
SARS is ‘greatest disaster threat at 
this moment’: Make changes now 
New CDC guidelines give you updated strategies for the ED

Do you have an action plan for what to do when the next patient comes to
your ED with respiratory symptoms consistent with severe acute respi-
ratory syndrome (SARS)? ED nurses nationwide urgently are develop-

ing strategies to prepare for another outbreak.
“We recognize that SARS is our greatest disaster threat at this moment. Not

only does it threaten our community, it threatens the infrastructure of our hospi-
tal,” says Vicki Blucher, RN, BSN, clinical educator for the ED at St. Joseph
Medical Center in Towson, MD. “The emergence of SARS has caused us to re-
examine what we do in our everyday ED nursing practice. It has changed the
way we interact with patients who walk into our ED.”

The good news is that there are now clear guidelines to use in your clinical prac-
tice. The Atlanta-based Centers for Disease Control and Prevention (CDC) has just
released a draft plan with strategies based on lessons learned from the 2003 global
epidemic, which has sickened 8,098 and killed 774. (See resource box on p. 15 to
obtain the complete guidelines.)

There is no indication that SARS has been eradicated, Julie Gerberding,
director of the CDC, said at an Oct. 30 conference. “We never saw an infectious
disease appear and disappear like that. We do need to be prepared.”

At press time, there were no cases of SARS in the world, “but it is expected to
make a return this year,” says Rosemary Kucewitz, RN, BSN, ED director at
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New guidelines from the Centers for Disease Control and Prevention con-
tain strategies to limit exposure in EDs if another outbreak of severe acute
respiratory syndrome occurs. 
• Have symptomatic patients put on masks and use antibacterial hand

sanitizers.
• Keep staff informed with web pages or resource binders containing updat-

ed information and contact telephone numbers.
• Monitor patients diagnosed with pneumonia in your ED and staff with

respiratory illnesses. 
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Northwest Community Hospital in Arlington Heights,
IL. “No one knows where it will turn up.”

But even if SARS doesn’t re-emerge, CDC officials
predict that your ED will be more crowded this winter,
due to an influx of patients with flu symptoms worried
about the possibility of SARS. 

James Hughes, MD, director of the CDC’s Nation-
al Center for Infectious Diseases, said, “Whether the
virus comes back this winter or not, we will be dealing
with SARS.”

Officials worry that physicians with limited SARS
experience could confuse early SARS symptoms with
the flu, so the CDC plans to release a plan for physi-
cians and hospitals to prevent outbreaks.

The fact that an eventual SARS diagnosis may not be
made in the ED points to the need to stay vigilant to pro-
tect yourself and other patients, says Trudy Meehan,
RN, CHE, former director of the ED at East Jefferson
General Hospital in Metairie, LA, and principal of

Gonzales, LA-based Meehan Consultants, a legal nurse
consulting company. “As with many infectious dis-
eases, by the time the final diagnosis is made or a
trend determined, many infected patients will have
received care in the ED,” she adds. 

Use these strategies, based on the CDC’s new
recommendations:

• Revamp your ED’s policies for universal
precautions.

“We realized we must change the way we look at
universal precautions, which have been the norm in
health care,” says Blucher. “For this reason, our ED
has developed what we call ‘The New Normal.’ Here
are the key changes that were made:

— Patients who are getting nebulizer treatments
must do so in a closed room due to aerosolization of
any germs. 

Any patient undergoing respiratory procedures that
include intubations, suctioning, and sputum induction,
or noninvasive methods of ventilation such as continu-
ous positive airway pressure (CPAP) and bidirectional
positive airway pressure (biPAP) will have droplet pre-
cautions instituted, says Blucher. 

Anyone who is in the room during the treatment
must wear a mask, gown, gloves, and face shield, she
explains. “We have also asked emergency medical ser-
vices to stop nebulizer treatments prior to coming into
the facility, and they have agreed to do so,” she says. 

— Anyone who presents to triage with a cough
will be asked to wear a surgical mask.

“This not only will help if SARS recurs, but also
with the spread of influenza, colds, respiratory syncy-
tial virus, and the like,” says Blucher. “We also have
an antibacterial hand sanitizer available in the waiting
room with an informational display.”

At Northwest Community Hospital, a large sign on
an easel is posted by the ED entrance stating in English
and Spanish, “If you have a cough and runny nose or a
cough and fever, please take and put on a mask. (Alto!
Para la seguridad de todos, Por favor pongase una mas-
cara y use panuelos deschables si usted tiene: Tos, tos y
fiebre, tos y catarro. Se agradece su cooperacion.)”

A box underneath the sign contains resealable plas-
tic bags, each with a mask and a box of tissues. “These
kits are able to be ordered from our storeroom, so they
are easy to restock,” says Kucewitz. “Triage nurses
also have these supplies and would ask the patient to
put on a mask if they have not already done so.”

ED nurses need to “go back to the basics,” with strict
adherence to hand hygiene guidelines to decrease expo-
sure by staff and patients, argues Meehan. (For more
information on this topic, see “Do you know about
hand hygiene guidelines?” ED Nursing, March 2003,
p. 63.)
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“Room cleanliness between patients becomes as
important as direct patient care,” she says, pointing to
simple actions such as cleaning stretchers and counter-
tops with disinfectant solutions between patients and
emptying waste containers. “Of course, this diligence 
is also effective in diminishing the effects of our more
familiar winter friends: influenza and the common cold,”
she says. 

• Monitor ED staff with respiratory illness.

