
Deep venous thrombosis in the ED: 
You must update your practice now

A90-year-old woman complains of leg pain and swelling, with a history
of hormone replacement therapy use, hypertension, osteoarthritis, and
recent eye surgery. 

• A 19-year-old female student presents with left groin pain and reports birth
control pill use and recent pneumonia. 

• A 41-year-old personal trainer with recent knee surgery says he’s had pain
and swelling in his left leg for two weeks. 

Would you suspect deep venous thrombosis (DVT) in any of these patients?
In fact, each one was diagnosed with DVT at Seattle-based Harborview Medi-
cal Center’s ED.

“DVT knows no boundaries,” says Cynthia Natiello, RNC, BSN, CCRC,
the facility’s vascular research nurse. “Any patient population can experience a
DVT.”

If a DVT patient slips through the cracks in your ED, there is a risk of pul-
monary embolism, which can be fatal, she warns. Approximately 2 million
patients are diagnosed with DVT each year.1 According to the Dallas-based
American Heart Association, approximately 200,000 of this group die of pul-
monary embolism. 
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According to just-released guidelines for deep venous thrombosis (DVT)
from the American College of Emergency Physicians, D-dimer tests will
increase in use, an isolated single lower-extremity ultrasound should not be
used to exclude DVT, and fibrinolytics should be used only in a limb-threat-
ening situation. 
• Patients who come to the ED with DVT symptoms are now being treated

as outpatients with administration of low molecular weight heparin and a
follow-up ultrasound, instead of being admitted.

• Know risk factors for DVT, including recent surgery, limb trauma, and
malignancy.

• Laboratory tests should be ordered to determine whether the patient has a
hypercoagulable state, if risk factors are not identifiable when DVT is
diagnosed.
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“We easily see 300 or more DVT cases a year in our
ED,” Natiello says.

You will need to immediately update your DVT
protocols based on a just-released clinical policy from
the Dallas-based American College of Emergency
Physicians (ACEP). The policy gives recommenda-
tions that will change the way you care for DVT
patients in the EDs. These changes include the use of
D-dimer assay testing to determine whether or not a
patient has DVT — a radical change for most EDs.
(See resource box on p. 127 to obtain policy.) In
releasing the policy, ACEP said it was developed
because of an “explosion” of published research and
development of new diagnostic modalities and thera-
pies relating to patients with suspected DVT.

Natiello says, “It is critical to follow protocols
utilizing validated procedures to diagnosis DVTs in
the ED.” She adds that her ED is developing a new

algorithm based on the new ACEP recommendations. 
Gwinnett Medical Center in Lawrenceville, GA is

also developing new DVT protocols based on the new
guidelines, reports Denise Proto, RN, nurse educator
for emergency services. “We will be incorporating D-
dimer testing as appropriate, and the use of low weight
molecular heparin,” she says.

If you don’t update your policies, you may face
increased liability for a misdiagnosed DVT, which could
result in patient morbidity or mortality from a pulmon-
ary embolism, warns Natiello. She offers this frightening
scenario: A patient arrives in your ED with a recent leg
injury complaining of pain and swelling, is diagnosed
with a leg sprain, and is sent home with instructions to ice
and elevate the leg and take pain medications. The patient
is later admitted to the hospital with respiratory failure
and dies due to massive pulmonary embolism. 

To dramatically improve care of patients with DVT,
use the following current approaches:

• Identify risk factors.
Your No. 1 priority is to obtain a thorough health

history so you can identify risk factors for DVT, says
Natiello. “Often, the combination of these risk factors
have a synergetic effect, resulting in a DVT,” she says.
Risk factors include the following:

— history of DVT in either patient or family; 
— surgery, immobilization, regional or general

anesthetic in previous six weeks;
— malignancy with nonrecurrence or local recur-

rence only, or extensive regional tumors;
— pre-thrombic (hypercoaguable) state; 
— hormone therapy;
— recent pregnancy;
— obesity;
— limb trauma including soft tissue injury, bruise,

contusion, sprain, fractures of the tibia, fibia, the
femur, hip, or pelvis. 

• Use fibrinolytics only in rare cases.
Fibrinolytics pose a significant risk of morbidity

and mortality, cautions Stephen J. Wolf, MD, a mem-
ber of the ACEP subcommittee that developed the new
clinical policy for DVT and an ED physician at Denver
(CO) Health Medical Center.

“Their use should be considered in the rare case
where there exists a significant limb-threatening situa-
tion, where the vascular supply to the distal extremity
is in question,” he says.

For example, fibrinolytics should be considered for
a DVT patient with severe swelling and signs of arteri-
al compromise, including severe pain, paresthesias,
diminished or absent pulses, or skin pallor, he says. 

• Give suspected DVT patients a duplex
ultrasound.

This is the current standard of care, according to
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Natiello. “Although the venogram is the gold standard
for diagnosis of DVT, it is not widely used for diagno-
sis because it’s an invasive procedure and has risks of
adverse events,” she explains.

However, a single lower-extremity ultrasound can-
not rule out DVT, even if the patient doesn’t have
obvious risk factors, stresses Wolf. 

A negative ultrasound result may allow patients
with moderate to high risk of DVT to be discharged
from the ED, but a repeat ultrasound is needed in five
to seven days to completely rule out DVT, Wolf
explains. “This is a practice that often falls by the way-
side,” he says.

To increase compliance, Wolf suggests the following:
— Emphasize the risks of failing to get follow-up

care. 
— Offer to perform the second ultrasound in the

ED.
— Schedule the second ultrasound directly with

radiology, so the patients don’t need appointments
with their primary care physicians.

