
®

Lessons learned from Hurricane Katrina: 
EDs share their best disaster strategies
Pinpoint areas to improve by constantly asking,‘What if?’

You may have planned for an influx of injured patients and fine-tuned
your decontamination process. But what if your own hospital is flood-
ed, the ED has to be evacuated, and some of your patients are armed

and dangerous, with no law enforcement in sight?
That’s the situation some ED nurses faced in Louisiana, Mississippi, and

Alabama during the aftermath of Hurricane Katrina, and it was a scenario none
had addressed in disaster drills. EDs across the country are now asking, “Could
we have gotten through it?”

The catastrophic results of the hurricane are incomprehensible, notes Sharon
S. Cohen, RN, MSN, CEN, CCRN, clinical nurse specialist for North Broward
Hospital District in Fort Lauderdale, FL. “To me, it equates to the tsunami,” she
says. “Every disaster presents learning opportunities, and we’re going to have to
learn from this.”

Constantly thinking of “what-if” scenarios and incorporating these into
disaster drills is of utmost importance, says Cohen. Having a plan in writing
means nothing, she says. “Practicing it is the only way to find opportunities to
improve,” she says. “Every disaster is going to be different, so the more scenar-
ios you practice, the more prepared you are.”

To significantly improve your ED’s preparedness, do the following:
• Don’t get caught short-staffed. 
Previously, North Broward Medical Center divided ED nurses into two

groups: those who would work before and during a storm, and those who
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To increase preparedness, plan for staffing before and during a disaster,
backup communication, and alternate care sites. 
• Pay nurses overtime to act as evaluators during drills.
• Identify a day and night shift for staffing before and after a disaster.
• To keep call lists current, check them quarterly.
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would work after. This caused a problem during
2004’s Hurricane Francis, when the dangerous storm
remained overhead for an entire day. 

“We discovered that we didn’t have enough staff for
the before/during phase, which was a huge stress on
the 12 nurses we did have,” recalls Philip Ragusa,
RN, regional manager of emergency services. “They
ended up having to work for 36 hours straight.” (See
related story on p. 3 for more information on the
needs of emergency nursing staff during disasters.)

Now, the ED has a day and night shift for both the
“before/during” and “after” groups. “For Katrina, we
implemented our disaster mode at 3 p.m., so everybody
already at work went home except the before/during day
shift, who worked 3 p.m. to 7 a.m., and the before/during
night shift who worked 7 a.m. to 7 p.m.,” he reports. 

• Drill on an off shift.
The Joint Commission on Accreditation of Healthcare

Organizations requires that one of your disaster drills be

held during an off shift. “You can have a disaster drill go
smooth as silk, but how well prepared will your staff be
at 9 p.m. on a Saturday?” asks Ragusa. “The amount of
resources available during the off shift, both in terms of
manpower and accessible supplies, is very different.”

• Ask nurses for input.
Immediately after a drill is held, or as soon as possi-

ble after an actual disaster, North Broward’s ED has a
post-conference to solicit feedback on what could have
been done better, says Ragusa. 

“This is a critical component that people often forget
about. The best lessons learned come from the people
who work at the bedside with the patient,” says Cohen,
adding that critiques should be done right away. “It may
be midnight and staff will want to go home, but if you
wait 48 hours, people start forgetting some of the details.”

After you obtain feedback, set a timeline of 36
hours to write an “after-action” report listing needed
changes, she recommends. 

When a disaster drill is scheduled, two ED staff
members are asked to be evaluators and are paid over-
time for this, says Cohen. “They know what the nor-
mal process of the ED is, so they can tell you where
the bottlenecks are,” she says. “It may be as simple as
changing the direction a door opens.”

Disaster plans should be revised continually, based
on lessons learned from your own drills or actual dis-
asters, says Jeanne Eckes-Roper, RN, director of
emergency preparedness for the North Broward Hospi-
tal District. They also look to other institutions and
their lessons learned, to identify opportunities for them
to improve, Eckes-Roper says. “Disaster preparedness
is a dynamic process and always will be,” she says. “It
has to be fluid.”

• Include decontamination.
Even natural disasters can have hazardous compo-

nents, such as gas, waste products or chemicals, notes
Cohen. In New Orleans, there were biohazards floating
in the water, she says. “You need always to be thinking,
‘Do patients need to be deconned? Do we need to take
care of exposure in addition to the injury?’”

A recent disaster drill scenario at North Broward
involved a bomb exploding on a train coming from
Miami releasing an unknown chemical, so all patients
had to be decontaminated. “We included one person
with a pre-existing debilitating injury who also had to
be decontaminated,” recalls Ragusa. 

Despite the fact that pre-hospital personnel were
told to send all “walking wounded” patients to sur-
rounding hospitals for the drill, there still were a num-
ber of patients who walked into the ED themselves,
Ragusa notes. “Many people will drive in themselves
and need decontamination, so we completely locked
down the hospital.”
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• Identify alternate care sites. 
If your ED is filled to capacity, you may need to

care for patients with minor illnesses or injuries in
areas such as auditoriums, cafeterias, infusion centers,
or outpatient surgery areas, says Eckes-Roper. “As part
of their plan, each of our hospitals has identified alter-
nate treatment sites outside their EDs.”