Staff who call in sick now are routinely asked if they
have a respiratory illness, says Blucher. “If they say
yes, then they will need to follow up with employee
health so they can be monitored,” for SARS, she adds. 

• Create a web page to update ED nurses.
At Methodist Hospital in Indianapolis, ED staff

created a web page to keep staff up to date on SARS
exposure risks and geographical incidents, says
Kathy Hendershot, RN, MSN, CS, director of clini-
cal operations for the emergency medicine and trau-
ma center. “This way, updated information is imme-
diately available to every ED nurse,” she adds. 

Current information on geographical locations and
airline terminals with suspected and confirmed SARS
cases gives nurses accurate screening criteria directly
from the CDC, Hendershot says. There also is a page
listing day and evening contact telephone numbers in
case staff members need to contact the laboratory, an
infectious disease physician, or the local health depart-
ment, says Hendershot. 

In addition, a SARS resource binder is kept at the
charge nurse’s desk for quick reference, says Hender-
shot. “It has the latest information as to suspected case
presentations that we get from the CDC and state and
local health departments, triage guidelines, isolation
requirements, and all the telephone numbers that you
would need,” she says. 

• Screen patients before they enter the main ED
waiting room.

At Duke University Medical Center in Durham, NC,
the triage liaison desk is the first station that patients
come to as they enter the ED waiting room, says Theresa
Cromling, RN, advanced clinical staff nurse in the ED. 

The triage liaison, usually a nursing assistant, asks
every patient to wash their hands with antiseptic hand
foam before they go in to see the triage nurse. “Each
patient is asked screening questions about fever, travel
to high-risk areas, or close contact with any patient
with SARS,” says Cromling. 

At triage, if the patients are suspected of having
SARS, they are immediately given a mask and moved
into a private room where a high-efficiency particulate
air (HEPA) filter and an isolation cart containing per-
sonal protective equipment (PPE) is located, says
Cromling. “Standing orders are started to include full
respiratory isolation,” she adds. 

• Monitor patients diagnosed with pneumonia in
your ED. 

A screening tool was developed for admitted patients
diagnosed with pneumonia by chest X-ray in the ED,
says Blucher. The screening tool asks if the patient has
traveled to certain areas within the last two weeks or has
had contact with someone who has, if the patient is a
health care worker, and if they have had contact with
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For more information on limiting exposure to
SARS in the ED, contact:
• Vicki Blucher, RN, BSN, Clinical Educator,

Emergency Department, St. Joseph Medical
Center, 7601 Osler Drive, Towson, MD 21204.
Telephone: (410) 337-1524. Fax: (410) 337-
1118. E-mail: vickiblucher@chi-east.org.

• Theresa Cromling, RN, Advanced Clinical
Staff Nurse, Emergency Department, Duke Uni-
versity Medical Center, Box 3869, Durham, NC
27705. Telephone: (919) 416-8202. Fax: (919)
286-9219. E-mail: croml001@mc.duke.edu.

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

• Rosemary Kucewitz, RN, BSN, Director, Emer-
gency Department, Northwest Community Hos-
pital, 800 W. Central Road, Arlington Heights, IL
60005. Telephone: (847) 618-4010. Fax: (847)
618-4098. E-mail: RKucewicz@nch.org. 

• Trudy Meehan, RN, CHE, Principal, Meehan
Consultants, Gonzales, LA. Telephone: (225)
622-5949. Fax: (866) 422-0262. E-mail: tmeehan
@meehanconsultants.com. 

The Centers for Disease Control and Preven-
tion’s draft Public Health Guidance for Commu-
nity-Level Preparedness and Response to Severe
Acute Respiratory Syndrome (SARS), dated Oct.
21, 2003, can be downloaded at no charge at
www.cdc.gov/ncidod/sars/sarsprepplan.htm. For
recommendations specific to the ED, click on
“Supplement C: Preparedness and Response In
Healthcare Facilities” and scroll down to “Matrix
1: Recommendations for Inpatient Facilities and
Emergency Departments.”
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anyone diagnosed with pneumonia in the last two weeks. 
“In addition, we are making certain we draw a com-

plete blood count with differential on anyone who has
pneumonia,” she says. “Also, we are presently develop-
ing written discharge instructions for people with pneu-
monia informing them what to do if they get worse.” ■

Elder abuse increasing —
Can you recognize it?

Do you consider that abuse or neglect may be occur-
ring when you care for elderly patients in your

ED? According to a new report from the Centers for
Disease Control and Prevention, 33,000 patients older
than the age of 60 were treated in EDs over a four-year
period for assault-related injuries from elder abuse.1

Elder abuse is a growing problem in EDs, and num-
bers will continue to increase, warns Kathleen Loeffler,
RN, research nurse at Harborview Medical Center in
Seattle. 

“As ED nurses, it is imperative for us to be able to
recognize, report, and intervene in this burgeoning epi-
demic,” she says. (For more information on this
topic, see “Use these strategies when you suspect
elder abuse,” ED Nursing, March 2002, p. 63.)

To improve your assessment and intervention of
elder abuse, do the following:

• Recognize risk factors for abuse. 
Risk factors associated with elder abuse include age

older than 75, dependence on the caregiver, alcohol or
substance use in the elder or caregiver, caregiver inex-
perience or mental illness, financial problems, lack of
help or support systems, cramped living conditions,
and recent change in the elder’s level of functioning,
according to Loeffler. 

To assess elders for abuse, what you observe is criti-
cal, says Loeffler. Address the following questions, she
advises:

— How do the elder and caregiver interact? 
— How is the patient’s mental status and mood?

Does the patient seem fearful, agitated, passive, or
compliant? 

