
Out of compliance with standards? 
You must assess and treat pain quicker 
Surveyors will require consistency in your ED

Are you assessing, documenting, and managing pain for every patient you
see in your ED? If not, you aren’t in compliance
with new standards for pain management devel-

oped by the Oakbrook Terrace, IL-based Joint Commis-
sion on Accreditation of Healthcare Organizations
(JCAHO).

“You need to get a copy of the standards and carefully
review them, because your ED will be assessed on them
during your next Joint Commission survey,” says Paula
Tanabe, RN, PhD, CCRN, advanced practice nurse for the ED at Northwestern
Memorial Hospital in Chicago. (See key points of standards, p. 56. For infor-
mation on obtaining a copy of the new standards, see Sources, p. 55.)

Darlene Matsuoka, RN, BSN, CEN, CCRN, clinical nurse educator for the
ED at Harborview Medical Center in Seattle, says, “The standards ensure that
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New standards for pain management have been developed by the Joint
Commission on Accreditation of Healthcare Organizations and will be
scored for compliance in 2001. At mid-year 2000, surveyors will assess
your ED’s ability to comply with the standards and put into place a plan for
full or phased-in implementation. The new standards require that the pres-
ence of pain is assessed, documented, and treated more quickly than before.
• According to a recent study, 78% of all ED patients came with a chief

complaint of pain, but only 47% of these patients received an analgesic.
Only 11% of patients with extremity pain received ice.

• There is a common misconception that medicating patients with abdomi-
nal pain will lead to an inaccurate diagnosis.

• Give patients a single dose of pain medication.

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

Special
Report: Pain
Management

in the ED



the presence of pain is assessed, acknowledged, and
treated more quickly than before.”

Because there is a wider selection of interventions
and treatments, ED nurses should evaluate the choices
of pain management, question the use of conventional
drugs, and consider alternatives, says Matsuoka. “The
new standards will help solidify this proactive

approach,” she adds. The stan-
dards also require that EDs for-
mally examine successes and
failures of pain assessment and
management, and identify
opportunities for improvement.

The new standards are includ-
ed in the 2000 JCAHO stan-
dards manuals and will be

scored for compliance beginning in 2001. At mid-year
2000, JCAHO will assess the ability of accredited
organizations to comply with the standards and put
into place a plan for full or phased-in implementation. 

Study: Pain is undermanaged in ED

According to a recent study of 203 ED patients, 78%
came with a chief complaint of pain.1 But only 47% of
those patients received an analgesic, and only 11% of
patients with extremity pain received ice, reports Tanabe,
the study’s principal investigator. “All these patients had
stated they would not refuse an analgesic.”

About 25 patients were afraid to be given opioids for
pain relief because of concerns about addiction, but of
these patients, only seven actually refused analgesics,
she adds.

Always investigate the reasons why patients refuse
pain medications, Tanabe recommends. “Correct mis-
understandings or offer alternative medications or non-
pharmaceutical approaches.”

Here are some ways your ED can comply with the
new Joint Commission standards:

• Educate yourself.
Take advantage of your facility’s pain management

resources, advises Patricia Spurlock, RN, clinic admin-
istrator at Neurological Associates of Des Moines (IA)
and formerly service line director of emergency services
at Mercy Medical Center, also based in Des Moines.

“Many hospitals today have pain clinicians,
because there has been a focus on the inpatient side

for management of acute pain and chronic pain for
many years,” she says. 

The pediatric units and pediatricians are excellent
resources, as well as clinical pharmacists, says Spurlock. 

Additionally, you can obtain consensus statements on
pain management published by The American Pain Soci-
ety and The American Academy of Pain Medicine, both
based in Glenview, IL. (For information on how to
obtain copies, see Resources, p. 56. For key points
from the American Pain Society guidelines, see p. 57.)

• Address misconceptions about pain medications.
You should be comfortable giving larger doses for

relief and not fear that the patient will become addict-
ed, stresses Matsuoka. “The rationale of ‘We need to
monitor the pain so we cannot treat it’ does not obviate
the need for patient comfort during the evaluation.”

Physicians traditionally were taught that medicat-
ing patients who had abdominal pain was not only
dangerous, but that it would lead to an inaccurate
diagnosis, says Tanabe. In fact, research shows that
analgesics do not alter the diagnosis and might lead 
to a more accurate one, Tanabe adds.2-4

• Prompt physicians to give pain medication.
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Physicians tend to focus on diagnostic studies and
treatments and sometimes overlook pain relief, stress-
es Spurlock. “When summarizing the patient’s pre-
senting symptoms and objective data, ask the physi-
cian what they would like to give the patient for pain.”