During disaster, Cohen’s ED uses an ambulatory clin-
ic as a “mini-ED.” “It’s not meant for stroke or heart
attacks, but we can do wound checks and the things that
don’t need to be clogging up EDs,” she says.

• Update call lists. 
An up-to-date personnel callback roster in the ED

will avoid delays when staff members need to come 
in immediately, and you should review callback lists
periodically, says Eckes-Roper. “In addition, every
time a storm threatens, the managers are asked to
make sure it is up to date,” she says. 

Whether you contact staff by e-mail, telephones, cell
phones, or pagers, you should update your list at least
quarterly, says Cohen. “The best way to do this is to drill
your callback procedure, for example, the first Monday
of every third month,” she says. “The more often you
update the list, the better prepared you’ll be when you
need to call in staff during an incident or disaster.”

• Have backup communication plans. 
The No. 1 failure of most critical incidents is com-

munication, notes Cohen. “If you are basing your com-
munication on a singular plan, you’re going to end up
getting caught,” she says. “Your backup plan has to

have a backup plan.”
For example, you need to plan for internal phones

being down and your dispatch down, Cohen adds.
Cohen’s ED relies on land lines, wireless phones,

and two-way radios — and all of these would have
failed during Katrina. “The New Orleans EDs lost
every known form of communication,” Cohen says.
“They lost cell phone towers, pretty much anything.”
With a Category 5 storm, satellite phones are about the
only communications tool that works, she adds.

Ham radios also are a possibility when all else fails,
says Cohen. “Anytime our mass casualty incident plan
is activated, part of our plan is to call one of our volun-
teers who is a ham radio operator,” she notes.  ■

Will you meet the needs of 
ED nurses during disasters?

Working days without sleeping or eating, and wor-
ried about the safety of their own children and

family members. These were the horrific conditions
ED nurses faced during Hurricane Katrina. 

During any disaster, ED nurses may be working
short-staffed under dire, chaotic circumstances with
inadequate supplies and staff. But what if nurses also
haven’t eaten or slept in far too long?

“You have to take care of your staff so they can
take care of the patients,” says Rachelle Zahniser,
RN, regional manager of the ED at Coral Springs
(FL) Medical Center. 

This doesn’t happen by accident. It needs to be part of
your disaster plan, says Anne Byerly, RN, nurse manag-
er of the ED at Candler Hospital in Savannah, GA. It is
obvious from the stories from Hurricane Katrina that ED
managers must review policies and discuss all aspects of
them, she says. 
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For more information on disaster preparedness,
contact:
• Sharon S. Cohen, RN, MSN,CEN, CCRN,

Clinical Nurse Specialist, Emergency Prepared-
ness, North Broward Hospital District, 303 S.E.
17th St., Fort Lauderdale, FL 33316. Telephone:
(954) 355-5109. Fax: (954) 468-5270. E-mail:
sscohen@nbhd.org.

• Jeanne Eckes-Roper, RN, Director of Emer-
gency Preparedness, North Broward Hospital
District, 303 S.E. 17th St., Fort Lauderdale, FL
33316. Telephone: (954) 712-3931. E-mail:
JECKES@nbhd.org.

• Philip Ragusa, RN, MBA, Regional Manager
of Emergency Services, North Broward Medical
Center, 201 E. Sample Road, Deerfield Beach,
FL 33064. Telephone: (954) 786-6866. E-mail:
pragusa@nbhd.org.

S O U R C E S

Your disaster plan should address personal needs 
of emergency nursing staff, including sleep, meals,
and family needs.
• When determining staff scheduling, include des-

ignated times for sleeping and meals.
• If family members are allowed in the ED, have

them bring their own food and drink.
• Ask nurses to bring personal items such as medi-

cations, pillows, and clothing.
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“As the interim manager of the ED, it is my responsi-
bility to make sure all the needs of the emergency nurs-
es are being met,” she says. “This is when administra-
tion has to put on those scrubs and join the ED staff.”

To ensure that needs of ED nurses are met during
disasters, do the following:

• Make sure nurses get adequate rest. 
Before Hurricane Katrina hit, staff were given desig-

nated sleep areas and meal times, says Zahniser. “Staff
members that were assigned sleeping times during
scheduling meetings were excused and would get up-
dates when they were on duty,” she says.

“Wake-up call” rounds were done to ensure a smooth
transition between shifts by giving staff time to shower
and eat beforehand. 

“We know when everybody is sleeping and who is
responsible for waking them up,” says Zahniser. Rest
may be limited, but staff aren’t working 40 hours with-
out sleep, she says. “That does nobody any good, and
you will have a worst-case scenario,” she points out.

