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Are cardiac patients waiting too long
in your ED? Cut dangerous delays now
You may have an AMI sitting in your waiting room

(Editor’s note: This is the first of a two-part series on improving care of ED
patients with chest pain. This month, we give strategies to reduce door-to-needle
time. Next month, we’ll report on improving assessment of women with heart
attack symptoms.)

You already know overcrowding in your ED leads to lower patient satis-
faction and higher stress levels. But crowded waiting rooms can be
deadly to heart attack patients due to longer waits to receive lifesaving

clot-busting medications, according to a new study.
Researchers found the median door-to-needle time for 3,452 acute myocardial

infarction (AMI) patients treated at 25 EDs in Ontario, Canada, from 1998 to
2000 ranged from 40-47 minutes, depending on the size of the crowds in the ED.1

“We know that every minute counts for heart attack patients,” says Michael
J. Schull, MD, the study’s principle investigator. Schull is an ED physician at
Sunnybrook and Women’s Hospital and scientist at the Toronto-based Institute
for Clinical Evaluative Sciences. “Crowded conditions in the ED represent
high-risk situations for cardiac patients.”

To dramatically reduce treatment delays for chest pain patients, do the following:
• Use standing orders at triage.
Obtain electrocardiograms (ECGs) at triage, and repeat these periodically if
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Delays in door-to-needle time for heart attack patients are increased by ED
overcrowding. To reduce delays, use standing orders and create a designated
area for electrocardiograms (ECGs) at triage.
• Have ED physicians consult directly with cardiology attendings to review

ECGs.
• Speed patient transport to the cardiac catheterization lab.
• Have ED nurses administer loading doses of medications while the cath

lab is preparing infusions.
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an at-risk patient is kept waiting, Schull suggests. “The
more you make things routine, the more likely they are
to happen,” he says. “Nurses need to be aware that
they may have an AMI sitting in their waiting room.”

At University of Michigan’s ED in Ann Arbor, stand-
ing orders are used for any patient with a suspected
AMI, with a 12-lead ECG given within five minutes and
read by the attending physician within 10 minutes. “We
also have a stat page that goes out to our interventional
cardiology team 24 hours a day, so we can get the patient
moving to the cath lab right away,” says Lori Pelham,
RN, ED clinical nursing supervisor. 

In addition, nurses are able to access any previous
ECGs done in the hospital, to provide a comparison
ECG for attendings to view immediately. 

Standing orders for chest pain include notifying 
the attending of the patient’s arrival; giving oxygen at
2 L/min; placing patients on a monitor; obtaining vital
signs; starting an intravenous line; obtaining a com-
plete blood count, electrolytes, partial thromboplastin
time, plasma thromboplastin, and cardiac markers;
giving aspirin; and administering nitroglycerin at the
bedside. 

To speed care, triage screeners assess patients the
instant they walk in the door, adds Pelham. “This is in
addition to our focused assessment area,” she says. The
triage screener is the first person that the patients see
when they arrive, Pelham says. “Their job is to ask just
enough questions to decide what priority the patient is,”
she adds. 

• Collect data electronically. 
“Whenever you collect data of any kind manually in

an ED, you’re not going to get valid data — it’s going
to be all over the board,” says Johnny Veal, RN,
MSN, director of nursing for cardiac, emergency, Air-
Care, and trauma services at Wake Forest University
Baptist Medical Center in Winston-Salem, NC.

When the ED set a goal of decreasing door-to-bal-
loon times for AMI patients in May 2003, data were
collected manually for time of arrival, triage, time the
patient saw a physician, and the time he or she left the
ED, but it was not very accurate, says Veal. 

The ED invested in an electronic tracking system
(manufactured by Burlington, VT-based IDX) to auto-
matically capture this data. 

“So we can pull that together and review each of
those time segments; whereas before, we just didn’t
have the ability. The more data that can be collected
electronically in the ED, the better,” says Veal, adding
that data still are collected manually for door-to-notifi-
cation, notification-to-arterial access, and arterial
access to percutaneous coronary intervention.

After process changes were implemented, mean
door-to-balloon time decreased from 120 minutes to
100 minutes, with 80% of patients getting to the lab
within 90 minutes, he reports.

• Give nurses extensive education.
At Wake Forest’s ED, nurses were given mandatory

education on acute coronary syndrome and how it’s
treated. 

“We wanted our triage nurses to be able to read an
ECG and identify different types of MIs,” Veal points
out. “They need to know if we are dealing with an ST-
elevation MI patient with one look at the patient’s
ECG.”

This speeds identification of AMI so the patient gets
treatment more quickly, he explains. “The sooner they
get to the cath lab, the lower the mortality rate,” Veal
says.
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A presentation and post-exam was made available
via a nursing intranet site, so nurses can complete the
inservice on-line. “This makes it less of a hassle for
nurses,” says Veal. They can do this anytime, if they
have downtime at 2 a.m.”