Prompting the physician to consider pain relief as a
component of the first line of treatment decreases delays,
Spurlock notes. “The physiological response of untreat-
ed pain research is valuable data to share with physi-
cians, and it may impact their practice patterns,” she rec-
ommends. (See Recommended Reading, p. 54.) 

Include alternatives

• Offer nonpharmaceutical therapies.
Distraction, music, ice, and positioning are all

effective for various types of pain, says Tanabe.
“Nurses must first educate themselves about these

therapies to increase their comfort level, then educate
their peers,” she advises. (For information on a new
publication available from American Health Consul-
tants, publisher of ED Nursing,see p. 63.)“You need

to practice effective pain assessment and management
on a daily basis, and that includes alternatives.”

• Give pain medication before patients are
discharged.

Pain management should be a top priority, even with
patients who are discharged home, says Spurlock. “The
time interval it takes a patient to travel to a pharmacy
and fill a prescription can be
more comfortable if one dose of
pain medication is administered
before discharge or better yet,
upon arrival,” she recommends. 

Patients with acute onset of
back pain, simple fractures that
have had application of a cast or
splint, and children with otitis
media who have been brought to the ED due to crying,
would benefit from this approach, says Spurlock. “A
more global approach to the decision making would 
be to consider administration of medications in any
patient being discharged with a prescription for pain
management.”

• Make pain a fifth vital sign.
The new standards refer to pain intensity ratings 

as the “fifth vital sign,” notes Emory Petrack, MD,
MPH, chief of the division of pediatric emergency
medicine at Rainbow Babies and Children’s Hospital
in Cleveland. “Consistent assessment of pain is key.”

This consistency requires assessing for the pres-
ence and intensity of pain in every patient who pre-
sents to the ED, Tanabe explains. “This can easily be
done by adding a column to the documentation tool
for pain next to heart rate, temperature, blood pres-
sure, and respiratory rate. It should become as routine
an assessment as the other vital signs.”(See protocols
for EMLA cream in the ED and renal colic pain,
inserted in this issue.)

Ask yourself: “Is every patient in your ED assessed
for pain?” advises Petrack. “For example, a patient who
presents with a fall and a radial fracture will generally
have their pain managed if a reduction is required. How-
ever, if the patient is not in obvious pain initially, he or
she may not have their pain assessed and managed.”

Ideally, the formal pain assessment should be per-
formed using a specific pain scale, notes Petrack. “The
pain will then need to be managed and reassessed dur-
ing the ED stay,” he says. (See story on pain assess-
ment scales, p. 59, and Wong-Baker Faces Pain
Rating Scale, p. 60.)

• Assess pain at triage.
Protocols should instruct nurses to ask all patients

about pain at triage, advises Spurlock. “Exclusion crite-
ria could be established, such as those who present with
behavioral symptoms or infants who appear content.”
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For more information about compliance with the
new pain management standards, contact:
• Darlene Matsuoka, RN, BSN, CEN, CCRN,

Harborview Medical Center, Emergency
Department, Mail Stop 359875, 325 Ninth Ave.,
Seattle, WA 98104. Telephone: (206) 731-2646.
Fax: (206) 731-8671. E-mail: dmatsuok@
u.washington.edu.

• Emory Petrack, MD, MPH, Division of Pediatric
Emergency Medicine, Rainbow Babies and Chil-
dren’s Hospital, 11100 Euclid Ave., Mail Stop
MATH6097, Cleveland, OH 44106-6019. Tele-
phone: (216) 844-8716. Fax: (216) 844-8233. E-
mail: emp4@po.cwru.edu or Emory.Petrack@
uhhs.com. 

• Patricia Spurlock, RN, Neurological Associ-
ates of Des Moines, 1601 N.W. 114th St., Suite
338, Des Moines, IA 50325. Telephone: (515)
223-1917. Fax: (515) 223-0284. E-mail: DJT-
Neuro@aol.com. 

• Paula Tanabe, RN, PhD, CCRN, Northwestern
Memorial Hospital, Emergency Department,
Feinberg Mezzanine, Suite 714, 251 E. Huron,
Chicago, IL 60611. Telephone: (312) 926-6999,
ask for pager No. 57696. Fax: (312) 926-6288.
E-mail: ptanabe@nmh.org.
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(See story on benefits of using pain management
protocols, p. 57.)

At Mercy’s ED, patients are asked at triage if they
are currently experiencing pain. “If the response is yes,
we ask them to rate the severity of pain on a scale of 0-
10, with 10 being the most severe pain. If the answer is
no, a score of zero is entered,” Spurlock explains. 