When Savannah was evacuated during 1999’s Hurri-
cane Floyd, nurses who worked in Candler’s ED during
the storm brought clothing and personal supplies from
home and stayed for several days, says Byerly. Several
treatment rooms and the day surgery area were used for
sleeping and showers, and nurses brought their own food
and drinks. 

“We slept, ate, and bathed in the hospital,” she says. 
• Bring supplies as needed.
At Memorial Health in Savannah, GA, nurses are

asked to bring the following items to the ED during
disasters: Flashlight with extra batteries, bottled water,
snacks, pillows, sleeping bags, clean clothing, personal

hygiene items, and personal medications.
Although the hospital has enough supplies for staff

and patients for 72 hours, additional patients may be
picked up after the storm when search and rescue begins,
says Debra O’Connor, RN, senior nurse for the ED. 

“The staff may want some snacks, and the supplies
don’t allow for food to be left out and wasted,” O’Con-
nor says. “The other suggested personal supplies are a
good backup if there is a delay in relief arriving.”

• Decide whether to allow family members.
During Katrina, many ED managers allowed staff to

bring in family members and even pets. “Allowing family
members might prove to be a burden to the ED,” says
Zahniser. “Ideally, you want the least number of people 
in the hospital. Otherwise, you become inundated.”

The ED asks nurses to complete forms requesting to
bring family members in during disasters, and cases
are individually reviewed, she explains. 

Staff are advised to make plans for their family in the
event of an evacuation or disaster, taking into considera-
tion special needs such as age or disabilities. The “B”
team is released from the hospital 18 hours prior to the
storm arrival. Candler’s updated policy states that the
hospital cannot accommodate family members, so staff
must make provisions for family prior to evacuation. 

However, during Hurricane Floyd, families were
allowed to accompany staff at Candler’s ED, but they
had to provide their own food and drinks. “In fact, you
often saw family members helping to deliver food to
the floors,” says Byerly. “They also assisted staff to
feed and accommodate citizens with special needs
who were being boarded in the hospital.” ■

Do you monitor end tidal
CO2? Here’s why you should

Currently, only a handful of EDs are monitoring
ETCO

2
, but this number will increase dramatically

in the near future, predicts Rebecca Meredith, RRT,
respiratory therapy supervisor for the department of
emergency services at the Cleveland Clinic Foundation. 

This is not a requirement yet of the Joint Commis-
sion on Accreditation of Healthcare Organizations,
“but may be in the future,” she says. “It is moving
toward becoming the standard of care.”

At Cleveland Clinic, ED nurses work together
with respiratory therapists to monitor ETCO

2
for all

patients undergoing procedural sedation. “Our ED’s
protocol states that a respiratory therapist is present,
and there is ETCO

2
monitoring throughout the

procedure,” says Meredith. 
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For more information on the needs of ED nurses
during disasters, contact:
• Anne Byerly, RN, Nurse Manager, Emergency

Department, Candler Hospital, 5353 Reynolds
St., Savannah, GA. Telephone: (912) 819-8224.
E-mail: byerlya@sjchs.org.

• Debra O’Connor, RN, Senior Nurse, Emergency
Department, Memorial Health, 4700 Waters Ave.,
Savannah, GA 31404. Telephone: (912) 350-
9748. E-mail: oconnde1@memorialhealth.com.

• Rachelle Zahniser, RN, Regional Manager,
Emergency Department, Coral Springs Medical
Center, 3000 Coral Hills Drive, Coral Springs,
FL 33065. Telephone: (954) 344-3017. E-mail:
rzahniser@nbhd.org. 
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Research shows that ETCO
2

monitoring can detect
adverse respiratory events such as hypoventilation, air-
way obstruction, and apnea before current standard ED
procedural sedation monitoring practices, such as clini-
cal observation and pulse oximetry.1

“I believe that many EDs will begin to utilize end
tidal CO

2
monitoring routinely for procedural sedation

and analgesia patients,” says John H. Burton, MD,
the study’s lead author and director of research for the
department of emergency medicine at Portland-based
Maine Medical Center. “I believe that our study adds
weight to the evidence currently available that sug-
gests the potential value of this monitoring.”

For ED nurses, the “learning curve is pretty small,”
says Burton. “End tidal CO

2
monitoring utilizes detec-

tion of CO
2

through nasal cannulae that are very simi-
lar to our current cannulae, allowing for CO

2
detection

and administration of O
2
,” he says. 

Most devices used in the ED plug into existing moni-
toring equipment with few modifications and allow for
projection on the monitor screens alongside oxygen sat-
uration, heart rate, cardiac rhythm, and blood pressure,
adds Burton. 

Maine Medical Center’s ED is implementing a poli-
cy requiring ETCO

2
monitoring for all deep sedation

encounters, including propofol, etomidate, and metho-
hexital sedation. “Prior to this policy, we’ve been spo-
radic in our use,” says Burton. “We also believe that the
evidence revealed in our study is compelling toward the
adoption of this policy.”

