
®

JCAHO’s safety goals — Clock 
is ticking, will your ED be compliant?
ED nursing leaders share their secrets for becoming, staying compliant

ED nurses will face even greater responsibility for compliance under the
2006 National Patient Safety Goals just unveiled by the Joint Commis-
sion on Accreditation of Healthcare Organizations (JCAHO).

The goals include two major new requirements for EDs: One, under the goal,
“Improve the effectiveness of communication among caregivers,” addresses hand-
offs of patients. The other, under “Improving the safety of using medications,”
involves the labeling of medication containers and other solutions during perioper-
ative procedures, including those performed in the ED. (For information on
additional changes that could potentially affect EDs, see the story on p. 99.)

It is the nurse who is the critical participant in one-on-one communications
during handoffs and the most important “pair of eyes” when it comes to ensur-
ing all meds are properly labeled. ED Nursing has sought out leading ED man-
agers across the country for their tips and advice on compliance. These EDs,
some of whom already are compliant, can offer a clear roadmap for those who
need to bring their departments into compliance.

Handoffs affect EDs most directly in admissions and during shift changes
for nurses, says Richard J. Croteau, MD, executive director of patient safety
initiatives for the Joint Commission.

“If handoffs are to be done well, you must create a more formalized process,” he
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of Healthcare Organizations, use specific processes and policies designed to
minimize likelihood of errors.
• Nurse-to-nurse communication is the preferred method to use when hand-

ing off patients.
• Meet with staff on a regular basis to assess how well you are meeting

Joint Commission requirements. 
• Prepackaged medications can help you and your staff to meet the new

medication labeling goal.
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suggests. “A specific requirement is to allow for ques-
tions to be asked and clarification to be provided as apart
of that communication.”

Many EDs already are ahead of the game in terms 
of compliance with this safety goal, say some ED man-
agers, including Darlene Bradley, RN, MSN, MAOM,
CCRN, CEN, CNS, MICN, director of emergency/
trauma services at the University of California, Irvine
(UCI) Medical Center in Orange. “We think, for exam-
ple, that EDs are much more proactive in addressing
[hand-offs to] the inpatient area because we are used to
giving verbal communications,” Bradley says. 

However, many hospitals provide audiotaped
change-of-shift reports, Croteau says. In those cases,
he notes, if the new nurse has questions, he or she

must guess or contact the prior nurse at home. Direct
verbal communications are preferred.

“The types of things to be communicated are: who
the patient is, what their condition is, their current sta-
tus, what is anticipated in terms of treatment over the
next shift, and condition changes or complications
being looked for,” he explains. In admissions, Croteau
adds, that kind of information must be communicated
to the inpatient staff.

The labeling requirement refers to all perioperative
procedures, says Croteau. “It has been a long-standing
practice to put medications on sterile field by pouring
them into a little medicine cup, which is often unlabeled.”

He adds that while this is “an old practice,” it persists.
Joint Commission officials believe about half of the hos-
pitals in the United States still use this practice. “All
meds have to be labeled,” Croteau asserts. 

Addressing the requirements

The leaders interviewed by ED Nursing offer a
number of tips that can help you bring your ED into
compliance. 

At St. Anthony Community Hospital in Warwick,
NY, handoffs are conducted from nurse to nurse, says
Jeff Reilly, RN, vice president of administration and the
facility’s former ED nurse manager. “This is a very crit-
ical piece of communication. Those questions and clari-
fications happen as part of our policies and procedures.”

There always is concern about information being
lost during admissions that occur at a shift change,
Reilly concedes. “But we have procedures in place that
unless there is a crisis, we do not transport patients
from one department to another for about a half-hour
to 40 minutes during shift changes.”

At UCI Medical Center, the ED staff members view
shift changes as an opportunity to also increase patient
involvement, which is mandated in Goal 13: “Encour-
age the active involvement of patients and their families
in the patient’s own care as a patient safety strategy.”

“Between shifts, both nurses should go to the patient
together and discuss the patient’s condition and what
they hope to accomplish,” says Bradley. “This way, you
accomplish two of those patient safety goals right there.”

For transfers to critical care, where, she notes, there
are greater chances for error, “We call ahead of time and
file a verbal report, including things the patient will need
when they arrive, like a ventilator or an IV [intravenous]
pole,” Bradley says. “When they arrive, there is once
again one-to-one communication between nurses.”

That communication includes such items as looking
at the wounds, the IV setup, and the patient’s valuables,
she adds. “These are identified and counted in the ED
and then by the nurse who is receiving the patient.”
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In the ED at St. Mary’s Regional Medical Center in
Lewiston, ME, the admission report is verbal via in-
house phone or, in the intensive care unit, given nurse
to nurse at the bedside so they have the opportunity for
dialogue, questions, and clarification of orders and
treatment, says Jackie Mador, RN, MHA, CEN, ED
manager/clinical coordinator. “Shift changes are

always handled person-to-person,” she says.
She thinks her facility still needs a formal policy

delineating exactly what the nurses should discuss.
How will her staff do this? “We have a shared gov-

ernance model,” Mador explains. “The staff will be
told what the standard and the expectations are, and
then they will develop the process and the tools to
meet them.” While she is the ED manager, Mador says
she would be present during the process only to lend
support. “We foster and empower our nurses to come
up with the exact process,” she explains. 

As for the new requirement concerning the labeling
of meds, this safety goal can be addressed directly
through packaging, says Bonnie Atencio, MS, RN,
CEN, clinical educator in the ED at Mercy San Juan
Medical Center in Carmichael, CA.