— What is the elder’s overall condition, including
hygiene and nutritional status? 

— Are there overt signs of trauma? Does the history
match the injury? 

— Did someone else besides a family member or
caregiver bring in the patient for treatment? Was there
a delay in seeking care? 

Obtain the history from several sources if possible,
and be sure to interview the patient and caregiver sepa-
rately, says Loeffler. “Using a nonjudgmental attitude
with open-ended questions is an effective method to
gain trust and maximum information,” she suggests.
(See story on p. 17 for a list of questions to ask
caregivers.)

• Identify signs of abuse or neglect.
Physical signs for elder abuse include old and new

bruises, burns, fractures, alopecia due to hair pulling,
pattern injury from being struck by cords or objects,
cigarette burns, eye trauma, whiplash injury, and
patients who are over- or undermedicated, says Loef-
fler. Your first priority is treatment of acute injuries
and protecting the elder from further harm, she says.

Elder neglect is the most common form of elder
abuse, says Loeffler. Signs include dehydration, mal-
nutrition, decubitus ulcers, poor hygiene, and noncom-
pliance with medications, she says. 

“Psychological maltreatment will reveal an elder
who is verbally berated, harassed, or intimidated, treat-
ed like an infant, socially isolated, ignored, denied
companionship, or threatened with punishment or
deprivation,” she says. 

• Give patients choices whenever possible.
To explore a variety of options for an abused elder,
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According to a study from the Centers for Disease
Control and Prevention, EDs are treating increasing
numbers of neglected or abused elders. 
• In addition to the patient, interview family,

friends, or caregivers.
• Give patients choices whenever possible.
• If physical abuse is occurring, always consider

the possibility of sexual abuse.
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For more information about elder abuse, contact:
• Linda A. Hutson, RN, SANE, Assistant Nurse

Manager, Emergency Department, Mercy Hos-
pital Anderson, 7500 State Road, Cincinnati,
OH 45255. Telephone: (513) 624-4032. E-mail:
sanenurse@lycos.com. 

• Kathleen Loeffler, RN, Trauma Registry, Har-
borview Medical Center, 325 Ninth Ave., Box
359731, Trauma Registry, Seattle WA 98104.
Telephone: (206) 341-4327. E-mail: loeff@
u.washington.edu.
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ask the following questions, she says:
— Could you stay temporarily with other relatives,

friends, or church members? 
— Is assisted living or an adult family home an

acceptable alternative? 
— Are there funds for home health or respite

services to relieve the caregiver? 
Elders may fear intervention of any kind because

they don’t want to be left homeless or alone, says
Linda Hutson, RN, SANE, assistant nurse manager in
the ED at Mercy Hospital Anderson in Cincinnati.
“They may fear reporting a spouse or family member
because they may be financially dependent on the fam-
ily member committing the abuse,” she notes. 

This may make it difficult to obtain a clear history of
abuse, so when in doubt, investigate further by interview-
ing family members or friends, suggest Hutson. “Exhaust
all resources before you risk discharging the elderly
patient back to an abusive environment,” she says. 

• Consider the possibility of sexual abuse.
After the ED at Mercy Anderson began universal

screening of women for domestic violence, nurses dis-
covered a significant number of elders were abused,
reports Hutson.

“We also realized that when we asked elderly
women about violence in their homes, we rarely asked
about sexual abuse because the thought was culturally
repulsive,” she says.
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If you suspect abuse, 
ask these questions

Here is a sample interview with a possible perpe-
trator of elder abuse, excerpted from the Elder

Abuse Diagnostic and Intervention Protocol at Har-
borview Medical Center in Seattle:

“Thank you for waiting while I interviewed your
mother. Now it’s your turn. I need your help. I am
doing a psychosocial assessment of your mother’s
current functioning and situation in order to deter-
mine what services are appropriate at this time. I
would like to spend some time with you and have
you tell me your perception of how things are here.”
1. “Tell me what you want me to know about your 

mother.”
2. “What is her medical condition? What medicine

does she take?”
3. “What kind of care does she require?”
4. “How involved are you with your mother’s every-

day activities and care?”
5. “What do you expect her to do for herself?”
6. “What does she expect you to do for her?”

a. And are you able to do them?
b. And do you do them? 
c. Have you had any difficulties? What are they?”

7. “Please describe a typical day for yourself.”
8. “How do you cope with having to care for your

mother all the time?”
9. “Do you have support or respite care?

a. Who or what?
b. Are there other siblings to help?”

10. “What responsibilities do you have outside the
home? Do you work? What are your hours? What
do you do?”

11. “Would you mind telling me your income?” (If
question seems touchy to the caregiver, say, “I just
wondered if the pills she needs to take are afford-
able for your family.” At the same time, you are
assessing the caregiver’s degree of dependence on
the elderly client’s income/pensions/assets.)

12. “Is your mother’s Social Security check directly
deposited in the bank?”

13. “Who owns this house? Do you pay rent?
Whose name is on the deed?”

14. “If you help her mother pay her bills, how do
you do it? Is your name on her account? Do you
have power of attorney? Does it have a durable
clause? When did you get it?”

Save more delicate questions for last:
1. “You know those bruises on your mother’s arms

(head, nose, etc.), how do you suppose she got
them?” (Document response verbatim). If possi-
ble, follow up with request that caregiver demon-
strate how injury may have happened.

2. “Your mother is suffering from malnourishment
and/or dehydration” or “Your mother seems
rather undernourished and thin; how do you think
she got this way?”

3. “Is there a reason for waiting this long to seek
medical care for your mother?”

