
10% of heart attacks go untreated: 
Don’t let this happen in your ED
Emergency department nurses are ‘critical link’

If a patient walked into your ED having a heart attack, could that patient be
discharged without receiving life-saving interventions? 
More than 10% of eligible heart attack patients may not receive potentially

life-saving treatment in the ED, says a new study.1 Researchers looked at 238,291
patients from the National Registry of Myocardial Infarction who were ideally
suited for acute reperfusion therapy with fibrinolytic therapy or primary percuta-
neous coronary intervention (PCI), and they found that 11.6% were untreated.

“ED nurses may be the critical link between patients and appropriate care,”
says Brahmajee K. Nallamothu, MD, MPH, the study’s lead author and assis-
tant professor of internal medicine in the Division of Cardiology at University
of Michigan Medical School in Ann Arbor. 

This link is especially true for patients who come to the ED with subtle or atyp-
ical symptoms, according to Nallamothu. “I think three particularly important
groups that ED nurses can make a large impact on are patients who present with-
out classic chest pain, patients who present late after symptom onset, and those
who drive themselves to the hospital,” he says. For example, an elderly diabetic
woman with no prior history of coronary artery disease who comes to the ED
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More than 10% of heart attack patients who are eligible for fibrinolytic
therapy or percutaneous coronary intervention were untreated in the ED,
according to a recent study. Patients at high risk for not receiving treatment
are those with subtle or atypical symptoms, elderly patients, and those who
downplay their symptoms.
• Consider heart attack if patients present with any pain between the naval

and the jaw, even if patients present hours after symptom onset.
• Have a high index of suspicion for middle-aged women who complain of

shoulder pain and back pain.
• Don’t assume that abdominal pain, generalized weakness, nausea, and

vomiting are influenza.
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hours after symptom onset with shortness of breath,
rather than angina, would probably get less attention 
up front by providers, says Nallamothu.

These heart attack patients are at high risk for not
receiving treatment in the ED:

• Patients with subtle or atypical symptoms. 
Patients without chest pain or those whose electro-

cardiograms (ECGs) have fewer leads with ST-eleva-
tion were less likely to be treated in the study. “This
may be because clinicians were unclear early on about
the diagnosis,” says Nallamothu. 

Watch for subtle symptoms of heart attack, espe-
cially in women, says Lisa Medina, BSN, RN, pro-
gram manager at St. John Heart Institute in Tulsa, OK.
“If individuals present with any kind of pain between
the naval and the jaw, heart attack should be consid-
ered,” she says. “You particularly want to pay attention
to middle-aged women who complain of shoulder pain

and back pain.”
A 40-year-old woman presenting to the ED with

increasing fatigue over the past month and severe epi-
gastric distress unrelieved by antacids may receive
several diagnostic tests before an ECG is performed,
says Medina. “With time of the essence in restoring
myocardial perfusion, it is imperative to determine if
symptoms are cardiac-related as soon as possible,” she
emphasizes.

Say the following at triage, advises Medina: Describe
the pain or discomfort. What precipitated the pain? How
is the pain relieved? Has the pain been experienced
before? 

Heart attack patients may report shortness of breath
and nausea with no accompanying pain, says Medina.
“Women often report pain or discomfort between the
shoulder blades. Occasionally you get jaw pain with
nothing else, and epigastric distress is fairly common,”
she says. “People may have self-treated with antacids
prior to arrival.”

Watch for nonverbal clues, such as a patient placing
a closed fist to the chest or rubbing the chest in a gener-
alized fashion, says Medina. “If someone can directly
point to a place of pain and the pain is affected by mov-
ing an extremity or the chest wall, it may be muscu-
loskeletal in origin,” she says. 

Emergency nurses at St. John obtain an ECG at
triage for any patient complaining of chest pain or any
of the above complaints, says Medina. “We try to err
on the side of caution. We would rather obtain a nor-
mal ECG than miss an abnormal ECG,” she says. (See
steps taken for heart attack patients by ED nurses
on p. 3.)

Assume that any cardiac pain is a myocardial
infarction until proven otherwise, says Heather
Freiheit, RN, BSN, EMT-P, clinical manager of emer-
gency services at Rogue Valley Medical Center in
Medford, OR. “The saying ‘time is muscle’ still holds
true,” she says. 

Women are especially vulnerable to being mistriaged,
because they often don’t have “typical” heart attack signs
and symptoms, says Freiheit. “Women frequently present
with abdominal pain, generalized weakness, nausea, and
vomiting, which can be overlooked as flulike symptoms,”
she says. “These are the subtle things that an inexperi-
enced nurse may overlook.”

To identify atypical symptoms, you must be “very
keyed into” the patient’s history and physical, says
Kathleen Menard-Murray, RN, BSN, CEN, ED
clinical leader at Caritas St. Elizabeth’s Medical Cen-
ter in Boston. “Women in particular may have short-
ness of breath; epigastric pain; neck, back, arm,
shoulder pain; or no pain at all,” she says. “Diabetics
typically do not have any chest pain at all, so any
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associated symptoms would be a signal to get an ECG
right away.” Those symptoms include shortness of
breath, nausea, palpitations, tachycardia, and diaphore-
sis, says Menard-Murray. “Any woman over the age of
40 with epigastric or upper abdominal pain we con-
sider to be a possible cardiac event,” she says. 

