
ED nursing care of chest pain 
patient ruled homicide by jury
Case is an ED nurse’s ‘worst nightmare’

The 49-year-old woman reported classic heart attack symptoms — chest
pain, shortness of breath, and nausea — to nurses at an Illinois ED. But
according to public records, the patient was seen only briefly by the triage

nurse and then waited two hours. When nurses came back to check on the woman,
she was dead. A coroner’s jury declared it a homicide, which means that the ED
nurse involved could be criminally prosecuted. 

“This case has definitely created lots of discussion among emergency
nurses,” reports Evelyn Lyons, RN, MPH, manager of the Illinois Emergency
Medical Services for Children program, based at Loyola University Medical
Center in Maywood, IL, and president of the Illinois chapter of the Emergency
Nurses Association. “There is a really strong reaction from ED nurses through-
out our state. We’ll be following this case very closely.”

The case hit home with ED nurses who are struggling with long wait times
and sicker patients, she says. “Our EDs are overcrowded, and we have a nurs-
ing shortage,” she says. “Nurses are overextended, and EDs are stretched to the
seams.”

At press time, no criminal charges or lawsuits had been filed, but emergency
nurses nationwide are waiting for further news. Kathryn Eberhart, BSN, RN,
CEN, a Santa Rosa, CA-based legal nurse consultant and ED nurse at Santa
Rosa Memorial Hospital, says she has never heard of this situation happening

EDN NOW AVAILABLE ON-LINE: www.ahcmedia.com/online.html.
Call (800) 688-2421 for details.

DECEMBER 2006
VOL. 10, NO. 2  

IN THIS ISSUE
■ Triage: Reduce your liability 
risks when waiting rooms are
crowded . . . . . . . . . . . . . . . . . . . 15
■ Pain reassessment: How
to ensure compliance with Joint
Commission standards. . . . . . . . 17
■ Cut pneumonia treatment
delays: Give antibiotics within 
four hours . . . . . . . . . . . . . . . . . . 18
■ Pneumonia: Use this one-page
tool to rule patients in or out . . . . 19
■ Discharge instructions: Why
many pediatric patients don’t follow
them . . . . . . . . . . . . . . . . . . . . . . 20
■ Asthma patients: Prevent 
return visits with a few minutes 
of education . . . . . . . . . . . . . . . . 21
■ Communication: A foolproof
way to find any ED staff member
instantly . . . . . . . . . . . . . . . . . . . 23

■ Inserted in this issue:
— EDN 2006 story index
— Evaluation form for CE subscribers When a patient died of a heart attack in an Illinois ED waiting room, a coro-

ner’s jury declared it a homicide, opening the door for criminal prosecution
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risks for nurses.
• Instruct patients or caregivers to tell the triage nurse if symptoms worsen.
• Tell individuals accompanying the patient to act as an advocate.
• Use cordless phones or electronic systems to keep triage and charge

nurses updated about patients who are waiting.
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before. “However, two hours with chest pain? That’s
too long,” says Eberhart. The patient should have been
classified as emergent and taken into the ED immedi-
ately for an electrocardiogram and work-up, she says. 

Since the patient never saw a physician, the triage
nurse would be the one on the hook if any charges are
brought, says Eberhart. “It’s hard for me to understand
how a triage nurse could not identify this patient as
one of those that you don’t put in the waiting room,”
she says. “You find a bed, notify the charge nurse, and
document, document.” (See story on p. 15 about EDs
using other medical personnel in triage and waiting
rooms.)

Regardless of the details, this case should be a
wake-up call for ED nurses, says Eberhart. ED nurses
need to be careful and diligent in the triage process,
she says. “Triage is a big responsibility and should
never be taken lightly,” Eberhart says. “Triage is one

of the toughest jobs in the ED and should only be per-
formed by experienced nurses.”

What happened is “a nurse’s worst nightmare,” but
the circumstances are not unusual for ED nurses deal-
ing with the burden of overcrowding, says Patricia
Iyer, MSN, RN, LNCC, president of Flemington, NJ-
based Med League Support Services, a legal nurse
consulting firm specializing in malpractice and per-
sonal injury cases. “No emergency nurse ever wants
any patient to wait, but every triage nurse has had to
place patients in the waiting room they were uncom-
fortable with,” she says. 

Surge in lawsuits?

This is a dramatic case with a dramatic outcome,
and thus it is unusual, says Iyer. “However, if the dam-
ages are significant, more lawsuits could arise,” she
says. 

Lawsuits claiming “ED nurses made me wait too
long” are a real possibility, says Eberhart. “I think we
may see an increase in malpractice cases alleging that
the patient waited too long,” she says. “With over-
crowding of EDs, closing of hospitals across the coun-
try, and long wait times, really sick people may be
waiting for an empty gurney. “

However, the plaintiff has to prove that a long wait
resulted in a worsening of their condition, with tangi-
ble damages associated with the wait, cautions Iyer.
“The dissatisfaction alone of having to wait will not
provide the basis of a lawsuit,” she says. “Plaintiff
attorneys can’t afford to take cases involving dissatis-
faction without real injuries.”

Regardless of liability risks, there is no question
that patients are dissatisfied over long waits, says Iyer.
“Fast track systems that siphon off the less urgent
patients to a separate area of the ED are one way to
keep the focus on the sicker patients,” she says. People
in our culture are generally accustomed to rapid ser-
vice, Iyer says. “Long waits breed discontent and sow
the seeds for a disaster such as the one reported in this
story.”

To reduce risks in your ED’s waiting room, imple-
ment the following practices:

• Inform every patient to tell the triage nurse if
they feel worse.

Triage nurses should advise patients that if they feel
worse or if any other symptoms begin to occur while
they are in the waiting area, they need to notify the
triage nurse promptly so that they can be reassessed,
says Lyons. 

“When the patient is elderly or a child, the triage
nurse needs to provide these instructions to the parent
or caregiver so they can be attentive to any changes in
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the patient’s condition,” Lyons says. 
• Reassess patients often. 
You must continually observe all patients in the

waiting room, advises Iyer. Periodic vital signs and re-
assessments are needed, particularly when waits are
long, she says. “Verify that symptoms have not gotten
worse while the patient is in the waiting area,” Iyer
advises. “Observe the patient, noting the focus of the
primary complaints.” (For more information on this
topic, see “Are patients with life-threatening condi-
tions in your waiting room?” ED Nursing, August
2005, p. 109.)

Ask questions specific to the patient’s complaints;
reassess vital signs, pulse oximetry, pain, and skin
signs; and look for any new complaints or changing
symptoms, says Eberhart.

