
Take these steps if your trauma 
patient was assaulted or abused
Probe further if injuries are suspicious

(Editor’s note: This is a three-part series on trauma care in the ED. This
story will focus on violence-related trauma, including suspected abuse. Future
issues will cover self-inflicted trauma and pediatric trauma cases.)

If a woman came to your ED with a black eye and swollen lip, you would
suspect abuse or assault. But what if she had a liver or spleen injury? 
“Nurses who work in community EDs are very likely to see trauma cases

involving violence; however, if they don’t know what to look for, it can be eas-
ily missed,” says Robin Ketchum, RN, MSN, nurse practitioner in the Divi-
sion of Trauma and Critical Care and former emergency nurse at University of
California — Irvine Medical Center. 

An estimated 308,200 patients were hospitalized in the United States for
violence-related trauma in 2005, which is 24,000 more patients than in 2002,
according to a new report from the Agency for Healthcare Research and Qual-
ity (AHRQ).1 Pamela Owens, PhD, a senior research scientist at AHRQ, says,
“Nearly 78% of these hospitalizations [238,855] initially began in the ED,
which does not count the ED visits that do not result in hospitalization.”

The number of violence-related trauma cases is increasing in EDs, report
emergency nurses, and many involve abuse. Ketchum says, “We are seeing an
increase in penetrating trauma that is reminiscent of the early 1990s when there
was a high amount of gang-related violence in this area.”

Additionally, the ED is seeing more assault victims brought by paramedics
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Violence-related trauma cases, both self-inflicted acts and assaults, have
increased significantly in EDs, according to a new report. 
• At triage, ask patients, “Do you feel safe in your home environment?”
• `Determine whether the injury matches the patient’s story.
• Suspect child abuse if you see bruises with well-defined shapes or

bilateral thoracic bruising.
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as designated traumas, she says. “I suspect the ED is
also seeing an increased number of assault victims
who are not necessarily classified as trauma patients
but, nonetheless, suffered a minor injury as a result of
violence,” Ketchum says.

Don’t underestimate seriousness 

Often the patient’s complaint is viewed as minor,
when in fact it could be of far more significance, but the
nurse doesn’t probe further, says Jean M. Marso, RN,
BSN, trauma coordinator at the University of Colorado
Hospital in Aurora. If the injury was intentionally
inflicted, then your patient is at risk for other violent
acts, and you must take steps to intervene, she says.

Triage nurses might easily miss injuries from blunt
trauma to the abdomen or flank areas if there isn’t

obvious bruising, says Ketchum. Also, a liver or spleen
injury can have a delayed presentation. Without a cer-
tain level of suspicion, serial abdominal exams or stud-
ies such as CT scans may be overlooked, she adds. 

“I encourage ED nurses to follow up if their instinct
is telling them something isn’t right,” says Ketchum.
“Often, one has to ask a patient several times in differ-
ent ways before they feel safe to disclose abuse.”

For example, you can ask a subtle question such as
“Have you ever been concerned about safety for you
or your children at home?” or “Are things OK for you
at home?” or you can directly ask, “Did someone
intentionally do this to hurt you?” or “Is someone
abusing you?”

“Be observant to nonverbal clues, such as the
patient avoiding eye contact,” says Ketchum. 

Reference
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When you suspect abuse, 
ask the right questions 
Patients won’t reveal abuse unless asked

Asimple fall in a healthy person shouldn’t result in
multiple facial injuries, except if the patient was

intoxicated, says Regina Curry, RN, an ED nurse at
Thomas Jefferson University Hospital in Philadelphia.
Instead, patients might break their wrist or skin their
knees and hands from trying to break the fall, she says. 

However, if no one asks about abuse, your patient
isn’t likely to volunteer information. Robin Ketchum,
RN, MSN, nurse practitioner in the Division of Trauma
and Critical Care and former emergency nurse at Uni-
versity of California — Irvine Medical Center, says,
“Now that I’m on the other end, managing inpatient
trauma patients, it’s amazing what the patients reveal.
When I ask if they told anyone else about it, they
respond that no one ever asked them.”

However, victims of abuse are “edgy” and might
leave without treatment, warns Curry. “I once wit-
nessed an ED nurse saying, ‘Why do you put up with
him? Where is your sense of pride?’ Sure, we all want
to say that, but it is the worst thing you can do,” she
says. “EDs should be a safe haven, period. Leave the
counseling for the experts.”

Ketchum recommends asking your patient, “Do you
feel safe in your home environment?” “I developed
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that habit several years ago and found most patients
were appreciative. On occasion, I was able to provide
appropriate resources and referrals,” she says. 

At University of Colorado in Aurora, ED nurses ask
all patients, “Are there situations in your relationship
where you have felt afraid?” and “Do you have con-
cerns for your safety at home?”

However, those standard questions might just get
asked because they are required, without the degree of
seriousness that is needed to elicit a true response if the
person is at risk for domestic violence, says Jean M.
Marso, RN, BSN, the hospital’s trauma coordinator. 