• Streamline the process for reviewing ECGs. 
Previously, if a patient’s ECG showed ST segment

elevation and symptoms of a heart attack, the ED
attending would consult with the cardiology fellow,
who then would contact the cardiology attending, says
Veal. “Now they bypass that completely and go directly
from the ED attending to the cardiology attending,” he
says, adding that about 10-15 minutes are saved with
the new process.

• Review cases to pinpoint delays.
At Wake Forest, all cases that fall outside the ED’s

criteria for door-to-balloon times are reviewed by the
ED and cardiology chairs to identify areas that need
improvement. Chart reviews revealed that after the
decision was made to administer thrombolytics, trans-
port to the cath lab was delayed. 

“One issue was that there was too much time wasted
trying to call in the actual crew, which was very time-
consuming,” says Veal.

The hospital’s dedicated physician access line, which
is used to call in specialists, is now used to deploy the
cath lab team. “Once it’s confirmed that the patient has
to go, the ED can make one call, and the access line
takes care of all the rest,” he says.

• Be able to do a quick ECG at triage.

To ensure a door-to-ECG time of 10 minutes or
fewer, you should have a place next to triage to do the
ECG so no transport is needed, recommends Schull.
“Ideally, this should be right in the triage area, with
adequate privacy for patients,” he says. 

When Wake Forest’s triage area was renovated, an
ECG room was added. “We felt it was important to
have a designated area to rapidly place patients where
an ECG can be done immediately,” says Veal. 

• Keep cath lab supplies in the ED. 
At Wake Forest’s ED, a “cath lab box” contains

consent and standard order forms, radiolucent defibril-
lator pads, instructions for patient preparation in the
ED, and an elevator key for quick access to the cardiac
catheterization lab. ED nurses now complete needed
documentation and place pads on patients before they
are transported.

“Before, all of that had to be done in the cath lab,
which just slowed things down,” Veal continues. 

“Since we now have those special supply items in
the ED, it is just one less thing that the cath lab does
not have to do, so they can concentrate on setting up
for the procedure,” he adds.

• Work as a team to give patients loading doses.
Previously, patients were given loading doses of

abciximab and heparin with the infusion prepared in
the ED. “That took some time, because those drugs
require a loading dose and then a drip to follow,” says
Veal. “The drip had to be mixed by the pharmacy,
which is a delay.”

Now, ED nurses administer the bolus while the cath
lab is preparing the infusion, which saves valuable
time. “So we have a rapid transport out of the ED to
the cath lab vs. waiting to get the infusion from our
pharmacy,” he adds.

Reference
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Ann Emerg Med 2004; 44:577-585. ■

Dramatically improve care 
of peds with bronchiolitis

The sound of a small child breathing in gasps and
wheezes can alarm even experienced ED nurses,

and your assessment of this vulnerable patient is key to
ensuring a good outcome, says Lynn Daum, RN, BSN,
special projects coordinator for emergency services at
Cincinnati Children’s Hospital Medical Center.

“I think the most important thing for nurses to
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For more information on reducing delays in caring
for chest pain patients, contact:
• Lori Pelham, RN, Clinical Nursing Supervisor,

Emergency Department, University of Michi-
gan, 1500 E. Medical Center Drive, Ann Arbor,
MI 48109. Telephone: (734) 647-7565. E-mail:
lpelham@med.umich.edu.

• Michael J. Schull, MD, MSc, G-106, Institute
for Clinical Evaluative Sciences, 2075 Bayview
Ave., Toronto, Ontario, Canada, M4N 3M5.
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(416) 480-6048. E-mail: mjs@ices.on.ca.

• Johnny Veal, RN, MSN, Director of Nursing,
Cardiac/Emergency/AirCare and Trauma Services,
Wake Forest University Baptist Medical Center,
Medical Center Boulevard, Winston-Salem, NC
27157. Telephone: (336) 716-3809. Fax: (336)
716-3427. E-Mail: jveal@wfubmc.edu.
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remember is to look at the whole patient and not get
sidetracked by the noisy breathing,” she says. “These
kids sound horrible, and it is easy to panic.”

From December 2003 to July 2004, the ED at Chil-
dren’s Medical Center Dallas treated 1,369 patients
with a primary diagnosis of bronchiolitis. “The busiest
months were January and February, with about 500
bronchiolitis patients each month,” reports Andrea
Bracken, RRT-NPS, respiratory therapy educator for
the ED.

You can improve care of children with bronchiolitis
by doing the following:

• Consider the airway first. 
A patent airway is the first thing to consider with

any child presenting with a respiratory illness, advises
Bracken. 