Using pain scores as triage criteria is also an excel-
lent screening tool, recommends Spurlock. “This is
valuable during times when treatment rooms are at a
premium and triaging the acutely ill is necessary. The
Joint Commission will be interested in seeing that the
information is used to improve care and impact the
comfort of patients.”
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Here are key points 
of new standards

According to new pain management standards
developed by the Oakbrook Terrace, IL-based

Joint Commission on Accreditation of Healthcare
Organizations, your ED will be called upon to:

• Recognize the right of
patients to appropriate assess-
ment and management of pain.

• Assess the existence and, if
existing, the nature and intensity
of pain in all patients.

• Record the results of 
the assessment in a way that
facilitates regular reassessment

and follow-up.
• Determine and ensure staff competency in pain

assessment and management.
• Address pain assessment and management in the

orientation of all new staff.
• Establish policies and procedures that support the

appropriate prescription or ordering of effective pain
medications.

• Educate patients and their families about 

effective pain management.
• Address patient needs for symptom management

in the discharge planning process.  ■
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The pain management standards are available on the
Joint Commission’s Web site, www.jcaho.org. Click
on “For Health Care Organizations and Profession-
als.” On the next page, click on “Standards” in the
top bar. This will take you to the standards page that
includes a link to the pain management standards.

The 2000 Standards Manual for Hospitals, which
includes the new pain management standards, is
available for $95 plus $9.95 for shipping and han-
dling. A videotape resource,Complying with the
New Pain Management Standards,is available for
$295 plus $17.95 for shipping and handling. To
purchase, contact:
• Joint Commission on Accreditation of Health-

care Organizations, Customer Service, One
Renaissance Blvd., Oakbrook Terrace, IL 60181-
4924. Telephone: (630) 792-5800 between 8 a.m.
and 5 p.m. Central Time on weekdays. Fax: (800)
676-3299. E-mail: ebryant@jcaho.org.

Single copies of pain management guidelines,Qual-
ity Improvement Guidelines for the Treatment of
Acute Pain and Cancer,are available for free from
the American Pain Society. To request a copy, con-
tact the American Pain Society, 4700 W. Lake Ave.,
Glenview, IL 60025. Telephone: (847) 375-4715.
Fax: (847) 375-4777. E-mail: info@ampainsoc.org.
Web: www.ampainsoc.org.

Single copies of consensus statements on the
Basic Principles of Ethics for the Practice of Pain
Medicine, The Necessity of Early Evaluation of
the Chronic Pain Patient, and the Use of Opioids
for Treatment of Chronic Painare available at no
charge. Single copies of brochures on Acute Pain
and Cancer Pain, A Brief Guide to Pain Medicine,
and A Patient’s Guide to Pain Medicines are also
available at no charge. Packs of 50 are available
for $20 plus $3 shipping and handling charge per
order. For more information, contact:
• American Academy of Pain Medicine, 4700

W. Lake Ave., Glenview, IL 60025. Telephone:
(847) 375-4731. Fax: (847) 375-6331. E-mail:
aapm@amctec.com. Web: www.painmed.org.
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Use protocols to comply
with new standards 

In most EDs, there is tremendous variability as to
how patients presenting with painful conditions are

assessed and managed, stresses Emory Petrack, MD,
MPH, chief of the division of pediatric emergency
medicine at Rainbow Babies and Children’s Hospital
in Cleveland. However, that inconsistency will have to
change if your ED wants to comply with new stan-
dards published by the Oakbrook Terrace, IL-based
Joint Commission on Accreditation of Healthcare
Organizations (JCAHO), he warns. 

“A major goal of the new standards is to ensure that
a patient’s pain is appropriately and consistently
addressed throughout the hospital,” Petrack says. 

Patricia Spurlock, RN, clinic administrator at Neu-
rological Associates of Des Moines (IA) and formerly
service line director of emergency services at Mercy
Medical Center, also in Des Moines, says, “They will
want to see how each organization meets the intent of
the new standards.”

By using protocols to include the assessment on the
patient record and then using a numeric scale to mea-
sure the outcome, the intent is being met, Spurlock
explains.

Here are benefits of using protocols to manage pain:
• Pain of every patient is assessed.
Most of your patients have pain, so you should

assess pain universally, recommends Spurlock.
“Assessment of pain should be completed at the same
time vital signs are obtained.”

By incorporating pain assessment in the standards
of care, all patients are assessed for pain upon arrival,
explains Spurlock. The management of the pain then
will be driven by the patient’s response. 

Through standardization of care, all ED nurses
assess all patients, which provides a consistent
approach to comply with JCAHO standards, Spurlock
says. “If pain assessment is left to the individual
nurse’s discretion, it reverts to the nurse’s perception,
rather than the patient’s self-report of pain.”