• Give patients an advocate. 
“If there is someone that I feel is at higher risk for

injury and yet there is no place to put them, no empty
gurneys, and my hands are tied, I make sure they have a
family member or friend that will stay with them in the
ED waiting room and be an advocate,” says Eberhart. 

If patients come in alone, they are placed in a
wheelchair within view of the triage are, or as a last
resort, in front of a secretary or tech in the hallway
until a room is available, says Eberhart. “They are
placed in a visible place so that the triage nurse can
continue with triage of the rest of the patients and yet
be able to eyeball the patient that is at high risk or has
a complaint that places them in a higher risk category
for injury,” she says.

• Improve communication. 

Always keep the charge nurse updated as to the sta-
tus of the waiting room and the patients waiting for
triage or waiting for a bed, says Eberhart. “Communi-
cation is a key factor in any emergency department,”
she emphasizes.

At Santa Rosa’s ED, triage nurses carry a cordless
phone and pager at all times to alert other staff when
triage becomes overloaded. During these times, a sec-
ondary triage area is set up, and an ED technician
assists with vital signs and moving patients. 

The triage nurse can dial the charge nurse’s phone that
is carried at all times to keep the charge nurse updated 
as to the status of triage, adds Eberhart. “Our ED’s track-
ing system [MEDHOST, based in Addison, TX] has an
icon that informs the charge nurse of exactly how many
patients are waiting,” she adds. “With a click, you can see
what the chief complaint is and the acuity at triage.”

The media coverage of the Illinois case has caused
added tension between patients and ED nurses, mak-
ing good communication even more important, says
Elda Ramirez, MSN, RN, PhD, FNP-C, CEN, an ED
nurse practitioner at the University of Texas Health
Science Center (UTHSC) in Houston and assistant
professor of nursing in the emergency care division of
UTHSC’s School of Nursing. “Patients already have a
preconceived notion that we won’t help them,” she
says. “They come in with the attitude, ‘If I’m not
aggressive and rude, they won’t pay attention to me.’
The level of hostility has really increased. This dis-
rupts the flow of care.” ■

EDs using non-nurses 
in triage, waiting rooms
Practices ‘take a lot of the risk out of triage’

Arecent Illinois case of a patient dying in an ED wait-
ing room after being seen briefly at triage under-

scores the increased pressures emergency nurses are fac-
ing, due to long wait times and overcrowded EDs.

“Most disturbing is the fact that this kind of scenario
could happen in almost any ED,” says Donna L. Mason,
RN, MS, CEN, nurse manager of the ED at Vanderbilt
University Medical Center in Nashville, TN. 

Failure to address ED crowding and wait times is “a
disaster waiting to occur” in many EDs, she says. “It
affects patient safety. The frustration leads to nurse
dissatisfaction and retention issues, leading to an even
worsening of nursing shortages,” Mason adds. 

To ensure that no patients are overlooked during
long waits, some EDs are using non-nurses at triage
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For more information about liability risks of long
wait times in the ED, contact:
• Kathryn Eberhart, BSN, RN, CEN, Eberhart

Medical Legal Consulting, 4706 Devonshire
Place, Santa Rosa, CA 95405. Telephone: (707)
538-7056. E-mail: ebers@sonic.net.

• Patricia Iyer, MSN, RN, LNCC, CLNI, Med
League Support Services, 260 Route 202-31,
Suite 200, Flemington, NJ 08822. Telephone:
(908) 788-8227. Web: www.medleague.com.

• Evelyn Lyons, RN, MPH, Manager, Illinois
Emergency Medical Services for Children,
Loyola University Medical Center, 2160 S. First
Ave., Building 110-LL, Maywood, IL 60153.
Telephone: (708) 327-2556. E-mail: elyons@
lumc.edu.
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and in waiting rooms. Here are two of the ways this is
being done:

• Physicians or midlevel providers work with
triage nurses. 

At Vanderbilt’s ED, a physician is at triage 16 hours
a day to initiate orders, evaluate patients, or determine
who can be treated in the waiting room safely. The
program has been very successful, reports Mason.
“Some patients never go to an exam room,” she says.
“Our left-without-being-seen rate has dropped from
11% to 2%.”

To see how this program works, consider the example
of a young person with abdominal pain who is hemody-
namically stable with good vital signs. This patient
would be assessed by the triage nurse, with necessary
tests ordered by the physician. An LPN or paramedic
would ensure contrast is given and any necessary medi-
cations are started. “Then tests are obtained and done,
and the patient never goes to a bed,” she explains.
“When a bed becomes available, they are placed.”

The ED has two triage stations and three “team
triage” small examination rooms divided by walls with
curtains in the front for privacy. “Blood draws are done
in these rooms if needed but may also be done at triage,”
says Mason. “There are stretchers in the rooms, so elec-
trocardiograms can be done there also.”

Don’t miss patients at risk

At University of Texas Health Science Center in
Houston, nurse practitioners or physician assistants
work with ED triage nurses 24 hours a day. “I sit up
front with the triage nurses so I can actually start treat-
ing the patient, which takes a lot of the risk out of
triage,” says Elda Ramirez, MSN, RN, PhD, FNP-C,
CEN, an ED nurse practitioner at the University of

Texas Health Science Center (UTHSC) in Houston. 
The goal is to be sure that patients at risk of getting

progressively worse aren’t missed, she says. “The patient
may be awake and alert and breathing right now, but
based on their history, this can change quickly,” says
Ramirez. “I may see a baby playing at triage, but if the
history is vomiting and diarrhea for 24 hours, that kid
can turn on me on a dime.”

• Patients in waiting rooms are closely observed. 
At Vanderbilt’s ED, paramedics alert nurses when a

patient’s condition changes or their pain become more
severe. The paramedics are seated at a desk at the ED
entrance, with clear visibility of the waiting room.
Triage nurses tell patients that the paramedics are there
in case they have any concerns. “Having those medical
‘eyes’ in crowded waiting rooms lets patients and fam-
ilies know there is a medical person to liaison with,”
says Mason. 

For example, patients may present with kidney stones
without pain but may develop significant pain during
their wait. “The medical ‘eyes’ can spot an increase in
pain, changes in a patient’s color, or altered behavior,
and address it immediately with the triage nurse, physi-
cian, or charge nurse,” she explains. “They are also the
‘go-to’ person for questions that our patients may have.”

At University of Texas’ ED, volunteers and security
guards are stationed in waiting rooms, wearing identi-
fication so patients are alerted to their presence. Volun-
teers attend orientation training, and they communi-
cate with triage nurses using handheld radios. “They
go directly to the nurse if a patient doesn’t look right
or for any kind of situation,” says Ramirez. 
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To reduce risks when the ED is overcrowded, some
EDs are using physicians or midlevel practitioners
at triage, and others are using paramedics or volun-
teers in waiting rooms.
• Physicians at triage cut the number of patients

who left without being seen from 11% to 2% at 
a Tennessee ED.