If the patient has other risk factors, such as a strong
family history of cardiac disease, is a smoker, or has
high cholesterol, the threshold for obtaining an ECG
within 10 minutes of arrival in the ED is lowered, says
Menard-Murray. 

“Diabetics and women are the ones that you really
need to ask further questions and err on the side of cau-
tion,” says Menard-Murray. “Give aspirin, oxygen, beta-
blockers, and get them to the cath lab right away if their
ECG reveals an ST-elevation MI [STEMI],” she says. 

• Elderly patients.
Elderly heart attack patients in the study were less

likely to be treated. This lack of treatment may be
because nurses are inappropriately assessing the risks
and benefits of therapy in this group, says Nallamothu. 

“Clinicians may be concerned that these patients are
at risk for bleeding,” says Nallamothu. “But current
evidence suggests that the elderly do benefit from
these treatments, often due to their high overall risk of
complications after STEMI.”

An elderly diabetic woman may certainly be at risk
for bleeding complications, particularly if she is frail
or does not weigh much, says Nallamothu. “However,
she will also be the most likely to benefit from treat-

ment with fibrinolytic therapy or PCI, given her very
high overall risk of death if she remains untreated.”

• Patients who downplay their symptoms. 
“Many patients are ‘minimizers,’ that is, they dis-

count their symptoms,” says Nallamothu. “These may
be the patients that often present several hours after
symptom onset and can get overlooked, particularly
when the ED is busy.”

Instead of asking patients about “chest pain” specif-
ically, ask if they are having any “discomfort,” advises
Medina. “Many people have varying definitions of
pain and may experience only pressure or aching,” she
says. 

Your No. 1 goal should be to see that these patients
receive an immediate ECG, says Nallamothu. “ED
nurses play a critical role in ensuring that these tests
get done and interpreted in a timely manner,” he adds. 

Reference
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Heart Attack Patients 
in the ED

The ED charge nurse activates the heart cath
lab team via the computer-based paging sys-

tem. The ED nurse will: 
1. Ensure the patient has two patent intravenous

lines.
2. Hang 5% dextrose/1/2 normal saline at keep

vein open rate.
3. Start Heart Start Medication protocol per

physician order.
4. Obtain electrocardiogram. Repeat if transmit-

ted by ambulance system prior to arrival.
5. Draw labs. 
6. Apply electrocardiogram monitor patches

used in cath lab.
7. Apply hands-off radio-lucent defibrillation pads.
8. Shave and clean both groins.
9. Mark pulses on feet.

Source: St. John Heart Institute, Tulsa, OK.

For more information on heart attack care in the
ED, contact:
• Heather Freiheit, RN, BSN, EMT-P, Clinical

Manager, Emergency Services, Rogue Valley
Medical Center, 2825 E. Barnett Road, Med-
ford, OR 97504. Phone: (541) 789-7120. E-
mail: HFreiheit@asante.org.

• Lisa Medina, BSN, RN, Program Manager, St.
John Heart Institute, 1923 S. Utica, Tulsa, OK
74104. E-mail: emedina@sjmc.org. 

• Kathleen Menard-Murray, RN, BSN, CEN,
Clinical Leader, Emergency Department, Cari-
tas St. Elizabeth’s Medical Center, 736 Cam-
bridge St., Boston, MA 02135. Phone: (617)
789-3000. E-mail: Kathleen.Menard-Murray
@caritaschristi.org.

• Brahmajee K. Nallamothu, MD, MPH, Assis-
tant Professor, Internal Medicine, Division of
Cardiology, University of Michigan Medical
School, B1-226 Taubman Center, Ann Arbor,
MI 48109. Phone: (734) 936-7375. Fax: (734)
764-4142. E-mail: bnallamo.intmed1.po-02@
med.umich.edu.
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More midlife women are 
coming to EDs with stroke
Look for sudden onset of symptoms

If a middle-aged woman walks into your ED com-
plaining of sudden onset of neurological deficits,

you should suspect she is having a stroke until proven
otherwise, says Judy Guzy, RN, nurse director of the
Brain Attack Team at the University of California —
Los Angeles (UCLA) Medical Center’s Stroke Center. 

Women are much more likely than men to have a
stroke in mid-life, according to new research.1 “This is
a new finding, and emergency nurses will need to be
educated,” she says. 

Researchers analyzed data from about 17,000 peo-
ple who participated in the National Health and Nutri-
tion Examination Survey, and of this group, 606 peo-
ple experienced a stroke. Women ages 45-54 were
more than twice as likely as men in the same age
group to have had a stroke. “This is a new finding that
has not been reported before,” says Amytis Towfighi,
MD, the study’s author and former neurovascular fel-
low at the UCLA Stroke Center.

Be aware of this new trend and bear in mind that
middle-aged women are indeed at risk for stroke, says
Towfighi. “The prevalence of stroke in women in this
age group appears to be rising in recent years,” she says. 

Symptoms may be downplayed

“Emergency rooms are busy places, and women do
not want to be a bother,” says Annette Andreoli, RN,
BSN, patient care manager for University of Kentucky
Medical Center’s Stroke Care Unit in Lexington. A

patient may not always speak up and tell a busy nurse
that her headache has increased in severity or that the
weakness or tingling she was experiencing on her right
side has increased or spread, she says. 