Cleveland Clinic’s ED currently uses a capnometer,
which gives a number indicating the ETCO

2
level, but it

is obtaining a capnographers which costs approximately
$3,500, and also gives the ability to look at wave forms.
“It gives you a visual look, and you can use the shape 
of the wave form as a diagnostic tool as well, to guide
therapeutic intervention. We will hold inservices looking

at wave forms and what the numbers tell the caregiver at
the bedside,” says Meredith.

Patients become hypercarbic and acidotic well before
they become hypoxic which would be detected by pulse
oximetry, she says. “By monitoring ETCO

2
, you catch it

faster if patients are having a problem,” Meredith says.
“Their ETCO

2
goes up — certainly before their pulse

oximeter would go down — and we would intervene
with bag mask ventilation to support their respiration.
This avoids the side effects associated with hypoxia,
such as respiratory arrest and cardiac arrhythmia.”

ED nurses at Reedsburg (WI) Area Medical Center
use a capnographer manufactured by Issaquah, WA-
based Spacelabs Medical that cost $20,000 for the hous-
ing units and module. ETCO

2
is monitored for all codes

and respiratory distress patients, says Janet Volk, RN,
director of the ED and intensive care unit. “We also do
it on every patient that requires conscious sedation.”

Capnography improves patient safety because it helps
identify situations that lead to hypoxia, she says. “Uncor-
rected hypoxia can lead to permanent brain damage.”
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End tidal carbon dioxide (ETCO
2
) monitoring is

becoming a standard of care in the ED.
• For patients undergoing procedural sedation,

ETCO
2

monitoring can detect early signs of
respiratory problems.

• A capnometer gives you a number indicating
ETCO

2
level, while a capnographer shows actual

wave forms.
• When used for suspected pulmonary embolism

patients, ETCO
2

monitoring can avoid the need
for additional diagnostic testing.

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

For more information on end tidal CO
2

(ETCO
2
)

monitoring in the ED, contact:
• John H. Burton, MD, Director of Research,

Department of Emergency Medicine, Maine Med-
ical Center, 22 Bramhall St., Portland, ME 04102.
Telephone: (207) 662-7048. E-mail: burtoj@
mmc.org.

• Rebecca Meredith, RRT, Respiratory Therapy
Supervisor, Department of Emergency Services,
Cleveland Clinic Foundation, 9500 Euclid Ave.,
E19, Cleveland, OH 44195. Telephone: (216)
445-4554. E-mail: MEREDIR@ccf.org. 

• Janet Volk, RN, ED/Intensive Care Unit Direc-
tor, Reedsburg Area Medical Center, 2000 N.
Dewey St., Reedsburg, WI 53959-1097. Tele-
phone: (608) 524-6487, ext. 1080. E-mail:
jvolk@ramchealth.org.

• The Ultraview SL Dual Capnography Mod-
ule, manufactured by Spacelabs Medical, inte-
grates mainstream and sidestream technology
into a single module for monitoring ETCO

2
.

Supplies are available in adult, pediatric, infant
and neonatal sizes. For more information, con-
tact: Spacelabs Medical, 5150 220th Ave. S.E.,
Issaquah, WA 98027-7018. Telephone: (800)
287-7108 or (425) 657-7200. Fax: (978) 552-
7078. Web: www.spacelabs.com. 
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ETCO
2

monitoring has long been standard of care
for anesthesia and is now moving into EDs, she
reports. “In the ED, we mainly use the side stream
capnography,” says Volk. It is an easy system to utilize
and consists of a disposable side stream connector into
the monitor, she says. “The CO

2
wave form and num-

ber come up automatically on screen,” Volk says. 
If you need to perform a calibration, the system

walks you through the process, she says. “Using
capnography enables you to stay on top of respiratory
problems your patient could encounter,” Volk says.
“Aside from monitoring CO

2
, it also has capability to

monitor for periods of apnea, and respiratory rate.”
At Cleveland Clinic, ETCO

2
is used as a diagnostic

tool for suspected pulmonary embolism (PE) patients.
“If there is a normal VD/VT [alveolar dead space to
tidal volume ratio] and a normal spirogram, you can
rule out a PE with no need for more expensive diagnos-
tic tests such as ventilation/perfusion scan, angiography,
or MRI [magnetic resonance imaging],” says Meredith.2

References
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Stop ‘handoff’ errors 
when patients leave the ED

(Editor’s note: This is the second of a two-part series
on improving “handoff” communication in EDs. The new
2006 National Patient Safety Goal #2E requires imple-
mentation of a standardized approach to handoff commu-
nications, including an opportunity to ask and respond to
questions. In this month’s story, we cover patients being
transported from the ED to other areas of the hospital,
including diagnostic testing and inpatient units. Last
month, we gave strategies to improve communication 
at change of shift.)

Patients are transported out of the ED dozens of
times a day, whether for diagnostic tests or to inpa-

tient units. This is a high-risk time for errors due to
lapses in communication during patient handoffs, says
Trisha Flanagan, RN, MSN, CEN, ED nurse manager
at Beth Israel Deaconess Medical Center in Boston.