• “Invisible” pain is treated.
In the past, a nurse might ask if a patient had pain,

but did nothing to intervene unless it was severe,
impacted the management of the patient’s other needs,
or affected compliance with treatment, notes Darlene
Matsuoka, RN, BSN, CEN, CCRN, clinical nurse
educator for the ED at Harborview Medical Center in
Seattle. “A patient with serious orthopedic fractures
might get adequate pain medication, but another
patient with contusions might not,” she says. “To be

treated for pain, an injury would need to be ‘visible.’”
Protocols can avoid nontreatment of pain by asking

all patients to characterize and quantify pain, Matsuo-
ka advises. “Even if the pain does not have a visible
component, such as abdominal pain or headache,
treatment is rarely excluded.”

• Pain management is standardized with other
departments.

Develop pain protocols using
a multidisciplinary approach to
allow all providers, nurses, and
physicians to work in a united
manner, says Paula Tanabe,
RN, PhD, CCRN, advanced
practice nurse for the ED at
Northwestern Memorial Hospi-
tal and former clinical nurse specialist at Northwest
Community Hospital in Chicago. Northwest Commu-
nity Hospital was one of four EDs featured in JCAHO
training tapes for surveyors on the new standards. (See
protocols for ED EMLA cream and ED renal colic,
inserted in this issue.)

• A baseline of the patient’s pain is established.
At Mercy Medical Center’s ED, a documentation

tool was developed that is used primarily for the
administration of conscious sedation, notes Spurlock.
(See protocol for conscious sedation/deep seda-
tion/pain management, p. 58.)

“While the management will change with each
diagnosis and patient, the value is to establish a base-
line to measure progress toward relief of pain,” she
says. “Uniform standards establish the framework that
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5 ways to track quality
improvement

Guidelines from the Glenview, IL-based Ameri-
can Pain Society recommend quality improve-

ment programs include these five key elements:
1. Ensure that a report of unrelieved pain raises

a “red flag” that attracts clinician’s attention.
2. Make information about analgesics conve-

nient where orders are written.
3. Promise patients responsive analgesic care

and urging them to communicate pain.
4. Implement policies and safeguards for the

use of modern analgesic technologies.
5. Coordinate and assess implementation of

those measures.  ■
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measuring pain is a component of patient assessment
in all patients.”

This creates a numeric baseline that is used to mea-
sure the outcome of pain treatments, as well as progres-
sion of pain during the ED visit, notes Spurlock. “In
addition, the triage nurse uses the severity of pain as
one criteria for placing a patient directly into a treat-
ment room. Our criteria is a pain score of 7 or above.”

• Nursing pain management is addressed.
Independent nursing functions should be included,

such as the application of ice, immobilization, oxygen
for patients with chest pain, and antipyretics, says
Spurlock. “Some emergency physicians may approve
the addition of medications such as opioids in the pro-
tocols, while other groups may not.”

• Patient satisfaction is increased.
After pain management improvement initiatives

were implemented at Mercy’s ED, patients responded
with positive comments, reports Spurlock. “Perhaps 
of greater significance is the absence of patient com-
plaints related to their pain not being taken care of.”

A statement informing patients that they should
expect their pain to be addressed is included in the
patient brochure that is handed out at the triage desk
and in the waiting room, says Spurlock.  ■

Use these tools 
to assess pain

Apatient’s self-report of pain is the single most reli-
able indicator of pain and will demonstrate com-

pliance with new pain standards from the Oakbrook,
IL-based Joint Commission on Accreditation of Health-
care Organizations (JCAHO), according to ED sources.

“The use of a pain score demonstrates that the
patient was assessed for pain,
and the objective data docu-
ments the patient’s response,”
says Patricia Spurlock, RN,
clinic administrator at Neurolog-
ical Associates of Des Moines
(IA) and former service line
director of emergency services
at Mercy Medical Center, also 

in Des Moines.
Get into the habit of using a variety of objective 

pain scales, advises Paula Tanabe, RN, PhD, CCRN,
advanced practice nurse for the ED at Northwestern
Memorial Hospital in Chicago. “Scales should be used
for all patients experiencing pain, because this quantifies
the pain,” she says. “Someone with a pain score of 8 

will be approached with different medications and treat-
ed differently than a patient with a score of 2 or 3.”

The new standards from JCAHO require that staff
take developmental concerns into account. Different
pain scales are used for young children, the elderly, or
developmentally delayed individuals, notes Emory
Petrack, MD, MPH, chief of the division of pediatric
emergency medicine at Rainbow Babies and Chil-
dren’s Hospital in Cleveland.