To determine if secretions block the airway, look for
increased work of breathing, use of accessory muscles,
and nasal flaring, she says. “How long has the patient
been breathing like this? Are they going to tire out and
progress to respiratory failure if no interventions are
made?” she asks.

You will get the best assessment if you listen to
patients when they are calm and not crying, Bracken
notes. 

“Listen at the nose and upper airway. Do you hear
coarseness that would indicate the presence of secre-
tions in the nose and upper airway?” she asks. “Listen
over the lung fields for wheezes or crackles that may
indicate airway obstruction, constriction, or secretions
in the airway.”

• Avoid unnecessary diagnostic tests.
Because bronchiolitis easily can be diagnosed clini-

cally, there is no need for nasal washes, argues Daum.
“If it looks like, sounds like, and has a history like
bronchiolitis, then it is,” she says. 

The nasal wash tests, which involve normal saline
squirted in the child’s nose and then sucked back out,
were distressing to nurses and families, Daum adds. 

Parents felt as though the child was being drowned,

she says. “And of course, the child would cry, cough,
and snort — they sounded worse than when they came
in,” she explains. 

The situation was scary for everyone involved, adds
Daum. “So staff are happier, and so are the parents,
which is very important.”

Chest X-rays are no longer done for these patients,
she adds. “Once again, they did not change diagnosis
or treatment, so why subject the child to an X-ray?”
Daum points out.

A single aerosol treatment is done, but only if the
patient meets specific criteria. The patients are scored
on a respiratory flow sheet before anything else is
done, then they are suctioned. “If the score is 2 or
greater with a family history of wheezing, and after
being suctioned, the MD will consider an aerosol,”
she says. (See the ED’s bronchiolitis respiratory
flow sheet on p. 41.)

If the child’s score is 3 to 5, an aerosol treatment is
given, and the respiratory score then is repeated to mea-
sure improvement. “If there wasn’t any, then another
aerosol is not indicated,” she explains. “In other words,
an aerosol treatment is only repeated if there is docu-
mented improvement.”

An already sick child doesn’t have to receive a
treatment that is not effective, Daum says. 

• Assess the need for admission.
If the child was born prematurely or has other respi-

ratory or systemic problems, further support may be
needed, she says. “A child with a narrowed trachea,
who presents with bronchiolitis, will be visiting the
hospital.”

However, because treatment is supportive, most
bronchiolitis patients can be sent home, she says. Of
745 bronchiolitis patients seen from January to March
2004, 200 were admitted and 545 were discharged
from the ED, she reports. 

“With proper education, the parents or caregivers
are very able to care for these children,” Daum says.
“If the child is pink, has moist mucous membranes, is
feeding well, and has normal diapers, the patient can
go home — even if respiratory rate is in the 60s.”

• Teach parents to suction.
Many times children come to the ED with large

amounts of secretions, and parents don’t know how
to handle this problem at home, notes Bracken. 

“Frequently, before any other interventions, the
child is bulb suctioned,” she says. “This goes a long
way in improving their status.”

Teach parents how to aggressively bulb suction their
children and have them demonstrate this procedure
before leaving, recommends Bracken. 
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Although most children with bronchiolitis can be
discharged from the ED, assessing the patient’s res-
piratory status is key.
• Nasal wash tests and chest X-rays are not necessary.
• Repeat aerosol treatments should be given only if

an improvement is shown.
• Teach parents to bulb suction children to avoid

repeat ED visits.
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“Otherwise, the child will be presenting again in the
ED with the same complaints,” she says. “Written dis-
charge instructions on bulb suctioning and bronchioli-
tis also are helpful.”

• Make sure the patient is hydrated.
The patient’s hydration status is important to move

secretions, says Ginger Young, RN, clinical educator
for the ED at Children’s. “If the child is not drinking,
an IV often is initiated, and parents are instructed to
keep them well-hydrated at home,” she says.  ■

Identify patients at high
risk for heparin reaction
Condition often is missed in the ED

If a patient came in with obvious symptoms of a
stroke or myocardial infarction (MI), would you

rush to start a heparin drip? If this patient’s symptoms
are caused by heparin-induced thrombocytopenia
(HIT), you could be putting his or her life in danger.

About 10% of recently hospitalized patients coming
to EDs with chest pain or shortness of breath are at
risk for HIT, a potentially catastrophic immune reac-
tion to the anticoagulant heparin that can cause life-
and limb-threatening clot formations. 

Heparin is given to more than 12 million patients
each year, and about 360,000 of them will develop
HIT. 

“HIT is not high on the ED radar,” says Victoria

Leavitt, RN, CEN, BSN, regional nurse educator for
emergency services for Franciscan Health System, a
three-hospital system in the Puget Sound, WA, area.
“In fact, it is often underdiagnosed, simply through
lack of awareness.”