• Add D-dimer assay testing to your ED’s protocols. 
The ACEP guidelines recommend the use of D-

dimer assay tests to determine whether patients have
DVT, Wolf says. “This brings the published research
to the patient’s bedside by providing EDs with guid-
ance on how to incorporate this relatively new labora-
tory test into their diagnostic algorithms,” he says.

Although some EDs already are using D-dimer
assay testing, most only now are beginning to imple-
ment this important diagnostic tool, he adds. 

“These tests are absolutely going to become more
prevalent in the ED,” Wolf predicts. “As EDs become
more comfortable with the D-dimer’s role, its use will go
up, and the need for more time-consuming or invasive
tests, such as computed tomography, ventilation/perfu-
sion lung scan, and invasive angiogram, will go down,”
he says. 

• Determine if DVT patients have a hyperco-
aguable state.

If you cannot readily identify any risk factors for
patients who have been diagnosed with a DVT, advo-
cate for the ordering of lab tests to identify if the
patient has a hypercoagulable state, advises Natiello. 

One patient developed a DVT after a two-hour
flight, says Natiello. “The immobility on the flight in
itself may not have been enough of a risk factor in
developing the DVT,” she says. 

However, lab results showed that the patient was
positive for a hypercoaguable state, Natiello says.
“The immobility combined with the hypercoaguable
state resulted in a DVT,” she explains. 

• Know the difference between cellulitis and
DVT.

When assessing a patient for possible DVT, it 
is important to rule out cellulitis. says Natiello.
Symptoms of DVT may include pain, erythema, 
and swelling, she adds. 

With cellulitis, the presentation is a little different,
Natiello says. “The extremity may be inflamed, hot to
the touch, with purulent drainage,” she says. “It is not
always painful, and swelling may be present but local-
ized to the foot.” 

• Be familiar with the administration of low
molecular weight heparin.

At Harborview’s ED, vascular technologists who
perform duplex ultrasounds are on-call only until 9
p.m., says Natiello. After hours, ED nurses administer
low molecular weight heparin to patients who present
with DVT symptoms if ultrasound is unavailable, and
they teach patients the proper technique to self-admin-
ister injections, she says. 

“These patients generally go home if they are sta-
ble, and the vascular lab contacts the patient to return
the next day for the duplex ultrasound,” she explains. 
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For more information on treatment for deep
venous thrombosis (DVT), contact:
• Cynthia Natiello, RNC, BSN, CCRC, Vascular

Research Nurse, Harborview Medical Center,
325 Ninth Ave., Box 359796, Seattle, WA
98104. Telephone: (206) 731-8025. Fax: (206)
731-6794. E-mail: natiello@.u.washington.edu. 

• Denise Proto, RN, Nurse Educator, Emergency
Services, Gwinnett Medical Center, 1000 Medi-
cal Center Blvd., Lawrenceville GA 30045.
Telephone: (678) 442-4414. E-mail: DProto@
ghsnet.org. 

• Stephen J. Wolf, MD, Denver Health Medical
Center, Department of Emergency Medicine,
777 Bannock St., Mail Code 0108, Denver, CO
80204. Telephone: (303) 436-8842. Fax: (303)
436-7541. E-mail: Stephen.Wolf@DHHA.org. 

The complete text of the American College of
Emergency Physicians’ (ACEP’s) clinical policy
for treatment of deep venous thrombosis in the
ED is available free on the ACEP web site
(www.acep.org). Click on “Clinical Policies” and
scroll down to “Clinical Policy: Critical Issues in
the Evaluation and Management of Adult Patients
Presenting With Suspected Lower-Extremity Deep
Venous Thrombosis.”
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If the patient is diagnosed with a DVT, arrangements
are made to see an anticoagulation pharmacist and fol-
low up with a primary care physician, says Natiello.

“Not so long ago, the majority of DVT patients
were admitted and placed on intravenous unfractionat-
ed heparin and coumadin,” she says. 

If ultrasound is not available, the patient has a low
risk for DVT, and the patient has access to follow-up
care, then low molecular weight heparin can be used
until the ultrasound can be obtained expeditiously,
according to Wolf. 

Otherwise, the patient probably still should be
admitted, he says. “Unfortunately, many patients do
not have easy access to follow-up care,” Wolf says.
“For them, the ED is their primary care physician.”

Administering low molecular weight heparin in the
ED allows patients to be treated at home instead of
being admitted, which decreases costs and speeds
recovery, says Natiello.

“Low molecular weight heparin, as a newer antico-
agulant for the treatment of DVT, is becoming a stan-
dard of care in the ED,” she says. 

Reference

1. Hirsh J, Hoak J. Management of deep vein thrombosis and pul-
monary embolism. A statement for healthcare professionals —
Council on Thrombosis (in consultation with the Council on Car-
diovascular Radiology), American Heart Association. Circulation.
1996; 93:2,212-2,245. n

Follow these steps 
for patients with DVT

Here are the steps taken when a patient with suspected
deep venous thrombosis (DVT) presents at Seattle-

based Harborview Medical Center’s ED, according to
Cynthia Natiello , RNC BSN, CCRC, the facility’s vas-
cular research nurse:

1. ED nurses take a health history and perform a
thorough assessment, beginning with the patient’s pre-
senting symptoms. For example, if the patient reports
pain and swelling, the ED nurse would ask when the
pain and swelling began and would assess the intensi-
ty. Because injury is a risk factor for DVT, patients are
asked if they recall any precipitating incident prior to
the pain and swelling. If patients have chest pain and
shortness of breath with unknown etiology, and they
don’t have pain or swelling, patients still are asked
about DVT risk factors.