“Asking the right questions and assessing for the four
basic symptoms of stroke will let you know whether you
need to start them on the stroke protocol or pathway,”
says Andreoli. The four basic symptoms are:

• sudden numbness or weakness of the face, arm,
or leg, including loss of balance, dizziness, or loss of
coordination;

• sudden confusion, or trouble speaking or under-
standing; 

• sudden trouble seeing out of one or both eyes; 
• sudden severe headache with no known cause. 
Use the acronym “FAST,” which stands for “Face,

Arm, Speech, and Time,” advises Andreoli. “If you ask
the patient to smile and it is lopsided, that is one test,”
she says. “If the patient holds their arms out straight
ahead as if holding a pizza box, and one arm drifts
down or to the side, that could be another sign.” Next
ask them to complete a simple sentence as “Sally ran
home fast,” she says. 

If a woman is on birth control, hormone replace-
ment therapy, or is a smoker, she has a greater risk
for blood clots in her legs, says Andreoli. “Be aware
of pains in her legs, and bring it to her physician’s
attention,” she says. “If the woman is diabetic, over-
weight, has high cholesterol, or has any other risk
factors for heart disease, you also have a recipe for
stroke. Stress and migraines can mimic symptoms of
stroke as well.”

Although initial stroke symptoms may be different,
women probably will have some classic symptoms on
exam, says Lauren Brandt, RN, MSN, CNS, director of
the Neurosciences, Brain & Spine Center at Brackenridge
Hospital in Austin, TX. “The better known symptoms
still are the most frequent and should be screened for,”
says Brandt. “Risk factors such as higher systolic blood
pressure and abdominal obesity should increase suspicion
for the woman who comes in with vague symptoms.”

Don’t waste time

Establish an accurate time frame for onset of symp-
toms and perform a neurological assessment, including
a National of Institutes of Health Stroke Scale if symp-
toms warrant, says Andreoli. “Time loss is brain loss,”
she emphasizes.

When any patient presents at UCLA Medical Cen-
ter’s emergency medicine center with even a subtle
neurological deficit, the stroke team is immediately
paged and the patient is seen by the ED physician
within 10 minutes, says Tina Riley-Gonzales, RN,
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Women are more than twice as likely as men to have
a stroke in mid-life, according to a recent study. 
• High systolic blood pressure and abdominal

obesity are risk factors.
• Alert the stroke team for patients with even a sub-

tle neurological deficit.
• Prepare the patient for magnetic resonance imag-

ing and calculate the dose of tissue plasminogen
activator. 

• Watch for numbness or weakness, confusion, dif-
ficulty with speech, or trouble seeing.
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CEN, administrative nurse. Many times, the ED nurse
will have the patient prepared for immediate magnetic
resonance imaging (MRI) prior to the stroke team’s
arrival, says Riley-Gonzales. “In addition, the ED
nurse will also have pre-calculated the dose of tPA
[tissue plasminogen activator], in the event this is the
treatment of choice,” she says. “Our goal for door-to-
tPA administration is 20 minutes.”

Suddeness is important

Always assume that a woman of any age presenting
with sudden onset of any symptoms of a stroke may be
having one, says Guzy. 

“Suddenness is important, because a stroke happens
suddenly,” she says. A clot travels through the arterial
system to the artery in the brain, and it blocks circula-
tion to the area supplied by the affected artery, Guzy
explains. “Suddenly, that affected area no longer has
oxygen, therefore it is no longer able to perform the
function that it usually performs,” she says. The neuro-
logical deficits are directly correlated with the affected
area, Guzy says. “Alert the stroke team early, and
begin the stroke pathway,” she says.  ■

What you tell an asthma 
patient could save a life
Teach patients correct use of medications

An asthmatic patient comes to your ED gasping for
breath. A few minutes later, the patient’s breathing

has improved dramatically. That patient is less likely to
come to your ED again, if education is given during or
after the ED visit, according to a recent publication. 

Twelve studies involving 1,954 patients were ana-
lyzed, all involving ED visits for a severe asthma attack.
Patients who received asthma education in the ED were
30% less likely to return to the ED and 50% less likely
be hospitalized.1

“Clearly, asthma education has been shown to be an
important component of asthma control,” says Brian
H. Rowe, MD, MSc, CCFP(EM), FCCP, the study’s
co-author and an ED physician at the University of
Alberta Hospital in Edmonton, Canada. “We have lim-
ited time in the ED, but key educational issues should
be discussed whenever time permits,” he says. “It is
encouraging that a simple educational intervention has
the potential to reduce ED utilization and improve the
quality of life for our patients.”

Education in the ED

At Utah Valley Regional Medical Center in Provo,
an educational program was implemented in the ED
for asthma patients, with nurses showing patients how
to use their inhalers and medications appropriately
when the first signs of an asthma attack surfaces, says
Barbara Stuart, ED clinical educator. “Since that
time, the visits of asthma patients in the ED have
decreased because they are able to manage their condi-
tion at home,” she says. “When patients do come in, it
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For more information on women with stroke,
contact:
• Annette Andreoli, RN, BSN, Patient Care

Manager, Stroke Care Unit, University of Ken-
tucky Medical Center, Room H813, 800 Rose
St., Lexington, KY 40536. Phone: (859) 323-
6669. E-mail: ajandr0@email.uky.edu.