4. “Caring for someone as impaired as your mother
is a difficult task. Have you ever felt so frustrated
with her that you may have pushed her a little
harder than you expected? How about hitting or
slapping her? What were the circumstances?”
(Record verbatim.)

5. “Have you ever had to tie your mother to a bed or
chair, or lock her in a room when you go out at
night?”

6. “Have there been times when you’ve yelled at her
or threatened her verbally?” ■



However, about 20% of the elder abuse that is seen
in the ED includes sexual assault, estimates Hutson.
Recently, she cared for a 70-year-old woman who was
brought to the ED from her nursing home because her
caregiver found blood in her undergarments. The
patient was found to have multiple bruises and tears
with bleeding in the genital area, she reports.

“We collected forensic evidence and took pho-
tographs of the injuries for the police and prosecutors,”
says Hutson. “A caregiver at the nursing home was
arrested and prosecuted for abuse in this case.”

Do a complete physical examination if you suspect
sexual abuse, says Hutson. “However, remember that
the elderly may have special needs and concerns about
privacy and modesty,” she cautions. 

If sexual abuse is occurring, you must obtain per-
mission to collect forensic evidence for law enforce-
ment, says Hutson. “If you suspect abuse, be aware
that you are obligated legally and morally to report to
your local adult protective services agency,” she says.
“If physical abuse is present, always consider that sex-
ual abuse may also be occurring.” (For more informa-
tion on reporting elder abuse, see “Do you know
which cases you’re required to report?” below.)

Reference

1. Centers for Disease Control and Prevention. Public health and
aging: Nonfatal physical assault-related injuries among persons
aged > 60 years treated in hospital emergency departments —
United States, 2001. MMWR 2003; 52:812-816. ■

Do you know which cases 
you’re required to report?

Achild with a suspicious fracture. An elderly
woman who says she hasn’t been eating regularly.

A drunk driver involved in a fatal motor vehicle acci-
dent. Do you know which of these cases you are
required to report to agencies or law enforcement? 

“An alarming number of ED nurses are unaware of
reporting laws,” says Mary Ann Shea, JD, RN, a St.
Louis-based nurse and attorney. 

To increase your knowledge of requirements, con-
sider the following items:

• Drug testing results.
You may need to obtain blood alcohol levels or

urine toxicology screens to provide appropriate patient
care, but the results of drug testing is privileged infor-
mation and should be released only with the patient’s
consent, warns Kathie Eberhart, RN, CEN, a Santa
Rosa, CA-based legal nurse consultant and ED nurse

at Santa Rosa Memorial Hospital. 
“I do not know of any exceptions to the privacy

rule, short of a court order for release of medical
records and drug testing,” she says. 

You must be aware of your state’s reporting
requirements, Eberhart adds. “In the state of Califor-
nia, test results are never released to the police unless a
legal blood alcohol level is drawn with the police in
attendance, providing the equipment and witnessing
the blood draw,” she explains.

There is a difference between therapeutic levels
done to determine appropriate care and testing done
for legal purposes, notes Shea. Different rules apply to
the ordering and obtaining of specimens for testing for
legal purposes, which is not used for treatment deci-
sions but for prosecution in the criminal justice sys-
tem, she notes. 

In this case, you have a duty to inform the patient of
the purpose of the test, and in most states, the patient
has a right to refuse, says Shea. “Regardless if the
patient consents or refuses, be sure to document this
incident in detail in the medical record,” she says.

Unless the patient is in police custody or there is 
a court order for treatment, the police officer has no
legal authority to dictate treatment, and you cannot
provide any information unless the patient consents,
says Shea. Although state laws vary, generally a police
officer does not have legal authority to override a
patient’s refusal, and only a court order can do so,
she adds. 

• Abuse or neglect of children or elders.
ED nurses are mandated reporters, which means

there are penalties for not reporting which vary by
state, says Shea. 

The intent behind child and elder reporting laws is to
ensure that these vulnerable patients are given protec-
tion from further harm, she adds. “The ED nurse does
not need concrete proof that abuse and/or neglect are
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You must be aware of reporting laws for child and
elder abuse, domestic violence, and drug testing
results.
• Results of blood alcohol screening or urine toxi-

cology should be released only with the patient’s
consent.

• ED nurses are mandated reporters of child and elder
abuse, and there are penalties for not reporting.

• If you are unsure of whether to report, always
consult a supervisor or risk manager.
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occurring,” she says. “A reasonable suspicion is suffi-
cient to invoke the reporting obligation.”

ED nurses who make a report in good faith, based
on reasonable suspicions, have immunity from legal
recourse from the individual reported, she adds. “So
even if the nurse is incorrect, as long as there were
adequate grounds for suspicion of abuse or neglect, the
nurse will be protected by the statute,” says Shea.

Because the penalties for failure to report can be
severe, always err on the side of caution and report
whenever you suspect abuse or neglect is occurring,
recommends Shea.

• Domestic violence.
Your ED may have policies and procedures that

require specific interventions for these victims, says
Shea. “For instance, you might automatically call in a
social worker to talk to the patient,” she says. 

A policy may require that suspected abuse is report-
ed to the appropriate law enforcement agency even if
the abused person refuses care or refuses to acknowl-
edge the possible situation, adds Eberhart. “The agen-
cy must then investigate, even if it entails interviewing
in the ED setting in order to maintain patient privacy
and keep the suspected abuser out of the initial inter-
view process,” she says. 

Your EDs should have policies and procedures to
direct you on what to report and where to report it, but
these cannot be detailed enough to cover all the sce-
narios you may encounter, says Shea.