“In our ED, we use a pre-packaged suture kit called
‘Kwik-Kit,’” she reports. (Kwik-Kit is manufactured by
the Kendall division of Tyco Healthcare Group. See the
resource box, left.)

“They contain two plastic sterile cups, into which the
nurse pours normal saline solution in one, and [antiseptic]
solution in the other,” Atencio explains. “Everything else
is brought into the room by the RN, and either the labeled
bottle is held for the MD to withdraw the meds, or the
medication is brought and administered by the RN.”

The saline and antiseptic solutions are two very dis-
tinctly different appearing liquids, notes Atencio. Nev-
ertheless, the Joint Commission requires that those
cups also be labeled. 

UCI Medical Center has IV carts that have all the
labels, Bradley reports. “If a nurse puts out a new line,
the label is added,” she says. “If you need sterile prod-
uct mixes and labels, the names and dosages are vali-
dated by the nurse upon receipt.”

At St. Anthony Community Hospital, Reilly meets
with all the clinical department directors and the vice
president of patient care services every few weeks to
review the goals and what they are doing to comply,
“so we know we are up to speed,” she says.  ■

Other 2006 changes will 
potentially impact EDs

While the two new requirements involving hand-
offs and medication labeling are the most obvi-

ous changes in the 2006 National Patient Safety Goals
just released by the Joint Commission on Accredita-
tion of Healthcare Organizations, there are other, more
subtle changes that also are critically important for
nurse managers to know about. 
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For more information on the patient safety goals,
contact:
• Bonnie Atencio, MS, RN, CEN, Clinical Edu-

cator, Emergency Department, Mercy San Juan
Medical Center, 6501 Coyle Ave., Carmichael,
CA 95608. Telephone: (916) 536-3140. Fax:
(916) 863-6802. E-mail: batencio@chw.edu.

• Darlene Bradley, RN, MSN, MAOM, CCRN,
CEN, CNS, MICN, Director Emergency/Trau-
ma Services, UCI Medical Center, University 
of California, Irvine, 101 The City Drive, Route
128, Orange, CA 92868-3298. Telephone:
(714) 456-5248. Fax: (714) 456-5390. E-mail:
dbradley@uci.edu.

• Richard J. Croteau, MD, Executive Director of
Patient Safety Initiatives, Joint Commission on
Accreditation of Healthcare Organizations, One
Renaissance Blvd., Oakbrook Terrace, IL 60181.
Telephone: (630) 792-5000. E-mail: rcroteau@
jcaho.org.

• Jackie Mador, RN, MHA, CEN, Emergency
Department Manager/Clinical Coordinator, St.
Mary’s Regional Medical Center, Campus
Avenue, Lewiston, ME 04243. Telephone: (207)
777-8246. E-email: jmador@sochs.com.

• Jeff Reilly, RN, Vice President of Administra-
tion, St. Anthony Community Hospital, 15
Maple Ave., Warwick, NY 10990. Telephone:
(845) 986-2276. E-mail: jreilly@tshs.org.

You can download the patient safety goals free at
the Joint Commission’s web site at www.jcaho.org.
Under “Top Spots,” click on “National Patient Safety
Goals & FAQs.” Once there, scroll to “Critical
Access Hospital and Hospital.”

For more information on the prepackaged suture kit
Kwik-Kit, contact:
• Tyco Healthcare Group, Two Ludlow Park

Drive, Chicopee, MA 01022. Telephone: (800)
962-9888. Fax: (800) 637-9775. Web: www.
tycohealthcare.com. 
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JCAHO warns: Look out 
for surveyor impostors 

It’s 3 a.m., and a well-dressed man and woman
approach the triage nurse with official-looking clip-

boards in hand. They claim to be surveyors from the
Joint Commission on Accreditation of Healthcare
Organizations, and they demand to be shown your
medication storage areas. 

If this occurred at your ED, would these individuals
be given carte blanche access to drugs, documentation,
and confidential information? Or would they be asked
for identification and told to wait while administration
and security were notified?

Unfortunately, the above scenario is not just a hypo-
thetical situation from a disaster drill. The Joint Com-
mission has warned that hospitals in Boston, Detroit, and
Los Angeles have reported impostors posing as survey-
ors and individuals posing as federal law enforcement,
inspectors, and physicians recently tried to gain access to
hospitals, in some cases coming through the ED. 

Both the number of incidents and the behavior of the
impostors point to a chilling possibility. “I believe that
the events described do not carry the common hallmarks
of simple criminal activity,” says Joe Cappiello, the
Joint Commission’s vice president of accreditation field

operations. “Maybe the criminals have become more
sophisticated, but you cannot in good conscience rule
out the possibility of terrorism. Sept. 11 broadened our
thinking, and we would do ourselves a disservice to dis-
miss this possibility.” (To read the Joint Commission’s
security alert, go to www.jcaho.org. Click on “Accredit-
ed Organizations,” “Security Notice Updates.”)

At Wyoming Medical Center in Casper, access to
the ED is controlled by locked doors, says Trudy
Meehan, RN, CHE, director of emergency medical
services. “The chances of a surveyor or imposter just
walking in are low,” she says. However, ED nurses
have been instructed that should anyone present them-
selves as a surveyor, they must ask to see photo identi-
fication and a signed letter, as requested by the Joint
Commission. They are then to contact hospital admin-
istration, or if after hours, to inform their supervisor
and ask for the administrator on call to be notified.

“The staff have been instructed to decline to answer
any questions until the individual’s credentials have
been verified by someone from hospital administra-
tion,” says Meehan.