2. The ED physician reviews the patient’s health

history and does a thorough assessment, including
symptoms of chest pain and/or shortness of breath
indicative of a pulmonary embolism. 

3. If a DVT is suspected, validated diagnosis proce-
dures are done such as duplex ultrasound and a pretest
stratification in D-dimer. 

4. If a DVT is confirmed and the patient is stable,
the physician orders outpatient anticoagulation medi-
cations such as enoxaparin to be self-administered
every 12 hours for approximately two weeks. In addi-
tion, patients will receive oral warfarin. ED nurses
teach the patient about anticoagulation medications,
including treatment purpose, length of treatment, side
effects, and proper technique in self-administration of
subcutaneous injections and blood draws. 

5. If the patients are determined to be unstable, such
as with symptoms of a pulmonary embolism, they may
be admitted and administered intravenous unfraction-
ated heparin and warfarin.  n

Take critical steps when 
a trauma patient arrives 

If your facility isn’t a Level 1 Trauma Center, you
probably don’t care for trauma patients with multi-

ple injuries on a daily basis. That’s exactly why you
must be familiar with the signs and symptoms that
occur when a patient starts to decompensate, advises
Sharon S. Cohen, RN, MSN, CEN, CCRN, trauma
clinical nurse specialist at Broward General Medical
Center in Fort Lauderdale, FL.

“The key is, what do you need to treat very quickly
to get the patient to surgery right away?” she says. 

Caring for trauma patients requires you to shift your
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When caring for trauma patients with life-threaten-
ing injuries, know which interventions must be
done before patients are taken to surgery. 
• Although tachycardia is the key clinical sign of

early shock, it will not be present in patients tak-
ing beta-blockers. 

• A longboard does not protect a trauma patient’s
spine, so you must utilize spinal precautions to
prevent further injury. 

• Use the Glasgow Coma Scale to assess neurologi-
cal status after a head injury, and maintain a sys-
tolic blood pressure of more than 90 mmHg.
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mindset, adds Cohen. “In the ED, we often focus on
the medical side more than the surgical side,” she says.
“With trauma patients, we’re working up the surgical
side, then everything becomes medical.” 

Save your patient’s life

The steps you take when a trauma patient arrives
potentially can save a patient’s life, emphasizes
Cohen. “What you do in the time between receiving
the patient and assessing and resuscitating them in
time for surgery is what makes the difference for the
patient’s life,” she says. 

To improve care of trauma patients, do the following:
• Don’t assume you always will see tachycardia

when looking for signs of shock.
Tachycardia is a sign of possible hypovolemic shock

in trauma patients, says Cohen. “This is the most com-
mon form of shock in the trauma patient,” she explains.
“It is the result of a dropping cardiac output, indirectly
measured by blood pressure.”

Although tachycardia is the key clinical sign of
early shock, it won’t be present in some patients, such
as individuals on beta-blockers, says Cohen. In this
case, you’ll need to consider other clinical assessment
findings, such as decreasing blood pressure, decreas-
ing level of consciousness, and obtunded abdomen,
she says. 

The patient still may be in hypovolemic shock state
even though you don’t see an increased heart rate, says
Cohen. “The heart rate will never get up there, because

the patient is on beta-blockers,” she says. “Until proven
otherwise, go with the worst-case scenario: Assume
that the patient is in hypovolemic shock.”

• Don’t place patients with known spinal injuries
on longboards. 

You mistakenly may believe that a longboard pro-
tects a trauma patient’s spine, but this belief is inaccu-
rate, according to Glenn Carlson, RN, MSN, CCRN,
clinical nurse specialist at Bronson Methodist Hospital
in Kalamazoo, MI. 

“The only purpose a longboard serves is conve-
nience during transport,” he says. “The long board
does not protect the spine, unless the patient is
strapped in such a way that would prevent them from
sitting up.” 

Use spinal precautions to prevent further injury,
says Carlson. 

If a patient has a known spinal injury, remove
patients from the longboard as soon as possible, he
advises. “Do not place the patient back on a long-
board when an injury is known,” says Carlson. “The
problem with the longboard is pressure ulcer develop-
ment that can occur within 45 minutes.”

However, the ulcer may not be evident for 24-48
hours, and by then, it could be a Stage II ulcer or
worse, he adds. 

“If a patient is uncooperative and consistently tries
to get up, a longboard can be utilized as long as the
straps also are utilized,” Carlson says. Also in this situ-
ation, consider sedation to protect the patient, he says.
“Once all patient transport has been accomplished,
remove the longboard and continue with spinal pre-
cautions,” Carlson advises.

Glasgow: The gold standard

• Know how to assess for brain injury.
The Glasgow Coma Scale is the gold standard for

assessment of neurological status after a head injury,
says Carlson. Obtain a baseline score, and perform
continuous assessments, he advises. 

“The frequency can be as much as every 10 minutes
for unstable head injured and four hours for the stable
head injured patient,” says Carlson. “The standard is at
minimum hourly and as needed.”

The importance of maintaining a systolic blood
pressure of more than 90 mmHg cannot be overem-
phasized, says Carlson. “Those who have even a tran-
sient drop in systolic blood pressure can suffer sec-
ondary brain injury that may determine their outcome
for quality of life and survival,” he says.

Patients with head injuries should have vital signs
measured at least every hour and more frequently as
necessary, advises Carlson. “It is especially important
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For more information on improving care of trau-
ma patients, contact: 
• Glenn Carlson, RN, MSN, CCRN, Clinical

Nurse Specialist, Bronson Methodist Hospital,
601 John St., Kalamazoo, MI 49007. Telephone:
(269) 341-8424. E-mail: carlsong@bronsonhg.
org.