This is why you need to pay close attention to the
person giving the history, says Marso. Is there poor eye
contact? Is the patient hesitant to give complete details?
Or is there someone else doing the talking or prevent-
ing the patient from telling the real story? “If so, inter-
vene during the ED visit. Get the patient alone to ascer-
tain if there is something more,” she says.  ■

Will your patient be 
safe after the ED visit?

Once a patient with violence-related traumatic
injuries is stable and about to be discharged, you

have to consider something equally important: Will he
or she be safe after they leave your ED? 

“If the victim is known to the assailant, he or she
may not be willing to take action to prevent further
assaults by getting the police involved,” says Thomas
Tryon, RN, an ED nurse at Thomas Jefferson Univer-
sity Hospital in Philadelphia.

This may be the case, for instance, if a child was
assaulted by a classmate, or for victims of domestic
violence, child abuse, or elder abuse. “A senior might
be hesitant to complain about a care provider when it
might mean dislocation from familiar surroundings,”
he says. 

While gunshot and knife wounds must be reported
to law enforcement, it’s easier to give alternate expla-
nations for blunt trauma injuries. In the case of inti-
mate partner violence, the injuries might clearly indi-
cate abuse, but the patient might not be ready to report
this to the authorities, says Tryon. 

“Forcing the issue by reporting without the patient’s
consent may put him or her in a far more dangerous
position with their assailant,” warns Tryon. “Philadel-
phia has had a number of homicides where the victim
was killed by the person who she obtained a restrain-
ing order against.”

Offering possible avenues of assistance might be all

you can do, says Tryon, noting that reporting suspicion
of intimate partner violence is not mandated in all
states. “Be cautious in assuming you know the full
story or what is best for a patient,” says Tryon. “Well-
intentioned intervention does not always result in the
expected outcome.” ■

Suspect child abuse if 
you see these injuries

Here are some examples of suspicious injuries in
children, according to Thomas Tryon, RN, an

ED nurse at Thomas Jefferson University Hospital in
Philadelphia:

— a spiral fracture, which might indicate a twisting
or pulling force on the extremity instead of a fall;

— bruises with well-defined shapes, which could
indicate the use of an object instead of the diffuse
bruising often seen with falls;

— distinctive markings caused by shoe prints from
kicks, straps, or belt marks;

— bilateral thoracic bruising, which might indicate
a child was picked up, squeezed, and shaken; 

— defensive wounds on the forearms of older children
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accompanying other injuries; 
— bruises at various stages of healing, which might

indicate repeated beating; 
— a burn injury with a line of demarcation where

possibly the child’s extremity was forced into hot
water and held there; 

— the presence of a skull fracture in a small child,
which reveals that a lot of force must have been applied.
“It is hard to fracture a jaw by walking into a door,” says
Tryon.  ■

You’ll soon be using new 
80-lead EKG to ID MIs
15% more patients are diagnosed

If a patient complains of chest pain, you probably
suspect a myocardial infarction (MI) and obtain an

immediate electrocardiogram (EKG). But it doesn’t
show any signs of a heart attack. What do you do next?

“The clinical concern is still there,” says William
Brady, MD, a professor in the Department of Emer-
gency Medicine at University of Virginia Health Sys-
tem in Charlottesville. “It doesn’t mean the patient is
not having a heart attack. It could mean any number of
things.”

Currently, only a subset of patients with MIs is
diagnosed on or soon after arrival to the ED, because
of anatomic limitations of the standard 12-lead EKG,
says Brady. 

The 12-lead EKG looks at the heart from 12 perspec-
tives. “So we are likely not imaging the entire heart as
completely and fully as we should,” says Brady. “The 12-
lead [EKG] is a great tool, but it hasn’t changed in over
50 years. It really hasn’t kept pace with other advance-
ments occurring in acute cardiac care.”

The hospital’s ED is implementing the 80-lead
Prime ECG System (manufactured by Columbia, MD-
based Heartscape Technologies), which can look at
your patient’s heart from 80 views instead of just 12.
As a result, you may uncover a heart attack of the pos-
terior wall that wasn’t seen on the 12-lead EKG, says
Brady. 

Body surface mapping increases the rate of MI diag-
nosis in ED patients by up to 15%, according to a recent
study.1 “It gives us the potential to improve our ability 
to detect a heart attack at an earlier point in time,” says
Brady, one of the study’s authors. “This increased rate 
of diagnosis at an earlier time in the evaluation process
allows for appropriate, time-sensitive therapy to be deliv-
ered more expeditiously.”

This group of patients otherwise would be discharged
with an MI, but with the Prime ECG, their treatment plan
changes dramatically, he says. “This puts the person into
a time-sensitive group where they need to go to the cath
lab or receive a fibrolytic agent within minutes or a cou-
ple of hours,” says Brady. 

When can you expect to be using the 80-lead EKG
in your ED? “You may see it as soon tomorrow in
some EDs, and in other EDs it may be five to 10 years
away,” says Brady. 