“Consequently, you must your professional judg-
ment to decide if the type of injury and the history
given come under the category of suspicious,” she
says. “I often tell nurses that nursing is a ‘visceral’
profession — that if your gut is trying to tell you
something, you should listen,” she says. 

In any case, policies may not adequately address the
situation at hand, says Shea. “Rather than just guessing
when unsure of what to do, the nurse should rely on the
advice of supervisors,” she says.

For example, if there is no policy on how to handle
a police officer’s demand for action, and you aren’t
sure what to do, get your ED director or risk manager
involved, Shea advises. “If a nurse is handed a court
order, but is unsure what to do with it, the nurse should
get the supervisor involved,” she adds. 

Document the name of the person you consult with
and what was said, advises Eberhart. “Three years
down the road, you can pull a record and note who you
spoke with and what the contents of the conversation
were,” she says.  ■

Do you protect patient 
privacy during phone calls?

When callers ask whether their family member or
friend is in your ED, what do you tell them? If

you’re like most ED nurses, you’re confused about
exactly what information you can share to avoid viola-
tions of patient privacy regulations. 

“Many EDs have grappled with this issue since
HIPAA [the Health Insurance Portability and Account-
ability Act] has gone into effect,” says Jonathan D.
Lawrence, MD, JD, FACEP, an ED physician and
medical staff risk management liaison at St. Mary
Medical Center in Long Beach, CA.

To improve compliance with patient privacy
requirements, do the following:

• Obtain patient consent to release general
information. 

To comply with HIPAA, every ED patient must be
given a copy of the facility’s notice of privacy practice
to sign, says Sue Dill, RN, MSN, JD, vice president of
legal services at Memorial Hospital of Union County
in Marysville, OH.

“Interestingly enough, the federal law only requires
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For more information on reporting requirements
in the ED, contact:
• Kathryn Eberhart, RN, CEN, 2777 Yulupa Ave.,

No. 342, Santa Rosa, CA 95405. Telephone:
(707) 538-7056. E-mail: etlnc@sonic.net. 

• Mary Ann Shea, JD, RN, Attorney at Law/Reg-
istered Nurse, P.O. Box 220013, St. Louis, MO
63122. Telephone: (314) 822-8220. Fax:(314)
966-0722. E-mail: masheajdrn@aol.com. 

S O U R C E S

To comply with patient privacy regulations, patients
should be given notices that allow ED staff to dis-
close their presence and general condition to callers
and visitors.
• Patients must be given confidentiality upon request.
• If patients are unable to sign, ask the next of kin

to do so. 
• If patients request confidentiality, callers can be

told there is currently no information on that indi-
vidual, and the patient can be informed of the call. 

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



that this document be given once, so if the patient is a
frequent flyer and comes back five times after this,
you do not have to re-give it,” she says.

You should have the patient sign a written acknowl-
edgment that they have received a copy of the privacy
practice, adds Dill. “We put our notice in the consent
form that they sign on arrival,” she says.

This allows you to tell any caller who gives you a
patient’s name that they are being treated in the ED,
their room number, and their general condition,
whether critical or stable, she notes. 

If a patient has a family member in the ED assisting
with their care, and that individual goes home and
calls back to ask a question, you can answer it unless
the patient requests otherwise, adds Dill. “We tell the
patient we will give out information, and they have the
right to object and list anyone who the patient does not
want us to give information to,” she says.

• Have a process for patients unable to sign the
form.

If patients are unable to sign the form to acknowl-
edge that they have received the privacy notice, this
should be clearly documented, says Dill. “We then try
and get the next of kin to sign this,” she says. “We pro-
vide them with a copy, and if the patient wakes up
later, we will give it to the patient.”

If the patient is unable to sign because he or she is
and no family members are present, use your profes-
sional judgment to decide if their visit should be made
confidential, says Dill. “For example, if the patient is
shot in the head in a gang-related shooting, I am going
to not put his name on the directory in case the gang is
looking for the patient to finish him off,” she notes. 

• Have a process for patients who want
confidentiality.

Under HIPAA, patients have the right to choose to

keep their visit confidential, says Dill. “This rarely hap-
pens, but if it does, the patient is what we call ‘no publici-
ty,’ meaning we don’t give out any information,” she says.

At St. Mary Medical Center’s ED, patients are
asked during the registration process whether they
want their visit to remain confidential, says Lawrence.
“If yes, an asterisk appears next to the patient’s name
indicating to all personnel that the visit is confiden-
tial,” he says. “Any inquiries about the patient are han-
dled as though the patient is not in the ED.”

However, if a family member or friend says that
they have medical information, you can tell them the
patient is not in the ED, but ask the caller if there is
something the ED should know if the patient shows
up, says Lawrence.

“That way significant history would be obtained
without letting the caller know the patient is in the
ED,” he says. “Also, asking the caller for a call-back
number might be useful.”

If patients have indicated the desire for confidentiali-
ty, and you don’t feel comfortable telling callers they
are not in the ED, you can tell the caller, “We don’t have
any information on that person,” suggests Lawrence. 

“They then could be asked to leave their name and
number so they could be contacted in case ‘informa-
tion became available,’” he says. “The patient then can
be informed of the call and decide whether to continue
the confidential visit or call the person back.” ■

Save thousands by creating 
your own staff database

How would you like to shave thousands of dollars
off your ED budget? Develop your own staff-

tracking database, recommends Kathy Weil, MS, RN,
education coordinator for the ED at Shady Grove
Adventist Hospital in Rockville, MD.