• Nurse practitioners or physician assistants at
triage help to identify patients at risk for worsen-
ing during their wait.

• Paramedics in the waiting room report changes in
a patient’s condition to triage nurses.
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For more information on reducing risks at triage,
contact:
• Donna L. Mason, RN, MS, CEN, Nurse Man-

ager, Emergency Services, Vanderbilt University
Medical Center, 1314-VUH, 1211 Medical Cen-
ter Drive, Nashville, TN 37232-7240. Telephone:
(615) 343-7223. Fax: (615) 322-1494. E-mail:
donna.mason@vanderbilt.edu.

• Elda Ramirez, MSN, RN, PhD, FNP-C, CEN,
Assistant Professor of Nursing, Clinical Depart-
ment of Acute & Continuing Care, Emergency
Care Division, The University of Texas Health
Science Center at Houston School of Nursing,
6901 Bertner, Houston, TX 77030. Telephone:
(713) 500-2162. Fax: (713) 500-2171. E-mail:
elda.g.ramirez@uth.tmc.edu.
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Recently, a greeter ran to Ramirez and told her that
a patient looked very ill. The man had come in earlier
with family members saying that his arm had been
shaking earlier in the day, but he reported no other
symptoms. “I immediately went out front and saw that
his eye was flickering, and it turned out he was having
a petit mal seizure,” she recalls. The man was taken
right to a room, had an intravenous line put in, and
medications administered. “If this patient had been
kept waiting, he could have lost oxygen to his brain 
or his airway could have been compromised,” says
Ramirez.

The Illinois case underscores the liability risks
emergency nurses face every day, she notes. “Right
now, every nurse is feeling, ‘This could have happened
to me,’” Ramirez says. “As emergency nurses, we
never know what’s going to come in the door.” ■

Reassess pain to comply 
with JCAHO standards
Avoid having dissatisfied ED patients

If you don’t reassess a patient’s pain levels periodi-
cally and document this reassessment, you’re not in

compliance with requirements from the Joint Commis-
sion on Accreditation of Healthcare Organizations. 

“Management of patients’ pain translates into higher
patient satisfaction, efficiency, and quality care deliv-
ery,” says Karen Rollo, RN, BSN, CEN, SANE-A, ED
nurse at Christiana Care Health System in Newark, DE.

To improve reassessment of pain, do the following:
• Ensure consistent reassessment.
ED nurses at Christiana Care have been inserviced

on the Joint Commission standards. “The timing of
pain re-assessments should be based on when the

intervention is expected to work,” says Rollo. “For
most medications, this would be approximately 15-30
minutes after administration.”

Nurses are encouraged to strive to improve consis-
tency of pain reassessment, with constructive feed-
back, e-mail reminders, and periodic inservices, she
reports. For example, ED leadership recently sent an 
e-mail to nurses stating, “Congratulations to all staff
on achieving 100% compliance with regard to assess-
ing patient’s pain in the ED for this month.”

Rollo says, “If the staff feels that they are responsi-
ble for high scores and positive patient feedback and
are made aware of this, they are much more motivated
to be proactive in pain assessment and management.”

• Ask patients for input. 
When reassessing pain levels, nurses at Christiana

Care’s ED use a numerical pain scale and also ask the
patient, “Have we managed your pain to your satisfac-
tion?” “This elicits both objective and subjective
responses,” says Rollo. 

• Use electronic systems. 
At University of Tennessee Medical Center in

Knoxville, an icon on the ED’s tracking system 
[First Net, manufactured by Kansas City, MO-based
Cerner Corp.] reminds nurses that the patient is due
for another pain score assessment. A pain score is doc-
umented before and after administrating any pain med-
ications, says Sheila Duncan, RN, EMT, ED nurse
manager. 

Once the nurse gives pain medication, she or he
clicks on the pain reassessment icon so that the nurse
or the technician working in that zone will have a
reminder to recheck the effects of the medication 
on an hourly basis, she explains. 

When nurses perform pain reassessment, they also
check vital signs. “Any changes in the patient’s condition
can be identified, and pain assessment is part of that pro-
cess,” says Duncan. The process also has helped with the
ED’s patient satisfaction scores because patients feel they
are being checked by the nurse at frequent intervals, adds
Duncan. Satisfaction scores have increased from 69%
into the low 80s, she reports. 

• Audit charts for reassessments. 
At Baylor Regional Medical Center at Plano (TX),

charge nurses perform “pain audits” for 100% of patient
charts one day every week, says Mark Sargent, RN,
clinical manager of the ED. “We monitor or spot-check
charts to ensure that if a pain medication was given, a
reassessment was accomplished within one hour of
administration,” he says.

Nurses look specifically for initial pain assessment
upon arrival to triage, intervention at triage or in treat-
ment rooms, and reassessment within one hour. “The
spot checks are performed by me on the off days
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Reassess a patient’s pain at regular intervals, based
on when the medication is expected to work, to
comply with accreditation requirements.
• Send e-mails to nurses congratulating them on

improvements in pain reassessment.
• Ask patients if their pain has been managed to

their satisfaction.
• Use electronic systems to remind nurse that patients

are due for another pain score assessment.
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between pain audits,” Sargent says. He checks 10% of
the charts per day, he says. “If the documentation is
not in the chart, it becomes a coaching opportunity for
me and the individual nurse,” says Sargent. 

Coaching for nurses

The ED’s weekly compliance rate is posted on the
communication board, along with a graph showing the
percentages rates of individual nurses whose charts
were audited. “If pain is not assessed in triage and
reassessed after pain intervention within one hour, that
nurse is coached by me,” he says. Currently, the ED is
averaging 97% compliance, he reports. 

At Christiana Care, ED nurses on the hospital’s per-
formance improvement committee monitor charts to
assess consistency of pain medication administration and
reassessment, then update staff with the results and any
opportunities for improvement, says Rollo. One previous
problem was that pain was reassessed inconsistently
when the ED was overcrowded. “Reassessing pain after
the administration of medication may be delayed if the
nurses are initiating a lot of care from the triage area,”
says Rollo.