• Sharon S. Cohen, RN, MSN, CEN, CCRN,
Trauma Clinical Nurse Specialist, Broward Gen-
eral Medical Center, 1600 S. Andrews Ave., Fort
Lauderdale, FL 33316. Telephone: (954) 355-
4990. Fax: (954) 468-5270. E-mail: sscohen
@nbhd.org.

• Kelli Vaughn, RN, BSN, CEN, Trauma Coordi-
nator, John D. Archbold Memorial Hospital,
P.O. Box 1018, Thomasville, GA 31799-1018.
E-mail: KVaughn@archbold.org. 
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to assess blood pressure and heart rate in response to
treatments like fluid resuscitation,” he says.

• Identify supplies needed during transport.
If you are taking the patient outside of the ED for

diagnostic testing, check that your monitor batteries
are full, and be sure you have extra fluids, a bag-valve
mask, and sedation medication if needed, says Kelli
Vaughn, RN, BSN, CEN, trauma coordinator at John
D. Archbold Memorial Hospital in Thomasville, GA. 

“Take the extra time to think about possible scenar-
ios and what you may need if the scenario occurred,”
she says. For example, if an intubated, chemically par-
alyzed patient needs a computed tomography scan,
bring extra medications with you in case the paralytic
wears off, she advises. 

The department you are taking the patient to may
have everything you need, but you may not be familiar
with the location of these items, she notes. “Once a
patient becomes unstable, seconds count,” says Vaughn.
“You do not need to spend that time searching for
equipment.”  n

Use color-coded tapes
correctly or risk errors

In your ED, the color-coded Broselow Pediatric
Emergency Tape, a length-based measuring tape that

accurately estimates a child’s weight, is probably a
familiar sight. But are you using the tape correctly? 

Incorrect usages of the tape include measuring from

the wrong end and failing to place the child’s heels on
the tape, says Susan Hohenhaus, RN, project manag-
er for EMS for Children at Duke University Medical
Center in Durham, NC.

“Some ED nurses simply do not know how to posi-
tion it or what the color zones indicate or are related
to,” she adds. 

ED nurses sometimes place the tape upside down and
measure from the wrong end, which results in an incor-
rect color zone, says Hohenhaus. “So, all medication
dosages and equipment sizes would be wrong,” she says.

For example, if the child is 8 kg and measures in the
red zone, and the tape were used upside down, the nurse
might measure the child in the yellow zone, which is for
weights of 12-14 kg, resulting in too-large dosages, says
Hohenhaus.

Even experienced ED practitioners have difficulty
accurately estimating a child’s weight just by looking at
them, says Paula J. Mialon, PharmD, BS, senior clinical
pharmacist for the department of emergency medicine at
Children’s Medical Center in Dallas. “This is one of the
reasons there are so many dosing errors,” she says. 

Ten percent of 1,532 children treated in a pediatric
ED had a medication error, according to a recent study,
and dosage mistakes were the most common cause of
the drug errors.1

Used correctly, the tape gives you accurate dosage
information, says Mialon. “It contains dosages based
by weight, so you just look at the tape section for that
weight and the dose is right there,” she says. 

The tape is most useful for a patient who is other-
wise unable to be weighed, such as trauma patients,
seizing patients, unconscious patients, and combative
patients, including tired toddlers, says Mialon. 

“The tape provides a really close estimate that can
be used for all emergent dosing and procedures until
the patient is in a condition more conducive to being
weighed,” she explains.

To ensure you are using the color-coded tape cor-
rectly, do the following:

• Use the tape routinely for all pediatric patients.
The tape is most commonly used to obtain a child’s

weight, but it also contains a wealth of other useful
information, including correct equipment sizes and
emergent medication doses, says Mialon. 

Although the tape generally is used for acutely ill or
injured patients, you can increase your comfort level
and skill by using it for less acute patients, suggests
Mialon. For example, the tape can be used to deter-
mine dosages for antibiotics, she says. 

“A book available with the system contains a com-
prehensive listing of medications,” she notes. “You just
open the book to the page that corresponds with the
child’s weight.” (See resource box on p. 131 for
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Although the color-coded Broselow Pediatric Emer-
gency Tape is widely available in EDs, you may be
using it incorrectly by measuring from the wrong
end or failing to place the child’s heels on the tape,
resulting in potential dosage errors.
• Use the tape to assign a color zone to all children

younger than 12 years old.
• Routinely verify correct dosages and equipment

sizes using the tape.
• Practice using the tape during mock scenarios. 
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ordering information.)
Likewise, you can use the tape to check equipment

sizes when treatments ar ordered, says Patricia Scott,
RN, BSN, CEN, nurse leader for the ED at Martin
Memorial Medical Center in Stuart, FL. 

Use the tape to assign a color zone to all children
younger than 12 years old, recommends Hohenhaus.
“When obtaining vital signs, the child is measured with
the tape so that the color actually becomes a vital sign,”
she explains. 

Find innovative ways to do this that are fun for

pediatric patients, says Hohenhaus. “For instance, you
can paint a rainbow on the triage wall that correlates to
the length of the color zones, and measure the child
against it,” she suggests. 

• Make sure the tape is in good condition.
At Martin Memorial’s ED, the Broselow color-

coded tape is laminated, says Scott. “This makes the
tape easily visible, easily cleaned, and not likely to be
misplaced or torn,” she says. “If the tape is contami-
nated, it must be discarded since it is laminated paper.”