• Lauren Brandt, RN, MSN, CNS, Director, Neu-
rosciences, Brain, & Spine Center, Brackenridge
Hospital, 601 E. 15th St., Austin, TX 78701.
Phone: (512) 324-7782. E-mail: LBrandt@
seton.org.

• Judy Guzy, RN, Nurse Director, University 
of California—Los Angeles Medical Center,
Stroke Center, 924 Westwood Blvd., No. 300,
Los Angeles CA 90024-1777. Phone: (310)
794-0600. Fax: (310) 794-0599. E-mail:
jguzy@mednet.ucla.edu.

• Amytis Towfighi, MD, Stroke Center and
Department of Neurology, University of Califor-
nia at Los Angeles, 710 Westwood Plaza, Los
Angeles, CA 90095. Phone: (310) 794-6379.
Fax: (310) 267-2063. E-mail: towfighi@usc.edu.

S O U R C E S

Asthma patients who receive education in the ED
are less likely to have repeat visits because they are
able to manage their condition at home.
• Show patients how to use medications at the first

sign of an asthma attack.
• Correct errors in inhaler technique before the

patients leave the ED.
• Give patients a referral if they do not have a pri-

mary care physician.
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is because all their treatments have not helped.”
When patients comes to your ED with a severe

asthma attack, you have an opportunity to change the
way they manage their condition, says Susan Janson,
DNSc, RN, NP, FAAN, a member of the expert panel
that wrote the Guidelines for the Diagnosis and Man-
agement of Asthma developed by the National Asthma
Education and Prevention Program. Do the following
before the patient is discharged, says Janson:

— Assess the patient’s ability to use an inhaler cor-
rectly, and correct errors in technique.

— Provide all patients with a written action plan
based on the patients’ symptoms or peak flow, to be
followed when the next exacerbation occurs.

— Teach patients the signs of worsening asthma
and the immediate rescue steps to take.

— Make sure the patients understand the prescrip-
tions and medications they are to take and how long to
take them before discharge. 

“Warn them not to stop the oral steroids until the full
course prescribed is finished,” says Janson. “Explore
whether allergens or irritants precipitated this exacerba-
tion, and recommend removal.”

Make a follow-up appointment with a specialist or
primary care physician and provide the information in
writing to the patient, recommends Janson. “Empha-
size that asthma is a chronic disease, exacerbations can
be prevented, and asthma can be controlled, but that

this requires ongoing care from a physician or nurse
practitioner,” she says.

Reference

1. Tapp S, Lasserson TJ, Rowe BH. Education interventions for
adults who attend the emergency room for acute asthma (Review).
Cochrane Database Syst Rev 2007; Issue 3. ■

Life-saving tips for acute 
abdominal pain in children
Have an ‘extremely low threshold’ for these patients

Abdominal tenderness and rigidity, temperature more
than 100.5° F, pallor, diaphoresis, or hypo/hyperac-

tive bowel sounds. Any of these signs and symptoms is a
red flag that a child’s abdominal pain is possibly life-
threatening, says K.C. Willis, MSN, CRNP, CEN,
CCRN, EMT-P, nurse practitioner for emergency ser-
vices at Lehigh Valley Hospital in Allentown, PA.

“Children may present atypically due to differences in
pain tolerance and communication gaps,” notes Willis. 

Triage of children with abdominal pain can be chal-
lenging to even the most seasoned ED nurse, says Deb
Jeffries, RN, CEN, an educator at Fairview, NC-based
Triage First, which provides triage consulting and educa-
tion services. Any pediatric patient that presents as limp,
flaccid, or difficult to arouse; in decompensate shock; or
with signs of sepsis is in a life-threatening situation, says
Jeffries. “The triage nurse should always remember that
pediatric patients in compensated shock may deteriorate
suddenly to decompensated shock,” she warns. 

Assess the child’s abdomen for distention, bowel
sounds, rigidity, guarding, localization, rebound, and
mottling, says Jeffries. “Worst-case scenarios that may
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For more information on asthma patients, contact:
• Susan Janson, DNSc, RN, NP, FAAN, Profes-

sor and Mary Harms/Alumni Endowed Chair,
University of California — San Francisco, San
Francisco, CA 94143-0608. Phone: (415) 476-
5282. Fax: (415) 476-6042. Phone: susan.janson
@nursing.ucsf.edu.

• Brian H. Rowe, MD, MSc, CCFP(EM), FCCP,
Professor and Research Director, Department 
of Emergency Medicine, University of Alberta,
Room 1G1.43 WMC, University of Alberta Hos-
pital, 8440-112th St., Edmonton, Alberta, Canada
T6G 2B7. Phone: (780) 407-6707. Fax: (780)
407-3982. E-mail: brian.rowe@ualberta.ca.

• Barbara Stuart, RN, BSN, CEN, Service Line
Clinical Educator, Emergency Services, Utah
Valley Regional Medical Center, 1034 N. 500
West, Provo, UT 84604-3337. Phone: (801)
357-2136. E-mail: barbara.stuart@ihc.com.