“Ensuring safe handoffs is a top priority in our

emergency department and throughout the hospital,” she
says. The hospital’s “Safe Handoffs” initiative is focus-
ing on handoffs from the ED nurse to inpatient nurses. 

At the University of Michigan in Ann Arbor, the
biggest issue regarding handoff communication is with
transfers between the ED and procedure areas, says Lori
Pelham, RN, clinical nursing supervisor for the ED.

To improve communication during these handoffs,
do the following:

• Send the patient’s record electronically.
“Our inpatient transfer report is computerized and

printed out on the receiving unit for the nurse to review,
along with labs and vital signs,” says Patricia Scott,
RN, BSN, CEN, former ED director at Martin Memori-
al Medical Center in Stuart, FL. “A follow-up call to
ask any questions and confirm readiness for transfer
from the ED helps make ED-to-inpatient turnover
smooth and less risky for the patient.”

At the University of Michigan, there were problems
because the ED and inpatient units had different sys-
tems for documentation, so receiving nurses didn’t
always know where parts of the record were located,
says Pelham. “We use a computerized admit form
which is completed by the ED nurses and then printed
directly to the floor where the patient is going,” she
says. “The inpatient nurses also can view our clinical
documentation on their units.”

When the ED is ready to send the patient upstairs,
the inpatient charge nurse is paged and the admit form
is printed directly on the floor unit. “We wait 15 min-
utes and if the inpatient unit does not call us back with
any questions, then we send the patient up,” she says. 

Although the official ED medical record is on the
computer, a complete printed copy also is sent with the
patient. “The concern has risen over the inpatient nurs-
es saying that they didn’t receive enough information
on the admit form, but they didn’t know what they
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When patients are “handed off” from the ED to
caregivers in other areas of the hospital, lapses in
communication may occur and lead to dangerous
errors.
• Have the patient’s entire ED record sent

electronically.
• Ask nurses to call in report instead of faxing.
• Use a checklist to ensure no important informa-

tion is missed.
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Continued on page 8
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were missing until the patient arrived,” says Pelham.
“The inpatient nurses aren’t used to using the comput-
er for clinical documentation, so they expect papers.”

To resolve this, a site on the computer allows the
complete ED medical record to be viewed by the inpa-
tient nurses, including the admit form with chief com-
plaint, past history, and home medications, and a copy
of the flow sheet that documents events in the ED and
medications given. “This should provide a complete
picture for the inpatient nurses,” says Pelham. 

• Require nurses to have verbal communication.
At William Beaumont Hospital in Royal Oak, MI,

ED nurses no longer fax reports to inpatient units;
instead, the ED nurse calls the inpatient nurse assigned
to the patient. More substantial information can be
given through verbal verses paper communication,
says Linda E. Reetz, RN, director of emergency ser-
vices. “Talking to someone is more effective because
questions can be asked and answered,” Reetz says.

A Transport/Procedure Checklist is completed
whenever patients leave the ED to be admitted or for
surgery, endoscopy, or an interventional radiology
procedure. The checklist is completed at the bedside
and is signed by the nurse relinquishing care and the
nurse receiving the patient. (See Transport/Proce-
dure checklist used for admitted ED patients, p. 7.)

“The key to this check-off list is that the information
is verified and signed right before transport, so any
change of status can be noted and corrected if needed,”
says Reetz. This can help to prevent adverse outcomes
by ensuring that nurses don’t overlook items such as
oxygen tanks are not at least half full. This step prevents
complications if the oxygen runs out while the patient is
waiting in the hallway for a test. 

There was a concern about delays that could occur
if inpatient nurses were difficult to reach by phone, but
this concern was addressed by giving nurses portable
phones for immediate accessibility.

When patients are brought back to the ED after
diagnostic testing, there is now direct communica-
tion between the two caregivers, says Reetz. “If your
patient is back from an ultrasound, the staff might
not realize it for a period of time. With the check-off
list, the patient’s escort is accountable to get a signa-
ture before they leave the patient.”

• Ask ED nurses for input. 
As part of the “Safe Handoffs” initiative at Beth

Israel, a focus group of ED and inpatient nurses will
meet with hospital leaders including Flanagan, two
medical nurse managers, and a physician hospitalist.
“We’re sponsoring dinner and a discussion about the
barriers they perceive, as well as a brainstorming ses-
sion about how we can improve the process,” she says. 

All ED nurses are invited to share ideas for how to

provide all of the required and relevant information
about the patients, their needs, and their plan of care at
the point of transition between nurses. 

“Our hope is that we will develop a process to ensure
that handoff communication addresses all of the critical
issues and identifies safety concerns,” says Flanagan.
Also, it is critical that the process is embraced by both
the sending and receiving staff, she says. “Having them
involved at the very beginning is the key to success,”
she adds.  ■

Do psychiatric cases 
risk EMTALA violations?