• Practice using the tape.
There should be formal, standardized training in the

use of the tape for all new ED nurses, recommends
Hohenhaus. In addition, you should practice using the
tape during mock resuscitation scenarios whenever
possible, says Scott.

“When a child needing resuscitation arrives in your
ED, you need to be comfortable with the tape and the
selection of equipment and medications,” she says.

• Work with pre-hospital providers in using the
tape.

Pre-hospital reports may list the child’s color zone,
notes Scott. “Verify the information, and care can con-
tinue in the ED with the same sizes of equipment and
medication doses,” she says.

Reference

1. Kozer E, Scolnik D, Macpherson A, et al. Variables associated
with medication errors in pediatric emergency medicine. Pediatrics
2002; 110:737-742. n

JCAHO wants to know your
solutions for ED crowding

Dissatisfied patients. Longer wait times. Patients
being treated in the hallways. If you needed any

more ammunition that overcrowding must be addressed
in your ED, now you have it: The Oakbrook Terrace,
IL-based Joint Commission on Accreditation of Health-
care Organizations has proposed standards that require
you to develop strategies to combat ED overcrowding. 

“The Joint Commission has now said what all of us
in the EDs already knew,” says Kathy Hendershot,
RN, MSN, CS, director of clinical operations for the
emergency medicine and trauma center at Methodist
Hospital in Indianapolis. “ED overcrowding is usually
not an ED problem; it is a hospital capacity problem.”

Use the Joint Commission proposed standards,
which are expected to become effective January 2004,
to obtain buy-in for effective process improvements,
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For more information on use of the color-coded
tape, contact: 
• Susan Hohenhaus, RN, Project Manager, EMS

for Children, Duke University Medical Center,
Durham, NC. Telephone: (919) 668-3749. Fax:
(919) 668-0484. E-mail: SueHohenhaus@sc.
rr.com. 

• Paula J. Mialon, PharmD, Senior Clinical
Pharmacist, Department of Emergency
Medicine, Children’s Medical Center, Dallas,
TX 75235. Telephone: (214) 456-2279. E-mail:
paula.mialon@childrens.com.

• Patricia Scott, RN, BSN, CEN, Nurse Leader,
Emergency Department, Martin Memorial Medi-
cal Center, 300 Hospital Ave., Stuart, FL 34994.
E-mail: PScott@mmhs-fla.org. 

The Broselow-Luten Pediatric System includes
the Broselow Pediatric Emergency Tape. It is a
color-coded system that assigns children to color
zones based on a single length or weight measure-
ment and enables access to appropriate precalcu-
lated medication dosing and formulations and pre-
determined equipment sizes. The Broselow Pedi-
atric Emergency Tape costs $120 for five tapes,
with shipping charges varying according to desti-
nation. To order, contact: Armstrong Medical
Industries, 575 Knightsbridge Parkway, P.O. Box
700, Lincolnshire, IL 60069-0700. Telephone:
(800) 323-4220 or (847) 913-0101. Fax: (847)
913-0138. Web: www.armstrongmedical.com.

A study packet for the correct use of the Broselow
Pediatric Emergency Tape is available at no charge
on the Duke University Medical Center “Duke
Enhancing Pediatric Safety” web site (www.duke
health.org/deps). Click on “Broselow Emergency
Tape.”
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recommends Hendershot. “It has been a great motivator
for multidisciplinary teams to work on the solutions
and has helped me justify the need for additional staff
and space,” she says. (For a copy of the proposed
standards, see resource box, p. 133.) 

At Methodist Hospital’s ED, volume, acuity, and
admission rates have increased and resulted in longer
wait times, says Hendershot. 

“We are doing more intensive and time consuming
work-ups in the ED, which make our patients stays
longer,” she adds. 

This reflects problems reported by EDs nationwide,
but making strategic changes, you can have a dramatic
impact on ED overcrowding, says Hendershot. “There
is no magic here,” she says. “The goal is to fix pro-
cesses until you see results.”

To reduce ED overcrowding, use these effective
solutions:

• Critically examine your staffing.
“Old ratios are being thrown out the window,” Hen-

dershot says. “We are all moving toward a system
based on acuity and length of stay to staff our EDs.”
[For information on a staffing best practices tool
and guidelines developed by the Des Plaines, IL-
based Emergency Nurses Association (ENA), see
“New tool will change the way you staff your ED,”
ED Nursing, April 2003, p. 74.]

If you are holding admitted patients, Joint Commis-
sion surveyors want to see that they receive the same
level of nursing care in the ED as they would as inpa-
tients, says Hendershot. “Now we must convince our
administrators of this, as this will be an increase in the
staffing cost never seen on our budget before,” she says.

• Add extra triage staff.
Due to longer wait times, an additional triage nurse

was added for 12 hours a day, says Hendershot. “I now
have two nurses, two ancillary staff, a visitor represen-
tative, and a volunteer at triage,” she says.

The nursing staff ratio also has increased compared
with technicians, Hendershot notes. “I have always had a
mixed nurse and technical support staff, but I am slow-
ing increasing the professional model,” she adds. “I usu-
ally ran a 60% nurse and 40% technical mix, but I am
aiming for an 85% nurse and 15% tech staff.”

The 85%/15% mix is recommended by the ENA’s
staffing model, which addresses acuity and assessment
requirements, says Hendershot. “With this ratio, hopeful-
ly there will be less waiting for nursing assessments and
interventions, which will improve throughput,” she says.

• Use “no-delay” reporting.
Delays in bed requests for patients being held in the

ED are monitored closely, says Hendershot. An elec-
tronic tracking program developed in house tracks the
time of a bed request, the time it was assigned, and the
time the ED is notified, she says. 