By using scales, you can routinely measure with
quality improvement initiatives how often pain is
assessed and treated, says Tanabe. “Once nurses start
objectively scoring pain, you will see increases in the
amounts of analgesics administered.”

Description of scales

Here are several types of pain scales and which
patients they should be used for:

• Numeric scales.
For adult patients, use a 0-10 numerical pain rating

scale, recommends Darlene Matsuoka, RN, BSN,
CEN, CCRN, clinical nurse educator for the ED at
Harborview Medical Center in Seattle. “We first used
it in the ED assessing chest pain, and now use it to
assess the presence of any pain.”

The numeric pain scale is most commonly used and
most accurately portrays the adult patient’s pain, says
Spurlock. “By asking the patient to rate their pain on a
scale of 0 to 10, with 10 being the most severe pain,
the patient will provide their perception.”

In an audit done by the ED, 31% of triaged patients
who did not arrive by ambulance fell within those
parameters; all were triaged to a room for treatment,
Spurlock reports.1 “The presenting complaints includ-
ed fractures, kidney stones, back pain, migraine
headaches, and vomiting.”

• The Wong-Baker Faces Scale.
Children ages 5 and older can rate their pain using

the Wong/Baker Faces Pain Rating Scale, says Spur-
lock. (See scale, p. 60.)“This is a version of a numeric
scale which is used for pediatric patients, as well as for
those who have communication barriers. Much
research has been done to validate this tool.”

Descriptives are a good adjunct to those numeric
scales, says Spurlock. “Using the patient’s perception
of pain rather than the nurse’s perception is critical.
Some patients may be very stoic, while others have a
low tolerance of pain. Cultural differences and age
also impact the nurses perceptions.”

• Verbal descriptor scale.
While most adults can use the 0-10 numeric rating

scale, many cannot, notes Tanabe. “For adults who are
unable to rate their pain on the 0-10 scale, the verbal
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Borglund ST, Hayes JS, Eckes JM. Florida’s bicycle
helmet law and a bicycle safety educational program:
Did they help? J Emerg Nurs1999; 25:496-500. 

After a mandatory law was passed in Florida 
for helmet use in bicycle riders under 18, helmet 
used increased, but remains too low, according to a
study from Broward General Medical Center in Fort
Lauderdale, FL. Researchers studied the effectiveness

of Florida’s mandatory helmet law and a community
bicycle safety program and found that helmet use rose
from 5.6% to 20.8%. Children aged 10 to 12 years, who
were targeted most heavily in the bicycle safety pro-
grams, had the greatest increase in helmet use (27%). 

“Although this increase was significant, the fact
remains that nearly 80% of the children admitted with
injuries from bicycle crashes were not helmeted,” say
the researchers. “The number of nonhelmeted children
remains much too high.”

The type and extent of head injuries sustained in
bicycle crashes also was evaluated, with injury severi-
ty scores higher for nonhelmeted children. 

A community bicycle safety campaign promoting
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Source: From Wong DL, Hockenberry-Eaton M, Wilson D, et al. Whaley and Wong’s Nursing Care of Infants and Children. 5th ed. St. Louis:
Mosby; 1999. Reprinted with permission.

descriptor is a nice alternative that most patients can
use,” she explains. “The elderly, in particular, do much
better with the verbal descriptor scale.”

Patients are shown the following words on a card:
no pain, mild, discomforting, distressing, horrible, and
excruciating. “The nurse should then document from 0-
5. None equals 0, mild equals 1, etc.,” Tanabe explains. 

• Oucher scale.
This scale is most appropriate for children ages 5-7.

“If the child can count to 100, he or she can use the
numerical scale,” says Matsuoka. “If not, the child
should use the Wong/Baker Faces Pain Rating Scale.”

• FLACC (face-legs-activity-cry-consolability)
behavioral scale.

This scale can be used for children 0-5 years 
of age or children who cannot self-report pain. 
Each of the 5 categories is scored from 0-2, with the

following criteria observed and rated:
— Face:smiling or relaxed, occasional grimace,

clenched jaw and quivering chin.
— Legs: relaxed, squirming, kicking.
— Activity: lying quietly; squirming and shifting

back and forth; arched, rigid, or jerking.
— Cry: not crying, moans or whimpers, crying

steadily, screams, or sobs.
— Consolability: content, relaxed; reassured by

occasional touching, hugging, distractible; difficult to
console or comfort. After all categories are rated, scores
are added and the total score from 0-10 is determined.