Reference

1. Self WH, Mattu A, Martin M, et al. Body surface mapping in
the ED evaluation of the patient with chest pain: Use of the 80-lead
electrocardiogram system. Am J Emerg Med 2006; 24:87-112. ■

New 80-lead EKG 
is easy to interpret 

Recently, ED nurses at University of Virginia Health
System in Charlottesville were given a two-hour in-

service on the Prime ECG (manufactured by Columbia,
MD-based Heartscape Technologies), reports William
Brady, MD, a professor in the Department of Emer-
gency Medicine at University of Virginia Health System
in Charlottesville.

“It’s not difficult in terms of actual performance,” he
says. “Once someone is comfortable with the technique,
it takes about five or six minutes to interpret, compared
to about three minutes for a 12-lead [EKG]. You use the
same skills. You are just looking at 80 leads vs. 12.”

To make interpreting the EKG easier, color maps
flag blue areas as ST depression and red areas indicate
ST elevation, so you can look for areas of abnormal
color, adds Brady. 

ED nurses already have used the 80-lead EKG on
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A new 80-lead electrocardiogram (EKG) system
looks at a patient’s heart from 80 views and can
detect up to 15% more patients with myocardial
infarction (MI) than a standard 12-lead electrocar-
diogram, says a new study. The tool already is
being used in some EDs.
• Patients might otherwise be discharged with an MI.
• Nurses can be trained in two hours.
• The EKG can be interpreted in about five minutes.
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two patients, and both had their care and diagnosis
changed as a result. “Both were having an MI that
wasn’t detected on the 12-lead,” says Brady. 

At Cleveland (OH) Clinic, all 65 ED nurses were
inserviced on the use of the Prime ECG. Some volun-
teered for additional training and were given a pre- and
post-test to demonstrate competency. Patricia M.
Mahone, RN, assistant nurse manager of the ED, says,
“These ‘superusers’ now troubleshoot on every shift
and can run in and do the Prime ECG very quickly. 
It’s very interesting to do a regular 12-lead [EKG] on
someone and then bring the 80-lead in to see what the
12-lead isn’t picking up.”

At Delray Medical Center in Delray Beach, FL, all
ED nurses were educated on the Prime ECG over six
weeks, reports Margaret Neddo, RN, clinical manager
of emergency services. ED nurses now do five to 10
Prime ECGs each month. “We had a patient with an
[EKG] that was indeterminate of an MI. The ED physi-
cian ordered a Prime ECG, which revealed an evolving
MI. The patient was subsequently taken to the cath lab
and did very well,” she reports. 

At Cleveland Clinic, a patient with chest pain and a
cardiac history had a 12-lead EKG that showed nothing,
and the 80-lead EKG also showed nothing. He contin-
ued to have chest pain, and 14 minutes later had another
Prime ECG that did show damage occurring. “He ended
up going to the cath lab and had a great outcome,” says
Mahone. “In a case like that, you are looking at heart
damage during the time it takes for the patient’s condi-
tion to declare itself. Now we can see exactly what is
going on, before it shows up on that 12-lead.” ■

What to do immediately 
for infants with seizures
Causes range from sepsis to hypoglycemia

If panicked parents bring in a seizing infant, the
underlying cause could be life-threatening, but it

also could have resulted from something as simple as
drinking too much water. 

Seizure caused by water intoxication is treated by
gradual replenishment of sodium via intravenous (IV)
fluid replacement, says Jennifer Anders, MD, an 
ED physician at Johns Hopkins Children’s Center in
Baltimore. 

Perform these interventions immediately, says Anders:
• Start an IV or intraosseous line.
• Send blood to lab for stat electrolytes.
• Weigh the infant, and estimate the degree of dehy-

dration, if any. 
• Calculate the sodium deficit and any fluid deficit

using the infant’s weight, the estimated amount of
dehydration and the difference between a normal
sodium level and the laboratory result of the infant’s
sodium level. 

“The sodium must be replaced slowly over a period
of 24 to 48 hours,” notes Anders. “Too rapid replace-
ment of sodium can cause demyelination of the brain.”

If it is determined that the cause of the seizure is
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For more information on using the 80-lead elec-
trocardiogram system in the ED, contact:
• William Brady, MD, Vice Chair, Department

of Emergency Medicine, University of Virginia
Health System, Charlottesville. Phone: (434)
924-8485. Fax: (434) 924-2877. E-mail: wb4z
@Virginia.edu. 

• Patricia M. Mahone, RN, Assistant Nurse
Manager, Cleveland (OH) Clinic. Phone: (216)
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• Margaret Neddo, RN, Clinical Manager, Emer-
gency Services, Delray Medical Center, Delray
Beach, FL. Phone: (561) 637-5344. Fax: (561)
495-3445. E-mail: Margaret.Neddo@tenethealth.
com.