S O U R C E S

Pediatric abdominal pain is a challenge for emer-
gency nurses because of atypical presentation 
and lack of verbal communication. Signs of life-
threatening causes include abdominal tenderness,
rigidity, diaphoresis, and pallor. 
• Children in compensated shock may suddenly

deteriorate.
• Always test prepubescent girls for pregnancy.
• Grunting in infants could indicate respiratory

distress.
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present with life-threatening symptoms include perfo-
rated viscous with peritonitis and sepsis, bowel obstruc-
tion, intra-abdominal ischemic events, ruptured or lacer-
ated organ, intussusception, and toxic ingestions,” says
Jeffries. (See related story on important questions to
ask at triage, p. 8.)

To improve care of children with abdominal pain,
do the following:

• Look for associated symptoms.
Ask about nausea, vomiting, changes in bowel/blad-

der habits, and appetite, says Willis. “Peripubescent
girls should be asked about menstrual cycles and the
possibility of being pregnant, and should always be
tested regardless of response,” he says. 

• Always examine the abdomen. 
“I have seen emergency nurses not physically examine

the abdomen during triage,” says Willis. “The abdominal
exam is vital in identifying an acute abdomen and poten-
tially life-threatening abdominal emergencies. It should
not be assumed that the ‘physician will do it anyway.’”

• Don’t overlook atypical symptoms.
Recently, Willis cared for an 8-year-old girl with

mild periumbilical pain, no fever, and no other consti-
tutional symptoms. Her complete blood count was nor-
mal, and her pain was intermittent and colicky, but her
abdominal/pelvic CT scan showed an acute appendici-
tis with phlegmon, and she required immediate surgery
to remove the appendix that was on the verge of rup-
ture, says Willis. “A low threshold for surgical consul-
tation and observation admissions, and a high index of
suspicion are necessary to accurately detect potentially
life-threatening abdominal conditions,” says Willis. 

• Don’t assume that no significant injury exists
just because none is visible. 

If the child has experienced blunt trauma to the
abdomen, it is unsafe to assume that because there is an
absence of visual external markings such as contusion,
abrasion, or ecchymosis and the child is “stable,” that
no significant injury exists, says Jeffries. “Children are
at high risk for significant injury to intra-abdominal
contents due to blunt trauma,” she says. “The triage
nurse should have a high index of suspicion of the
potential for significant injury, even in the absence of
external evidence and apparent stability of the patient.”

• Don’t ignore nonverbal signs.
Young children can’t tell you specifically where the

pain is located, and even older children may have diffi-
culty verbalizing specific symptoms, says Jeffries.
“Therefore, the triage nurse must often rely on physi-
cal examination and the history as provided by the par-
ent, guardian, or caregiver,” she notes.

The younger the infant, the more subtle the signs,
says Maureen Curtis Cooper, RN, BSN, CEN, a staff
nurse in the pediatric ED at Boston Medical Center.

“Careful attention must be paid to vital signs, and
knowing the normals for the age of the child,” she
says. “Observe the child for normal growth and devel-
opment activities. The less age-appropriate behavior
seen, the more ill the child.”

• Do frequent assessments.
Worsening abdominal pain in a child who has sus-

tained trauma can indicate presence or progression of
previously undiagnosed internal bleeding, says Willis.
Conversely, a child with appendicitis can have sudden
relief of pain, which may mean inflamed appendix has
ruptured with the release of pressure caused by pus
buildup, he adds.

“The relief in pain is temporary; as peritonitis devel-
ops, the pain returns, and the child becomes acutely
ill,” Willis says. “Repeat abdominal assessment in chil-
dren should occur every 15-30 minutes, and whenever
a change is noted in pain level or constitutional signs.”

Reassessments determine if the child needs emer-
gent, urgent, or nonurgent interventions, says Cooper. “I
recently took care of a 4-year-old boy who was kicked
in the abdomen by a horse. The child persistently com-
plained, ‘It hurts a little bit right here,’ pointing to a spot
in the right lower quadrant,” she says.

The child’s initial abdominal CT scan was negative,
but during the one-hour trip to X-ray for cervical spine
completion films, the child’s initially soft abdominal
exam became rigid, and repeat CT with contrast showed
a perforated intestine, says Cooper. 

• Don’t assume constipation is the cause. 
Constipation is the most common cause of abdominal

pain in children coming to an ED, but a surgical cause
was present in 2% of cases, according to a recent study.1 

“There is a common misconception that grunting in
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For more information on treatment of pediatric
abdominal pain, contact:
• Maureen Curtis Cooper, RN, BSN, CEN,

FAEN, Staff Nurse, Pediatric Emergency
Department, Boston Medical Center, One
Boston Medical Center Place, Boston, MA
02118. E-mail: pmmkcoop@comcast.net. 

• Deb Jeffries, RN, CEN, Educator, Triage First,
P.O. Box 1924, Fairview, NC 28730. Phone:
(828) 628-8029. Fax: (828) 628-8025. E-mail:
debjeffriesrn@yahoo.com.

• K.C. Willis, MSN, CRNP, CEN, CCRN, EMT-P,
Nurse Practitioner, Emergency Services, Lehigh
Valley Hospital, Cedar Crest & Interstate 78,
Allentown, PA. E-mail: kcw0143@yahoo.com.