“This helps us track which unit has difficulties tak-
ing patients or which units may have staffing issues to
address,” says Hendershot. A report is generated and
given to each director as a “dashboard indicator” of
their unit, she explains.

If the receiving floor nurse is unavailable when a
bed becomes available, the charge nurse immediately
takes report and relays information to the nurse receiv -
ing the patient, she explains. “If the charge nurse is
busy, the patient is transported with a written report,”
she says. “This has really improved some of the delays
we were having.” 

This takes the frustration out of the process for the
sending and receiving units, she says. “We now know
that we can call report at anytime now,” says Hender-
shot, estimating that delays in placing patients in an
inpatient bed have been reduced by 35 minutes.

• Open a discharge service center.
At St. Francis Hospital and Health Centers in Indi-

anapolis, a discharge service center was opened near
the ED, with the goal of freeing inpatient beds so the
ED doesn’t get backed up by holding admitted patients,
says Caroline Fisher, RN, manager of the ED. An ED
nurse assists floor nurses in determining which patients
are eligible to be placed in the center while waiting for
transportation home, she explains. 

There are six comfortable chairs with ottomans in
the center, with one nurse and one technician who feed
patients, work with case managers, coordinate trans-
portation, review written discharge instructions with
the patient, and administer intravenous antibiotics, flu-
ids, and medications, says Fisher.

“When the patient is informed that they are being
moved to the discharge center, there often is suddenly
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Newly proposed standards from the Joint Commis-
sion on Accreditation of Healthcare Organizations
require you to develop strategies to reduce ED over-
crowding. Solutions include changing your staff mix,
adding triage staff, and freeing up inpatient beds. 
• If a receiving floor nurse is unavailable to take

report, have a system for the charge nurse to
accept the patient.

• Bring recently discharged patients to another area
to wait for transportation so that admitted ED
patients can be moved upstairs. 

• To expedite discharges, have physicians round on
the least critical patients first.
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a ride available much earlier than previously anticipat-
ed,” notes Fisher. “This can be up to a four-hour
decrease in wait time.”

Patients are sent to the discharge service center
unless they are in isolation, require one-to-one super-
vision, are going to leave the hospital on a continuous
monitor, are totally incontinent, have received blood
products within two hours, are on a ventilator, or have
open or draining wounds, she says. 

• To free beds, ask physicians to round on least
critical patients first. 

Medical staff has been asked to “think 11,” which
means to get the patients out by 11 a.m, says Fisher.

Previously, the physicians would round on the most
critical patients first, then get to those most likely to be
discharged, says Fisher. “The physicians have been asked
to round on their least critical patients first,” she says.
“That way, their discharges can be expedited.” [For more
information on overcrowding, see “Are you putting
patients at risk with dangerously high diversion
rates?” ED Nursing, April 2001, p. 73. The publisher
of EDN, American Health Consultants, also publishes
ED Management (EDM). EDM stories on overcrowd-
ing include “Reports say diversion on the rise: Use
technology to overhaul patient flow,” EDM, March
2002, p. 25; and “Report: ED visits on the rise,” EDM,
July 2002, p. 80. Back issues of EDN and EDM are

available for purchase on the American Health Con-
sultants web site (www.ahcpub.com). Click on “e-solu-
tions.” Under “AHC Online,” click on “online activa-
tion.” Where it says, “Please select an archive,” select
the newsletter, then the year, and then the month.
Select the story you want to purchase.] n

Is your patient care 
in conflict with HIPAA?

Are you worried that your patient care is in conflict
with requirements of the Health Insurance Porta-

bility and Accountability Act (HIPAA)? If so, you’re
not alone.

“There is a lot of confusion about what is required
in the ED,” says Michael Lowe, JD, an Orlando-based
health care attorney who specializes in compliance
with federal regulations. Penalties for violations of
HIPAA are severe, with civil penalties up to $25,000
for each requirement violated, and criminal penalties
of up to $50,000 and one year in prison for obtaining
or disclosing protected health information.

And if you violate a patient’s privacy, you could
have a lot more than HIPAA to worry about, warns
Lowe. “You could face disciplinary action from your
state licensure board, depending on your state’s laws,”
he says. In addition, a patient could file a privacy law-
suit and name you as a defendant, he adds. 

To avoid violations of HIPAA, do the following:
• Protect your computer screen from prying eyes.
You must take reasonable safeguards to prevent dis-

closure of confidential patient information, so use
screensavers and passwords, says Lowe. Staff should
have controlled access, and screens should be turned
around so they don’t face patients or visitors, he says. 
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To comply with patient privacy regulations, protect
access to computer screens, omit identifying infor-
mation from tracking boards, and give patients the
option to make their ED visit confidential. 
• Use screensavers and passwords to protect access

to electronic records. 
• Routinely audit charts to see if any unauthorized

staff members have accessed patient information.
• Use symbols or “confidential patient” to substi-

tute for patient names if confidentiality is desired.
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For more information on ED overcrowding, contact:
• Caroline Fisher, RN, Manager Emergency

Department, St. Francis Hospital and Health
Centers, 8111 S. Emerson Ave., Indianapolis, IN,
46237. Telephone: (317) 865-5440. Fax: (317)
865-5440. E-mail: caroline.fisher@ssfhs.org.

• Kathy Hendershot, RN, MSN, CS, Director of
Clinical Operations, Emergency Medicine and
Trauma Center, Methodist Hospital, I-65 at 21st
St., P.O. Box 1367, Indianapolis, IN 46206-
1367. Telephone: (317) 962-8939. Fax: (317)
962-2306. E-mail: KHendershot@clarian.org.