As an ED nurse, you need to have a high index of
suspicion for HIT, underscores Robert L. Levine,
MD, associate professor of neurosurgery, emergency
medicine, and internal medicine, and chief of the divi-
sion of neurointensive care at the University of Texas
School of Medicine at Houston. 

“While most ED nurses and physicians have never
even heard of HIT and say they have never seen it, this
is because they’ve failed to recognize it,” he points out. 

This failure may be because the condition usually
presents as a deep venous thrombosis (DVT), pul-
monary embolism (PE), stroke, MI, or an ischemic
limb, Levine explains. “If the relationship to heparin
use isn’t appreciated, we treat them with heparin —
and almost never see the disasters that evolve after the
patient leaves the ED.”

Patients who receive heparin while hospitalized
often are discharged before symptoms of HIT occur —
five to 10 days after heparin exposure, Levine notes. 

“When they come back to the ED with the postop-
erative complication, we’re more likely to treat it as a
routine DVT or PE and fail to consider HIT,” he con-
tinues. “It’s almost like we are being set up to miss it.”

Heparin can be deadly

In the ED, a heparin drip usually is started before
blood test results are back that could show abnormal
platelet levels suggesting HIT, notes Levine.

“Our natural response is to treat a stroke like a stroke,
a DVT like a DVT, and an MI like an MI, when in fact,
it could be a curveball,” he says. “For HIT patients,
starting them on heparin or low weight molecular hep-
arin [LWMH] would be the exact wrong thing to do.”
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For more information on bronchiolitis, contact:
• Andrea Bracken, Educator, Respiratory Thera-

py, Children’s Medical Center Dallas, 1935
Motor St., Dallas, TX 75235. E-mail: andrea.
bracken@childrens.com.

• Lynn Daum, RN, BSN, Emergency Services
Nursing, Special Projects Coordinator, Cincinnati
Children’s Hospital Medical Center, 3333 Burnet
Ave., Cincinnati, OH 45229-3039. Telephone:
(513) 636-1831. E-mail: Lynn.Daum@cchmc.org.

• Ginger Young, RN, Clinical Educator, Emergency
Center, Children’s Medical Center Dallas, 1935
Motor St., Dallas, TX 75235. Telephone: (214)
456-5686. E-mail: ginger.young@childrens.com.
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Giving heparin to patients with heparin-induced
thrombocytopenia (HIT) can be life-threatening,
but the condition often is overlooked in the ED.
• Use alternatives such as direct thrombin inhibitors

for patients at risk.
• Have a high index of suspicion for HIT in patients

recently hospitalized for cardiac surgery.
• Avoid heparin flushes, and obtain platelet counts

and coagulation studies before giving heparin. 
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Use of heparin can be deadly for these patients,
who are likely to develop life-threatening thrombotic
complications, warns Levine. Approximately half of
HIT patients develop DVT, 25% show evidence of
pulmonary embolism, and 5% develop an acute
thrombotic stroke or heart attack, he says.1

“Many of these patients go on to lose limbs or die
from HIT,” adds Levine.

To call attention to this issue, Levine published three
case studies of ED patients with stroke, DVT, or PE
with renal failure, each of whom had undergone recent
cardiac surgery.2 Here are key findings:

• The patients had normal platelet counts when
entering the ED but had circulating HIT antibodies.

• All three patients were given heparin, two of them
in the ED. One developed thrombocytopenia with new
thrombosis and died. 

• In two cases, heparin re-exposure occurred without
adverse outcome due to prompt discontinuation of hep-
arin and rapid initiation of an alternative anticoagulant.
These case studies demonstrate that patients presenting
to a hospital ED with thrombosis-related symptoms after
recent hospitalization should be considered at increased
risk for HIT, says Levine.

Your assessment is key

As an ED nurse, your assessment can be instrumen-
tal in the prevention or early diagnosis of HIT, says
Leavitt. “History of prior thrombotic events and treat-
ment with heparin raises an alert flag,” she says.

She recommends the following:
• Obtain baseline platelet counts and coagulation

studies prior to start of heparin therapy. 
• Avoid heparin flushes for all patients. 

• Look for HIT symptoms in patients who
recently have been anticoagulated with heparin.
“Patients are often being treated as outpatients now,
many on low-dose heparin,” Leavitt points out. 

In high-risk patients with thrombosis, prompt use 
of alternative treatments, such as the direct thrombin
inhibitors argatroban or lepirudin, is recommended
until the diagnosis of HIT is ruled out through labora-
tory testing for the presence of HIT antibodies, says
Levine. 

Keep in mind that many HIT patients will have a
normal platelet count, so just the fact that they have
been hospitalized recently and might have been on
heparin is enough to consider use of an alternative
anticoagulant, adds Levine. 