Aconfused woman who can’t remember what day 
it is. A man who says he “doesn’t feel himself”

lately. A teenager who admits he’s considered suicide.
Would each of these patients receive a medical

screening examination (MSE) in your ED, as required
by the Emergency Medical Treatment and Labor Act
(EMTALA)? 

Psychiatric patients can present risks for violations of
EMTALA, due to confusion about what is required for
MSEs, warns Denise Atwood, RN, trauma coordinator
at Maricopa Medical Center in Phoenix.

If a psychiatric patient doesn’t receive a complete
MSE, this is a violation of EMTALA, which applies to
all patients who present to the ED seeking care, includ-
ing psychiatric patients, says Atwood. 

“A patient with a psychiatric issue needs medical
care just like a diabetic with an extremely high glucose
level,” she says. “Their needs may be different, but they
have the same right to seek and receive treatment.”

Nurses must understand that triage and an MSE are
different things, says Heather Freiheit, RN, BSN,
EMT-P, clinical manager for emergency services at
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Psychiatric patients present liability risks because
they may not always receive medical screening
examinations (MSE) as required by the Emergency
Medical Treatment and Labor Act (EMTALA).
• Don’t confuse triage with an MSE.
• You must provide stabilizing treatment for psy-

chiatric emergencies.
• Rule out life-threatening causes of psychological

symptoms.
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Rogue Valley Medical Center in Medford, OR. “Not
understanding this can lead to potential EMTALA vio-
lations and more importantly, an adverse patient out-
come,” she says. 

Triage is the rapid assessment of a patient’s chief
complaint, vital signs, overall appearance, level of
consciousness, pain level, and psychosocial state in
order to decide the patient’s acuity and assign a priori-
ty level of care, while an MSE determines whether the
patient has an emergency medical condition, says Frei-
heit. If an emergency condition exists, the patient must
be treated and cannot be transferred or referred to
another hospital until they are stabilized, she says.

“EMTALA mandates that an MSE be completed to
protect patients with life-threatening illness or injury
from being refused medical treatment by ED because of
the patient’s lack of insurance coverage or inability to
pay,” Freiheit says. “Behavioral health patients can be
challenging because they may not receive an adequate
MSE.”

Triage not a substitute for an MRE

Triage is not a substitute for an MSE, says Jonathan
D. Lawrence, MD, JD, FACEP, an ED physician and
medical staff risk management liaison at St. Mary Medi-
cal Center in Long Beach, CA. The goal at triage is only
to determine the order that the MSE takes place, he says.
“What constitutes an MSE is determined by the patient’s
presenting signs and symptoms,” he adds. “Your aim is
always to determine whether an emergency exists.”

Under EMTALA, an emergency is a medical condi-
tion that, in the absence of immediate medical atten-
tion, would reasonably result in placing the health of
the individual in serious jeopardy, with serious impair-
ment to bodily functions or serious dysfunction of any
bodily organ or part. “Certainly if a patient is threaten-
ing suicide, you could reasonably conclude there is a
threat to this person’s life,” says Lawrence. However,
there are gray areas for psychiatric complaints — a
patient who says, “I’m so depressed that want to kill
myself” is clearly a suicide risk, whereas a delusional
patient may be less clear cut, he adds. 

If the patient has a psychiatric emergency, you must
provide stabilizing treatment within the capability of
your facility, says Atwood. This treatment may consist
of an evaluation by a psychiatric provider, administra-
tion of medication, and 1:1 monitoring by a health
care professional before a patient can be transferred 
to an appropriate level of care, she adds.

If the patients are a danger to themselves or others and
your hospital doesn’t provide behavioral health or psychi-
atric services, you are required to transfer the patients as
needed to another facility that can provide short-term or

long-term psychiatric treatment, says Atwood. 
If a patient has no known psychiatric diagnosis and

the family states the patient is having a “nervous break-
down,” you must first provide an adequate MSE to rule
out life-threatening causes of this personality change,
says Freiheit. The work-up may include lab draws,
drug screens, computerized tomography scan, or
lumbar punctures, she says.

Look for other causes of behavioral changes and rule
out medical or pathological events, says Freiheit. “Fre-
quently, behavioral health patients are well known to the
ED staff.” she says. “At times, staff may be a little too
quick to assume the patients are acting abnormal because
they stopped taking their medication.” ■

Are you giving poor care for
acute coronary syndrome?

Is your ED complying with current guidelines for
patients with acute coronary syndrome (ACS)? Evi-

dence-based interventions are not being done for some
non-ST segment elevation ACS patients with elevated
troponin levels, according to a new study.1 Researchers
found that 10%-20% of these patients do not receive
established medical therapies such as aspirin or hep-
arin within 24 hours, and 30% don’t undergo cardiac
catheterization during their hospital stay.

To improve care of ACS patients, do the following:
• Once a patient is found to have an elevated
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For more information about psychiatric patients,
contact:
• Denise Atwood, RN, Trauma Coordinator,

Maricopa Medical Center, 2601 E. Roosevelt
St., Phoenix, AZ 85008. Telephone: (602) 344-
5670. E-mail: dcasaubon@msn.com.