“Since my hospital has not yet networked a system
for staff tracking, including addresses, competencies,
and status, I have developed my own database,” she
says. 

Weil estimates that if the ED were to purchase a
comparable database system, it would cost at least
$4,000. “Products start in the four digits and run up
into at least the six digits, depending on the depth of
networking capability the buyer is purchasing,” says
Weil. “As for increased productivity, it has definitely
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For more information about compliance with
patient privacy regulations, contact:
• Sue Dill, RN, MSN, JD, Vice President of Legal

Services, Memorial Hospital of Union County,
500 London Ave., Marysville, OH 43040. Tele-
phone: (937) 578-4202. E-mail: Sue.dill@
memorialhosp.org.

• Jonathan D. Lawrence, MD, JD, FACEP,
Emergency Department, St. Mary Medical Cen-
ter, 1050 Linden Ave., Long Beach, CA 90813.
Telephone: (562) 491-9090. E-mail: jdl28@
cornell.edu.

S O U R C E S

COST-SAVING TIP



saved me hours upon hours — which correlates to dol-
lars based on one’s hourly salary.”

In addition, if the hospital does decide to purchase a
database, it often takes months or even years to imple-
ment it and provide staff training, says Weil. In con-
trast, a simple ED staff-tracking database can be devel-
oped in a week or less, she says.

“Granted, commercial products are much more
sophisticated than what I’ve developed, but when
time and energy are factored, I come out ahead,”
says Weil. 

The database includes all staff demographics such as
status and addresses, competencies, licenses and dates,
and certifications. “The upkeep is minimal and takes only
minutes daily or weekly,” she says. “This type of tracking
system beats thumbing through file upon paper file.”

To create the database, Weil used Microsoft Access
software and manually inputs most of the information.
However, if you already have information compiled on
an Excel spreadsheet, you usually can import it into
the Access program, she says.

“Initially, this can be painstaking, but the rewards
far exceed your effort,” says Weil. “If Joint Commis-
sion asks which nurses have completed a competency,
I can have the information in seconds, instead of phys-
ically searching through every nurse’s file folder.”

Who isn’t using equipment correctly?

For quality improvement projects, staff can be iden-
tified quickly by their identification numbers or Social
Security numbers, says Weil. “This is important since
these are the numbers used to identify users of certain
equipment,” she explains. “I can then keep track of
who is not using the equipment appropriately.”

The database allows Weil to generate reports of
competencies to determine which nurses have com-
pleted them. “On the fun side, we can provide birthday
lists quickly,” she says. “We can also easily and quick-
ly generate address labels.”

Although developing the staff-tracking database is
not difficult, the user needs to have a basic familiarity
with computers, says Weil. “By developing your own
staff-tracking database, you can create it to match your
work setting, save thousands of dollars, and learn how
to manage databases, which is a key skill in this day
and time,” she says. 

[Editor’s note: For more information, contact Kathy
Weil, MS, RN, Education Coordinator, Emergency
Department, Shady Grove Adventist Hospital, 9901
Medical Center Drive, Rockville, MD 20850. Tele-
phone: (301) 279-6461. Fax: (301) 217-5324. E-mail:
Kweil@adventisthealthcare.com.] ■

Create a lifesaving
kit to treat bee stings

ED nurses at Mecosta County General Hospital, a 78-
bed hospital in Big Rapids, MI, took quick action

when a man came in yelling that his wife, who was still
in the car, had been stung by bees and was allergic. 

“I grabbed a bee sting kit from the cupboard and
headed for the driveway,” says Pam McGrath, RN,
the ED nurse who created the kit when she worked at
Mecosta County General Hospital. 

When McGrath arrived, the woman was barely con-
scious, ashen, diaphoretic, and dyspneic. “I already had
the kit open and the saline lock primed. In seconds, the
intravenous line [IV] was in, and epinephrine and
Benadryl [diphenhydramine hydrochloride] were on
board,” she recalls. “By then we had enough help to lift
this woman to the stretcher, hang an IV, and attach the
monitors.”

The woman survived, but the outcome could have
been worse if more time had elapsed, says McGrath. “I
was very grateful to have the IV line in and medica-
tions started even before we had the manpower to hoist
her onto a stretcher.”

The bee sting kit saves valuable time, especially for
rural hospitals, she notes. “We have many resorts and out-
lying youth camps,” she says. “People often were already
in a full-blown reaction by the time they reached us.”

A resealable plastic bag is filled with saline lock,
pre-filled saline flushes, gloves, alcohol prep pads,
tourniquet, epinephrine, diphenhydramine, and
syringes. After a kit is opened, the contents are
restocked from the ED’s automated medication dis-
penser unit, which ensures that the medications and
supplies are properly billed for.

“I have used the kit numerous times and have always
found it to be a time- and step-saver,” says McGrath.

In the above scenario, having the pre-assembled kit
allowed McGrath to administer lifesaving drugs with-
out leaving the patient’s side. “It saved me from having
to go to the IV cupboard, out to the medication cart, and
grab the appropriate syringes,” she says. “When seconds
count, the sooner you are able to access an IV site and
start the treatment, the better.”

[Editor’s note: For more information, contact Pam
McGrath, RN, 87 Niles Road, Amston, CT 06231. Phone:
(860) 228-8420. E-mail: mcgrathppc@aol. com.] ■
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Would you recognize 
a chemical attack?

If a chemical attack occurs in your community, you
or another ED nurse may be the one to identify it.

Thus, you should have a high index of suspicion for
terrorism when triaging or assessing patients.