During high-volume times, patient care technicians
now help with retaking vital signs and obtaining pain
scores, adds Rollo. “The technicians are not making an
assessment, but if someone needs more pain medication
or a reassessment, they bring it to the nurses’ attention,”
she says.  ■

Pneumonia with atypical 
symptoms: Risk of delays
Nursing documentation is key

Only 43%-64% of adult ED pneumonia patients in
two Pennsylvania EDs got antibiotics within four

hours as recommended by current guidelines, says a
new study. In addition, researchers found that patients
with atypical symptoms had the biggest risk for delays.1

“Atypical symptoms include the absence of respira-
tory complaints or focal lung findings, such as a nursing
home patient with abdominal pain who ends up having
an lower lobe infiltrate on abdominal CT, or an immuno-
compromised patient with fever without a cough who
ends up having a pneumonia,” says Jesse M. Pines, MD,
MBA, the study’s author and an ED attending physician
at the Hospital of the University of Pennsylvania in
Philadelphia. 

Four-hour antibiotic administration in patients
admitted with pneumonia is being measured by the
Centers for Medicare & Medicaid Services (CMS) and
soon will be tied to hospital reimbursement in a pay-
for-performance program. “ED nurses should be aware
of this,” he says. “Delays in antibiotic administration
can exist across all processes involved in the ED diag-
nosis and treatment of pneumonia.” An example of a
nursing delay is a delay in antibiotic administration
after antibiotic order, he says. 

To determine compliance in the pay-for-perfor-
mance program, hospitals go by when antibiotics are
marked as given by an ED nurse, says Pines. This
determination is done by a retrospective chart review
of patients who are discharged from the hospital with a
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For more information about pain reassessment in
the ED, contact:
• Sheila Duncan, RN, BS, EMT, Nurse Manager,

Emergency Department, University of Ten-
nessee Medical Center, 1924 Alcoa Highway,
Knoxville, TN 37920-6969. Telephone: (865)
544-8172. E-mail: sduncan@mc.utmck.edu.

• Karen Rollo, RN, BSN, CEN, SANE-A, Emer-
gency Department, Christiana Care Health Sys-
tem, 4755 Ogletown-Stanton Road, Newark,
DE 19718. Telephone: (302) 733-4799. E-mail:
Krollo@christianacare.org.

• Mark Sargent, RN, Clinical Manager, Emer-
gency Department, Baylor Regional Medical
Center at Plano, 4700 Alliance Blvd., Plano,
TX 75093. Telephone: (469) 814-2529. E-mail:
MarkSa@BaylorHealth.edu.
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Adult pneumonia patients often are not receiving
antibiotics within four hours, and patients with
atypical symptoms are at higher risk of delays, says
a new study.
• Document that antibiotics are given immediately

after administration.
• Consider ordering chest X-rays from triage, and

use standing orders for labs.
• Save time by asking radiologists to inform ED

physicians when X-rays are completed. 
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Continued on page 20
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Name VCU Health System
Patient Label MCV Hospitals and Physicians

MR Number Richmond, VA 23298

Patient Identification

Date Community Acquired Pneumonia Guidelines
Inclusion Criteria Exclusion Criteria

— Infiltrate on Chest Radiograph — No infiltrate on Chest Radiograph
— One or more of the following symptoms — Age less than 18 years old

— Cough — Clinical suspicion of
— Malaise — Aspiration pneumonia
— Fever (T greater than 101.5) — Tuberculosis
— Heart Rate less than 120/min — Pulmonary Emboli

Stratify Patient by Fine criteria
Patient Characteristics Points Points
Age in years

Male ______ Altered Medtal Status +20 ______
Female (age minus 10) ______ Temp (less than 95 or greater than 104 +15 ______

Nursing home pt +10 ______ Pulse greater than 125/min +10 ______
Neoplastic Disease +30 ______ pH less than 7.35 +30 ______
Liver Disease +30 ______ BUN greater than 30 mg/dl +20 ______
CHF +10 ______ Sodium less than 130 mEql +20 ______
Cerebrovasc disease +10 ______ Glucose greater than 250 mg/dl +10 ______
Renal disease +10 ______ Hematocrit less than 30% +10 ______
Resp rate greater than 30 +20 ______ Pleural effusion +10 ______
Systolic BP less than 90 mmHG +20 ______ PO2 less than 60 or Sao2 less than 90% +10 ______

TOTAL POINTS _____

Risk Class I - II: less than 70 pts, Class III: 71-90 pts, Class IV: 91-130 pts, Class V: greater than 130 pts - Outpatient
management for class I & II unless clinically contraindicated. Class III - Decision for admit based on clinical picture.
Admission is recommended for class IV & V.

Physician Orders General Orders Nursing Documentation

Initials Time Initials Time
Heme 18
Basic Metabolic Profile
CXR
Blood Culture prior to antibiotic administration (admitted pts)
Sputum culture if obtainable (admitted patients only)
Pulse Ox: ________RA Nasal oxygen at: ______L/min
IVF:_______________________
Negative pressure isolation

THE GOAL IS FOR ANTIBIOTICS TO BE GIVEN WITHIN 4 HRS OF PRESENTATION
Inpatient Antibiotic Therapy

Levofloxacin 500 mg PO or 500 mg IV (located in Pyxis)
Ceftriaxone 1 gram IV (located in Pyxis)
Azithromycin 500 mg PO or IV (both located in Pyxis)

ICU & Imunocompromised Inpatient Antibiotic Therapy

Ceftriaxone 1 gram IV (located in Pyxis) AND either
Azithromycin 500 mg IV (located in Pyxis)
Levofloxacin 500 mg IV (located in Pyxis)
Zosyn 3.375 gm IV (located in Pyxis)

Standing Nursing Preventive Medicine Orders

Pt is: __smoker ___quit within 12 mos___household w/ smoker
If any apply, please give smoking cessation flyer to patient ____Non smoker

Additional Orders

Print/Signature: MD ___________________/______________________Print/Signature: RN___________________/ __________________

Print/Signature: MD ___________________/______________________Print/Signature: RN___________________/ __________________
Form H-MR-714 5/06
Emergency Department

Source: Virginia Commonwealth University Health System, Richmond.



primary diagnosis of pneumonia or a primary diagno-
sis of respiratory failure and a secondary diagnosis of
pneumonia, and who meet other criteria as determined
by Joint Commission and CMS, he explains. “Nursing
documentation is important to these reviews,” he says.

Some computerized information systems require
that medications be signed off as given, but in order to
meet federal performance standards, ED nurses should
not wait to do this in the case of pneumonia, says
Pines. Instead, document that the medications were
given immediately after administration, he advises. 

Make physicians aware that pneumonia is suspected,
and consider ordering chest X-rays from triage, sug-
gests Pines. “Because early antibiotic administration
has been associated with improved outcomes, it is pos-
sible that early recognition and early treatment of pneu-
monia with antibiotics may improve care,” he says. 