• Heather Freiheit, RN, BSN, EMT-P, Clinical
Manager, Emergency Services, Rogue Valley
Medical Center, 2825 E. Barnett Road, Med-
ford, OR 97504. Telephone: (541) 608-4768. 
E-mail: HFreiheit@asante.org.

• Jonathan D. Lawrence, MD, JD, FACEP,
Emergency Department, St. Mary Medical
Center, 1050 Linden Ave., Long Beach, CA
30813. Telephone: (562) 491-9090. E-mail:
jdl28@ cornell.edu. 
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troponin level, implement appropriate therapies
without delay.

These include aspirin, heparin, beta-blockers, and
GP IIb/IIIa inhibitors, if catheterization is planned,
says Matthew T. Roe, MD, MHS, assistant professor
of medicine at Duke University Medical Center in
Durham, NC, and the study’s principal investigator.

• Have systems in place to quickly recognize
elevated troponins. 

In addition, ACS treatment algorithms should be
established so that patients with elevated troponins 
are consistently treated with evidence-based therapies
regardless of the time of day, time of troponin eleva-
tion after hospital arrival, treating physician, cardiolo-
gist on call, location of the patient when troponin ele-
vation is first recognized, or volume of patients in the
ED, says Roe. 

ED nurses should be proactive at following up on
troponin results, alerting ED physicians of patients
with elevated troponins, and prompting appropriate
medical therapies based upon ACS treatment algo-
rithms, he says.

“Furthermore, ED nurses who work in triage should
carefully evaluate patients without classic chest pain
symptoms but with symptoms such as shortness of
breath, weakness, back pain, epigastric pain, and
fatigue, so that timely ECG [electrocardiograms] can
be obtained and patients with ACS with atypical symp-
toms can be recognized earlier,” Roe says.

• Don’t miss signs at triage.
The patient’s family history and appearance are

important to consider, says Cindy Westhafer, RN,
CEN, assistant unit director of the ED at Santa Monica-
University of California, Los Angeles (UCLA) Medical
Center. Be aware of how they look in terms of skin color,
moisture, and general respiratory effort, she says. “Hav-
ing nausea, dizziness, syncope, or near syncope should
increase your level of concern,” she says. “Vital signs are

not terribly helpful unless they are abnormal.”
• Look for atypical presentations.
Atypical presentations include pain in jaw or other

nonchest areas, or an overwhelming sense of tired-
ness. “If coupled with nausea, diaphoresis, dizziness,
syncope or near-syncope, they are more concerning,”
says Westhafer. She gives the following examples of
patients treated in her ED whose ECGs revealed they
were having a myocardial infarction:

— A man in his 30s complaining of mild left shoul-
der pain who was slightly diaphoretic and had a gray-
ish look. “The nurse who saw this patient thought he
didn’t look right before she had even spoken to him,”
she says. 

— A woman in her early 50s who felt that some-
thing was wrong but had no specific complaints. “She
felt embarrassed to have come to the ED, but wanted
reassurance that she was OK,” says Westhafer. 

— A man in his mid-60s with no chest pain com-
plaining of vomiting.

— An 86-year-old woman who had broken her left
shoulder two weeks earlier and who complained of
increasing pain. 

• Avoid delays in care.
When a patient presents with chest pain at Santa

Monica-UCLA’s ED, these steps occur:
— A 12-lead ECG is done and shown to the ED

physician for interpretation within 15 minutes. 
— If the patient has acute changes indicating an

acute myocardial infarction (AMI), the patient’s cardi-
ologist or on-call cardiologist is contacted. 

— The cardiac catheterization team is activated.
“We have an average ED door-to-cath room time of
about 40 minutes,” says Westhafer. 

For patients whose chest discomfort is now gone,
with no changes or nonspecific changes on their ECG,
the same steps are done as for the AMI patient “except
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ED patients with acute coronary syndrome don’t
always receive medications or cardiac catheteriza-
tion as appropriate.
• If patients have elevated troponin levels, give

medications immediately.
• Use protocols to ensure care is consistent regard-

less of time or day or patient volume.
• Watch for atypical symptoms such as jaw pain or

tiredness, especially if the patient is also nauseous
or dizzy. 
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For more information on improving care of ACS
patients, contact:
• Matthew T. Roe, MD, MHS, Division of Cardi-

ology, Duke Clinical Research Institute, 2400
Pratt St., Durham, NC 27705. Telephone: (919)
668-7059. E-mail: Roe00001@mc.duke.edu.

• Cindy Westhafer, RN, CEN, Assistant Unit
Director, Emergency Department, Santa Monica-
University of California Medical Center, Los
Angeles, 1250 16th St., Santa Monica, CA
90404. E-mail: lwesthafer@mednet.ucla.edu.
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now we have the luxury of time,” says Westhafer.
These patients are placed on a cardiac monitor, pulse
oximetry, and given oxygen at 2 L/m, given aspirin
325 mg, unless they have allergies to aspirin or other
contraindications, with intravenous access obtained,
ECG performed, and lab work done including a com-
plete blood count, basic metabolic panel, Troponin I,
and coagulation panel. 