The Prime ECG system uses 80 data collection
points that provide a 360-degree view of the elec-
trical activity of the heart. The disposable vest,
which can be used for multiple serial readings on
a patient, costs $200 per patient. The price of the
cart is $45,000. For more information, contact:
• Paul Curley, Vice President of Marketing,

Heartscape Technologies, Columbia, MD. Phone:
(484) 593-0444. E-mail: pcurley@heartscape.com.
Web: www.heartscape.com.
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Seizure in infants is potentially life-threatening if
prolonged apnea or hypoventilation occur. If water
intoxication is the cause, do the following:
• Obtain a baseline serum sodium level.
• Weigh the infant, and estimate the amount of

dehydration.
• Replace sodium levels slowly intravenously.
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related to water intoxication, rapid treatment to correct
the hyponatremia is needed, says Mary Frey, RN, P-
SANE, CPN, an ED nurse at Cincinnati Children’s Hos-
pital Medical Center. Before administering IV saline to
correct the low sodium level that resulted from exces-
sive oral intake of free water, obtain a baseline serum
sodium level to determine the severity of hyponatremia,
she says. “It may be necessary to intervene with medi-
cations to stop seizure activity.”

Once the patient is stabilized and the serum sodium
level is normalizing, you’ll need to educate the care-
givers, says Frey. “Infants are at risk for hyponatremic
seizures due to their immature renal function and vig-
orous appetite,” she says. “There are however, con-
tributing factors that increase an infant’s chance of
developing hyponatremic seizures.”

For example, infants that are recovering from vom-
iting and diarrhea-related illnesses might be dehy-
drated. Signs of dehydration in infants include a
sunken fontanelle, sunken eyes, tacky mucous mem-
branes, decreased urine output, decreased tearing or no
tearing with crying, and tachycardia, says Frey. 

“Additional signs of worsening dehydration include
delayed capillary refill, weakening peripheral pulses,
poor skin turgor and irritability, or decreased level of
consciousness,” she says. “Hypotension is a late sign
of severe dehydration.” ■

Ask these questions 
if an infant is seizing

“Undiagnosed or new-onset seizure in infants is
always a critical emergency, mostly because we

need to figure out the underlying cause and treat it before
it worsens,” says Jennifer Anders, MD, an ED physician
at Johns Hopkins Children’s Center in Baltimore. 

Common causes of seizure in previously healthy
young infants are sepsis, meningitis or encephalitis,
metabolic disease, hypocalcemia, hyponatremia, or
hypoglycemia, says Anders. 

“In general, seizure is life-threatening for infants only
when it causes prolonged apnea or hypoventilation,” says
Anders. “The danger would come from hypoxia.”

Because the infant might no longer be seizing by
the time the parents arrive at the ED, obtaining an
accurate history and timeline is very important, says
Mary Frey, RN, P-SANE, CPN, ED nurse at Cincin-
nati Children’s Hospital Medical Center. She recom-
mends obtaining the following information from the
parent or caregivers who witnessed the seizure:

• How long did the seizure last?
• What part of the body was involved? Did the seizure

progress to other parts of the body during the event?
• Did the infant stop breathing during the seizure? If

so, what interventions were done?
• Does the infant have a history of seizures?
• Does the infant have a history of illness?
• Does the infant have a history of injury?
• Does the infant drink water? How much per 24

hours? How is formula being prepared? Either of these
situations can be life-threatening, says Frey:

— prolonged seizure activity lasting more than 10
minutes;

— frequent seizures without the patient returning to
his or her baseline neurological status between the
seizures. 

“Status epilepticus is a medical emergency and
needs immediate interventions,” says Frey. “Maintain-
ing the airway and establishing intravenous access for
medication administration is crucial.” ■

Are heart attack symptoms 
due to cocaine use?
Treatments can be life-threatening if not known

Has your patient used cocaine? Not knowing the
answer to this question could be life-threatening

for your patient because the wrong medications might
be given, says a new report on management of cocaine-
associated chest pain and myocardial infarction.1

ED visits related to cocaine use increased 47% from
135,711 visits in 1995 to 199,198 visits in 2002, accord-
ing to the Substance Abuse and Mental Health Services
Administration.

Cocaine use can cause chest pain, shortness of breath,
anxiety, palpitations, dizziness, and nausea, which all are
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For more information on caring for infants with
seizures, contact:
• Jennifer Anders, MD, Pediatric Emergency

Medicine, Johns Hopkins Children’s Center,
Baltimore, MD. Phone: (410) 955-6143. E-mail:
jander74@jhmi.edu.

• Mary Frey, RN, P-SANE, CPN, Emergency
Department, Cincinnati Children’s Hospital
Medical Center. E-mail: Mary.frey@cchmc.org.
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symptoms suggesting a possible heart attack. However,
some medications can be life-threatening if your patient
has used cocaine, warns James McCord, MD, who
chaired the statement writing committee for the report.

“The therapy would be different if it is known that
the patient consumed cocaine,” says McCord, cardiol-
ogy director of the chest pain unit for the Henry Ford
Health System in Detroit. “The ED nurse should ques-
tion young patients with a traumatic chest pain and
few cardiac risk factors about the use of cocaine.”