Use criteria to speed treatment

At Virginia Commonwealth University Medical
Center in Richmond, ED nurses use a tool to identify
community-acquired pneumonia patients with inclu-
sion or exclusion criteria. Standing orders are used for
labs, with a goal to give antibiotics within four hours
of presentation, says Steve R. Rasmussen, RN, CEN,
clinical coordinator. (See pneumonia identification
tool used by ED nurses on p. 19.)

“Once identified, we stratify patients by assigning
point values to patient characteristics criteria, calculate
a ‘risk class,’ and determine a plan of care,” he reports.
“This form helps streamline the medical orders and
fast track the patient into the treatment plan.”

To expedite treatment, antibiotics now are stored in
the ED for immediate use, reports Rasmussen. “The
time it took to obtain an antibiotic order, send it to the
pharmacy, prepare the medication, and administer it was
prohibitive to our four-hour window,” he says. 

At Gwinnett Medical Center in Lawrenceville, GA,
“We have put a lot of work into identifying patients
who present with symptoms suggestive of pneumonia,
getting blood cultures, and giving the first dose of
antibiotic within four hours,” says Denise Proto, RN,
MS, CEN, nurse educator for emergency services. 

Triage nurses use the following criteria: Altered men-
tal status that is not drug- or alcohol-related, fever of over
100.5° without obvious source, difficulty breathing, and
oxygen saturation less than 95%. If a patient presents
with any of these symptoms, a “community-acquired
pneumonia (CAP) alert” chest X-ray is ordered by the
triage nurse. “We have trained the radiology technologists
to alert the designated ED physician when a ‘CAP Alert’
X-ray has been completed,” says Proto. “We identified
that the radiology staff were the best ones to tell the
physician that the X-ray was done, vs. an ED charge
nurse trying to keep on top of that.”

Compliance with antibiotic administration has been
steadily improving since the new system was imple-
mented in May 2006, she reports. “This has given us 
a chance to work through the kinks before the really
busy cold and flu season hits,” she says. 

Reference

1. Pines JM, Morton MJ, Datner EM, et al. Systematic delays in
antibiotic administration in the emergency department for adult
patients admitted with pneumonia. Acad Emerg Med 2006;
13:939-945. ■

Identify children at high 
risk for poor ED aftercare
Failure to comply is ‘pervasive problem’

Only 60.4% of pediatric patient guardians followed
up with ED discharge instructions to see a physi-

cian, says a new study.1 Researchers found that patients
with lower socioeconomic status were at greatest risk of
poor aftercare compliance.

“Those without private insurance are much less
likely to follow up than those with private insurance,”
says N. Ewen Wang, MD, the study’s lead author and
associate director of pediatric emergency medicine at
Stanford (CA) University School of Medicine. 

This problem is pervasive, says Marianne Hatfield,
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For more information about care of pneumonia
patients in the ED, contact:
• Jesse M. Pines, MD, MBA, Department of

Emergency Medicine, Hospital of the University
of Pennsylvania, Ground Ravdin, Philadelphia.
E-mail: pinesjes@uphs.upenn.edu. 

• Denise Proto, RN, MS, CEN, Nurse Educator,
Emergency Services, Gwinnett Medical Center,
Lawrenceville, GA. Phone: (678) 442-4414. 
E-mail: dproto@ghsnet.org.

• Steve Rasmussen, RN, CEN, Clinical Coordina-
tor, Emergency Department, Virginia Common-
wealth University Medical Center, Richmond.
Phone: (804) 828-7330. E-mail: srasmussen
@mcvh-vcu.edu.
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RN, system director of emergency services at Children’s
Healthcare of Atlanta, who adds that she thinks the study
results are accurate. “Part of our discharge routine is to
ask if the family has a primary care physician,” Hatfield
says. “If they do not, we have a referral line, and we ask
that they utilize the number to try to get them enrolled
with one.”

In addition, the ED has financial counselors who
follow up with all self-pay patients to see if they are
eligible to be enrolled in Medicaid or indigent care
funding and who help them to find a primary care
physician. This is not a violation of the Emergency
Medical Treatment and Labor Act, because payer sta-
tus is not shared with clinical staff, and the financial

counselors meet with patients only after they are dis-
charged from the ED, adds Hatfield. 

To improve compliance with discharge instructions
for pediatric patients in your ED, do the following:

• Find alternatives when possible.
If you are discharging a child and think it’s likely

that parents may not comply with follow-up care, try to
do all possible interventions in the ED, suggests Wang.
For example, for a very young child with a urinary tract
infection or abscess, encourage the physician to give
the first dose of antibiotics in the ED, she says.

• Be specific about what may happen if instruc-
tions aren’t followed.

Explain verbally what patients need to do, why they
need to do it, and what may happen if they do not, says
Jennifer Hinrichs, MSN, RN, CCRN, advanced prac-
tice specialist at the Emergency Medicine and Trauma
Center at Children’s National Medical Center in Wash-
ington, DC. “Most parents do not want to do harm 
to their child,” she says. “If they hear they can cause
harm by stopping antibiotics before the course is over
or by not doing a dressing change, you can get them to
do it,” says Hinrichs. (See sample script of discharge
instructions, below.)

• Write instructions down for caregivers to refer
back to.

“While they are in our ED, they may be stressed or
have multiple things on their mind. It is so easy to for-
get the details of the instruction,” says Hinrichs. 
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Discharge instructions given to pediatric patients in
the ED often are not followed, and patients without
private insurance and lower socioeconomic status
are at higher risk.
• Tell caregivers what could happen if instructions

aren’t followed.
• Put instructions in writing.
• Ask parents to demonstrate tasks such as dressing

changes.

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

Say this when child is 
discharged with asthma

Say the following to caregivers of a preschool
age child with asthma being discharged from

the ED, suggests Jennifer Hinrichs, MSN, RN,
CCRN, advanced practice specialist at the Emer-
gency Medicine and Trauma Center at Children’s
National Medical Center in Washington, DC:

“Your child will be on a five-day course of prelone.
This is day one, so you will have four more doses
starting tomorrow. When giving prelone, remember it
tastes really bad and your child may not want to take
it, or he/she may vomit after taking it. To make it
taste better, you can mix it with chocolate syrup or
powdered drink mix. This helps the taste without
increasing the volume. One of the biggest mistakes
that can be made is mixing this drug with liquid and
increasing the volume. It is just more yucky stuff to
get down. If your child vomits immediately after the
dose, repeat the dose. If vomiting occurs 15 minutes
or later after the dose, do not repeat unless the
vomit looks just like the medication. 