“A possible occurrence includes a chemical or
biological agent attack, and recognizing such an
event may rest squarely on the shoulders of health
care professionals,” says Bettina Stopford, RN,
director of public health and medical emergency
preparedness for Global Solutions Securities Group,
a division of Science Applications International
Corp., a San Diego-based research and engineering
company.

“A possible occurrence includes a chemical or bio-
logical agent attack, and recognizing such an event
may rest squarely on the shoulders of health care pro-
fessionals,” she says. 

The Centers for Disease Control and Prevention
(CDC) has issued new guidelines to help you recog-
nize exposure to chemical agents in the event of a
covert chemical release.1 (To obtain the complete
guidelines, see resource box, right.)

CDC offers advice in 3 areas

To improve readiness for chemical attacks, consider
these key points from the CDC recommendations:

• Symptoms of exposure to some chemical
agents might be similar to those of common dis-
eases, which makes them difficult to identify. 

The guidelines state that a covert chemical release
may not present with a large number of patients rapid-
ly symptomatic as you would see in a typical haz-
ardous materials event, says Stopford. 

“ED nurses should be alert for clusters of syn-
dromes, unexpected deaths, and patients with similar
exposure histories,” she advises. “The questions you
ask patients should delve deeper than your triage and
assessment prior to the events of 9/11.”

In addition, you’ll need to review your procedures
for reporting, surveillance, and appropriate treatment
methods for chemical agents, says Stopford. (For
more information on this topic, see “Joint Commis-
sion report spotlights disaster planning,” ED Nurs-
ing, January 2002, p. 39.)

• Immediate symptoms from certain chemical
exposures may be mild or nonexistent, despite the
risk for long-term effects.

Multiple agent exposures may confuse the
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For more information about assessing patients for
chemical attacks, contact:
• Bettina Stopford, RN, Director, Public Health

and Medical Emergency Preparedness, Science
Applications International Corp., Global Securi-
ty Solutions Group, 8301 Greensboro Drive,
MS E-1-6, McLean, VA 22102. Telephone:
(703) 676-6348. E-mail: stopfordb@saic.com.

• The issue of Morbidity and Mortality Weekly
Report containing the Centers for Disease Control
and Prevention guidelines for “Recognition of
Illness Associated with Exposure to Chemical
Agents — United States, 2003” can be accessed 
at www.cdc.gov/mmwr/PDF/wk/mm5239.pdf.
Materials for emergency and health care person-
nel, including a list of chemical agents and biolog-
ic toxins and their expected clinical syndromes,
are available at www.bt.cdc.gov/agent/agent
listchem.asp. Go to p. 938. 

• Thomson Micromedex Drug Information clini-
cal database gives in-depth, referenced data on
dosing, pharmacokinetics, interactions, clinical
applications, efficacy, etc., for Food and Drug
Administration-approved, investigational, and
international drugs. Toxicology Information
database provides unbiased toxicology and expo-
sure treatment information, including clinical
effects and range of toxicity. For more informa-
tion, contact Thomson Micromedex, 6200 S.
Syracuse Way, Suite 300, Greenwood Village, CO
80111-4740. Telephone: (800) 525-9083 or (303)
486-6444. Fax: (303) 486-6464. E-mail: mdx.info
@thomson.com. Web: www.micromedex.com/
products.

• The United States Army Research Division of
Infectious Diseases’ Medical Management of
Biological Casualties Handbook — Fourth Edi-
tion — February 2001 can be downloaded free of
charge at the web site usamriid.detrick.army.mil/
education/bluebook.html. 

• The Chemical Casualty Care Division, a
division of the United States Army Medical
Research Institute of Chemical Defense, offers
downloadable textbooks, including Textbook of
Military Medicine: Medical Aspects of Chemical
and Biological Warfare, Field Management of
Chemical Casualties, and Medical Management
of Chemical Casualties Handbook. To access the
textbooks, go to the web site ccc.apgea.army.mil
and log on as a new user. 

S O U R C E S / R E S O U R C E S



diagnosis, says Stopford. She recommends having ref-
erence material and resources at hand to assist ED
nurses in identifying agent symptoms, guiding diag-
nostic testing, and providing appropriate interventions.
(For a list of recommended references, see resource
box, p. 22.)

• Exposure to contaminated food, water, or con-
sumer products might result in reports of illness
over a long period and in various locations. 

Be aware that an isolated case in one ED may 
be repeated in another ED, which highlights the 
need for an integrated surveillance and communica-
tion system — and your constant vigilance, notes
Stopford. 

“ED nurses can make the difference in saving lives
in the event of a chemical release, as they make the
difference in so many other illnesses,” she says. 

Reference

1. Centers for Disease Control and Prevention. Recognition of Ill-
ness Associated With Exposure to Chemical Agents —  United
States, 2003. MMWR 2003; 52(39):938-940. ■  

SARS audio program
updates guidelines

Leading epidemiologists say a global return of
severe acute respiratory syndrome (SARS) —

which wreaked havoc on the health care systems that
had to deal with it — is almost inevitable. The current
overriding concern is that SARS will resurface as a
seasonal illness along with influenza and other respi-
ratory infections. Indeed, it would be a surprising
development if the emerging coronavirus did not
return, said Julie Gerberding, MD, MPH, director 
of the Atlanta-based Centers for Disease Control and
Prevention (CDC). 

“As an infectious disease expert, I can say in my
experience, I’ve never seen a pathogen emerge and go
away on its own,” she said. “I think we have to expect
that somewhere, some time, this coronavirus is going
to rear its ugly head again; and that’s the whole pur-
pose of all this preparedness effort.”