ED staff also have been instructed to approach indi-
viduals found wandering near work areas and patient
rooms, says Meehan. “In a busy ED, this can be a
challenge, but every staff member must be vigilant and
proactive in approaching individuals who appear out
of place,” she says.
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For example, there is a change in Goal No. 9
regarding falls, says Richard J. Croteau, MD, execu-
tive director of patient safety initiatives for the Joint
Commission. “In 2005, there was a requirement to do
a risk assessment as to the potential of patients falling
and hurting themselves and to take action based on
that assessment. Now, there is actually a less prescrip-
tive requirement just to have a fall reduction program.”
(For more information on having a fall reduction
program, see “JCAHO will look for evidence of
falls prevention,” ED Nursing, January 2005, p. 31.)

In some settings that requirement may create a need
for intake assessment and periodic reassessment, says
Croteau, but this requirement has been questioned in
certain settings, including the ED. “It’s not clear
whether it is appropriate to have every patient that
comes in screened for fall risk,” he concedes. “Now,
we say there must be a program in place that considers
how best to minimize the harm of falling. How that’s
done is left largely to the organization.”

Goal No. 8, which deals with the reconciliation of
medications, was a 2005 requirement to plan a process,
develop it, test it, and get ready for full implementation
by the beginning of 2006. Now, the surveyors expect

full implementation by Jan. 1, 2006, says Croteau. 
The specific requirements are that for each patient,

you should obtain a list of all the medications they
have been using prior to entry into the organization, he
says. “That list should be used to compare against any-
thing being ordered for the patient and, if it is a contin-
uing care situation, that list should be maintained,”
Croteau says. “Finally, upon discharge, that list again
needs to be checked against discharge medications and
then communicated to the next provider of care.”

He says the Joint Commission fully expects this
information to be communicated to the practitioner
who will be providing continuing care for the patient
— even if that is the primary care physician. Is this
also the ED’s responsibility? “How that is done is up
to the organization,” says Croteau. 

The purpose of the requirement is to avoid giving
two meds for same purpose, to avoid omitting a drug
intended for the patient, and to avoid drug/drug inter-
actions, he says. The list should include herbal medi-
cations, over-the-counter drugs, alternative therapies,
and vitamins, he says. (For more information, see
“Use creative strategies for JCAHO’s medication
goal, ED Nursing, October 2004, p. 135.) ■



If such individuals have accompanied a patient, they
are directed back to that patient’s room and informed
they are not allowed to roam the department due to
patient confidentiality issues, says Meehan. “If they
have not accompanied a patient and do not have a
badge indicating they are a vendor, they are escorted
out of the ED,” she says.  ■

Do you delay antibiotics? 
Patients may be put at risk

The diagnosis of meningitis was clear: The one-
month-old infant showed classic signs and symp-

toms. A lumbar puncture was ordered, but antibiotics
weren’t given until several hours later, and the child
suffered severe brain damage. The result of the ensu-
ing malpractice lawsuit: A $1 million settlement. 

The sooner antibiotics can be given to patients with
conditions such as meningitis, fever in neutropenia,
and fever in neonates, the better, stresses Rebecca
Steinmann, RN, MS, CEN, CCRN, CCNS, clinical
educator for the ED at Children’s Memorial Hospital
in Chicago. “I would not want to defend delayed
antibiotic administration in a courtroom case involving

a patient who is neurologically devastated or dead,”
she says. 

Rapid treatment of bacterial meningitis can prevent
potential complications including seizures, neurologic
damage, hearing loss, vision loss, learning disabilities,
or paralysis, says Marianne Hatfield, RN, system
director of emergency services at Children’s Healthcare
of Atlanta. “A bacterial infection of the central nervous
system can lead to septic shock and death,” she says.

Overcrowded EDs and long wait times increase
risks for patients and emergency nurses, adds Steve
Rasmussen, RN, CEN, clinical coordinator for the ED
at Virginia Commonwealth University in Richmond.
“With increased holding times in the EDs across the
country, rapid recognition and administration of antibi-
otic therapy, along with sequential antibiotic dosing
and serial labs and blood levels, is of greater nursing
concern,” he says. 

To decrease delays in antibiotic administration, take
these steps:

• Use standing orders at triage.
At Children’s Healthcare of Atlanta, a nurse-initiated

neonatal fever protocol is used for infants with suspected
meningitis ages 28 days or fewer, with a rectal tempera-
ture of 38° C or higher, a history of fever at home of 38°
C or higher, stable vital signs, and no respiratory dis-
tress. If the patient meets the above criteria:

• The nurse obtains a full set of vital signs.
• He or she places the patient on a cardiac monitor.
• The nurse applies topical anesthetic to prepare for

a lumbar puncture.
• He or she performs a urinary catheterization and

sends the specimen for urinalysis and culture.
• The nurse inserts a peripheral intravenous line and

draws blood for a complete blood count with differen-
tial and blood cultures.

• He or she sets up a lumbar puncture tray.
• Cerebral spinal fluid is carried by hand to the lab

for stat results, and the ED physician writes orders for
antibiotics, which are given immediately. 

• The infant is closely monitored for signs of septic
shock including fever, tachypnea, tachycardia, decreased
blood pressure, rashes, lethargy, irritability, decreased
level of consciousness, and signs of dehydration.

The protocol speeds the diagnosis and administra-
tion of antibiotics, because the nurse doesn’t need to
wait for a physician to write all of the orders for proce-
dures and tests, Hatfield explains.

“We estimate that this protocol can save as much as
30-45 minutes in expediting treatment for these infants,”
she says. “We also have a protocol for antibiotic treat-
ment for sickle cell patients presenting with fever.”