When your child is on prelone, expect him/her to
be moody and have increase in appetite. This is very
normal. In addition to prelone, you need to make sure
you are doing nebulizer treatments every four hours.
He/She had his/her last treatment at 1:30 p.m. It is
now 3 p.m., and your next treatment needs to be at
5:30 p.m. Will you have the means to deliver this next
treatment? Do you already have albuterol at home? 

Lastly, you are to follow up with your primary
care physician in five days. Your doctor will want to
reassess your child to assure that the lungs sound
better and that the asthma exacerbation is truly
resolving. It is very important to get to this visit so
your primary care physician will be updated on this
illness and can ensure that further treatment, like a
day or two more of steroids, is not necessary. Now,
if your child worsens and has difficulty breathing,
increased wheezing, or shortness of breath, you
need to contact your primary care physician prior to
your appointment and either get in to that physi-
cian’s office or return to the ED.

Do you have any questions? When will you give
the next dose of prelone? When will your give the next
breathing treatment, and what about the next one? ■



• Have the caregiver demonstrate tasks to you. 
“If you are giving instructions to do a dressing

change, it is helpful to have the caregiver demonstrate
back the task,” says Hinrichs. “It shows they understand
the instructions, and it gives them a one-time practice.”

Reference

1. Wang NE, Kiernan M, Golzari M, et al. Characteristics of pedi-
atric patients at risk of poor emergency department aftercare. Acad
Emerg Med 2006; 13:853-859. ■

ED is only source of care 
for many asthma patients
Better home management prevents ED visits

Apatient comes to your ED with a severe asthma
attack holding an empty inhaler, and he says he

ran out of medication weeks ago. Other patients say
they’ve been asthmatic their entire lives, but they have
taken only albuterol through inhalers. 

“It could all have been avoided if they had just been
on daily medication. It’s very, very frustrating,” says
Christine Benson, RN, MSN, educator of emergency
services at Akron (OH) City Hospital. “Somehow,
these patients slipped through the cracks and have not
hooked up with the system.”

Many asthma patients use the ED as their sole source
of care, which results in inadequate and poor care, says a
new study.1 Patients at most risk are young, lack access to

a clinic with evening hours, forget to keep appointments,
and have conflicting priorities in their daily lives. For this
reason, the patients rely on easy access to the ED on an
as-needed basis for medications and prescriptions. Since
many of the patients fail to use inhaled corticosteroids,
which can prevent exacerbations, the researchers recom-
mend ED asthma education programs. To improve
asthma education in your ED, do the following:

• Do what is realistic. 
Ideally, patients should be put on a daily regimen, but

this isn’t always possible to achieve in the ED, says Ben-
son. “We see plenty of asthma patients that don’t have
insurance or any means of buying their medications and
having follow-up care,” she says. In these cases, the ED
staff members talk to the patients and find out what is
feasible for them. “We don’t want to send them home
with prescriptions they can’t fill or a referral to a pulmo-
nologist that we know they can’t see,” Benson says.

In some cases, ED physicians give asthma patients 
an intramuscular injection of 40 mg of triamcinolone,
instead of sending them home with a prescription for five
days of prednisone. “Getting them to commit to buying
and taking the medication for five days is often impossi-
ble,” she explains. “This way, we know they are covered
for the next five days until they can get to somebody.”

• Give patients a before-and-after comparison.
Whenever possible, ED nurses obtain a peak flow

reading before the first treatment is given, says Ben-
son. “Since we don’t know what their normal peak
flow is, we have to rely on what they tell us. They 
may or may not know it,” says Benson. “We can try to
show them the improvement they are making here by
comparing the two numbers from before receiving the
nebulizer and after.”

By doing this step, ED nurses can tell patients that
when they do a peak flow reading and get a number
similar to what they had when they came in, that’s a
clear sign that they should come to the ED immedi-
ately, Benson says. 

“In the ED, we can’t get very specific with giving
them an exact target range,” says Benson. “But if we’ve
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For more information about improving compli-
ance with discharge instructions, contact:
• Marianne Hatfield, RN, System Director of

Emergency Services, Children’s Healthcare 
of Atlanta. Phone: (404) 785-4968. E-mail:
Marianne.Hatfield@choa.org.

• Jennifer Hinrichs, MSN, RN, CCRN, Advanced
Practice Specialist, Emergency Medicine and
Trauma Center, Children’s National Medical
Center, Washington, DC. Phone: (202) 884-3683.
E-mail: jhinrich@cnmc.org. 

• N. Ewen Wang, MD, Department of Emer-
gency Medicine, Stanford (CA) University
School of Medicine. Phone: (650) 723-0757. 
E-mail: ewen@stanford.edu. 

S O U R C E S

A significant number of asthma patients rely on the
ED for treatment and medications, which results in
poor and inadequate care.
• Find out what is realistic for patients.
• Take a peak flow reading before treatment is given,

so a before-and-after comparison can be done.
• Ask patients to demonstrate use of their inhalers.

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



improved their peak flow reading by 140 points and they
see how much better they feel than when they came in,
we can tell them [that the number they came in with is]
their danger zone, and now they know what it feels like.”

• Observe patients using inhalers. 
If patients are not administering their inhaler correctly,

they aren’t getting the correct dosage of medication, says
Benson. “Sometimes I see patients using it in crazy ways,
such as squirting it and taking it right out,” she says.
“This is a very good time to teach correct usage.”

• Enroll patients in educational program. 
At Albert Einstein Medical Center in Philadelphia,

ED nurses were seeing 300-500 asthma patients per
month, many who came to the ED frequently with
severe exacerbations, reports Marianne Catanzaro,
RN, charge nurse in the ED. 

Now, if patients have had over five visits to the ED
in the previous six months, they are enrolled in the
Asthma Intervention and Retraining (AIR) program.
Patients are given an action plan to get their asthma
under control, identify triggers, take the correct medi-
cations, and learn how to use inhalers. “The reason
asthma patients use the ED as opposed to their primary
care provider is because of lack of insurance and edu-
cation,” says Catanzaro. 

Reference

1. Alavy B, Chung V, Maggiore D, et al. Emergency department as
the main source of asthma care. J Asthma 2006; 43(7):527-532. ■

Have clinical staff 
wear locator badges

At Swedish Medical Center’s ED in Seattle, WA,
all clinical staff wear locator badges [manufac-

tured by Versus, based in Traverse City, MI] that iden-
tify where specific individuals are located, both via a
light above the patient rooms and on a tracking view
of a computer. (See resource box, below, for order-
ing information.)

“The badges do not indicate if staff members are in
bathrooms or out of the department, so if they are not
on the locator board, you can assume one or the other,”
says Judy Street, RN, manager of emergency services. 