If cocaine use is missed, therapy for typical ischemic
heart disease and acute coronary syndromes, such as
beta-blockers, can have detrimental or fatal conse-
quences, says James Reiffel, MD, professor of clinical
medicine at New York Presbyterian Hospital/Columbia
University Medical Center in New York City.

Giving beta-blockers to a patient who has taken
cocaine can lead to less blood flow to the heart, worsen-
ing hypertension, and even death, says Reiffel. “Cocaine
use may induce coronary artery spasm and arrhythmias,”
he explains. “Beta blockade may protect against arrhyth-
mias but may make the coronary spasm worse.”

For patients who are hypertensive and tachycardic
after cocaine use, benzodiazepines can be very effec-
tive. “These are not normally used if the patient has
not taken cocaine,” says McCord. 

Reference

1. McCord J, Jneid H, Hollander JE, et al. Management of cocaine-
associated chest pain and myocardial infarction: A scientific state-
ment from the American Heart Association Acute Cardiac Care
Committee of the Council on Clinical Cardiology. Circulation
2008; 177:1,897-1,907. ■

Know risk factors for 
youngest MI patients

Young people with a history of Type I diabetes,
juvenile obesity, hypertension, sickle cell anemia,

smoking, or recreational drug use are at considerable
risk for myocardial infarction (MI), even in their 20s,
says James Hardecki, RN, ED nurse at Henry Ford
Hospital in Detroit. 

ED nurses recently cared for a 27-year-old man
with chest pain and vomiting, with Type 1 diabetes.
“The triage nurse was initially thinking that his chest
pain was a result of the persistent vomiting he had
been talking about. However, upon closer observation,
the nurse saw that this patient was diaphoretic and
looked ‘gray,’” Hardecki recalls. 

A 12-lead electrocardiogram (EKG) was done and
revealed ST elevations in the anterior leads. The man
immediately was brought to the resuscitation room and
was taken to the cardiac catheterization lab within 25
minutes of his arrival at the ED. “Treatment was suc-
cessful, and he was discharged home the same week,”
says Hardecki. 

In another case, an obese 29-year-old man com-
plained of epigastric heaviness, nausea with vomiting,
dizziness, and diaphoresis. When the triage nurse prod-
ded further, she got him to reveal that he had been using
cocaine and smoking cigarettes for more than 10 years. 

The ED nurse decided to do a 12-lead EKG and
found an acute inferior wall MI with ST elevations.
“The patient was in the cardiac cath lab within 30 min-
utes of arrival and was able to walk out of the hospital
a few days later,” says Hardecki.  ■

When should you ask 
about cocaine use?

Always ask about recent cocaine use when a younger
individual presents to the ED with possible cardiac

symptoms, says Pamela Tokarski, RN, an ED nurse at
Henry Ford Hospital in Detroit. 

“Young patients may not make a connection between
cocaine use and the symptoms they are experiencing,”
she says. 

On the other hand, publicity about the consequences
of cocaine abuse may raise the fear of cardiac effects
or death, prompting the ED visit, she says. 

“We have cared for many young patients, several
less than 40 years old, who presented to the ED with
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Ask about cocaine use if a patient presents with
symptoms suggesting a possible heart attack, such
as chest pain, shortness of breath, dizziness, or pal-
pitations. Medications can be harmful if patients
have taken cocaine.
• Giving beta-blockers to a patient who has taken

cocaine could make coronary spasms worse, or
cause worsening hypertension or death.

• Benzodiazepines might be helpful if patients are
hypertensive and tachycardic after using cocaine.

• Inform patients that their answer will affect the
treatment given, and explain that the question is
being asked for medical reasons only.

• Determine the time of use, because symptoms can
occur hours or days later.
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chest pain and admitted to cocaine use prior to or dur-
ing the onset of their symptoms,” says Tokarski. “Even
casual cocaine use should be asked about.”

Part of the routine

Questions by triage nurses regarding recent cocaine
use have become as routine as asking about hyperten-
sion, diabetes, and tobacco use, says Tokarski. Deter-
mine when cocaine was last used, because cardiac
consequences might occur up to several hours or even
days later, she adds. 

At Henry Ford Hospital, ED nurses routinely obtain
an immediate electrocardiogram (EKG) at triage for
any patient 30 years or older who reports chest or epi-
gastric discomfort, dyspnea, diaphoresis, nausea, vom-
iting, palpitations, or syncope, with the specific intent
of identifying ST elevation or left bundle branch block.
“If these [EKG] abnormalities are noted, we treat the
patient as we would a Level 1 medical or trauma
patient, by placing them in our resuscitation room and
activating our resuscitation team,” says Tokarski. 

Cocaine users might present with shortness of
breath, headache, hemiparesis, facial asymmetry,
abdominal pain, hypertension, or chest pain, either
midsternal or radiating through to the back, says
Regina L. Wright, MSN, RN, CEN, CNE, clinical
nurse specialist for emergency services at Albert Ein-
stein Healthcare Network in Philadelphia. “Acute
stroke, seizures, and aortic dissection are also con-
cerns,” she says. “These possible complications are
compounded if patients have a coexisting condition.”