• Have nurses administer antibiotics.
At Children’s Memorial, nurses have ready access
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For more information on surveyor impostors,
contact:
• Trudy Meehan, RN, CHE, Director of Emer-

gency Medical Services, Wyoming Medical
Center, 1233 E. Second St., Casper, WY 82601.
Telephone: (307) 577-2231. Fax: (307) 577-
7857. E-mail: tmeehan@wmcnet.org.

S O U R C E

If antibiotics are delayed in the ED, patients can
have adverse outcomes with liability risks for emer-
gency nurses.
• Have nurses mix and give antibiotics.
• Create pre-printed charts listing antibiotics and

dosages for specific conditions.
• Use standing orders at triage to speed

administration.
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to multiple parenteral antibiotics via an automated
medication dispenser, and they mix and administer the
drugs themselves, says Steinmann. Most ED situations
are considered to be exempt from the “first-dose rule”
of the Joint Commission on Accreditation of Health-
care Organizations. That rule requires the initial dose
of any medication to be verified by pharmacy but the
ED is exempt because there is 24-hour oversight of all
patients by attending physicians, she explains. 

The advantage is that antibiotics are not delayed
waiting for pharmacy to verify dosages, Steinmann
explains. “I have worked in EDs where all intravenous
antibiotics have to be ordered from the pharmacy, and
I have seen antibiotic administration delayed for over
an hour despite numerous phone calls attempting to
procure the needed drug,” she says.

But immediate availability comes at a cost to ED
nurses, says Steinmann. “This places a tremendous
responsibility on the nursing staff to confirm patient
allergies, confirm that the appropriate medication and
dosage has been ordered for the child, confirm that the
appropriate antibiotic is dispensed, and correctly cal-
culate and administer the appropriate dose,” she says. 

Double-checking with a second nurse is advised to
decrease the potential for errors, says Steinmann. “We
use pre-printed flow sheets for many diagnoses that list
the most commonly prescribed antibiotics and the appro-
priate dosages, usual doses in kilograms, how to recon-
stitute them, and the timeframe for how rapidly the med-
ication should be infused,” she says. Lists are constantly

revised as new antibiotics are added to the formulary to
reflect current best practices for ordering practices.

Ideally, ED nurses should have access to a limited
number of pre-packaged standard doses of intravenous
antibiotics to treat emergent infectious diseases, says
Steinmann. “Unfortunately, this only works for adults
who generally receive a standard dose, not for chil-
dren, since their dose is based on kilograms of body
weight,” she notes.  ■

Learn new ways to treat,
monitor septic patients

(Editor’s note: This is the second of a two-part
series on care of sepsis patients in the ED. This month,
we cover educational strategies for emergency nurses
regarding practice changes to comply with new guide-
lines. Last month, we covered new approaches for
assessment and intervention in the ED.)

“Ithink we’ve got a septic one.” Statements like
this from triage nurses at Beth Israel Deaconess

Medical Center in Boston are now commonplace, due
to a complete revamping of treatment for sepsis in the
ED. 

“These patients are now identified quickly,” says
Duane A. Young-Kershaw, RN, BSN, ED clinical
nurse educator. “Nurses have a sort of ‘sepsis sense’
and have a much higher index of suspicion for sepsis.”

EDs are dramatically changing the way they care
for sepsis patients to comply with new recommenda-
tions for “early goal-directed therapy” from the Sur-
viving Sepsis Campaign, a group formed jointly by the
Belgium-based European Society of Intensive Care
Medicine, the Des Plaines, IL-based Society of Criti-
cal Care Medicine, and the United Kingdom-based
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For more information on decreasing delays of
antibiotic administration in the ED, contact:
• Marianne Hatfield, RN, System Director of

Emergency Services, Children’s Healthcare of
Atlanta, 1001 Johnson Ferry Road NE, Atlanta,
GA 30342. Telephone: (404) 785-4968. E-mail:
marianne.hatfield@choa.org.

• Steve Rasmussen, RN, CEN, Clinical Coordina-
tor, Emergency Department, Virginia Common-
wealth University Medical Center, 401 N. 12th
St., Richmond, VA 23298. Telephone: (804)
828-7330. E-mail: srasmussen@mcvh-vcu.edu.

• Rebecca Steinmann, RN, MS, CEN, CCRN,
CCNS, Clinical Educator, Emergency Depart-
ment, Children’s Memorial Hospital, 2300 Chil-
dren’s Plaza, Chicago, IL 60614. Telephone:
(773) 975-8764. E-mail: rsteinmann@childrens
memorial.org.

S O U R C E S

When sepsis protocols are implemented, nurses
must learn to set up and use invasive hemodynamic
monitoring equipment.
• Demonstrate use of monitors for central venous

pressure and saturation of central venous oxygen.
• Ask nurses with intensive care unit experience to

give inservices on troubleshooting monitors.
• Give nurses specific criteria to “rule in” patients

for sepsis protocols.
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International Sepsis Forum. (See resource box, right,
for more information on the guidelines.) This means
that ED nurses need to learn new interventions and
monitoring skills, underscores Young-Kershaw. 

Previously, treatment in the ED was aimed at address-
ing symptoms related to sepsis such as hypotension, but
current approaches call for early interventions and inten-
sive monitoring, he explains. 