The Joint Commission on Accreditation of
Healthcare Organizations issued draft standards
for emergency department overcrowding on May
9, 2003. The draft standards can be accessed free
at www.jcaho.org. Click on “Accredited Organiza-
tions,” “Hospitals,” “Standards,” “Draft Stan-
dards,” and “Emergency Department Overcrowd-
ing Standards.”
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These are simple things, but they must be done, he
says. “Space may be a constraint, but you shouldn’t
have computers out where everyone can see them,”
says Lowe. 

At Cocoa Beach, FL-based Cape Canaveral Hospi-
tal’s ED, the settings on the computers have been
adjusted so that those at the bedside automatically go
to a screensaver mode in three minutes when not in
use, says Stacey Westphal, RN, MS, CEN, the facili-
ty’s clinical educator of emergency services. 

“With computers in all areas of the ED, anyone
could sneak a peek without safeguards,” Westphal
says. The computers at the nurses station have a longer
time out of five minutes, because the public does not
have access to these, she adds.

Nurses immediately sign off when documentation is
completed, which automatically places a sign-in screen in
front of confidential information, but if this step is forgot-
ten, the auto screensaver is activated, Westphal explains. 

“Once the program goes to the screensaver mode,
you need a dual password to gain access to patient
information,” she says. Nurses must enter both an
alphanumeric user ID and a password, she explains. 

• Ensure that only authorized staff view medical
records.

Weekly audits are done to see who has accessed the
medical records of patients, says Westphal. “This way we
can see if unauthorized eyes have viewed the chart,” she
says.

Chart audits to check for unauthorized access are
done on a weekly basis by Westphal or the ED’s health
information analyst, she says. “We have a program
that prints out names of patients that were made confi-
dential during their visit here,” she says. “We look at
these charts and additional ones at random.” 

A list is printed in chronological order of everyone
who viewed the chart, printed the chart, viewed the
information summary card after discharge, or viewed the
completed chart on-line after the patient is discharged,
says Westphal. “We then compare those names with staff
that had reason to go into a record,” she says.

Any employee name that appears on the chart
access list without authorization to view the patient’s
record is investigated by the facility’s informatics tech-
nology department, says Westphal. “Termination is a
possible outcome,” she adds. 

• Give patients the option of confidential status.
The patient’s first name and chief complaint are

blocked out on the main patient tracking board, says
Westphal.

“Radiology, volunteers, and other departments use
this board as a patient locator, and they do not need to
know information about other patients,” she explains.

In addition, the words “confidential patient” are

used instead of the patient’s real name if individuals
want anonymity, such as patients who don't want their
family members, who are hospital employees, to know
they're being treated in the ED, says Westphal. “For
example, we had a 19-year-old female come in with an
overdose. She did not want her dad, who works at our
facility, to know she was here,” she says.

The “confidential patient” wording is used instead
of the patient’s name whenever nurses feel the need
conceal the patient’s identity, says Westphal. “We use
it for patients that come in following a sexual assault,”
she explains. “If Gov. Jeb Bush came in, he would be a
confidential patient.”

For patients who don’t want anyone to know they’re
in the ED, the “@” symbol is put next to their name in
the patient’s charts, which means that visitors and
callers are to be told the patient is not there, she says. 

For example, a man came to the ED requesting
admission at a local psychiatric facility, recalls West-
phal. “He was separated from his wife and did not want
her to know he was here or that he wanted to be admit-
ted for psychiatric care,” she says. “She came here
looking for him, and we told her he was not here.”

While HIPAA doesn’t directly address giving a
family member inaccurate information, it does specify
that you must protect a patient’s request for confiden-
tiality, says Lawrence. 

If you do tell an inquiring family member or friend
that the patient is not in the ED, ask if there is something
the ED should know if the patient does show up, sug-
gests Jonathan D. Lawrence, MD, JD, FACEP, an ED
physician and medical staff risk management liaison at
St. Mary Medical Center in Long Beach, CA. “That
way, significant history would be obtained without let-
ting the caller know the patient is in the ED,” he says.
“Also, asking the caller for a callback number might be
useful.”  n

New safety goals listed 
for 2004 JCAHO surveys 

If you’re not in full compliance with the National Safety
Patient Goals for 2004 from the Oakbrook Terrace, IL-

based Joint Commission on Accreditation of Healthcare
Organizations, you have a lot to worry about. Surveyors
will be looking for complete compliance as of Jan. 1,
2004, warns Darlene Bradley, RN, MSN, MAOM,
CCRN, CEN, director of emergency/trauma services at
University of California — Irvine (UCI) in Orange. 

To comply, use the following strategies for each of
the seven safety goals implemented at the facility’s ED:
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• Goal 1: Improve the accuracy of patient
identification.

ED nurses now take the order sheet to the bedside
and compare the name and medical record number with
the patient’s identification bracelet, reports Bradley.

The patients are asked their names, and nurses use
birth dates and other verifiable personal information as
identifiers. “Some staff go to the bedside and ask the
patients to spell their name,” she says. “This has pre-
vented error in some cases, particularly for non-English-
speaking patients.”

Spontaneous audits also are being done, with
observers documenting interactions with patients, 
says Bradley. 

• Goal 2: Improve the effectiveness of communi-
cation among caregivers.

Verbal orders are not accepted at UCI’s ED, says
Bradley. “All of our orders are written,” she says. When
a critical test result is given, the following steps are used: 

— The test result is called out to a nurse or physician,
and the name and spelling is read off with the results of
the test. 

— The name of the person receiving the results is
written into the computer system. 

— This result is matched with the label printout
verifying the results. 

