
begin treating patients with DVT at home will need to
develop a protocol that fits its own practice patterns.”

• Know which patients can be treated with
LMWHs. Not every patient is suitable for this man-
agement. “Certain criteria have to be fulfilled,” says
Bosker. (See chart for exclusionary criteria, p. 118.)

Determining which patients are good candidates for
outpatient treatment with enoxaparin is difficult, says
Bosker. “Sorting patients who have isolated DVT of
the lower extremities — without pulmonary embolism
and with no high-risk underlying diseases for outpa-
tient treatment with enoxaparin — from those who are
sicker and require treatment with LMWHs (enoxa-
parin) in the hospital requires careful history and phys-
ical exam.”

• Know dosage schedules.Recommended doses
for enoxaparin, based on the package insert, are as fol-
lows: DVT prophylaxis for a patient receiving surgery

— 30 mg SQ every 12 hours or 40 mg SQ once a day
depending on the type of surgery; unstable angina and
non Q-wave myocardial infarction — 1 mg/kg actual
body weight SQ every 12 hours given concurrently
with aspirin 100 mg to 325 mg. For inpatient treatment
of DVT, with or without PE: 1mg/kg subQ every 12
hours; or 1.5 mg/kg subQ once a day. And, for outpa-
tient treatment of DVT without PE: 1mg/kg every 12
hours. It should be stressed that each LMWH has its
own dosing profile, and that one drug cannot be substi-
tuted for another, notes Bosker. 

“No labs are required with enoxaparin, but it is
schedule intensive. When you transfer the patient from
the ED to a unit in the hospital, you have to make sure
you know when the next dose is given,” says Sieck. 

• Know possible side effects.Possible side effects
of the LMWHs include:

Nose bleeds, vomiting, coughing up blood, bleeding
gums, bleeding at the injection site, and spontaneous
bruising, says Sieck. “However, if you know the prop-
er way to administer the drug, there is less chance of
any of these side effects,” she notes. “Since the proto-
col was put in place in July 1998, we have not seen
any of these side effects.”

• Know effects of LMWHs. Each LMWHs is admin-
istered by the subcutaneous route only, says Bosker.
“Therapeutic levels are obtained within 30 minutes of
administration and last for about 24 hours,” he notes.
“LMWH produces consistent and accurate anticoagula-
tion when given according to a weight-based regimen.
However, care should be used in renal failure patients
because the effect of the drug may be prolonged.”

• Know contraindications. LMWHs should not be
used in patients with a known bleeding disorder, throm-
bocytopenia, or known hypersensitivity to heparin.
LMWH can cause thrombocytopenia but this does not
occur as often as it does with standard heparin.  ■
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Do you know how to
assess patients for DVT?

ED nurses should be aware of risk factors, symptoms,
and modes of presentation for diagnosis and assess-

ment of DVT, says Gideon Bosker, MD, assistant clin-
ical professor of emergency services at Yale University
School of Medicine. 

Risk factors for DVT include trauma to the lower
extremities, obesity, long periods of airplane travel,
previous DVT, abdominal surgery, and/or lower-limb
orthopedic surgery, adds Bosker. Here are some items
to consider:

Symptomatic patients complain of lower extremity
pain or swelling. They often have a sense of fullness,
which increases with standing or walking. Some even
complain of pain in the lower extremity with cough or
sneeze.

Electric type pain with coughing or sneezing is also
associated with sciatica. Involvement is usually unilat-
eral unless the vena cava occludes — a very rare catas-
trophic event. In one study, DVT never occurred in the
patients with bilateral symptoms. It is important to
determine the time course of symptoms and elicit his-
tory of recent trauma.1

Assess patients’ medical history

Venous thrombosis occurs subacutely over several
days; and sudden, severe pain is more compatible with
muscle rupture or injury. Associated symptoms are
also important, especially the presence of chest pain or
shortness of breath, which may denote PE. 