“If they have thrombocytopenia and have been in
the hospital recently, then that’s the presumptive diag-
nosis until proven otherwise,” he says. 

References
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ED nurses use ultrasound
to place difficult IV lines
In 5 years, 50% of EDs may use them

Imagine a woman in sickle cell crisis coming to you
crying and writhing in pain. Now imagine being

unable to start intravenous (IV) access for more than
two hours, with the IV finally being placed in her
lower calf after multiple sticks.

This once-common scenario is now a thing of the
past, reports Garry Thompson, RN, CEN, ED nurse
at Medical College of Georgia in Augusta, where ED
nurses now have a new tool to turn to: Ultrasound used
to guide IV placement for difficult-access patients. 

If you’re not using ultrasound currently in your ED,
that may change soon. Although about 1,500 EDs cur-
rently are using ultrasound, nurses are performing
ultrasound only at a handful of those, predicts Michael
Blaivas, MD, RDMS, chief of emergency ultrasound
at Medical College of Georgia. “I would say that in
five years, up to 50% of those EDs will have nurses
using ultrasound,” he says. 
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For more information on heparin-induced throm-
bocytopenia, contact:
• Victoria Leavitt, RN, CEN, BSN, Regional

Nurse Educator, Emergency Services Francis-
can Health System, St. Francis Hospital, 34515
Ninth Ave. S., Federal Way, WA 98003-6799.
Telephone: (253) 942-4139. E-mail: Victoria
Leavitt@chiwest.com. 

• Robert L. Levine, MD, Chief, Division of Neu-
rointensive Care, University of Texas School of
Medicine at Houston, Medical School Building
7.142, 6431 Fannin, Houston, TX 77030. Tele-
phone: (713) 500-6128. Fax: (713) 500-7785. 
E-mail: Robert.Levine@uth.tmc.edu.
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Approach hospital administrators with compelling
new research showing that ultrasound used by ED
nurses can improve patient care and throughput, and
decrease morbidity and potentially even mortality,
urges Blaivas.1

The benefit is blood is obtained earlier for tests, and
IV medications can be given faster in difficult stick
patients, he says. 

“In the past, nurses tried multiple times to get blood
or place an IV. They would get other nurses to try and
eventually look for one of the residents or attendings.
They would spend a long time getting us out of other
rooms or procedures.”

If the physician could not get an IV at that point, a
central line might be needed, adds Blaivas. “All of this
took time, and occasionally blood work or antibiotics
would be delayed by hours,” he says.

With the use of ultrasound, now ED nurses can get
in the vast majority of lines without assistance, says
Blaivas. 

“Patients are happier as they are stuck less and get
their care faster,” he says. “They typically do not know
that they have been saved a central line, but central
lines are responsible for considerable morbidity in this
country, ranging from hematomas to pneumothorax
and deep vein thrombosis.”

Training consists of a 45-minute lecture given by
Blaivas and a two-hour hands-on demonstration with
an inanimate model simulating a human arm. An
instructor then proctors nurses through their first few
ultrasound-guided IVs. About half of the ED’s 50
nurses have been trained so far, and eventually all
nurses will be trained, says Blaivas. 

If nurses don’t get access after one stick, ultrasound
usually is the immediate next step, says Thompson. 

“If I’m having a hard time, I’ll just go right to the
machine instead of hunting for veins on the legs,” he
says. 

In addition, for patients likely to have difficult

access, such as sickle cell patients, chemotherapy
patients, patients on renal dialysis, obese patients,
diabetics, and IV drug users, nurses can go right to
ultrasound, says Thompson.

“We have a lot of sickle cell patients that require IV
access. It would normally take us 30-45 minutes to get
a line in those folks, but now we’ll automatically use
the machine,” he says. “Most of the time, we’ll get it
on the first stick vs. constantly sticking the patient.”

Reference

1. Brannam L, Blaivas M, Lyon M. Emergency
nurses utilization of ultrasound guidance for place-
ment for peripheral intravenous lines in difficult access
patients. Acad Emerg Med 2004; 11:1,361-1,363.  ■

Ease the switch to 
bedside registration
Here’s how to overcome obstacles

Has your ED switched to bedside registration yet?
This is without question one of the most effec-

tive ways to reduce delays and improve patient flow,
but a multitude of obstacles can arise during imple-
mentation, says Denise Proto, RN, MS, CEN, nurse
educator for emergency services at Gwinnett Medical
Center in Lawrenceville, GA. 

“Any time a process is changed, it can create chaos
and problems,” says Proto. “We actually lost a few
long-term associates who chose to transfer rather than
go through the change of a new way of doing things.
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The number of ED nurses using ultrasound to facil-
itate placement of intravenous lines currently is
small but expected to dramatically increase.
• You can avoid multiple sticks and treatment

delays for sickle cell and chemotherapy patients.
• Intravenous medications can be given sooner and

blood draws can be obtained earlier because of
decreased delays. 