S O U R C E S



an infant is constipation, when in reality it often is
respiratory distress, and grunting represents premature
closing of the glottis to provide positive end expiratory
pressure,” says Cooper. 

There is a danger at triage that the nurse may assume
the child is “just constipated,” says Jeffries. “It is our
responsibility to consider the worst-case scenario.
Remember that the most obvious symptom is not always
the most critical one.”

Reference

1. Loening-Baucke V, Swidsinski A. Constipation as cause of
acute abdominal pain in children. J Pediatr. Article in press,
doi:10.1016/j.jpeds.2007.05.006. ■

Cover these areas at 
triage for abdominal pain

Here is what your triage assessment should include
when a child comes to your ED with abdominal

pain, says Carolyn Kesler, RN, BSN, ED nurse at Pri-
mary Children’s Medical Center in Salt Lake City:

• Obtain a brief history of the current chief complaint. 
• Obtain the patient’s date of birth.
• Determine whether immunizations are up to date. 
• Ask if the child has been exposed to any infectious

diseases.
• Ask if the child has any allergies to medications.
• Ask what medications the child is taking. “Remem-

ber to use common names such as Tylenol and ibupro-
fen,” says Kesler. “Parents/caregivers often do not think
of these when asked for a list of current medications.”

• Obtain a past medical history including surgeries,
hospitalizations, whether the child was born prema-
turely, and whether the child has ever been intubated. 

• Obtain the name of the child’s current medical
provider.

• Obtain weight in kilograms.
• Obtain vital signs, including temperature, heart

rate, respiratory rate, blood pressure, and oximeter sat-
uration. “Blood pressure is vital for a child who is a
cardiovascular patient, endocrine, or with a history of
emesis or diarrhea,” says Kesler. 

Hypotension in the pediatric patient is a late finding
of shock and an ominous sign, says Kesler. “Be sure 
to look at the patient’s pulse pressure; is it narrow or
widened? A widened pulse pressure can be an indica-
tion of sepsis,” she says. In a young pediatric patient
with signs of shock, perform a manual blood pressure
reading as this type is more reliable, she advises.

• Perform a brief assessment including respiratory,

cardiovascular, neurological, skin, musculoskeletal,
and capillary refill time. “Visualize every patient
immediately,” urges Kesler. “The pediatric population
is often in a car seat, stroller, or carried and may be
covered with a blanket.”

By briefly visualizing the patient, it is easy to deter-
mine the cyanotic or “shocky” looking patient, says
Kesler. “These patients go immediately back to an
exam room. Many respiratory patients can be given
oxygen in triage via nasal cannula or a non-rebreather
mask until an exam room is ready.”

Life-threatening signs include fever with abdominal
distention, petechial rash, and blood pressure changes,
says Kesler. Patients with intussusceptions may have
bloody stool, “currant jelly” stool, pulling legs up with
crying, emesis of bile/stool, or grunting, she adds.
“Patients with appendicitis may exhibit rebound pain,
walking slowly or slightly bent over, and unable to hop
when requested,” says Kesler. 

Infants/children with the following signs could have
life-threatening abdominal pain and should be triaged
with a high priority, says Zelda Piskosz, RN, BSN,
pediatric ED nurse at Memorial Hospital West in Pem-
broke Pines, FL:

— newborns with projectile vomiting;
— a history of crying with quiet intervals, espe-

cially with “currant jelly” stool;
— any history of blunt trauma to the abdomen;
— signs of guarding and rebound tenderness.
Ask parents of infants and preschool children these

questions, says Piskosz:
• What is the past history, and when did the pain

start? “This will help to determine if the pain is acute
or chronic,” says Piskosz. 

• What is the color and consistency of stools or
emesis?

• Is the vomiting projectile?
• Is the crying constant or are there quiet intervals

between episodes?
• Is there the possibility of an ingestion? 
Ask parents of school-age children if there is any

history of a recent trauma, suggests Piskosz. “If the
child has fallen off a bicycle, ask if they fell to the side
or over the handlebars,” she says. 

Ask the mechanism of injury, because trauma can
be difficult to assess, says Piskosz. “It is likely that a
child who falls over the handle bars will sustain a
blunt trauma to the abdomen. This should be a high
priority until proven otherwise,” she says. “However,
like many abdominal traumas, the signs and symptoms
may not present for hours or days.”

Consider the possibility of nonaccidental trauma, and
look for warning signs such as abdominal tenderness, dis-
tention, and bruising, says Kesler. “Ask yourself, does the
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bruising have a pattern such as circular or grid marks,
coupled with a suspicious story,” she says. “A common
storyline is that the infant rolled off the couch or ‘I put
the child down for a nap, and they didn’t wake up.’”

When assessing pain in children from different cul-
tures, put aside preconceived ideas and evaluate each
child individually, says Piskosz. “Some cultures teach
children to accept pain and be stoic while other cultures
do not accept pain and want it eliminated,” she says.
“Asking the child without parental intervention, to point
to their pain, can help you make a better assessment.” ■

Stop toxic overdoses of 
‘benign’ acetaminophen
Patients can die from liver toxicity 

After a sprained wrist injury, a 23-year-old man was
prescribed acetaminophen with codeine, and later

began taking an over-the-counter acetaminophen product.
After developing severe body aches and “flulike” symp-
toms, he came to an ED, where he was given an addi-
tional dose of acetaminophen before blood tests revealed
acute liver failure. The man was immediately admitted to
the intensive care unit (ICU), but he died a few days later. 