If a patient is calling for his or her nurse, or if a doctor
is looking for another physician, they are easily located.
A call can be placed to the patient’s room, for example,
to determine if someone else needs to respond or that a
nurse already has taken responsibility, says Street. “This
helps us avoid the ‘hunt’ process we all experience that
is both time-consuming and frustrating,” she says. 
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■ Dramatically cut delays 
with order sets for psychiatric
patients

■ Steps to take when
abdominal pain is 
life-threatening

■ Which drugs are most
dangerous for geriatric patients

■ What Joint Commission
surveyors ask about medication
orders

COMING IN FUTURE MONTHS

For more information about asthma education in
the ED, contact:
• Christine Benson, RN, MSN, Educator, Emer-

gency Services, Akron City Hospital, 525 E. Mar-
ket St., Akron, OH 44309-2090. Telephone: (330)
375-3617. E-mail: bensoncl@summa-health.org.

• Marianne Catanzaro, RN, Charge Nurse,
Emergency Department, Albert Einstein Medi-
cal Center, 5501 Old York Road, Philadelphia,
PA 19141. Telephone: (215) 456-6666. E-mail:
nursemar1@comcast.net.

S O U R C E S

For more information, contact:
• Judy Street, RN, Manager, Emergency Ser-

vices, First Hill Campus, Swedish Medical Cen-
ter, 747 Broadway, Seattle, WA 98122-4307.
Telephone: (206) 386-2592. E-mail: Judy.Street
@swedish.org.

Staff locator badges manufactured by Versus
integrate with SimplexGrinnell’s 500 Nurse Call
System. The cost of the badges is approximately $60
per badge, but they require hardwired cable infras-
tructure along with computer hardware and software
for a complete system. For more information, con-
tact: Barry Reimer, Electronic System Sales, Sim-
plexGrinnell, 9520 10th Ave. S., Suite 100, Seattle,
WA. 98108. Phone: (206) 291-1400, ext. 1441. Fax:
(206) 291-1500. E-mail: breimer@tycoint.com.
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Four tracking boards are located throughout the 
ED, but even if nurses are in a hallway away from the
tracking board, it’s easy for them to tell where a nurse,
physician, or technician is located by looking above
the patient rooms. “In addition, if a patient’s light is
flashing and the staff indicator light is on above the
room or in the room, then there is no duplication of
staff responding,” says Street.  ■
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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. 

The semester ends with this issue. You must
complete the evaluation form provided in that issue
and return it in the reply envelope provided in order
to receive a certificate of completion. When your
evaluation is received, a certificate will be mailed 
to you. ■

CEobjectives/questions
Participants who complete this activity will be able to:
• identify clinical, regulatory, or social issues relating to

ED nursing;
• describe how those issues affect nursing service delivery;
• integrate practical solutions to problems and informa-

tion into the ED nurse’s daily practices, according to
advice from nationally recognized experts.

21. Which is recommended for reassessment of pain,
according to Karen Rollo, RN, BSN, CEN, SANE-A?

A. Avoid patient input because it’s too subjective.
B. Reassess pain only if medications have been given.
C. Reassess a patient’s pain at regular intervals, based

on when the medication is expected to work.
D. Don’t require reassessment unless the patient’s

chief complaint is severe pain.

22. Which is recommended to improve care of adult
pneumonia patients in the ED, according to Jesse 
M. Pines, MD, MBA?

A. Document medication administration immediately
after antibiotics are given.

B. Avoid ordering chest X-rays at triage.
C. Use standing orders only for patients with typical

symptoms.
D. Wait to administer antibiotics until the patient is

admitted.

23. Which is recommended to improve compliance with
discharge instructions given to pediatric patients,
according to Jennifer Hinrichs, MSN, RN, CCRN? 

A. Don’t ask patients if they have a primary care physi-
cian, to avoid EMTALA violations.

B. Inform all clinical staff of the patient’s insurance status. 
C. Avoid giving written instructions because it increases

liability risks.
D. Ask the caregiver to demonstrate tasks back to you. 

24. Which is recommended to improve care of asthma
patients in the ED, according to Christine Benson, RN?

A. Advise patients to wait until medication has run out
before returning to the ED.

B. Always give oral medications instead of injections.
C. Don’t obtain peak flow readings until after treatment

is given.
D. Ask patients to demonstrate use of their inhalers.

Answers: 21. C; 22. A; 23. D; 24. D. 
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ED nurses cut drug errors by ‘speaking
up for safety,’ MAY:77

ED nurses saved $100,000 and cut drug
errors to almost zero, MAR:49

Elderly AMI patients don’t always get
beta-blockers, OCT:138

How to calm children when starting an
IV, JUN:95

IOM medication report: Here is impact
for ED, OCT:143

Medication reconciliation order form,
APR:63

New anticoagulants are revamping care
in EDs, NOV:5

Overuse of pain meds can be life-
threatening, NOV:6

Surveyors focus on disaster planning,
medication safety, NOV:7

What is policy for ‘range’ orders?
JCAHO will ask, JUL:102

Will treatment window widen for
stroke in the ED? JAN:34
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Don’t miss the change to stop falls in

older patients, OCT:135
ED nurses are key to complying with

new JCAHO medication goal,
APR:61

5 ways to involve ED patients in care,
AUG:111

Joint Commission’s 2007 safety goals
will revamp ED nursing practice,
AUG:109

Medication reconciliation order form,
APR:63
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Sign in ED targets prevention of falls,
SEP:129

Neurological
Aspirin is underused for TIA patients,

study says, AUG:116
New tool is coming for neuro

assessments, JUN:87

Obesity
ED nurses seeing increasing numbers

of obese patients: Don’t put them at
risk, JUN:86

Overcrowding (Also see Patient Flow) 
Journal Review: Impact of emergency

department volume on registered
nurse time at the bedside, MAR:59

Pain management
Do you mistreat patients who arrive at

ED in pain? FEB:41
Reassess pain to comply with JCAHO

standards, DEC:17
Site gives free pain management

sources, MAR:58
Study: Pain management is inconsistent

in EDs, OCT:139
Triage standing orders for pain

management, OCT:140
Use standing orders for pain treatments,

JUL:105

Patient education
Checkbox lists barriers to patient

education, OCT:144
Dilemma: Patients call about discharge

orders, JUN:90
Does your next patient want to quit

smoking? MAY:82
5 ways to involve ED patients in care,

AUG:111
Web Alert: Free resources for patients

who smoke, MAY:83

Patient flow
Cut delays by 50 minutes with triage

pulse oximetry, NOV:4
Cut door-to-cath time dramatically in

your ED, MAR:53
Do point-of-care tests to cut chest pain

delays, MAY:80
EDs using non-nurses in triage, waiting

rooms, DEC:15
Pneumatic tubes cut lab turnaround

times, JUL:106
Pneumonia with atypical symptoms:

Risk of delays, DEC:18
Surveyors look closely at patient flow,

patient safety, FEB:42

Take steps, avoid self-harm, lawsuits
from long waits by psych patients,
NOV:1

Take these steps to speed care to
cardiac patients, JUN:92

Patient safety (Also see Violence)
Are children at risk for weight-based

drug errors? AUG:114
Don’t let tubing errors harm patients in

your ED, JUN:93
ED nurses cut drug errors by ‘speaking

up for safety,’ MAY:77
ED nurses must stop these triage

mistakes that could get them sued,
JUL:97

ED nurses saved $100,000 and cut drug
errors to almost zero, MAR:49

ED Service Excellence Improvement
Report, MAR:51

IOM medication report: Here is impact
for ED, OCT:143

Joint Commission’s 2007 safety goals
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AUG:109

Patient identification, procedure and
correct site verification checklist,
AUG:118

Say this when you feel orders are
unsafe, APR:68

Site offers patient safety resources
solely for the ED, FEB:47

Stop errors with bedside reports at
change of shift, SEP:130

Surveyors focus on disaster planning,
medication safety, NOV:7

Surveyors look closely at patient flow,
patient safety, FEB:42

What do you do when a physician’s
order is unsafe? APR:68

Pediatrics
Are children at risk for weight-based

drug errors? AUG:114
Are children unsupervised in your ED?

Know the risks, APR:70
Avoid adverse events with ketamine for

pediatrics, OCT:141
For sexual abuse, take steps to protect

children, FEB:39
How to calm children when starting an

IV, JUN:95
Identify children at high risk for poor

ED aftercare, DEC:20
Pediatric Corner: Which trauma

patients need fluid resuscitation?
NOV:8

Report will revamp ED care of
pediatric patients, SEP:129

Say this when child is discharged with
asthma, DEC:21

What you might be doing wrong for
pediatric trauma, MAR:54

Which children are most likely to
return to the ED? AUG:119

Pneumonia
Pneumonia with atypical symptoms:

Risk of delays, DEC:18

Point-of-care testing
Do point-of-care tests to cut chest pain

delays, MAY:80

Policies, protocols, and forms
Administering IV medications with

continuous infusion solutions or
dilutions, MAY:78

ED Service Excellence Improvement
Report, MAR:51

Emergency Triage Stroke Scale Score
Sheet, FEB:46

Medication reconciliation order form,
APR:63

Protocol to order foot X-rays, JUL:99
Triage standing orders for pain

management, OCT:140

Prescription drug abuse
Overuse of pain meds can be life-

threatening, NOV:6
Your next patient may be abusing

prescription drugs: Here’s what to
do, OCT:133

Procedural sedation
Avoid adverse events with ketamine for

pediatrics, OCT:141

Psychiatric patients
Ask these questions to determine

suicide risk, NOV:3
New psychiatric guidelines: What ED

nurses must know, APR:69
Take steps, avoid self-harm, lawsuits

from long waits by psych patients,
NOV:1

Risk management (Also see EMTALA,
Patient Safety, and Violence)

Are children unsupervised in your ED?
Know the risks, APR:70

Can you prove you told a physician
about symptoms? JUL:101

Dilemma: Patients call about discharge
orders, JUN:90

ED nurses must stop these triage
mistakes that could get them sued,
JUL:97
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ED nurses: What you document can
make or break a malpractice lawsuit,
FEB:37

ED nursing care of chest pain patient
ruled ‘homicide’ by jury, DEC:13

EDs using non-nurses in triage, waiting
rooms, DEC:15

Take steps, avoid self-harm, lawsuits
from long waits by psych patients,
NOV:1

Sepsis
Blood poisoning cases on rise: Ask

these questions, JUL:103

Sexual assault
For sexual abuse, take steps to protect

children, FEB:39
Is EC available in your ED? If not,

here’s what to do, JUN:94

Smoking cessation
Does your next patient want to quit

smoking? MAY:82
Web Alert: Free resources for patients

who smoke, MAY:83

Supplies
EDs recoup over $480,000 improving

supply charging, FEB:43
Use fanny pack to store trauma

supplies, JUL:107

Staff education
Are you overlooking crucial ED

nursing competencies? JAN: 27
Be sure your EMTALA education is up

to par, NOV:10

Staffing 
Journal Review: Impact of emergency

department volume on registered
nurse time at the bedside, MAR:59

Mobile assistance team (MAT) nurses,
JUL:100

Stroke
ED creates shorter scale for stroke

assessment, FEB:45
Emergency Triage Stroke Scale Score

Sheet, FEB:46
JCAHO is impressed with stroke care

at Seattle ED, MAY:76
New anticoagulants are revamping care

in EDs, NOV:5
Nurses cut stroke care delays, assist

with echoes, MAR:57
Will treatment window widen for

stroke in the ED? JAN:34

Substance abuse
ED nurses cope with unpredictable,

violent patients on methamphetamine,
MAY:73

Your next patient may be abusing
prescription drugs: Here’s what to
do, OCT:133

Suicidal patients
Ask these questions to determine

suicide risk, NOV:3
Take steps, avoid self-harm, lawsuits

from long waits by psych patients,
NOV:1

Surgical procedures
Patient identification, procedure and

correct site verification checklist,
AUG:118

‘Timeouts’ can be useful for ED
procedures, AUG:117

Trauma
Check these things after trauma cases,

APR:67

Pediatric Corner: Which trauma
patients need fluid resuscitation?
NOV:8

Spinal cord injuries require special
care, AUG:113

Tips for improving your trauma care,
APR:66

Use fanny pack to store trauma
supplies, JUL:107

Watch for intra-abdominal
hypertension with trauma, JAN:33

What you might be doing wrong for
pediatric trauma, MAR:54

Triage
Cut delays by 50 minutes with triage

pulse oximetry, NOV:4
ED nurses must stop these triage

mistakes that could get them sued,
JUL:97

ED nursing care of chest pain patient
ruled ‘homicide’ by jury, DEC:13

EDs using non-nurses in triage, waiting
rooms, DEC:15

Emergency Triage Stroke Scale Score
Sheet, FEB:46

Triage standing orders for pain
management, OCT:140

Use standing orders for pain treatments,
JUL:105

Violence
ED nurses cope with unpredictable,

violent patients on
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Journal Review: Intimate partner
violence against women: Findings
from one state’s ED surveillance
system, JUL:106

Wound care
Are you giving poor care to high-risk

wounds? JAN:29
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