When the ED’s “Multiple Urgent Sepsis Therapies”
protocol was implemented, ED nurses were very skep-
tical at first, says Young-Kershaw. “They asked, ‘How
are we going to run this protocol in a busy trauma cen-
ter?’” he recalls. “We answered that early goal-direct-
ed therapy has a decreased mortality of 16%, and
we’re obligated to do it.”1

ED nurses now are well versed in the interventions
for each specific parameter of the protocol, reports
Young-Kershaw. These include monitoring central
venous pressure (CVP) to adequately ensure proper
volume repletion, mean arterial pressure (MAP) to
assess for perfusion, and saturation of central venous
oxygen (ScvO

2
) and serum lactate to indicate tissue

hypoxia, he says. 
You can implement a sepsis protocol in your ED by

doing the following:
• Give inservices for monitoring.
The No. 1 challenge was teaching ED nurses to set

up CVP monitoring equipment, says Mary Stauss,
RN, MSN, APN, CEN, advanced practice nurse for the
ED at the Cooper Health System in Camden, NJ, where
an Early Goal-Directed Therapy Protocol for severe
sepsis was implemented. “Invasive hemodynamic mon-
itoring is not a common practice in EDs,” she says. 

Over a six-week period, Stauss gave one-on-one

inservices to ED nurses to explain the algorithm and
practice changes. She used the actual equipment to
demonstrate set up of CVP and ScvO

2
monitors. See-

ing the CVP and ScvO
2

levels improve gives nurses a
sense of accomplishment, since they may not see obvi-
ous clinical improvements while the patient is in the
ED, she adds. 

“Using hemodynamic monitoring such as CVP and
ScvO

2
provides the nurse with real-time values. The algo-

rithm includes target values,” says Stauss. “As the patient
improves, the CVP and ScvO

2
values move toward the

target — providing the nurse and physician with confir-
mation that the interventions are indeed working.”

An ED nurse with intensive care unit experience gave
a 30-minute course on setting up and troubleshooting 
a CVP monitor, says Young-Kershaw. “Nurses were
instructed on what the ScvO

2
level means for the septic

patient,” he says. “The algorithm gives treatment guide-
lines to increase this level in a patient.”

While most ED nurses are familiar with basic
pathophysiology and mortality of sepsis, nurses need-
ed updating on the most current approaches, adds
Young-Kershaw. “Communicating that the mortality 
of sepsis is nearly that of acute myocardial infarction
clarified the importance of rapid identification and
intervention for these patients,” he says. 

• Make documentation easier.
The ED’s trauma and critical care flow sheets were

combined into one form containing the sepsis algorithm
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For more information on educating nurses on sep-
sis care, contact:
• Mary Stauss, RN, MSN, APN, CEN, Advanced

Practice Nurse, Emergency Department, The
Cooper Health System, One Cooper Plaza, Suite
901A, Keleman Building, Camden, NJ 08103-
1489. Telephone: (856) 968-8678. E-mail:
stauss-mary@cooperhealth.edu.

• Duane A. Young-Kershaw, RN, BSN, Clinical
Nurse Educator, Emergency Department, Beth
Israel Deaconess Medical Center, 330 Brookline
Ave., Boston, MA 02215. Telephone: (617) 754-
2310. E-mail: dyoungk@bidmc.harvard.edu. 

The Institute for Healthcare Improvement’s
web site (www.ihi.org) offers tools and resources
to implement the guidelines developed by the Sur-
viving Sepsis Campaign. Go to www.ihi.org.
Click on “Topics,” “Critical Care,” and “Sepsis.”

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

ED’s criteria ‘rules in’ 
patients for sepsis protocol

ED nurses at Beth Israel Deaconess Medical
Center in Boston use the following criteria to

“rule in” patients for the Multiple Urgent Sepsis
Therapies protocol:
• suspected infection;
Plus two of the following: 
• fever over 100.4° or temperature under 96.8°;
• heart rate over 90;
• respiratory rate over 20 or partial pressure of

carbon dioxide in arterial gas over 32;
• white blood cell count over 12,000 or under

4,000, or more than 10% immature bands;
• systolic blood pressure less than 90 after a 20-30

cc/kg bolus, or lactate level over 4 mmol/L. ■



and pre-printed order sets for physicians to sign. “The
nurses like the ease of use and ‘one stop,’ all-inclusive
function of the tool,” says Young-Kershaw. “Orders,
documentation, and guidelines are now all in the same
place.” (The ED’s form can be accessed at web site
sepsis.bidmc.harvard.edu. Click on “Guides, manu-
als, forms.” Next to “Resuscitation Flow Sheet,” click
on “PDF.”)

• Give clear criteria to “rule in” patients for the
protocol.

If patients present with suspected infection and two
of the four systemic inflammatory response syndrome
criteria, they are “ruled in” for the sepsis protocol,
says Young-Kershaw. (See criteria in box on p. 103.)
About 15 patients are enrolled in the protocol every
month, he reports. 

If nurses are unsure whether a specific patient meets
the criteria or have problems calibrating the ScvO

2
line

prior to insertion, a “code sepsis” is used to page clini-
cal educators available 24 hours a day. “We are also
looking into a triage protocol where we will be using a
device that gives us a ‘bedside’ lactate level,” adds
Young-Kershaw. 

Reference

1. Rivers E, et al. Early goal-directed therapy in the treatment of
severe sepsis and septic shock. N Engl J Med 2001; 345:1,368-
1,377. ■

6 creative ways to comfort 
children during procedures 

An 8-year-old boy with a fractured arm was gri-
macing in pain when he arrived at the ED at Chil-

dren’s Healthcare of Atlanta. Nurses quickly learned
about his love for dinosaurs, cars, and superheroes and
talked to him about his interests.

“It was amazing to see what a difference it made to
get his mind off of his broken arm,” recalls Kristen
Stocks, the ED’s child life specialist. “He went from
screaming and crying to laughing and joking.”