“If the chest discomfort or previous symptoms
returned or became worse, we would repeat the ECG,”
says Westhafer. “About 90% of the decision on admit-
ting a patient for ACS is based on their presentation
and history, which is then proved or disproved over the
next 24 hours by diagnostic testing.”

Reference

1. Roe MT, Peterson ED, Pollack CV, et al. Influence of timing of
troponin elevation on clinical outcomes and use of evidence-based
therapies for patients with non-ST-segment elevation acute coro-
nary syndromes. Ann Emerg Med 2005; 45:355-362. ■

Video reminds nurses 
of patient’s perspective

Have you ever talked to a colleague about personal
matters while caring for a patient? Or shared a

joke with other nurses in earshot of patients in a
crowded waiting room? 

This may be an effective way to relieve stress or
blow off steam during a hectic shift in the ED, but
have you ever thought about how your actions may
appear to patients?

ED staff at Paradise Valley Hospital in National
City, CA, made a training video to increase awareness
of how staff behavior is viewed from the patient’s van-
tage point. “Our medical director was the producer/
director/screenwriter, and ED staff were the actors!”

says Alison McManus, RN, BScN, CEN, clinical
educator for the ED. 

ED nurses volunteered to act in six scenes, with
scenarios such as staff standing at the nursing station
socializing while a patient listens to every word from
their room; staff talking over a patient while providing
care, and physicians entering patient rooms and not
clearly identifying who they are. The tape was filmed
by the marketing staff, and the only cost involved was
two hours of pay for four staff members who acted in
the scenes, says McManus. 

“We will show the video at staff meetings and will
have staff answer questions around the scenarios,” she
says.  ■
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■ Foolproof ways to stop
medication errors in your ED

■ Dramatically improve care 
of pediatric trauma patients

■ What you absolutely must
document to avoid lawsuits

■ Update on Joint Commission
and disaster preparedness 

COMING IN FUTURE MONTHS

For more information on the patient satisfaction
video, contact:
• Alison McManus, RN, BScN, CEN, Clinical

Educator, Emergency Department, Paradise Val-
ley Hospital, 2400 E. Fourth St., National City,
CA 91950. Telephone: (619) 470-4321, ext.
3552. E-mail: McmanuAJ@ah.org.

S O U R C E

BINDERS AVAILABLE

ED NURSING has sturdy plastic binders available if
you would like to store back issues of the newsletters. To
request a binder, please e-mail
ahc.binders@thomson.com. Please be
sure to include the name of the newslet-
ter, the subscriber number and your full
address. 

If you need copies of past issues or prefer on-line,
searchable access to past issues, go to www.ahcpub.
com/online.html.

If you have questions or a problem, please call a cus-
tomer service representative at (800) 688-2421.



12 ED NURSING® / November 2005

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

• Identify clinical, regulatory, or social issues relating to
ED nursing. (See Do psychiatric cases risk EMTALA
violations? and Are you giving poor care for acute coro-
nary syndrome?)

• Describe how those issues affect nursing service deliv-
ery. (See Do you monitor end tidal CO2? Here’s why
you should.)

• Cite practical solutions to problems and integrate infor-
mation into the ED nurse’s daily practices, according 
to advice from nationally recognized experts. (See
Lessons learned from Hurricane Katrina: EDs share
their best disaster strategies.)

17. Which is recommended to increase disaster pre-
paredness, according to Sharon S. Cohen, RN,
MSN, CEN, CCRN?

A. Plan for increased staff only for the timeframe after a
storm hits, not during the storm.

B. Avoid holding drills during off-shifts.
C. Update call lists on a quarterly basis.
D. Waiting at least 48 hours to ask staff for feedback

after drills.

18. Which is a result of end tidal carbon dioxide monitor-
ing in the ED, according to Rebecca Meredith?

A. Better detection of adverse respiratory events during
procedural sedation.

B. Poor detection of cardiac arrhythmias.
C. Increase use of computerized tomography scans.
D. Increased risks for intubated patients.

19. Which is required for psychiatric patients, according
to Jonathan D. Lawrence, MD, JD, FACEP?

A. Unless a patient has obvious life-threatening symp-
toms, no medical screening examination (MSE) is
needed.

B. Triage is adequate to determine if a patient is suicidal.
C. If a patient’s symptoms are psychiatric, no MSE is

needed.
D. The patient must receive a complete MSE to deter-

mine if an emergency exists.

20. Which is recommended for patients with non-ST
segment elevation acute coronary syndrome
patients with elevated troponin levels, according 
to Matthew T. Roe, MD, MHS? 

A. Avoiding administration of aspirin in the ED.
B. Giving appropriate medications immediately.
C. Delaying administration of beta-blockers until

patients are admitted.
D. Obtaining electrocardiograms only for patients with

chest pain.

Answers: 17. C; 18. A; 19. D; 20. B. 
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