Due to the rapid, simultaneous approach in the ED
with oxygen started, intravenous line placed, and chest
X-ray being given, patients suddenly become aware of
their acuity, says Wright. “They ask, ‘Could I really be
having a heart attack?’ They might report drug use at
this time.”

Patients often do not connect their drug use with
serious consequences, adds Wright. “As always, the
ED nurse must be prepared to adjust care as more
patient history is obtained,” she says.  ■

How to get an honest 
answer on cocaine use

Patients may be hesitant to admit cocaine use, either
because they fear legal consequences or because

they don’t want family members to know, says Pamela
Tokarski, RN, an ED nurse at Henry Ford Hospital in
Detroit. Do the following to obtain a truthful response:

• Tell the patient that the questions are being
asked for medical reasons only.

Explaining that ED personnel are not using the
information for legal reasons might bring out a more
truthful answer, says Tokarski. 

• Give patients a preface. 
Before asking about cocaine use, Regina L. Wright,

MSN, RN, CEN, CNE, clinical nurse specialist for
emergency services at Albert Einstein Healthcare Net-
work in Philadelphia, always prefaces her questions by
saying, “I ask everyone these questions. Please do not be
offended. Please answer honestly. The answers are very
important for how we are going to treat you.” She asks
patients:

— Do you use alcohol? 
— Do you use any recreational drugs? Cocaine,

crack, marijuana?
— Have you ever used cocaine or crack, even one

time?
— When is the last time you used cocaine or crack? 
— How much cocaine or crack do you use? 
• Always interview the patient alone.
“Patients are not forthcoming about recreational

drug use, especially with family members present,
however, in front of health care providers as well,”
says Wright. “Assure the patient the information is
confidential and essential for appropriate treatment.” ■

Is there a fentanyl patch 
hidden on your patient?
Patients may not mention transdermal patches

Because a woman with chronic pain failed to tell
ED nurses about the fentanyl patch she was wear-

ing, she was given a second fentanyl patch and intra-
venous morphine for breakthrough pain. The woman
became unresponsive and was intubated, but she
recovered after the patch was removed.1

Patients sometimes forget to mention they are wear-
ing transdermal patches, so you should specially ask
about these when obtaining a medication history, says
Hedy Cohen, RN, BSN, MS, vice president of the Insti-
tute for Safe Medication Practices. “A fentanyl patch is
typically put on every three days. Since the patient isn’t
applying it every day, it just slips their mind,” she says. 

You probably will be seeing more patients with
transdermal patches in the ED, as the numbers of
patients with chronic diseases being treated as outpa-
tients continues to increase, adds Cohen. Sometimes
patients forget to remove transdermal patches and keep
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putting on additional ones, and they eventually are
brought to the ED unconscious, she says. In one case,
an elderly woman with cancer was unresponsive when
she arrived at an ED, and nurses found five fentanyl
patches on her body. 

“It may be that family members are caring for the
patient, and a daughter puts on a patch one day and a
son puts one on another day but doesn’t remove the
other one,” says Cohen. “When the patient becomes
hard to arouse, they aren’t sure whether it’s the disease
or something else. Finally, they can’t arouse the patient,
and they show up at the ED.”

This scenario should raise a red flag that your patient
might have on more than one patch. “If the patient is
coming in from a nursing home or is unconscious, look
in the grooves of the body for patches, under the breast
and around the groin area,” says Cohen. 

Reference

1. Institute for Safe Medication Practices. Patches: What you can’t
see can harm patients. ISMP Medication Safety Alert! Nurse Advise-
ERR. April 2007; 5:1. ■

Always ask patients 
about transdermal patches

All patients should be asked about any medication,
prescribed or over-the-counter, that they are taking,

including transdermal patches, says Cindy Vanek, MS,
RN, director of emergency and critical care services at
Indian River Medical Center in Vero Beach, FL.

“Symptoms can be due to side effects, interactions,
omissions, or overdoses, so the initial list of medica-
tions is a critical piece of information,” says Vanek. To

avoid missing transdermal patches:
• Assess the patient’s skin integrity and look for

bumps, bruises, abrasions, wounds, needle marks,
and transdermal patches. 

“Patches are fairly common, and there are many
types, from fentanyl for pain to nitroglycerin for car-
diac patients to birth control or nicotine,” Vanek says.
“That’s why a complete medication history is so
important — any of these can have implications for
diagnosis and treatment.”

• Consider fentanyl overdoses whenever a patient
presents with a change in mental status and respira-
tory depression. 

“It’s more important to do the assessment and give 
a narcotic reversal agent as quickly as possible than to
know the exact drug taken,” says Vanek. 

The use of fentanyl patches is commonly used to treat
chronic moderate to severe pain, but like all medications,
it can have serious side effects. “This year, there have
been multiple recalls of the patch due to leakage, which
results in too much drug being delivered and an over-
dose,” says Vanek. “Several deaths have been reported.”

• Before applying a new transdermal patch, always
check patients for patches already in place — not only
fentanyl, but also others such as lidocaine. 