Reference

1. Spurlock P. An emergency nurse’s pain management initiative:
Mercy Hospital’s experience. J Emerg Nurs 1999; 25:383-385. ■



helmet use also contributed to increased helmet use,
according to the study. The program was developed
and implemented by ED nurses a year before the hel-
met law was enacted. In the ED, bicycle crash victims
were given helmet safety packets, and a video about
bicycle safety and helmet use was shown before dis-
charge. If children indicated that they would wear a
helmet if they could afford them, they were given hel-
mets at no cost. Education programs increasing com-
munity awareness of the importance of bicycle helmet
use among children, their parents, and other concerned
adults remain an important adjunct to bicycle helmet
laws, according to the researchers: “Nurses caring for
bicycle crash victims and their families need to contin-
ue their efforts at the workplace and in the community
to promote the use of bicycle helmets.”▼

Grossman SA, Richards CF, Anglin D, et al. Caring
for the patient with mental retardation in the emergen-
cy department.Ann Emerg Med2000: 35:69-76. 

Many ED clinicians are uncomfortable interacting
with patients with mental retardation, which has implica-
tions for assessment and management of those patients
in the ED, according to this research from Brigham and
Women’s Hospital in Boston and University of Southern
California Medical Center in Los Angeles. 

Because of de-institutionalization of patients with
mental retardation, EDs are increasingly managing those
patients; therefore, the comfort level should be increased
to improve care, say the researchers. Here are key points
of the guidelines for management of patients with men-
tal retardation recommended by the researchers:

• In the ED, a concerted effort should be made to
evaluate the patient in a quiet area with as few distrac-
tions as possible. 

• When health care providers enter the room of
patients with mental retardation, they should specifi-
cally introduce themselves to both the patients and
their family or caregivers. 

• During the physical examination, the patient should
be assessed for signs of abuse, as these patients are at
increased risk for abuse because of their dependency on
their caregivers and the stressful demands placed on
their caregivers. Also, patients may be incapable of
comprehending, verbalizing, or even reporting abuse. 

• Because patients with mental retardation already
may have some baseline abnormalities in their neuro-
logic function, indications for lumbar puncture and
computed tomography might be subtle. 

Invasive examinations, tests, and procedures, when
performed on some apprehensive or anxious patients
with mental retardation, might not be safe for the patient

or the practitioner. Therefore, some form of sedation is
often indicated. Examples include vaginal examina-
tions, lumbar punctures, computed tomography scans,
chest tube placement, peritoneal lavage, and dislocation
or fracture reductions.  ▼

Hovanessian HC. New-generation anticoagulants:
The low molecular weight heparins. Ann Emerg Med
1999; 34:768-779.

Low molecular weight heparins (LMWHs) are effi-
cacious, safe, cost-effective, and easier to administer
and monitor than standard heparin, according to this
study from University Medical Center in Fresno, CA,
and St. John’s Health Center in Santa Monica, CA.
These new agents will be used in the ED instead of
unfractionated heparin for unstable angina, non-Q-
wave myocardial infarction, or thromboembolic dis-
ease. (For more information on LMWHs, see ED
Nursing, July 1999, p. 113.)

In the ED, LMWHs soon will become indispen-
sable tools, say the researchers. Currently, enoxaparin
(Lovenox) and dalteparin (Fragmin, in combination
with aspirin) are indicated for use in selected acute
ischemic coronary syndromes — clinical situations that
are managed on a daily basis in the ED, the study notes. 

LMWHs are also efficacious in the treatment of
venous thromboembolic disease, with evidence more
compelling in the case of deep-vein thrombosis (DVT)
than pulmonary embolism. Enoxaparin has recently
gained Food and Drug Association approval for treat-
ment of established DVT, as well as pulmonary
embolism, note the researchers.

“As such, familiarity with this class of drugs is of
paramount importance because treatment for venous
thromboembolic disease is frequently initiated in the
ED,” the researchers say. The ease of administration of
LMWHs, with once-daily dosing and no stringent
requirements for monitoring, their relatively infrequent
rate of complications, and their potential cost-effective-
ness make those agents an attractive alternative to
unfractionated heparin use.  ■

Use NIH Stroke Scale 
to assess patients

There is a valuable tool for assessment of stroke 
and transient ischemic attack (TIA) patients you

might not be using in your ED, warns Susan Unipan
Rodriguez, BSN, CNRN, nurse coordinator for the
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National Institutes of Health/National Institute for
Neurological Disorder and Stroke (NINDS), Stroke
Branch/Stroke Diagnostics and Therapeutics, based in
Bethesda, MD. 

Using the National Institutes of Health (NIH)
Stroke Scale takes approximately seven minutes to
perform and should be standard practice for all
patients with suspected TIA or stroke, says Rodriguez.
(See stroke scale, guidelines, and learning packet,
inserted in this issue.)