Determine the medical history and assess risk fac-
tors for thromboembolic disease. Elicit the history of
prior DVT, as up to 26% of patients have had a previ-
ous episode.

While patients with DVT may have a low-grade
fever due to a systemic inflammatory response, this
fever rarely exceeds 102° F. 

Completely undress the patient with leg symptoms
and inspect for lymphangitis, erythema, and ulcera-
tions. Remember to examine the entire limb for abnor-
malities, as lymphangitis may have large “skip” areas.
Be alert for psychiatric patients or prisoners who may
tie a tourniquet around their thigh to produce factious
DVT. 

Lack of calf discrepancy does not rule out DVT.
Some researchers standardize calf measurements at 10
cm below the tibial tuberosity. While asymmetry of
the calves of 1 cm or more is abnormal, such asym-
metry does not distinguish between patients with

thromboembolic disease and those without. Asymmet-
ric calf swelling of greater than 3 cm is a significant
finding. 

Bony tenderness does not rule out DVT. Indeed, up
to 65% of patients with DVT will have pain with per-
cussion of the medial tibia.

Bancroft or Moses’ sign is pain with compression of
the calf against the tibia. Some patients with DVT will
have more pain with this maneuver than with trans-
verse compression of the gastrocnemius.

Homans’ sign is pain in the posterior calf or knee
with forced dorsiflexion of the foot. It is often present
in patients with sciatica. Despite its continuous promo-
tion in the medical literature, this sign is inaccurate
and performs no better than a coin toss.

The examination of the patient with DVT does not
end with evaluation of the extremity. Search for stig-
mata of pulmonary embolism such as tachycardia,
tachypnea, or chest findings, and examine for signs
suggestive of underlying malignancy.

Diffuse swelling marks the presence of an upper
extremity DVT. Effort thrombosis occurs in young
active males, while catheter-related thrombosis is lim-
ited to patients with prior instrumentation or intra-
venous drug abuse. 

Dilated collateral veins are frequent, but more easi-
ly seen in Caucasians. Look for arm discoloration and
palpable axillary veins. 

Clinical examination is only 20% to 30% accurate
for DVT. Because of this inaccuracy, pursue the diag-
nosis in any patient with unexplained extremity pain or
swelling. 

A patient who presents with symptoms in both arms
or both legs is unlikely to be suffering from bilateral
thrombosis. However, a patient with unilateral com-
plaints and no clear explanation (such as a direct blow
to the extremity, twisted ankle, etc.) requires further
evaluation. 

The presence of risk factors must decrease the
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Ask these Questions at Triage 
• Have you had a previous history of DVT or PE?
• Are you short of breath?
• Do you have chest pain?
• Have you had any history of trauma or surgery to

the lower extremities?
• Would you be willing to have outpatient treatment?
• Do you have a support system at home?
• When did the swelling begin?

Source:Gideon Bosker, MD, Portland, OR. 
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threshold for imaging studies. Nearly all patients with
complaints compatible with venous thrombosis and no
likely alternative diagnosis require an imaging study.

Laboratory tests for suspected DVT

Patients with suspected DVT who complain of chest
pain or shortness of breath should have a ventilation
perfusion scan to expedite the most serious diagnosis.

Two blood tests are valuable in the management of
thromboembolic disease, the D-dimer and the INR.
Current D-dimer assays can predict the likelihood of
DVT, and the INR is useful in the management of
known DVT in patients on warfarin. While no blood
test can conclusively rule in or rule out thrombosis, a
normal D-dimer in a patient with no risk factors for
thrombosis makes proximal DVT extremely unlikely. 

Despite that it is frequently ordered, a CBC rarely
provides useful information in patients with leg signs
or symptoms. The leukocyte count cannot distinguish
between DVT and cellulitis and is neither sensitive nor
specific for either.

Coagulation studies should rarely be part of the ini-
tial evaluation of venous thrombosis. They are occa-
sionally valuable after Doppler demonstrates an acute
clot, and in the patient who develops a clot while on
warfarin.