Diane Cousins, RPh, vice president of healthcare
quality and information for U.S. Pharmacopoeia, says,
“If the patient is transferred from the ED to another
unit, communication of medications, past and present,
must be foremost in the nurse’s mind when providing
a report on the patient.” ■

EDs seeing an increase 
in gymnastics injuries

Nearly 27,000 gymnastics-related injuries are treated
in EDs each year for children 6 to 17 years old, says

a new study based on data obtained from the National
Electronic Injury Surveillance System of the U.S. Con-
sumer Product Safety Commission.1

Girls were more likely than boys to sustain upper
extremity injuries, while head and neck injuries were
more common in boys. Fractures and dislocations were
most common for children 6 to 11 years of age, and
strains and sprains were more frequent in the 12-17 age
group.

“We are seeing an increase in injuries as more children
are getting involved with gymnastics and cheerleading,”
says Laura Aagesen, RN, MBA, trauma coordinator for
Northwest Community Hospital in Arlington Heights, IL.
“The popularity of toddler gyms and tumbling classes
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If patients don’t tell you they are wearing fentanyl
transdermal patches, they risk being given an over-
dose of narcotic opioids in the ED. Also, chronic
pain patients might be brought to your ED with over-
dose symptoms due to wearing multiple patches.
• Ask all patients if they are wearing transdermal

patches.
• Suspect a fentanyl overdose if there is a change 

in mental status or respiratory depression.
• Look for patches in areas such as under the

breasts or around the groin.
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have also attributed to this increase, along with the com-
petition to do riskier stunts at greater heights.”

To avoid complications with these injuries, do the
following:

• Use RICE (Rest, Ice, Compress, Elevate) as
soon as the child arrives at the ED.

“This can decrease the injury or length of recovery
time,” says Aagesen. “Do a thorough, hands-on evalua-
tion of the injury, including inspecting, palpating, and
auscultation.”

• Immobilize extremities. 
Regardless of whether your patient has a mild ankle

sprain, tibia fracture, or severe knee ligament injury,
extremities need to be properly immobilized, says
Robert Frederick, MD, sports medicine specialist at
the Rothman Institute at Thomas Jefferson University
Hospital in Philadelphia. “You always have to make
sure that the extremity is well perfused and document
that all the nerves are functioning properly,” he says. 

Cervical immobilization especially is important for
patients with facial trauma or a head injury, says Aage-
sen. “A patient should be put in a cervical collar while
you are assessing the airway, with the head maintained
in a straight alignment with the body,” she says. 

Even if a patient doesn’t have neurological deficits,
a cervical injury must be ruled out before the immobi-
lization equipment is removed, cautions Aagesen.
“Being diligent in cervical immobilization with a head
injury is a must,” says Aagesen. “Many times, the cer-
vical spine is overlooked when a child strikes their
head and the initial appearance is just a head injury.”

Brain and cervical CT scans are the standard diag-
nostic tests when patients present with this type of
injury, says Aagesen. “Overlooking a cervical injury
can cause a neurological deficit, paralysis, or worsen-
ing ligamentous injury,” she warns. 

• Identify the mechanism of injury. 

Does your patient report feeling the knee buckle and
give way after dismounting from a balance beam? If so,
suspect a potential injury to the ligamented structures.
On the other hand, if they twisted their neck to the side
when they landed, be concerned about a potential cervi-
cal spine injury and take appropriate precautions, says
Frederick. 

After learning exactly how the injury occurred,
you’ll have a sense of what structures might be at risk
for injury, so attune your exam to those areas, says
Frederick. “Where the child is most tender will lead
you in right direction,” he says. 

Reference

1. Singh S, Smith GA, Fields SK, et al. Gymnastics-related injuries 
to children treated in emergency departments in the United States,
1990-2005. Pediatrics 2008; 121:e954-e960 (doi:10.1542/peds.2007-
0767). ■

These 3 trauma injuries 
are easy for you to miss 

Young gymnasts may be more stoic than other kids
you treat. “So you really have to use all your clin-

ical tools: History, physical exam and X-rays to deter-
mine whether it’s something more significant or not,”
says Robert Frederick, MD, sports medicine special-
ist at the Rothman Institute at Thomas Jefferson Uni-
versity Hospital in Philadelphia. Here are three injuries
that could be overlooked by ED nurses:

• Growth plate injury. 
“Frequently, it’s difficult for emergency room per-

sonnel to properly interpret X-rays from skeletally
immature patients, says Frederick. “You should always
obtain comparison view of the opposite extremity and
maintain a low threshold for referral to a specialist,
even if the X-rays appear normal.”

• Stress fractures. 
If a child reports low back pain or pain tingling

down one leg, suspect a stress fracture, says Valerie
Elliott, RN, an ED nurse at The Children’s Hospital in
Denver. “This is not something that happens overnight.
It occurs over a period of time,” Elliott notes. 