During the upcoming fracture reduction, the boy
remained calm. “He asked appropriate questions, and

even asked to watch,” Stocks says. “With a little bit 
of distraction and simple preparation, we were able to
perform a Bier Block with minimal medication and
absolutely no tears.”

Nonpharmacological approaches can have a dramatic
impact on children in pain, but these methods often are
overlooked in the ED, says Kitty O’Brien, a child life
specialist for emergency services at Cincinnati Children’s
Hospital Medical Center. Some ED staff used to caring
for adult patients may underestimate children, she says.
“They just assume that the child won’t understand and
won’t be able to hold still, so immediately the child is
placed in a papoose without any explanation,” she says.
“These same folks then complain that the child fought
and screamed the whole time.”

If you don’t use developmentally appropriate pain
management techniques, this can lead to anxiety, irri-
tability, and exhaustion in children, Stocks warns.

By using nonpharmacological approaches, use 
of sedation for procedures such as sutures,lumbar
punctures, and computerized tomography scans has
decreased significantly, reports O’Brien. “As a result,
there are physically fewer risks to the patient, and
patients don’t have to wait as long to go home; thus,
we are able to get them in and out of the ED faster,”
she says. 

Techniques such as distraction can be used to help
children hold still for procedures that aren’t painful, or
used along with appropriate analgesics or procedural
sedation for ones that are, says Nancy Eckle, RN,
MSN, CNS, clinical nurse specialist for emergency
services at Columbus (OH) Children’s Hospital.
“Before and after the medication is given, we have the
child listen to soft soothing music or give the parent a
book to read to the child in a soothing voice,” she says. 

To improve pediatric pain management during pro-
cedures, do the following:

• Encourage parents to comfort children. 
While parents or primary caregivers should never 

be forced to stay in a room during a procedure, they
should always be given this option, says O’Brien. She
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Pain and anxiety of pediatric patients can be
reduced dramatically with simple measures such
as distraction.
• Give children a job, such as squeezing a parent’s

hand.
• Ask parents to position children for comfort.
• Explain procedures in simple terms. 

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



recommends asking parents to hold the child’s hand or
speak softly, so that an infant or toddler recognizes a
familiar voice.

• Position child for comfort. 
“Have parents help with positioning the child when-

ever possible,” says Eckle.
Allow the child to sit in their parent’s lap, face-to-

face, with their hands free for intravenous line inser-
tion behind the parent’s back, says Stocks. “Children
feel much safer in their parent’s arms,” she says. 

• Place ice packs on painful areas. 
Prior to giving an injection, place a cold pack or ice

pack on the site for a few minutes if it does not distress
the child, Eckle recommends.

• Distract children. 
Making bubbles or blowing on pinwheels can help a

child focus on breathing instead of the pain, and chil-
dren can be distracted by singing, watching television,
reading, games, or counting aloud, says Eckle. “Older
children can be coached in the use of imagery,” she
says. “Ask the children to picture themselves going to
a favorite place or doing something they like to do:
swimming in the ocean or pool, or playing with a pet.
Have a staff member or parent talk softly to the child
to help create the image.”

Give children a job before a procedure, such as
squeezing a parent’s hand, counting out loud, or taking
deep breaths, suggests O’Brien. 

• Give compliments. 
Instead of giving generic praise like “Good boy,”

comment on specific behaviors such as “You did such a
good job holding still!” or “I like the way you let us
know how you felt!” suggests Stocks. 

• Dip pacifiers in a sucrose solution.
“We have had great success with this for infants,”

reports Stocks. “When they suck on the pacifier, the
high sugar content leads to a feeling of euphoria and
they are less distressed during painful procedures.”
Parents are encouraged to re-dip the pacifier during the
procedure, she adds. 

• Prepare children before procedures. 
Describe in simple, concrete terms what will hap-

pen, says O’Brien. “For example, show them the
tourniquet and ‘plastic straw’ that will be put in their
‘blue lines’ and point to one of your veins, and explain
that after the straw is in, there won’t be a need for any
more pokes or pinches,” she says.  ■

Is it CHF? A new 
blood test can tell you 

When a patient complains of shortness of breath,
congestive heart failure (CHF) may be one of

the first things you suspect, but a definitive diagnosis
can be difficult. Now a new blood test that measures 
a cardiac biomarker, the terminal prohormone of B-
type natriuretic peptide (NT-proBNP), can give you 
an answer within minutes. 

Researchers looked at 600 ED patients with short-
ness of breath, who were clinically evaluated and
given a blood test to measure NT-proBNP levels. The
protein’s concentrations were significantly higher in
patients with heart failure, and highest in those with
the most severe symptoms.1

“We found that testing with the NT-proBNP assay
was an extremely accurate way to identify or exclude
heart failure in patients with shortness of breath,” says
James Januzzi Jr., MD, associate director of the coro-
nary care unit at Boston-based Massachusetts General
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For more information on nonpharmacological
approaches to pediatric pain management, contact:
• Nancy Eckle, RN, MSN, Clinical Nurse Spe-

cialist, Emergency Services, Children’s Hospi-
tal, 700 Children’s Drive, Columbus, OH
43205. Telephone: (614) 722-4353. Fax: (614)
722-4380. E-mail: EckleN@chi.osu.edu.

• Kitty O’Brien, Child Life Department, Cincinnati
Children’s Hospital Medical Center, 3333 Burnet
Ave., Cincinnati, OH 45229. Telephone: (513)
636-8973. E-mail: Kitty.O’Brien@cchmc.org.