While nearly every physician orders a PTT before
starting heparin for DVT, this practice is not justified by
the literature. For patients not on warfarin, knowledge
of the PTT will almost never affect management.  ■
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Home DVT Treatment
A. Inclusion Criteria
1. Positive diagnosis of DVT by ultrasound or

venography.
B. Exclusion Criteria
1. Contraindication to warfarin or heparin treatment.
2. Suspected pulmonary embolism.
3. Estimated creatinine clearance of less than 30

mL/min.
4. Liver failure.
5. Platelet count < 80,000.
6. Geographic inaccessibility.

7. Patient unwilling to be treated as an outpatient.
8. Unable to afford or lack of insurance coverage

for enoxaparin.
9. Inability of patient or caregiver to administer

medication.
10. Potential for medication noncompliance (i.e.,

mental confusion, inability to care for self, poor
vision).

11. Weight exceeding 120 kg.
12. History of recurrent thrombosis on anticoagula-

tion therapy.
C. Enoxaparin dose: 1mg/kg sc every 12 hours.
D. Begin warfarin 5mg on Day 1. Refer to war-

farin guidelines for further dosing. 
E. Continue both until INR is between 2-3 for

two consecutive days, then discontinue enoxaparin.

Source:Jefferson University Hospital, Philadelphia.

Criteria for DVT outpatient
management 

A. Inclusion Criteria
1. Positive diagnosis of DVT by Doppler Ultra-

sound or venography ❒ Y   ❒ N

B. Exclusion Criteria
1. Unable to provide informed consent ❒ Y   ❒ N
2. Geographic inaccessibility ❒ Y   ❒ N
3. Potential for medication noncompliance ❒Y   ❒ N
4. Unable to support cost of drug ❒ Y   ❒ N
5. Pregnancy ❒ Y   ❒ N
6. Hereditary or acquired thrombotic 

For more information on low weight molecular
heparins used in the ED, contact:
• Gideon Bosker, MD, E-mail: bospharm@

teleport.com.
• Susan Lynch, RN, BSN, Jefferson University

Hospital, 125 S. 9th St., Suite 502, Philadelphia,
PA 19107. Telephone: (215) 503-1020. Fax: (215)
923-9239. E-mail: Susan.Lynch@mail.tju.edu.

• Sandra Sieck, RN, BBA, Education Dept.,
Providence Hospital, 6801 Airport Blvd.,
Mobile, AL 36608. Fax: (334) 633-1527. 
E-mail: ssieck@zebra.net.
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disorders ❒ Y   ❒ N
7. Hereditary bleeding disorders ❒ Y   ❒ N
8. Active bleeding (peptic ulcer disease [PUD] < 6

wk, gastrointestinal [GI], genitourinary [GU]) ❒Y   ❒ N
9. Concomitant medical problems (Acute CHF, esti-

mated creatinine clearance < 30 mL/min, increased
liver function tests [LFTs]) ❒ Y   ❒ N

10. Hypoxia, Tachypnea ❒ Y   ❒ N
11. Suspected pulmonary embolism ❒ Y   ❒ N

Source:Jefferson University Hospital, Philadelphia.

Sedation flowsheet
facilitates compliance
Show JCAHO your hospitalwide policy 

Aflowsheet can help your ED comply with JCAHO
standards for conscious sedation. “Everything is

documented on the flowsheet, and on the patient’s
chart, nurses write ‘See conscious sedation flowsheet,’
which streamlines the process of documentation,” says
Sheryl Schroeder, RN, director of emergency and
operative services at Fort Atkinson Memorial Health
Services in Wisconsin. 

A team of two ED nurses, a pediatric nurse, two
physicians, and an anesthetist developed the form.
“We developed the form because not all departments
were using the same criteria when sedating patients,
and physicians were not routinely filling out the pre-
sedation form,” Schroeder explains. (See Nursing
Flowsheet, inserted in this issue.)