• Training consists of a lecture, hands-on demon-
stration, and supervised ultrasounds.

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

For more information on ED nurses and ultra-
sound, contact:
• Michael Blaivas, MD, RDMS, Chief, Section

of Emergency Ultrasound, Department of Emer-
gency Medicine, Medical College of Georgia,
1120 15th St., AF-2039, Augusta, GA 30912-
4007. Telephone: (706) 721-2613. Fax: (706)
721-7718. E-mail: blaivas@pyro.net.

• Garry Thompson, RN, CEN, Emergency
Department, Medical College of Georgia,
1120 15th St., AF-2039, Augusta, GA 30912-
4007. Telephone: (706) 721-4951. E-mail:
gthompso@mcg.edu.
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But it has worked out in the long run.”
Before bedside registration was implemented at

Southern Ohio Medical Center in Portsmouth in 1997,
average door-to-doctor time averaged 80-90 minutes,
which decreased to 37 minutes as a result of the
change, reports Mary Kate Dilts-Skaggs, RN, MSN,
director of nursing, emergency and outpatient services. 

“The patient’s perception is that they are being
treated quickly, and that is the bonus,” says Proto.

Transition can be slow

However, at Southern Ohio, only 37 registrations
were done at the bedside in the first month after the
switch, and this number increased to just 87 several
months later. 

“Most people don’t like change, and there is a learn-
ing curve,” says Dilts-Skaggs. “Figuring out the bugs is
a continuous process.”

Currently, the ED does 1,490 bedside registrations
per month, which comprises 47% of total registrations.
“So it can be accomplished, but it took us a couple of
years because of staff reluctance to change,” she points
out. 

To avoid problems with bedside registration, do the
following:

• Have a dedicated ED supervisor of registration. 
This individual has a business background and

works closely with the ED nurse director, explains
Dilts-Skaggs. 

“She can work the floor with the registrars, which
gives her a lot of credibility,” she says. 

“The fact that she is a member of the process
improvement team is also a major asset,” she adds.

• Be prepared for equipment and software 
glitches. 

“Make friends with information services when you
are making a change such as this,” Dilts-Skaggs rec-
ommends. “Also, we involved them in looking at the

wireless computer model.” After a trial run with the
Point of Care Terminal SC-1000, manufactured by
Alton, PA-based Tremont Medical, four workstations
were purchased.

• Ask champions to lead the way.
Ideally, several individuals should be champions of

the change, including registrars, nurses, or physicians,
says Dilts-Skaggs. 

“They can lead by example to show others this 
can work,” she explains. At Southern Ohio’s ED, the
champions included the ED registration supervisor, the
ED medical director, assistant nurse managers, and an
ED nurse.

These individuals made a point of sharing verbal
feedback from patients with staff to show that the pro-
cess change made a difference in the way care was
perceived.

• Have contests with rewards.
At Southern Ohio’s ED, contests were held by nurs-

es to see which shift could do more bedside registra-
tions in a month, and each shift was given a monthly
target number. 

“You need to celebrate different milestones, such as
100 bedside registrations a month or 1,000 a month,”
recommends Dilts-Skaggs. “When we hit 700, the
entire ED staff was treated to chicken and ribs by the
medical director.”

• Combine bedside registration with electronic
documentation.

Gwinnett’s ED uses EmSTAT emergency depart-
ment information system (developed by Cary, NC-
based A4 Health Systems) for computerized documen-
tation in addition to bedside registration. 

“This allows us access to historical data at the time
the patient is triaged, which is a huge timesaver and
patient pleaser,” says Proto.

• Obtain buy-in of registration staff.
“Bedside registration certainly creates more prob-

lems for the registration staff, so having their support
from the beginning is crucial to making it work,” she
notes. 

Since bedside registration previously was imple-
mented at another larger hospital in the system, regis-
tration staff from that facility were asked to come trou-
bleshoot during the first week of implementation. 

“We did have some issues with the interfaces work-
ing correctly for the first few days we went live at our
smaller facility,” Proto says. 

“It helped to have someone familiar with the pro-
cess to answer questions about inevitable snags and
equipment malfunction,” she continues.

• Encourage staff to give input. 
A log was created to document questions and con-

cerns about the bedside registration process, says Proto. 
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Common problems with bedside registration include
equipment malfunction and staff resistance, but ben-
efits are significant, including decreased door-to-
doctor times and increased patient satisfaction. 
• Ask specific individuals to be “champions” of the

change. 
• Hold contests to increase the number of bedside

registrations.
• Invite staff to submit questions and concerns.