• Kristen Stocks, CCLS, Children’s Healthcare
of Atlanta, 1001 Johnson Ferry Road, Atlanta,
GA 30342. Telephone: (404) 785-4975. E-mail:
kristen.stocks@choa.org. 

S O U R C E S

A new blood test for a cardiac biomarker can rule
out or diagnose congestive heart failure (CHF), and
soon will be the standard of care in EDs.
• If CHF is undetected, patients may go into pul-

monary edema.
• By ruling out CHF quickly, patients avoid exten-

sive diagnostic testing.
• Patients with shortness of breath should be tested

routinely.
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Hospital and the study’s lead author. 
Recently, a patient with a history of chronic obstruc-

tive pulmonary disease (COPD) and prior CHF from
coronary artery disease came to the ED with shortness
of breath that persisted after treatment with nebulized
inhalers and steroids. 

The patient’s history and physical examination
weren’t clearly consistent with COPD or CHF, and a
chest X-ray showed only nonspecific findings, but 35
minutes later, blood test results for NT-proBNP revealed
a diagnosis of CHF. “The patient was treated with diuret-
ics with significant improvement,” reports Januzzi. 

There are many possible diagnoses when a patient
complains of shortness of breath, says Trisha Flanagan,
RN, MSN, an ED clinical nurse specialist at Massachu-
setts General. “It could be a panic attack, metabolic prob-
lem, heart failure, asthma, allergic reaction, or even the
only sign of a myocardial infarction,” she says. 

Triage nurses perform a quick assessment including
a medical history and vital signs, and they determine
acuity using the Emergency Severity Index five-level
triage scale, followed by a more in-depth assessment
by a primary nurse, says Flanagan. “CHF is not some-
thing that will immediately declare itself, but the ini-
tial nursing assessment will point you in the right
direction,” she says.

In the event that CHF goes undetected in the ED,
patients may go into pulmonary edema, with the ability
to oxygenate severely compromised, says Flanagan.
“CHF can be tricky to diagnose initially, so anything that
points you in that direction is helpful,” she says. “We
haven’t even been doing the BNP testing all that long,
and even that was a great advance — now this more
refined test is another new weapon in our arsenal.”

Missing a heart failure diagnosis can put patients at

high risk for serious adverse outcomes, including
death, but overdiagnosis may lead patients to receive
unnecessary treatment, says Januzzi. 

From Januzzi’s experience as a clinician, there have
been numerous situations when he wasn’t certain a
patient had CHF. “In the past, I would have to send the
patient down a whole pathway of possible tests, but now
with a single blood test I may be able to make or exclude
the diagnosis very simply,” he says. “Half an hour later
when I get the result of the blood test, I have an answer.”

If the test is negative, a diagnosis of CHF can be
ruled out definitively, so echocardiograms aren’t need-
ed, which makes the test very cost-effective, he adds.
“We believe NT-proBNP testing should now become a
routine component of evaluation for patients with short-
ness of breath in emergency departments,” says Januzzi. 

He estimates that only about 50% of EDs use BNP
testing, with only a handful of EDs using the new blood
test, but Januzzi expects that to increase dramatically in
the near future. “This was the first large scale data sup-
portive of the newer versions of the blood tests, which
will eventually replace the older versions, so it’s very
important to pave the way for future use,” he says. “This
will soon be standard of care in the ED.”

Reference

1. Januzzi JL, Camargo CA, Anwarruddin S, et al. The N-terminal
pro-BNP investigation of dyspnea in the emergency department
(PRIDE) study. Am J Cardiol 2005; 95:948-954. ■

Are you sedating agitated 
psychiatric patients safely?

Aman walks into your ED screaming at the top of
his lungs and waving his arms wildly. It’s clear

that sedation is needed, but the safety of this patient
and the ED staff is very much at risk. 

For scenarios like this, a new pharmacological inter-
vention is being used to quickly and safely sedate
patients in the ED. Researchers studied 110 severely agi-
tated ED patients who received intramuscular injections
of the antipsychotic drug zipradisone. Within 30 min-
utes, whether the patients were psychotic or had abused
alcohol or drugs, their agitation scores dropped to a nor-
mal range. In addition, the patients who received the
drug spent 40% less time in restraints compared with
those who were given conventional antipsychotics such
as haloperidol.1

“That is not only an advantage from a manpower
standpoint, since you don’t have someone sitting there
with the patient; it’s also a safety issue,” says Horacio
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For more information on diagnosing congestive
heart failure in the ED, contact:
• Trisha Flanagan, RN, MSN, Emergency

Department, Clinical Nurse Specialist,
Massachusetts General Hospital, 55 Fruit St.,
Boston, MA 02114. Telephone: (617) 724-4932.
E-mail: pflanagan@partners.org.

• James L. Januzzi Jr., MD, FACC, Cardiology
Division, Massachusetts General Hospital,
Yawkey Building, Suite 5984, 55 Fruit St.,
Boston, MA, 02114. Telephone: (617) 726-
3443. Fax: (617) 643-1620. E-mail: JJanuzzi
@partners.org.

S O U R C E S



Preval, MD, director of psychiatric emergency ser-
vices at Stony Brook University Hospital and the
study’s lead author. “Most patients with bad outcomes
from restraint die from asphyxia or aspiration. So if
you can minimize the time spent in restraint, there is a
lower likelihood of a bad outcome.”

Although the drug is highly effective with minimal
side effects, the vast majority of EDs still are not using
it, says Preval. “They don’t use it because they’re not
familiar with it. Pockets of EDs around the country are
still using the typical ‘Haldol cocktail,’ and some are
even using droperidol, which is a ‘black box’ drug
right now,” he says. (The FDA’s black box warning,
which reports that cases of serious arrhythmias have
occurred in patients treated with droperidol, can be
accessed at www.fda.gov/medwatch/SAFETY/2001/
inapsine.htm.)