The form is based on all criteria established by
JCAHO for conscious sedation. That includes physi-
cal status, current medications, drug allergies/sensitiv-
ities, concurrent medical conditions, history of sub-
stance abuse, chief complaint, baseline vital sign,

LOC, communication ability and perceptions regard-
ing the procedure, and sedation.

The flowsheet also addresses what needs to be
checked during the procedure: respiratory rate (apnea
monitor on pediatric patients), oxygen saturation,
blood pressure, cardiac rhythm and rate, level of con-
sciousness, and skin condition. 

Documentation reflects time of dosage, route and
effects of all medications, types and amounts of fluids,
monitoring equipment needed, physiologic date, inter-
ventions, and patient responses. 

The form includes a section for physician documen-
tation. This includes a pre-procedure assessment,
including a medical history and physical, review of
systems, current medications being taken, allergies,
vital signs, risks and benefits of the anesthesia, and
plan of anesthesia.

The form guides the physician through the neces-
sary pre- and post-assessment criteria. “This is all on
the back of the conscious sedation form to make it eas-
ier for all users,” says Schroeder. “Also, nurses are not
to let the physician begin the procedure without docu-
mentation of pre-anesthesia assessment.”

A scale is used for both adult and pediatric patients.
“We looked at adult and pediatric documentation and
came up with a scale to be used for both,” says
Schroeder. The scale is [a numerical] one used by
anesthesia in post-anesthesia recovery phases called
the Aldrete scale.

“The advantage is that the numerical scoring scale
has been shown to correlate with the recovery of
patients after anesthesia,” Schroeder explains. “The
advantages of a scoring system are reproducibility,
standardization, and objectivity.”

Help with documentation

JCAHO standards for conscious sedation are listed
on the flowsheet. JCAHO surveyors want to see a hos-
pitalwide policy for conscious sedation. “The form is
used hospitalwide, in the ED and OR and [in test
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• Create a conscious sedation flowsheet to comply
with JCAHO standards.

• JCAHO surveyors want to see a hospitalwide pol-
icy for conscious sedation.

• The form allows documentation to flow logically
for nursing, anesthesia, and physicians.

• The form guides the physician through the neces-
sary pre- and post-assessment criteria.

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

For more information on the conscious sedation
flowsheet, contact:
• Sheryl Schroeder, RN, Emergency Depart-

ment, Fort Atkinson Memorial Health Services,
611 Sherman Ave., Fort Atkinson, WI 53538.
Telephone: (920) 568-5336. E-mail:
sheryl.schroeder@famhs.org.
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areas, including] endoscopy, MRI, and CT scan,” says
Schroeder. “JCAHO requires that the same level of
care is given to all patients, regardless of where the
care is given — therefore the standardized form.”

Everyone giving and monitoring conscious sedation
must be competent in the medications and side effects.
“All nurses working with conscious sedation attend a
yearly inservice given by anesthesia on both pediatric
and adult conscious sedation, and the adult and pediatric
pharmacological issues of conscious sedation drugs.

The form allows documentation to flow logically
for nurses, anesthesiologists, and physicians, says
Schroeder. “The form can be easily used to document,
and a 100% QA (quality assurance) is done on all con-
scious sedation.” JCAHO surveyors like the form and
have taken copies to share with other hospitals, she
reports.  ■

Rapport with physicians
brings peace to the ED
How to handle difficult MDs

Dealing with difficult physicians creates a chal-
lenge for nursing professionals. Co-workers,

patients, family members, and other hospital workers
often subject nurses to behaviors ranging from poor
communication to abuse. 

“Physicians are no different; though managing a
professional physician relationship may be more awk-
ward for the nurse than [managing] other relation-
ships,” says Colleen Bock-Laudenslager, RN, MSN,
a Redlands, CA-based consultant. 