What would happen today if a patient with suspect
or probable SARS showed up at your ED? To help you
prepare for the threat, Thomson American Health Con-
sultants offers the upcoming audio conference: The
Resurgence of SARS: Why Your Hospital May Not
Be as Prepared as You Think, Dec. 9, from 2:30-3:30
p.m. ET. 

Let our experts help you answer that and many
other critical questions with practical tips and solu-
tions to detect first cases and protect other patients 
and health care workers. 

Our speakers include Allison McGeer, MD, direc-
tor of infection control at Mount Sinai and Princess
Margaret Hospitals in Toronto. A veteran epidemiolo-
gist, she worked first hand with SARS patients and
occupationally infected workers during the prolonged
outbreak in Toronto. Hear the lessons learned by
somebody who has dealt with this novel emerging
pathogen. 

If SARS returns, hospital emergency departments
certainly will be on those front lines. To provide valu-
able guidance and critical insight in that setting, Susan
E. Shapiro, PhD, RN, MSN, CEN, will outline valu-
able tips and procedures, in addition to addressing and
clarifying recently updated CDC recommendations for
SARS. 

Shapiro is a postdoctoral fellow in risk assessment
and intervention research with individuals and fami-
lies at Oregon Health and Science University School
of Nursing in Portland. A career ED nurse and nurse
manager before recently completing a doctoral pro-
gram, she is the Emergency Nurses Association’s
representative to the CDC’s SARS task force.

Educate your entire staff for one low fee including 1
hour of CE, CME, or critical care credits for all atten-
dees. You may invite as many participants as you wish
to listen for the low fee of $249. 

Information on obtaining audio conference instruc-
tions and continuing education forms will be in the
confirmation notice, which will be mailed upon receipt
of registration. Your fee also includes access to a 48-
hour replay following the conference and a CD record-
ing of the program. 

For information or to register, call customer service
at (800) 688-2421, or contact us via e-mail at custom-
erservice@ahcpub.com. When ordering, please refer to
effort code 35281.  ■
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■ Save money by auditing
charge sheets

■ Invasive line monitoring 
in the ED

■ Novel strategies to boost
patient satisfaction 

■ Effective ways to prevent
medication errors 

COMING IN FUTURE MONTHS
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CEquestions

CE instructions 

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

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

Participants should select what they believe to
be the correct answers, then refer to the list of
correct answers to test their knowledge. To clarify
confusion surrounding any questions answered
incorrectly, please consult the source material.
After completing this semester’s activity with this
issue, you must complete the evaluation 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.  ■
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After reading this issue of ED Nursing, the CE partici-
pant should be able to:

• Identify clinical, regulatory, or social issues relating to
ED nursing (See SARS is ‘greatest disaster threat at
this moment’: Make changes now and Do you know
which cases you’re required to report? in this issue.) 

• Describe how those issues affect nursing service delivery.
(See Would you recognize a chemical attack?)

• Cite practical solutions to problems and integrate infor-
mation into the ED nurse’s daily practices, according to
advice from nationally recognized experts. (See Elder
abuse increasing — Can you recognize it?)

21. Which of the following is recommended to decrease
exposure when patients present with possible severe
acute respiratory syndrome (SARS), according to
Vicki Blucher, RN, BSN, clinical educator for the ED
at St. Joseph Medical Center?

A. Have emergency medical services continue nebulizer
treatments in the ED.

B. Ask patients with cough, runny nose, and fever to put
on surgical masks.

C. Use full respiratory isolation only for patients with a
confirmed diagnosis.

D. Avoid screening patients before they enter the main
ED waiting room.

22. Which of the following is recommended to improve
assessment of elder abuse, according to Kathleen Loef-
fler, RN, research nurse at Harborview Medical Center?

A. Obtain the history from a single source.
B. Interview the patient and caregiver together.
C. Patients should be given choices whenever possible.
D. Abused or neglected elders always should be

removed from the home.

23. Which is true regarding reporting requirements for ED
nurses, according to Kathie Eberhart, RN, CEN, a
legal nurse consultant and ED nurse at Santa Rosa
Memorial Hospital? 

A. Drug testing results may be released to law enforce-
ment upon request.

B. Blood alcohol levels can be released only if the
patient consents.

C. Reporting child abuse is up to the nurses’ discretion.
D. If evidence of abuse is reported, nurses can be sued.

24. Which is true regarding assessment for a chemical
attack, according to new guidelines from the Centers
for Disease Control and Prevention?

A. Symptoms from chemical exposure may be mild or
nonexistent.

B. If a chemical attack occurs, it is certain that a large
number of patients will be rapidly symptomatic. 

C. Symptoms from chemical exposure almost always will
be life-threatening.

D. Chemical attacks will occur in a single geographical area.

Answers: 21. B; 22. C; 23. B; 24. A. 
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JCAHO wants to know your solutions

for ED crowding, SEP:131
Journal Review: The left-without-

being-seen patients: What would
keep them from leaving? NOV:11

Meet these time targets for all stroke
patients, JUL:102
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SARS: What U.S. hospitals can learn
from Canada, MAY:87

Risk management (Also see EMTALA,
Regulations)

Avoid EMTALA violations: Use these
strategies, FEB:48

Can you pass this EMTALA quiz?
FEB:49

Do you give phone advice to patients?
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Save $12,000 with resource drive for
ED nurses, NOV:9

Save thousands with your own staff
tracking database, DEC:20

Trauma
Are you putting spinal cord injury

patients in danger? MAY:81
Dramatically improve care of pediatric

trauma cases, OCT:143
Guidelines for rapid sequence
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