The 42-point scale can quantify most stroke symp-
toms. It gives you an idea of whether the stroke is
mild, moderate, or severe, with 0 being normal and 42
most severe, says Rodriguez. “It’s a great tool to uti-
lize, and gives you a thorough neurological exam on
these patients.”

Neurologic status addressed

The Glasgow Coma Scale is usually the only tool
used in the ED to assess neurological symptoms, but
that scale doesn’t tell you anything about a stroke
patient, Rodriguez says. “The NIH Stroke Scale tests
level of consciousness in a different way than the
Glasgow Coma Scale, such as the following of com-
mands. It gives you a thorough idea of the patient’s
neurological status.”

The NIH Stroke Scale quantifies visual and speech
disturbances, severity and location of weakness, and
neglect, all of which are not usually measured in the
ED, says Rodriguez. “These are symptoms that really
impact how these patients do over the long term,
which might not be picked up initially.”

The stroke scale is an excellent predictor of patient
outcomes, stresses Judith Ann Spilker , RN, BSN,

cerebrovascular research coordinator in the Department
of Emergency Medicine at University Hospital, Univer-
sity of Cincinnati Medical Center and consultant for the
National Stroke Association, based in Englewood, CO. 

The stroke scale score is an effective way to predict
what will happen to stroke patients, Spilker says.
“When a patient comes to the ED, we know at the
baseline what their likelihood of getting better is,” she
says. “It also allows you to tell if the patient is getting
better or worse.”

Looking at the big picture

Documentation of a patient’s neurological deficits is
currently performed differently by each specialty and
department, and the stroke scale can provide consis-
tency, Spilker advises. “You want to look at the big
picture of disease management from the ED until the
time of discharge from the hospital, and this standard-
izes the assessment,” she says. 

Health care for stroke patients is compartmentalized
between the ED, hospital, and rehabilitation, notes
Spilker. “In order to connect all these three, we have to
have this in common.”

There are 11 items to complete, and the scale is
lengthy, Spilker acknowledges. “But the more profi-
cient you become, the faster it is to administer,” she
says. If you partner with more experienced people, it
will be easier, Spilker advises.

Using the NIH scale should be part of your standard
assessment of stroke patients, Spilker argues. “Before
we had treatments for stroke, there wasn’t much incen-
tive to doing this. But there is enough ammunition
now to justify this change.”

The rationale is growing stronger for ED nurses 
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According to experts in stroke management, you
should use the National Institutes of Health Stroke
Scale to perform a thorough awake neurological
exam on all stroke and transient ischemic attack
patients. 
• The 42-point scale can quantify most stroke

symptoms as mild, moderate, or severe, with 0
being normal and 42 most severe. 

• The stroke scale has 11 items and takes approxi-
mately seven minutes to perform.

• Stroke scale scores are excellent predictors of
outcomes and can help identify candidates for
thrombolysis.

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

For more information about the National Institutes
of Health Stroke Scale, contact:
• Susan Unipan Rodriguez, BSN, CNRN,

National Institutes of Health/NINDS, Stroke
Branch — Stroke Diagnostics and Therapeutics,
10 Center Drive, Building 10, Room 3B10,
Bethesda, MD 20892. Telephone: (301) 402-
7365. E-mail: rodriqs@ninds.nih.gov.

• Judith Ann Spilker , RN, Department of Emer-
gency Medicine, University of Cincinnati Col-
lege of Medicine, 231 Bethesda Ave., Cincin-
nati, OH 45267-0769. Telephone: (513) 558-
8106. Fax: (513) 558-6299. E-mail: spilkeja@
ucmail.uc.edu.

S O U R C E S



to do this assessment, Spilker stresses. “You need to
accept that performing a full awake neurological
exam is part of your job.”

The scale must be fully completed, Spilker recom-
mends. “If you only do one or two items, you are not
getting a complete picture,” she says. “Making it shorter
is like doing two or three leads out of a 12-lead EKG.”

Stroke scale scores can help you decide which
patients should be treated with thrombolysis, says
Spilker. “There are always exceptions, but generally
speaking, small scores do well, and big scores do
poorly,” she explains. “As the number gets higher,
your risk of hemorrhage increases.”■

Bring disabled nurses
back to work in the ED

Work with your occupational health department
to bring ED nurses back to work who cannot

lift or are restricted in activities, but are able to walk
and talk, recommends Susan Sheehy, RN, MSN, MS,
CEN, FAAN, director of nursing for emergency ser-
vices at Brigham and Women’s Hospital in Boston. 

Disabled nurses can be of enormous assistance in
the ED by helping to link communications between
patients and providers, especially when the ED is
very busy, says Sheehy. “These nurses can help with
numerous other things that you have good intentions
of doing, but for which you simply run out of time.”