Historically, physicians have played a superior role
to nurses, notes Bock-Laudenslager. “While over the
years, nurses have evolved as a profession and have
developed a more collegial role with their physician
counterparts, the frustration of maintaining a positive
physician working relationship still exists,” she
emphasizes. “Developing rapport with the ED physi-
cians is essential to our practice.”

The physician often sets the tone for the day, either
negatively or positively, Bock-Laudenslager stresses.
“Often, our reaction to their tone will create a solution
for an improved work environment and an ultimately
successful work day,” she says. 

Nurses should deal with physicians directly because
they are colleagues, says Liz Jazwiec, RN, a health
care consultant in Crestwood, IL. “If nurses expect to
be taken seriously and respected, they have to learn to
interact with all of their colleagues and not expect
someone else to do it for them,” she stresses. 

Nurses who directly deal with physicians rarely
have difficulties, since colleagues respond positively to
direct interaction, says Jazwiec. “Imagine working
with a clerical person who never dealt with you direct-
ly, and instead she always either went to her boss or
your boss. Would you have a good working relation-
ship with her?” she asks. 

Being a consummate professional can go a long
way toward avoiding problems with physicians, urges
Bock-Laudenslager. “We have been taught the art of
communicating effectively. We need to practice it,” she
asserts. “Be a good listener; clarify before reacting;
ensure your body language is consistent with what you
are saying; and refrain from gossip and triangulating
others.”(See related story on awareness of chal-
lenges faced by physicians, p. 123.)

Managing difficult behaviors

Common behaviors posing a challenge to the nurse,
and tips for managing each:

1. Indecisive.Physicians with “internal medicine
syndrome” have difficulty making decisions, which is
a common frustration of ED nurses. “While the con-
scientious nature of these physicians is honorable,
their need to ‘cover all the bases’ subjects the depart-
ment to patient flow issues and frustration,” says
Bock-Laudenslager. 

The physician may benefit from a discussion with
the nurse. “Ask them, ‘Where are we in the disposition
of this patient?’ The physician may tell you they can’t
decide what to do. At this juncture, offer to discuss the
case with them,” recommends Bock-Laudenslager. 

Offering solutions regarding utilization of the
observation unit when appropriate, or obtaining a
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Difficult behaviors of ED physicians include being
indecisive, having poor communication skills, exer-
cising bad judgment, and exhibiting abusive behav-
ior toward co-workers.
• In most cases, nurses should deal with physician

colleagues directly.
• Nurses should use the same standards for physi-

cians as for nursing colleagues.
• If you notice a pattern of abusive behavior, keep a

paper trail documenting specific instances.
• If the physician’s behavior doesn’t change, go

through the appropriate chain of command. 
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same-day, follow-up appointment with the primary
physician may assist them in their decision-making
process, Bock-Laudenslager explains. “You may also
offer previous patient examples in how the treatment
plan proceeded without negative outcomes.”

It is difficult to redirect a physician to focus on
emergent needs of the patient when they have been
previously sued for an unfortunate discharge that
resulted in patient misadventure, Bock-Laudenslager
notes. It may be difficult for them to put that previous
experience aside and make a decision about the one at
hand. 

“The bottom line is that some physicians are just
better at their gut instincts and are willing to take more
risks in disposition when they don’t have all the
answers,” says Bock-Laudenslager. 

Don’t hesitate to share your own gut instinct with a
physician about a patient’s need to be admitted. “Nurs-
ing literature confirms the expert nurse’s intuitive abil-
ities. When in doubt, sometimes erring on the side of
admitting the patient is fortuitous,” Bock-Laudenslager
advises. “Unfortunately, managed care and its focus on
the appropriate utilization of resources has made these
decisions frustrating.”

Quiet docs hinder staff communication

2. Non-communicative. These physicians are often
quiet or introverted. “As a general rule, they may not
be communicating the plan to the patient or to the
nursing staff,” Bock-Laudenslager explains. “Nurses
benefit from knowing which [care plan] the physician
is utilizing in the care of the patient.”