This fracture easily can be missed because it won’t
be seen on CT or MRI scans. It can be diagnosed only
with a bone scan outside of the ED, says Elliott. “If the
patient comes in complaining of lower back pain, you
cannot consider it negative unless they have a bone
scan,” Elliott cautions. “And if a stress fracture isn’t
taken care of, it can cause some chronic problems.”

• Additional fractures. 
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ED nurses report seeing more children with gymnas-
tic injuries, including upper extremity injuries, head
and neck injuries, and fractures and dislocations.
Stress fractures, growth plate injuries, and cervical
injuries can have serious consequences if overlooked. 
• Rule out cervical injury before removing immobi-

lization equipment.
• Get comparison views of the opposite extremity

to assess for growth plate injury.
• Check joints above and below the injury to avoid

missing fractures.
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Because the child might have fallen by as far as 12
feet, there could be multiple fractures involved. “Some-
times we see the obvious fracture, but we might miss
another fracture,” says Elliott. “Always check the joints
above and below the injury.” ■

Don’t forget to prepare 
kids for ED procedures

EDs often fail to manage pain of children undergoing
painful procedures, which might mean the procedure

can’t be performed or the child might suffer needless
discomfort, says Steven J. Weisman, MD, an ED physi-
cian at Children’s Hospital of Wisconsin, Milwaukee. 

Nonpharmacologic pain and stress management
strategies should be part of standard ED protocols,
Weisman argues. “I would say most EDs do not have
this in place,” he says. “Techniques are very simple,
take no extra time at all, and are incredibly effective.”

Weisman recommends that all ED nurses receive an
hour or two of training in behavioral interventions, such
as breathing techniques to distract children. “Every ED
should be including these as part of its treatment algo-
rithms,” Weisman says. “If we are going to be putting
sutures in a kid, it may mean we don’t need to start an IV
[intravenous line] and actually sedate them.”

Here are four things that Carrie L. Baumann, RN,
BSN, patient care supervisor for the ED at Children’s
Hospital Health System of Wisconsin, does to decrease

a child’s discomfort during procedures:
• The right words are used. 
“Scripting is integral when speaking to a child regard-

ing painful procedures,” says Baumann. She avoids
words such as “stick,” “poke,” or “hurt a lot.” Instead she
says, “This will help take some of the pain away,” or “We
can’t make all the ouchies go away, but this will help.”

• Multiple procedures are done simultaneously.
When ruling out sepsis in an infant, two nurses enter

the room once everything is set up. After the straight
cath is complete, then the IV is started, with a simultane-
ous lab draw done. At the same time, a topical anesthetic
is placed on the baby’s back to prepare for the lumbar
puncture. 

“We also group multiple intramuscular injections
together with as many providers as needed, such as
with antibiotics or rabies vaccinations,” says Baumann.
“At times, there can be three or four nurses in a room.”

• A “comfort box” is used.
ED nurses placed multicolored lighted toys, bubble-

blowing liquid, and age-appropriate books in a box for
anyone to bring into a room during a procedure to help
distract a child. 

• Children are given choices.
“Sometimes just giving older children the option of

sitting or lying down, or deciding where the IV will
go, can make a difference in the way the pain is per-
ceived,” says Baumann.  ■
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■ Stop dangerous hospital-
acquired infections in your ED

■ Solutions for the 2009
National Patient Safety Goals

■ Find out which meds could
harm older ED patients

■ Steps that could save a
pediatric trauma patient’s life

COMING IN FUTURE MONTHS

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. ■

If you offer children nonpharmacologic pain and
stress management techniques, painful procedures
are better tolerated with less discomfort. This
approach also can eliminate the need for sedation. 
• Give infants sucrose via a pacifier or orally with a

syringe.
• Apply cold spray before starting an intravenous

(IV) line or drawing blood.
• Ask children to decide whether to sit or stand

when an IV is placed. 
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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 ser-

vice delivery;
• integrate practical solutions to problems and

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

5. Which of the following is an example of an
injury in a child that is possibly indicative of
abuse?

A. Bruises with well-defined shapes.
B. Bilateral thoracic bruising.
C. The presence of a skull fracture in a young

child.
D. All of the above 

6. Which is recommended for seizure in infants
due to water intoxication?

A. Avoid administering sodium intravenously.
B. Replace sodium as rapidly as possible.
C. Replace sodium slowly over 24-48 hours.
D. Assume the infant is severely dehydrated.

7. Which is true regarding patients with heart
attack symptoms with recent cocaine use?

A. Beta-blockers should be given only if patients
report palpitations.

B. Beta-blockers will not worsen hypertension.
C. Beta-blockers will improve coronary artery

spasms.
D. Benzodiazepines can be effective for patients

who are hypertensive and tachycardic after
cocaine use.

8. Which is true regarding the need for cervical
immobilization of gymnastics injuries? 

A. Patient should be put in a cervical collar while
you are assessing the airway, with the head
maintained in straight alignment with the
body. 

B. Cervical immobilization is not necessary if
patients have only a head injury.

C. If a patient doesn’t have neurological deficits,
immobilization equipment can be removed.

D. A patient should not be put in a cervical collar
until after the airway assessment is complete.

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



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