This is an actual report received by the Institute for
Safe Medication Practices. Acetaminophen overdoses
account for more than 56,000 ED visits annually, and
they result in 100 deaths each year.1

Acetaminophen may seem harmless compared to
other high-risk medications seen in the ED, but patients
may have kidney damage, irreversible liver damage, and
death if they take the drug in excessive amounts, warns
Faith Ballard, RN, an ED nurse at St. Joseph’s Hospital

& Medical Center in Phoenix. Her ED has seen several
cases of acetaminophen overdoses, some intentional and
some accidental, reports Ballard. “Problems arise when
medications containing acetaminophen are taken by
moderate to heavy drinkers, consumed in large doses,
or used by people who are not eating enough, whether
because of illness or fasting practices,” she says. 

To avoid potentially toxic acetaminophen over-
doses, do the following:

• Prevent absorption. 
If a patient is identified as having taken a toxic

amount of acetaminophen, absorption can be pre-
vented by administering activated charcoal, says
Rebecca M. Bataller Naughton, RN, BSN, an ED
clinical nurse specialist at Winchester (MA) Hospital.
“However, this has little benefit if ingestion occurred
more than four hours before initiation of treatment,”
she notes. “N-acetylcysteine can be given, oral or
intravenous, and can help protect the liver.”

Gastric lavage should be reserved only for patients
who present within one hour of ingestion, says Naughton.
“Giving an emetic is discouraged because the vomiting
can last for four hours, decreasing the effectiveness of 
N-acetylcysteine,” she says. 

• Teach patients.
“Patients view acetaminophen as a benign drug,”

says Naughton. Therefore, patients may take more
than suggested dosages or may take more than one
product containing acetaminophen, says Naughton. 

After a young woman with a whiplash injury was sent
home from an ED on oxycodone with acetaminophen,
she didn’t realize that that the drug contained acetamino-
phen, and took a large amount of acetaminophen for
breakthrough pain, which caused an overdose, reports
Naughton. She returned to the ED complaining of nau-
sea, vomiting, and right upper quadrant pain. The patient
was transferred to the ICU in fulminant hepatic failure,
and she was discharged ten days later. 
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For more information about triage assessment of
pediatric abdominal pain, contact:
• Carolyn Kesler, RN, BSN, Emergency Depart-

ment, Primary Children’s Medical Center, 100
N. Medical Drive, Salt Lake City, UT 84113. 
E-mail: cjk029@registerednurses.com.

• Zelda Piskosz, RN, BSN, Staff Nurse, Pediatric
Emergency Department, Memorial Hospital
West, 703 Flamingo Road, Pembroke Pines, FL
33028. Phone: (954) 430-6881. E-mail: bpiskosz
@yahoo.com.

S O U R C E S

More than 56,000 patients come to EDs annually
because of acetaminophen overdoses, which cause
100 deaths each year. Patients may have kidney
damage or irreversible liver damage.
• Prevent absorption by administering activated

charcoal within four hours of ingestion.
• Tell patients not to combine products containing

acetaminophen.
• Show patients lists of all drugs containing

acetaminophen at triage.

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



“I think the ED nurse has a great opportunity to
teach his or her patients about the importance of using
acetaminophen properly,” says Naughton. “Based on
the sheer number of people that visit an ED, a little
teaching can potentially reach many people.”

When patients are discharged on a product that
contains acetaminophen, clearly tell them not to take
products that have acetaminophen in them, says
Naughton. It also is important to educate staff along
with patients, says Naughton. “If a prescription is writ-
ten for Tylenol [acetaminophen] and Percocet [oxy-
codone with acetaminophen] for pain, the staff should
understand that the two drugs shouldn’t be used in
combination — or at least so that the combination
doesn’t exceed 4 gm/day,” says Naughton. 

• Obtain a thorough medication history.
ED nurses may give additional acetaminophen to a

patient who already has ingested toxic amounts, notes
Ballard. “It’s unfortunate, but I could see it happening.
The time a nurse has to spend with a patient in triage is
limited, and patients are not always the best historians.”

Ballard suggests making laminated sheets available in
triage listing all medications that contain acetaminophen,
including photos of each product. 

At triage, ask these questions about acetaminophen:
What over-the-counter products do you take? What
have you taken in the past? How do you treat any pain
you might have at home? “If your patient states that
they do take a product that contains acetaminophen,
ask about the dose and the length of time between
doses,” says Naughton. “Try to ascertain how much

acetaminophen they have ingested in a 24-hour period.
If the patient reports chronic liver disease, alcohol

abuse, or poor nutritional status, they are at a higher risk
for acetaminophen toxicity, as their liver may not be
able to break down the drug as quickly, says Naughton. 

Symptoms of acetaminophen overdose and/or toxic-
ity include nausea, vomiting, and abdominal pain, all
of which can easily be mistaken as signs of other ill-
nesses, says Ballard. 