However, keep in mind that the ratio of nurses to
physicians may be seven to one, notes Bock-Lau-
denslager. “Informing all the nurses, patients, and their
families of pertinent information is an uphill battle for
the ED physician,” she says.

Ideally, the physician shares the plan with the
patient and nurse simultaneously. “As the team con-
verges on the patient, communication should include
information about the diagnostic and intervention
plan,” Bock-Laudenslager notes. “Without direct com-
munication, the nurse must seek out the physician and
ask, ‘What is the plan for this patient?’”

While finding the right approach to enter the physi-
cian space may be tenuous, you need communication
to manage the patient effectively, Bock-Laudenslager
recommends. “Make it easier for the physician to
respond, have the appropriate facts, and use your per-
sonality and sense of humor,” she says. “In general,
ensure your demeanor is so professionally positive and
fun that physicians are happy to see you approach
them.”

When you hear positive feedback about the physi-
cian, tell him or her, Bock-Laudenslager urges. “Often,
your communication bears bad news or more work for
the physician. You don’t want them to shudder when
you approach. When you hear compliments directed at
the physician, take the time to forward the informa-
tion,” she says. This will help keep the lines of com-
munication open.

Personality styles impact communication, so
approach accordingly. “If a physician is more thinking
than feeling, they will be more responsive to facts,”
says Bock-Laudenslager. “If your approach includes
comments about the patient weeping and being in pain,
this may incite the physician in a negative manner.”

Share objective, factual information such as
patient’s vital signs, and a descriptive pain assessment
demonstrating signs of discomfort. “Understanding
personality types and adapting your communication
will foster improved communication,” Bock-Lau-
denslager states. 

Be a good listener and ask questions to clarify issues.
“If you are doing your job and keeping the physician in
the communication loop, they will tend to be a better
communicator to you,” says Bock-Laudenslager.

3. Jokesters. A physician with a positive sense of
humor is a great team member; on the other hand, one
with a wayward sense of humor can be deprecating to
the team, says Bock-Laudenslager. 

Teasing is easily misunderstood. Before you react and
walk away with hurt feelings, clarify the intent of the
teasing. “It may not be malicious in nature,” says Bock-
Laudenslager. “If the teasing occurs in front of patients
or their families or is a pattern, ask the physician to stop.
Take into consideration your own teasing patterns and
always choose an appropriate time and place for com-
municating your concerns to the physician.”

4. Lack of common sense. Every profession has
individuals who, for whatever reason, use poor judg-
ment, are unable to see the whole picture, and fail to
make consistent, safe decisions, Bock-Laudenslager
notes. 

“This scenario is delicate for the nurse confronted
with evaluating medical practice,” she says. “As an
advocate to the patient, stakeholder of the institution,
and a responsible professional, we are required to say
something when inappropriate medical management
exists.”

A nurse must always clarify orders if, in his or her
best judgment, an inappropriate order is being given.
“Simple mistakes are understood in a chaotic work
environment. If a pattern of concerns regarding physi-
cian care and potential negligence occurs, the appro-
priate chain of command must be utilized,” Bock-Lau-
denslager says. 
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In most institutions, the chief of service and ED
nurse manager are consulted regarding process of fol-
low-up. “Nurses may be asked to document quality
concerns regarding physician practice,” Bock-Lau-
denslager explains. “This is always an awkward posi-
tion for the nurse and demands immediate support
from management and physician leadership. Nurses,
while not encouraged to be adversarial, should be
rewarded for doing the right thing.

5. Inconsistent/Passive-aggressive. Some physi-
cians have control issues and respond in a passive-
aggressive way. “[For example], if you suggest Ativan,
they order Valium. If you suggest Morphine, they
order Demerol.” This situation may call for approach-
ing the physician about the issue in a professional, car-
ing manner.

“They may be controlling during slow parts of the
shift, and then passive when the department is saturat-
ed,” says Bock-Laudenslager. The nurse’s autonomy in
the mind of the physician is based on the needs of the
physician at that time. “This [inconsistent] behavior is
one of the most frustrating of all the behaviors,” says
Bock-Laudenslager. 