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



“Staff are asked to give suggested changes and are
given a resolution date for when the problem is solved
or the reason why something could not be done,” she
says. “That has been a great way to communicate with
everyone.” ■

Consider patient use
of OTC medications

When you take a patient’s medication history, do
you specifically ask about over-the-counter

(OTC) drugs? A new study underscores the importance
of this question.

According to a case report, OTC decongestants
containing pseudoephedrine can cause a heart attack
even in a healthy young person. This is the fifth case
reported linking pseudoephedrine to heart attacks,
according to Alex Manini, MD, an ED physician at
Brigham and Women’s Hospital in Boston and the
study’s lead author.

The report describes a 32-year-old male who came
to an ED with chest pain, shortness of breath, and pro-
fuse perspiration and had taken the recommended dose
of an OTC cold remedy containing pseudoephedrine. 

He was diagnosed and treated in the ED for a heart
attack as a result of ingesting pseudoephedrine. Prior
to seeking emergency care, the man was in good
health, except for a cold, and had no family history 

of heart disease or sudden death.1

This case highlights a potential danger of OTC
pseudoephedrine even when used by otherwise healthy
people, says Manini. “However, you can’t generalize
about the safety of a medication based on just one case
report,” he cautions. “But it does illustrate that medica-
tion available without a prescription is not completely
risk-free.”

Although the drug is one of the most commonly
used medications nationwide, only a handful of
adverse cardiac events have ever been reported in the
past 25 years, notes Manini. “Based on the relative
lack of adverse reports to date, it appears to be a safe
OTC drug for the vast majority of users,” he says.
“Having said that, people with heart disease and peo-
ple who are unsure about whether they can safely take
OTC decongestants should consult their doctors.”

As an ED nurse, you should get a full medication 
history including not just prescription medications, but
OTC medications, advises Manini. “The case report
illustrates the importance of taking a good history, and
OTC drugs should be included in your history,” he says.

[Editor’s note: For more information, contact Alex
Manini, MD, Department of Emergency Medicine,
Brigham and Women’s Hospital, 75 Francis St.,
Neville House, Boston, MA 02115. Fax: (617) 582-
6038. E-mail: amanini@partners.org.]

Reference

1. Manini AF, Kabrhel C, Thomsen TW. Acute myocardial infarc-
tion after over-the-counter use of pseudoephedrine. Ann Emerg
Med 2005; 45 (in press).  ■

Save $37,000 a month 
by creating a ‘float pool’

How would you like to have a pool of reliable nurs-
es to fill your staffing holes — without incurring

astronomical agency nursing costs? At Gwinnett Medi-
cal Center in Lawrenceville, GA, a “float pool” of ED
nurses cut agency usage in half in only three months,
reports Sandy Vecellio, RN, BSN, clinical manager
for emergency services.

Nurses volunteer to participate in the float pool and
are pooled from five EDs in the hospital system, she
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For more information about bedside registration,
contact:
• Mary Kate Dilts-Skaggs, RN, MSN, Director

of Nursing, Emergency and Outpatient Services,
Southern Ohio Medical Center, 1805 27th St.,
Portsmouth, OH 45662. Telephone: (740) 356-
8430. E-mail: diltsmk@somc.org.

• Denise Proto, RN, MS, CEN, Nurse Educator,
Emergency Services, Gwinnett Medical Center,
1000 Medical Center Blvd., Lawrenceville, GA
30045. Telephone: (678) 442-4414. E-mail:
dproto@ghsnet.org.
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COST-SAVING TIP



explains. The float pool nurses have a set schedule, but
don’t know in advance which ED they’ll be working at
on a given day, notes Vecellio. 

“That morning or evening, we look to see where the
need is and put that staff in the hole. They call in before
they come to work to see where they need to go.”

Currently, the float pool has seven ED nurses, but
the number is growing quickly, says Vecellio. 

An agency nurse costs more than twice as much as
a regular staff nurse, with pay of $55 per hour com-
pared with $25 per hour, says Vecellio. 

Previously, 949 agency nurse hours were used in a
typical month, which cost the ED an additional $23,725,
as compared to regular staff nurse pay; whereas, the
average now is 85 agency hours costing $2,125, for a
savings of $21,600, she adds.. 

“We have also been able to decrease overtime and
incentive pay for nurses who picked up extra shifts,”
Vecellio continues. 

“We pay $10 extra an hour for one hole in the
schedule and $20 for more than one hole,” she says.

Before the float pool was created, incentive and
overtime pay totaled $33,000 in one month, and this
decreased to $17,000 three months after the pool was
created. 

“It has steadily been decreasing, and we hope build-
ing up the float pool will decrease it even further,” adds
Vecellio. 

The float system already was in place for medical/
surgical and critical care, but it was determined that
the ED needed its own float pool, she reports. 

The ED nurses were informed about this at staff
meetings, and they all had the opportunity to apply for
these positions if they wanted to, she says. 