• Goal 3: Improve the safety of using high-alert
medications.

No concentrated electrolyte solutions at all are
stocked, says Bradley. “Drugs with similar names such
as morphine and hydromorphine are packaged separate-
ly and labeled in places in our storage cabinet where
they cannot be confused with each other,” she says. 

• Goal 4: Eliminate wrong-site, wrong-patient,
and wrong-procedure surgery.

If a procedure is going to be performed such as
surgery or reduction, the patient will “x” the spot and
initial the area that is affected, says Bradley. “We also
use a checklist for verification,” she adds. 

• Goal 5: Improve the safety of using infusion
pumps.

New free flow-protected Volumetric Infusion
Pumps (Baxter Healthcare Corp., Deerfield, IL) are
used in the ED, says Bradley. “They also perform
some calculations, fluid volume documentations, 
and alarm systems,” she says. 

• Goal 6: Improve the effectiveness of clinical

alarm systems.
Random checks are done by making alarms go off

with a tachycardia, says Bradley. “We then time the
responsiveness of the nurse,” she says. “In almost all
cases, the response has been within 10 seconds.”

• Goal 7: Reduce the risk of health care-acquired
infections.

To improve compliance with hand washing, a
waterless soap solution is made available at many
strategic areas throughout the ED, says Bradley.

Health care personnel are required to wash their
hands before entering a patient’s room or going to the
bedside, and again after leaving the bedside, she
explains. Previously, compliance with hand washing
was about 76%, she reports.

“As we worked with staff on their awareness of this
patient safety issue and continued to monitor compli-
ance, we now have successfully reached 100%,” says
Bradley. “This is an immense improvement from pre-
vious practice.”  n

Save $300 with a 
‘pen roundup’

To cut supply costs by $300 a year, Colleen Samp,
office manager of the ED at William Beaumont

Hospital in Royal Oak, MI, does a “pen roundup”
twice a year.

“I have everyone go through their desk drawers and
give me all of the pens that they have accumulated,”
she says. 

About half the pens are promotional items from
pharmaceutical representatives given to nurses, physi-
cians, secretaries, and research staff, she says. 

“I estimate that about 1,200 pens will be rounded 
up this year,” Samp says. 

The pens are put with the office supplies, and the
hospital saves $300, the amount it normally spends
annually on pens for the ED.

[Do you have a cost-cutting tip to share with ED
Nursing readers? If so, please contact Staci Kuster-
beck, Editor, ED Nursing, 280 Nassau Road, Hunting-
ton, NY 11743. Telephone: (631) 425-9760. Fax: (631)
271-1603. E-mail: StaciKusterbeck@aol.com.] n
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n Avoid adverse outcomes 
in intoxicated patients

n Novel strategies to improve
care of frequent ED users

n New interventions 
for acute stroke patients

n Simple ways to screen for
substance abuse

COMING IN FUTURE MONTHS
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CE objectives/questions

CE instructions 

Nurses participate in this continuing education
program by reading the issue, using the pro-

vided references for further research, and study-
ing the questions at the end of the issue. 

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 semester's activity with
the December issue, you must complete the eval-
uation form provided in that issue and return it in
the reply envelope provided in order to receive a
certificate of completion. When your evaluation is
received, a certificate will be mailed to you. n
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University Hospital, Cincinnati After reading this issue of ED Nursing, the CE participant
should be able to:

• Identify clinical, regulatory, or social issues relating to ED
nursing. (See Deep venous thrombosis in the ED: You must
update your practice now, and Use color-coded tapes cor-
rectly or risk errors in this issue.) 

• Describe how those issues affect nursing service delivery.
(See Take critical steps when trauma patient arrives.)

• Cite practical solutions to problems and integrate information
into the ED nurse’s daily practices, according to advice from
nationally recognized experts. (See Is your patient care in
conflict with HIPAA?)

9. Which is a current approach for patients with deep venous
thrombosis (DVT) in the ED, according to Stephen J. Wolf,
MD, an ED physician at Denver Health Medical Center?

A. Increased use of D-Dimer tests
B. Increased use of fibrinolytics for patients without limb-

threatening situations
C. Use of venograms for all patients with suspected DVT
D. Use of a single lower-extremity ultrasound to rule out DVT

10. Which of the following is recommended when caring for
trauma patients with multiple injuries, according to Glenn
Carlson, RN, MSN, CCRN, clinical nurse specialist at
Bronson Methodist Hospital?

A. Tachycardia is the key sign of early shock in patients tak-
ing beta-blockers.

B. All patients with spinal injuries should be placed on a
longboard.

C. A decreased heart rate is the most common early sign of
shock.

D. A systolic blood pressure more than 90 mmHg should be
maintained.

11. Which is accurate regarding the Broselow color-coded
Pediatric Emergency Tape, according to Susan Hohen-
haus, RN, BS, project manager for EMS for Children at
Duke University Medical Center? 

A. The tape should only be used for acutely ill or injured
children.

B. To increase familiarity, use the tape with all pediatric
patients.

C. No training is needed for ED nurses to use the tape.
D. Estimating a child’s weight by appearance is an effective

way to calculate dosages.

12. Which of the following is in compliance with the Health
Insurance Portability and Accountability Act, according to
Stacey Westphal, RN, MS, CEN, clinical educator of
emergency services at Cape Canaveral Hospital?

A. Using patient names and chief complaints on tracking
boards in public view.

B. Computer screens visible at nursing stations.
C. Giving patients the option of having their ED visit

confidential.
D. Informing callers of a patient’s condition.

Answers: 9. A; 10. D; 11. B; 12.C.