Realize your comments may not affect years of
behavior on the part of the physician. “Departments
which have established protocols or pathways for com-
mon ED diagnosis often thwart issues related to this
kind of behavior,” notes Bock-Laudenslager. 

Typically, nurses respond by not moving in on the
patient until the ED physician has seen the patient.
“This may not always be in the best interest of the
patient in terms of expediting the plan of care and dis-
positions,” argues Bock-Laudenslager. “Many times,
the physician-leader may have to be a participant in
addressing this kind of behavior.”

Sexual harassment doesn’t work here, either

6. Sexually harassing.“Some physicians are
unable to keep their hands to themselves. Despite
sophisticated harassment training, issues of harass-
ment continue to annually cost hospitals a tremendous
amount of money,” reports Bock-Laudenslager.

Most nurses have their own individual acceptance
level of what is appropriate touch in the workplace.
“The nurse must follow the harassment guidelines of
the facility for which they work,” Bock-Laudenslager
explains. 

First, ask the physician to stop, advises Bock-Lau-
denslager. “Do so in a private location and keep your
nursing leadership informed, as the employee has a
right to a harassment-free institution,” she says. 

7. Abusive.In rare instances, a physician’s behavior
may cross the line and become truly abusive. “It

ranges on a continuum of rudeness, arrogance,
demeaning behavior, and harassment,” says Bock-Lau-
denslager. “We always assume everyone we work with
is emotionally healthy, but that is not always true. A
physician may be going through emotional upheaval in
his or her personal life.”

Serious behaviors such as drug and alcohol intoxi-
cation or improper conduct need to be reported imme-
diately, Bock-Laudenslager stresses.

Handle problems in a professional manner

Always be a consummate professional. “If they are
harassing you, never stoop to their level of behavior.
Always have good emotional boundaries for yourself in
terms of your own behavior,” urges Bock-Laudenslager. 

Use the appropriate chain of command, says
Jazwiec. “After we have tried to talk to the person and
let them know how their actions are affecting patient
care several times, explain to the colleague that if the
behavior doesn’t change, we will have to take the issue
to the next level. That means taking the issue to both
the physician’s superior and the nurses’ superior.”

When dealing with abusive behavior, use the same
standard for physicians as you would for other col-
leagues, says Jazwiec. “Ask yourself, ‘If this were
another nurse, would I be feeling as upset? Would I go
to her boss about it?’ Often times, we let our nursing
colleagues get to us. We sometimes have a different
standard for physicians,” she explains. 

Maintaining paper trail is VERY helpful

If you see a pattern of abusive behavior, maintain a
paper trail of dates, times, and specifics. “Use factual
statements, not value judgments. It is an irritant to
administration when nurses complain without docu-
menting facts. Your facility may have a QI (quality
improvement) concern or staff incident form estab-
lished for these kind of concerns,” says Bock-Lau-
denslager. “Also, keep your nurse manager informed
regarding issues at this level. They can offer guidance
and support you as you navigate the process.”

Every effort should be made to foster a positive rela-
tionship with the ED physician. 

“Unlike any other nurse in the hospital, the ED
nurse has the distinct privilege of working alongside
the same group of physicians 24 hours a day,” Bock-
Laudenslager notes. “The ED nurse is enriched by the
mentoring of the ED physician. Whatever role the
nurse can play in developing collegiality and rapport
with the physicians will serve to improve the work
environment, preserve the integrity of patient care,
and develop nursing professionalism.”■
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Nurses may also need
sensitivity training 
Factors to consider when communicating

Nurses need to be aware and sensitive to the unique
pressures ED physicians face daily, argues

Colleen Bock-Laudenslager, RN, MSN, a Redlands,
CA-based consultant. “Understanding their vantage
point and mentally walking in their shoes will facili-
tate improved teamwork and communication,” she
emphasizes. “Being supportive and respectful will no
doubt make the work environment more positive.”
(See related story on dealing with difficult physi-
cian behaviors, p. 120.)