Within 24 hours after ingestion, the lab tests still are
“pretty normal,” says Naughton. “This stage is mild and
may easily be overlooked. That is why it is so important
for the nurse to take a thorough medication history.”
Symptoms often don’t appear until 36 hours after inges-
tion, she notes. 

Abnormal labs will peak 72-96 hours post-ingestion,
says Naughton. “Hepatic symptoms appear including
jaundice, gastrointestinal bleeding, coagulopathy, hypo-
glycemia, renal failure, abnormal electrolytes, and hep-
atic encephalopathy,” she says. “Fulminant hepatic failure
can lead to death in this stage. The longer the patients go
without treatment, the more likely they will develop seri-
ous problems.”

Reference

1. Farrell SE. Toxicity, acetaminophen. 2006. Accessed at www.
emedicine.com/emerg/topic819.htm. ■

Save time with 
‘admission folder’

Searching for various forms needed for patients being
admitted from the ED was a constant frustration for

nurses at Methodist Hospital in Indianapolis. To solve
this problem, the ED nurses created an “admission
folder” with everything needed to complete an admis-
sion, such as a list of the patient’s property and allergy
bracelets.

“Before the folder, nurses had to look in a dozen
different places for all the required paperwork. How
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■ Stop ‘smart pump’ medication
errors that can kill patients

■ Dramatically improve care 
of geriatric trauma patients

■ Life-saving tips for children
injured by all-terrain vehicles 

■ Change asthma medications 
to comply with updated guidelines 

COMING IN FUTURE MONTHS

For more information on acetaminophen over-
doses, contact:
• Faith Ballard, RN, Emergency Department, St.

Joseph’s Hospital & Medical Center, 350 W.
Thomas Road, Phoenix, AZ 85013. Phone: (602)
406-3000. E-mail: Faith.Ballard@chw.edu. 

• Rebecca M. Bataller Naughton, RN, MSN,
Clinical Nurse Specialist, Winchester Hospital,
41 Highland Ave., Winchester, MA 01890.
Phone: (781) 756-2474. Fax: (781) 756-7283.
E-mail: rnaughton@winhosp.org.

S O U R C E S



frustrating!” says Mary J. Ross, RN, BSN, CEN, an
ED charge nurse. 

Members of the ED nursing staff love them, she
says. “It has made a tremendous difference and was
such an easy and quick fix.”

An admission checklist also is included in the folder,
used by nurses as a guideline for doing admissions. (See
the ED’s checklist, below.) Nurses often were aggra-
vated searching for forms for conscious sedation, surgery
consents, suicide precautions, alcohol withdrawal, and
restraint, so they decided to put them all in a single file
cabinet for “one-stop shopping,” says Ross. “So often we
are required to keep this record and that record. The list
goes on and on. It was impossible to keep these forms
stocked.”

The cabinet holds “every and any” form an ED

nurse may need, says Ross. “Now there is one place
the nurse goes to retrieve a form,” she says. “This cab-
inet has also been a real time and leg saver.” ■
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CNE 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. ■

CNEobjectives/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.

17. Which of the following is true regarding patients with
ST-elevation myocardial infarction (STEMI) in the ED,
according to Brahmajee K. Nallamothu, MD, MPH?

A. Elderly patients are rarely candidates for treatment
due to high risk of bleeding. 

B. Shoulder pain or generalized weakness are not
heart attack symptoms.

C. Diabetics almost always will present with severe
chest pain.

D. Elderly patients are likely to benefit from treatments due
to the high risk of complications and death from STEMI. 

18. Which of the following is true regarding assessment
of women with possible stroke, according to Lauren
Brandt, RN, MSN, CNS?

A. Risk factors such as higher systolic blood pressure
and abdominal obesity should increase suspicion for
women with vague symptoms.

B. Middle-aged women are highly unlikely to have stroke.
C. There is a tendency for women to exaggerate their

symptoms.
D. Almost no women will have “classic” stroke symp-

toms upon examination.

19. Which is recommended when assessing pediatric
abdominal pain, according to Maureen Curtis
Cooper, RN, BSN, CEN?

A. Pediatric patients in compensated shock will not
deteriorate suddenly.

B. The child’s abdomen doesn’t have to be examined at
triage.

C. It is safe to assume that no significant traumatic
injury exists if no external markings are visible.

D. Grunting in an infant may indicate respiratory distress.

20. Which is true regarding acetaminophen overdoses,
according to Rebecca M. Bataller Naughton, RN,
BSN?

A. Activated charcoal should be given only after four
hours post-ingestion.

B. Giving an emetic is discouraged because the vomit-
ing can last for four hours, which decreases the
effectiveness of N-acetylcysteine. 

C. N-acetylcysteine should never be given orally.
D. Gastric lavage should only be done for patients who

present at least two hours after ingestion.

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

Admission Checklist 
■■ Complete the billing form, using computer-

generated form when possible.
■■ Complete the admission form.
■■ Complete the patient’s property list.
■■ Check that patient has either blue “no allergy”

band or yellow allergy band.
■■ Verify patient’s identification band.
■■ Compare the assigned bed to the physician

order
■■ Review orders for stat orders, timed orders,

antibiotics, enoxaparin/heparin orders, Accu-
Chek, and insulin

■■ Verify that orders are entered into the comput-
erized system. 

Source: Emergency Department, Methodist Hospital,
Indianapolis.
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