As an incentive, nurses are given a 20% differential
on the float pool hours they work, Vecellio explains.

“Nurse are first used to fill any vacant holes; and if
there are none, then we look at canceling someone
with incentive or overtime pay, or an agency nurse,”
says Vecellio. “Also, with a large ED, there is almost
never a day with no call outs or holes, so the float pool
helps to keep our staffing where it needs to be.”

[Editor’s note: For more information, contact Sandy
Vecellio, RN, BSN, Clinical Manager, Emergency Ser-
vices, Gwinnett Medical Center, 1000 Medical Center

Blvd., Lawrenceville, GA 30046. Telephone: (678) 442-
3243. Fax: (678) 442-4531. E-mail: SVecellio@ghsnet.
org.]  ■

Prepare your hospital for 
a very unusual flu season
Vaccine shortages may wreak havoc 

With the unprecedented shortage of influenza
vaccine this flu season, hospitals are scrambling

to prepare for what may be a record number of flu
patients presenting to their already overcrowded EDs
and for staff shortages due to record absenteeism. After
almost half of the United States’ planned vaccine sup-
ply was contaminated, high-risk candidates — includ-
ing the very young, the elderly, those with chronic ill-
nesses, pregnant women, the immunocompromised,
and health care workers with direct patient care — have
been identified as those to receive the vaccine. 

In response to the national shortage of vaccine,
Thomson American Health Consultants has developed
an influenza sourcebook to ensure you and your hospital
are prepared for what you may face this flu season. 

Hospital Influenza Crisis Management will pro-
vide you with the information you need to deal with
ED overcrowding, potential liability risks, staff short-
ages, and infection control implications for staff and
patients. This sourcebook will address the real threat
of a potential pandemic and the proposed response and
preparedness efforts that should be taken in case of
such an event. Major guidelines and recommendations
for influenza immunization and treatment are included,
along with recommendations for health care worker
vaccination and the efficacy of and criteria for using
the live attenuated influenza vaccine. Don’t miss out
on this valuable resource. 

Hospital Influenza Crisis Management also will
offer readers continuing education credits. For infor-
mation or to reserve your copy at the pre-publication
price of $149 (a $50 discount off the regular price),
call our customer service department at (800) 688-
2421. Please reference code 64462.  ■
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■ What Joint Commission
surveyors will ask about ED
overcrowding

■ Don’t miss serious injury 
in elderly trauma patients 

■ What to do if you suspect
CA-MRSA

■ Avoid EMTALA problems
with psychiatric patients 

COMING IN FUTURE MONTHS



After reading this issue of ED Nursing, the CE par-
ticipant should be able to:

• Identify clinical, regulatory, or social issues relating
to ED nursing. (See Are cardiac patients waiting too
long in your ED? Cut dangerous delays now and
Identify patients at high risk for heparin reaction) 

• Describe how those issues affect nursing service
delivery. (See Dramatically improve care of peds
with bronchiolitis.)

• Cite practical solutions to problems and integrate
information into the ED nurse’s daily practices,
according to advice from nationally recognized
experts. (See ED nurses use ultrasound to place
difficult IV lines.)

5. Which of the following is recommended to reduce
treatment delays for heart attack patients, accord-
ing to Michael J. Schull, MD?
A. Delaying electrocardiogram (ECGs) unless

patients have severe chest pain.
B. Recording data on door-to-balloon times 

manually.
C. Having ED nurses prepare infusion of loading

doses.
D. Creating a designated space for ECGs at

triage.

6. Which of the following is recommended to improve
care of children with bronchiolitis, according to
Lynn Daum, RN?
A. Avoid nasal wash tests and chest X-rays

except when necessary.
B. Give nasal wash tests to all wheezing children.
C. Give chest X-rays to children with severe respi-

ratory symptoms.
D. Repeat aerosol treatments until symptoms

have improved.

7. Which of the following calls for a high index of sus-
picion for heparin-induced thrombocytopenia?
A. Never having received heparin.
B. Recent hospitalization for cardiac surgery.
C. No prior history of deep venous thrombosis.
D. No prior history of hospitalization.

8. Which is a result of ED nurses using ultrasound to
facilitate placement of intravenous lines, according
to Michael Blaivas, MD, RDMS?
A.Decreased patient satisfaction.
B.Inceased needlesticks for sickle cell patients. 
C.Reduced delays in obtaining blood for lab tests

and administering intravenous medications.
D.Increased liability risks.

Answers: 5. D; 6. A; 7. B; 8. C
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CEquestions

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 June issue, you must complete the evaluation
form provided in that issue and return it in the
reply envelope provided in order to receive a cer-
tificate of completion. When your evaluation is
received, a certificate will be mailed to you. ■
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