Sensitivity factors to consider:
1. The ED physician lacks control over his/her

own practice.“Unlike other physician specialties, the
ED physicians manage their practice in the environment
of a hospital setting. “The physicians are held to many
bureaucratic rules that often impede their ability to con-
trol their own work style,” Bock-Laudenslager explains.
“They naturally see the rules and regulations as an
impediment to their professional creativity. Nurses must
be sensitive to their powerlessness in controlling issues
that affect them.”

2. The ED operates from a dual organizational
structure. “Nursing reports to nursing division and the
physician chief reports to a VP for medical affairs or
chief of staff,” notes Bock-Laudenslager. “Not only is
the structure inefficient at times, it also creates unnec-
essary tension, conflict, and sabotaging behavior.”

Physicians see the organizational structure as an
obstacle to resolving issues that ultimately affect their
practice, and they are right, argues Bock-Laudenslager. 

“As professionals, regardless of what the organiza-
tional chart says, we need to see ourselves reporting to
each other in an effort to accomplish the tasks and
effectively take care of the patient,” she says. 

3. The effect of managed care has dramatically
altered physicians’ income capability and increased
their workload. “While nurses are doing more with
less, their salaries have either remained the same or
improved slightly over the last few years,” notes Bock-
Laudenslager. “The same cannot be said for the physi-
cian population.”

It is not uncommon to see physicians pursuing
other business opportunities to improve their income
revenue stream, Bock-Laudenslager says. “Historical-
ly, nurses have not been sensitive to these issues
because of the disparity in salaries between profes-
sionals. But now, nurse practitioners in some states

are appreciating starting salaries at the same level as a
beginning family practice physician. As professionals,
we can be sensitive to this change in their income
potential.”

4. Physicians have the ultimate authority for the
medical management of patients in the ED. If a
patient has had a bad outcome, the physician bears the
ultimate responsibility. “The fear of litigation and legal
exposure is often mind-boggling and oppressive,” says
Bock-Laudenslager. “Nurses are not considered a deep
pocket for malpractice cases and should be sensitive to
the burden and pressures the physicians experience
throughout their shift.”

5. Physicians’ medical school curriculum is limit-
ed in the area of interpersonal skill development.
Physicians are often the first to tell you their training
did not make provision for the development of their
interpersonal skills, Bock-Laudenslager notes. “Gener-
ally, the physician spends years in school and has
years of training in residency and fellowship, only to
embark on a fast-paced clinical practice,” she explains.
“Developing their emotional intelligence does not take
precedence in their busy schedules.”
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Nurses, on the other hand, spend hours of theory
and practice learning the emotional aspects of self-
and emotional-care delivery, she explains. “We can
learn from each other, share our strengths and goals,
and request feedback on our progress,” Bock-Lau-
denslager stresses. “We need to partner with our physi-
cian colleagues in our journey as professionals.”■

Distract children during
painful procedures

Distraction is an effective technique that can help
children to cope with short, painful, or stressful

procedures, notes Nancy Eckle, RN, MEN, CEN, a
clinical nurse specialist at Children’s Hospital in
Columbus, OH. 

“In combination with preparation for the procedure
and pain management, distraction can assist in
decreasing the child’s anxiety, distress, and pain,” she
says. “The distraction techniques selected should be
age and developmentally appropriate and encourage
the parent’s participation.”

Eckle offers the following suggestions for general
distraction approaches during a medical procedure:

• playing soothing music or read/sing children’s
stories/songs;

• playing a videotape for the child to watch;
• using soap bubbles, glitter wands, or puppets to

engage the child’s attention;
• asking the parent to read or tell the child a story;
• asking the child to sing a song or count out

loud.  ■
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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.

2. Describe how those issues affect nursing service
delivery.

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.  ■
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