Agitated ED patients often are given a Haldol cock-
tail, but this means the patients will be highly sedated
for six to eight hours, says Preval. In contrast, patients
sedated with ziprasidone can be aroused within 30-45
minutes. “Even though the patient appears to be asleep,
you can tap them on the shoulder and they are able to
talk to you, so you can do your nursing assessment and
diagnostic interview,” says Preval. “This has become the
gold standard in our ED for management of the acutely
agitated patient.”

Reference

1. Preval H, Klotz SG, Southard R. Rapid-acting IM ziprasidone in
a psychiatric emergency service: a naturalistic study. Gen Hosp
Psych 2005; 27:140-144. ■

Save $50,000 and boost 
morale with ‘ED billers’

Overworked ED nurses at McKay-Dee Hospital
Center in Ogden, UT, were frustrated with spend-

ing hours looking through charts to figure out charges
for procedures.

Charging was the nurse’s lowest priority and often
got left to the last of the shift or forgotten, says Kayleen
L. Paul, RN, BS, CEN, care center director of emergen-
cy, critical care, and trauma services. “As our census got
higher, it became glaringly apparent that we were miss-
ing charges,” Paul says. “We were losing thousands of
dollars because it was a priority for no one.”

Experienced ED clerks now are used as billers, and
they determine charges by reviewing the previous day’s
charts, nurses notes, and physician dictation. They are
extremely thorough and accurate, says Paul. “When we
first began, I thought I could save enough money to
recoup the billers’ salaries and be budget neutral: about
$25,000 a year,” she says. “We wound up increasing
billing revenue by almost $50,000 that first year.”

In addition, the billers bring examples of good and bad
charting to critique at ED nursing staff meetings. “This
input, both favorable and unfavorable, goes into nursing
performance evaluations as appropriate,” says Paul. “This
has dramatically improved documentation.” For example,
nurses learned that they could charge time increments for
intravenous (IV) fluid administration. “Nurses always
charted a start time for IVs, but almost never charted a
stop time, so we couldn’t charge accurately,” she says. 

The billers advised the nurses exactly what needed to
be charted, and the group decided where it would be most
conveniently charted in the nursing notes. “Our stop time
charting has drastically improved,” Paul notes.

[Editor’s note: For more information on ED billers,
contact Kayleen L. Paul, RN, BS, CEN, Care Center
Director, Emergency, Critical Care, and Trauma Ser-
vices, McKay-Dee Hospital Center, 4401 Harrison
Blvd., Ogden, UT 84403. Telephone: (801) 387-7006.
Fax: (801) 387-7038. E-mail: mkkpaul@ihc.com.]  ■
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■ Joint Commission’s 2006
National Patient Safety Goals

■ Lifesaving tips for patients
with oncologic emergencies

■ New medication for intracere-
bral brain hemorrhage stroke 

■ Avoid statements that get you
in trouble with EMTALA 

COMING IN FUTURE MONTHS

For more information on use of intramuscular
ziprasidone in the ED, contact:
• Horacio Preval, MD, Director, Psychiatric

Emergency Services, Department of Psychiatry,
Stony Brook University Hospital, Health Sci-
ences Center, Tower 10, Room 20, Stony Brook,
NY 11794-8101. Telephone: (631) 444-2990. 
E-mail: horacio.preval@stonybrook.edu. 

S O U R C E COST-SAVING TIP



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 Learn new ways to treat, moni-
tor septic patients and Are you sedating agitated
psychiatric patients safely?) 

• Describe how those issues affect nursing service
delivery. See JCAHO’s safety goals — Clock is tick-
ing, will your ED be compliant?)

• Cite practical solutions to problems and integrate
information into the ED nurse’s daily practices, accord-
ing to advice from nationally recognized experts. (See
JCAHO warns: Look out for surveyor impostors.)

1. What is the position of the Joint Commission on
Accreditation of Healthcare Organization concern-
ing audiotaped change-of-shift reports, according
to Rick Croteau, MD?

A. Audiotaped reports are preferred. 
B. Direct verbal communications are preferred.
C. Audiotaped reports are acceptable only if the prior

nurse leaves her contact information.
D. The Joint Commission has no preference in terms of

audiotaped reports or direct verbal communication.

2. What should staff do immediately when surveyors
arrive from the Joint Commission on Accreditation
of Healthcare Organizations?

A. Allow full access to the ED regardless of time of
arrival.

B. Answer all questions before administrators are 
notified.

C. Ask for identification and contact administrators.
D. Bring the surveyors to whatever area they request.

3. Which reflects current approaches for sepsis care
in the ED?

A. Having only intensive care unit nurses care for
patients.

B. Postponing monitoring until after patients are
admitted.

C. Allowing only ED physicians to determine if
patients meet criteria for protocols.

D. Monitoring of central venous pressure levels by ED
nurses.

4. Which is true regarding agitated patients sedated
with intramuscular injections of ziprasidone?

A. Patients are arousable within 30-45 minutes.
B. Patients spend more time in restraints.
C. Patients are sedated for more than eight hours.
D. There is a higher risk of death from asyphxia.

Answers: 1. B; 2. C; 3. D; 4. A.
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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 December issue, you must complete the eval-
uation form provided in that issue and return it in
the reply envelope provided in order to receive a
certificate of completion. When your evaluation is
received, a certificate will be mailed to you. ■
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