ED nurses with disabilities can do the following
tasks, she suggests:

• return patients’ calls; 
• call patients who left without being seen to ensure

that patient received the help they needed;
• assist with family members;
• help interpret diagnostic tests and results;
• help locate lost objects;
• perform telephone follow-ups on lab culture reports;
• accompany a family member if your ED permits

family presence during resuscitation;
• arrange follow-up appointments;
• visit patients who were admitted to the hospital

from the ED;
• send sympathy notes.
“It’s a great way to have extra help available and 

a great way for a nurse who would be sitting home
because of an activity restriction to return to work 
and be able to interact with patients,” says Sheehy.  ■

New newsletter targets
alternative medicine nursing

Holistic Nursing Updateis the first source of holis-
tic healing education specifically designed to

meet the needs of nurses. This eight-page monthly
newsletter offers the practical knowledge nurses need
to incorporate complementary and alternative practices
into daily patient care. 

Each issue covers complementary healing therapies
and modalities including acupuncture, therapeutic touch,
guided imagery, exercise, herbal medicine, dietary sup-
plements, massage, and aromatherapy. Holistic Nursing
Updatealso addresses the challenge involved in integrat-
ing the holistic philosophy into existing health care
organizations. Approximately 12 CE contact hours are
available. For more information, contact:American
Health Consultants, Customer Service, P.O. Box
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740056, Atlanta, GA 30374. Telephone: (800) 688-2421.
Fax: (800) 284-3291. E-mail: customerservice@
ahcpub.com. Web site: www.ahcpub.com.  ■

• April 3-4, 2000: Injuries to Children — From
Minor to Major and Multiple Trauma: Cambridge, MA.
Sponsored by the Children’s Hospital, Boston. Contact:
Harvard Medical School, Department of Continuing
Education, P.O. Box 825, Boston, MA 02117-0824.
Telephone: (617) 432-1525. E-mail: hms-cme@warren.
med.harvard.edu.

• April 14, 2000: A Crash Course in Emergency
Nursing: New York City. Sponsored by the New York-
Presbyterian Hospital, New York Weill Cornell Center,
Department of Nursing Education, and School of Con-
tinuing Education for Nurses. Contact: Steve Wein-
man, 525 E. 68th St., Box 174, New York, NY 10021.
Telephone: (212) 746-2914. 

• May 1-3, 2000: 26th Annual New England
Regional Symposium, Portland, ME. Sponsor: Maine
Emergency Nurses Association. Contact: Carol Min-
nis, Maine General Medical Center, 149 North St.,
Waterville, ME 04901. Telephone: (207) 872-1300. 

• May 4-5, 2000: ENA By the Bay 2000, Ocean City,
MD. Sponsored by the Maryland Emergency Nurses
Association. For more information, contact: Carla Stem-
mer, 8 Warren Lodge Court, 1A, Cockeysville, MD
21030. Telephone: (410) 683-3477. E-mail: carlaedrn@
aol.com.

• May 5-6, 2000: Setting the Pace 2000, Niagra Falls,
NY. Sponsored by the New York State Emergency Nurs-
es Association. For more information, contact Debby
Uhlman, 71 Woodgate Road, Tonawanda, NY 14150.
Telephone: (716) 837-4380. E-mail: gucci@gateway.net.

• June 12-13, 2000: A Course in Trauma Nursing,
New York City. Sponsored by the New York-Presbyte-
rian Hospital, New York Weill Cornell Center, Depart-
ment of Nursing Education and School of Continuing
Education for Nurses. For more information, contact:
Steve Weinman, 525 E. 68th St., Box 174, New York,
NY 10021. Telephone: (212) 746-2914. 

• Aug. 3-4, 2000: Course in Advanced Trauma
Nursing, New York City. Sponsored by the New York-
Presbyterian Hospital, New York Weill Cornell Center,
Department of Nursing Education, and School of Con-
tinuing Education for Nurses. For more information,
contact: Steve Weinman, 525 E. 68th St., Box 174,
New York, NY 10021. Telephone: (212) 746-2914.  ■
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CE objectives

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

1. Identify clinical, regulatory, or social issues
relating to ED nursing. (See Out of compliance
with standards? You must assess and treat pain
quicker, Use these tools to assess pain,andJour-
nal Reviewsin this issue.)

2. Describe how those issues affect nursing ser-
vice delivery.

3. Cite practical solutions to problems and inte-
grate information into the ED nurse’s daily prac-
tices, according to advice from nationally recog-
nized experts. (See Use NIH Stroke Scale to
assess patients.)
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