ED Patient Care Pitfalls

1. Remember that there is a different standard and a different expectation placed upon you when you work in the ED compared to the BAS.  Chart reviews reveal some areas for improvement.  Please consider these suggestions when working in the ED. If we are conscientious about charting, we will help patients and ourselves to provide better care and protect our licenses.

2. Review of Systems frequently missing.  Should be included in virtually all ED encounters.  Not all systems need to be reviewed, but any system that could possibly be affected by the presenting complaint should be.  Please refer to the SOAP note guidance.

3. Peak Flow not documented.  Although Peak Flow does not predict long (or short term) mortality, it does demonstrate clearly, response to treatment.  Anyone receiving albuterol and/or Atrovent nebulizer treatments should have peak flows performed pre and post treatment and referenced to the patients predicted peak flow. 

4. Oral Prednisone not given in asthma exacerbation. Virtually all asthma/RAD/COPD exacerbations should receive oral prednisone (or IV Solumedrol if cannot take PO).  

5. Eye complaints.  ALL eye complaints require VA testing and documentation before you examine the patient.  Do not forget to ask if there are any VA changes (among many other questions).  This answer is supported or denied by VA testing and PE. Also, and very importantly, a thorough eye exam includes a slit lamp exam.  This equipment is available and should be used for virtually every eye complaint.  Also, the eye should be stained for examination under the slit lamp.  Foreign bodies can penetrate resulting in streaming of the stain upon exam. The differential diagnosis of conjunctivitis includes ophthalmic HSV and this MUST be r/o on all patients.  Delay in diagnosis and treatment of this can lead to long-term morbidity.  Lastly, people with eye trauma or unexplained eye pain MUST have intraocular pressures checked, right then, not the next day.  There is a tonopen, a tonometer on the slit lamp, and schiotz tonometer available. 

6. Head injury/Loss of Consciousness (LOC).  History of previous concussion increases risk for future events and problems that are more serious so consider that when developing a treatment plan.  Include a neck exam with a Brudzinski and Kernig test charted (blood from a SAH or sentinel bleed is irritating to the meninges).  Also, include a quick exam of the neck, back, and subjective and objective discussion/exams to r/o injuries in other areas.  In older folks, why did they fall/get knocked out in the first place?  Consider GI Bleed, MI, intoxicated.  If any of these are suspect the patient needs a syncope work up (see below for more info).  Discharge instructions for any head injury patient with LOC should include clear guidance to return if: any neurologic symptoms (explained in detail verbally by you), worsening or severe headache, faint, stiff neck, or generally worse.  In addition, a profile should be given including: quarters for 24hrs with NCOIC or CQ checks every 6 hrs (wake up, walk, talk OK, and get the responsible persons name and signature on the chart), and no contact sports for 2 weeks.  F/U sick call in am.  Lastly, anything more than a "Brief" LOC deserves a head CT.  What is a brief LOC?  Good question.  No good answer.  Certainly a few seconds is brief.  Some say a minute or two is brief.  Most ER docs will CT the head if LOC if more than a few seconds even with a benign exam and minimal or no headache.

7. Lacerations:  always note presence/absence of foreign body, devitalized tissue, ongoing bleeding.  Discharge instructions should include wound care instructions, a 2-3 day out wound check by their PCP, when to have sutures removed and lastly why to come back to the ED (for infection: red, pain, pus, streaks, fever, or generally worse.)  Make sure you document wound dimensions in your procedure note.

8. Syncope/Near Syncope.  Frequent complaint.  If the patient appears well on presentation and has normal vital signs then simply perform a quick heart, lung and abdomen exam followed by a rectal exam (to r/o massive UGI bleed: note brown stool and heme neg on chart) and an EKG to r/o arrhythmias.  Studies have shown that blood tests and CXRs and other studies are of little value with this set of patients.  Consider head CT in elderly and sentinal bleed in headache patients.

9. The Chief Complaint, medic/nurse triage note, and discharge diagnosis should all agree.  If they do not, you MUST explain in detail why not.  For example, if a patient complained of eye swelling and pain, the medic noted headache, nausea and dizziness, and the d/c dx was chalazion then a note addressing the discrepancy is in order.  This is probably the correct diagnosis but the chart does not address the problems the medic discerned.  If you don’t and there is a bad outcome, you can have problems because you did not address the concerns the patient told the medic. 

10. Headache patients.  It probably is not a good idea to make a diagnosis of Migraine Headache on a patient without a history of similar headaches.  Further, criteria for diagnosing migraine includes at least: duration less then 72hrs (vast majority are less than 24hrs), nausea, worse with activity.  In addition, they are generally unilateral and usually on the same side over time.  They are frequently accompanied by photo/phonophobia.  So any headache lasting longer than 24hrs (and certainly >72hrs) is doubtful a migraine and other diagnosis should be seriously entertained.  Also, the chart MUST reflect that you considered and dismissed life threatening etiologies (SAH and meningitis primarily with several others secondarily depending on the presentation such as mastoiditis, sinusitis, SOL (space occupying lesion), sentinel bleed.)  A COMPLETE neuro exam MUST be documented for any patient you are not thoroughly familiar with and have performed said exam in the recent past.  This includes a fundoscopic exam noting papilledema (or lack of), CNs, DTR's, Strength, sensation and cerebellar tests. (It should only take 2-3 minutes to do this exam with practice).  Remember that anyone treated with imitrex or DHE 45 should have CAD hx/exam and cardiac hx noted on chart because these are contraindications to that treatment.

11. Female with abdominal pain.  Do not forget to r/o ectopic!  Must check a pregnancy test and document!

12. Abdominal pain discharge and F/U.  

a. If symptoms resolved in ED with minimal or no treatment OK to d/c with f/u you deem appropriate (1-3 days w/PCP depending on situation).  

b. If pain persists, no surgical abdomen (peritonitis or suspected surgical or serious condition: appy, chole, pancreatitis, perforation, volvulus, obstruction, etc.), afebrile, normal WBC, AAS, and you doubt any serious problem then it’s OK to d/c WITH CLOSE F/U.  That means return to ED in 6 hrs for recheck, sooner if worse i.e. (fever, vomiting, severe pain, or generally worse)

13. Somatoform disorders. (i.e. giving psych diagnosis for physical complaints).  In general, do not do this in the ED.  This is a diagnosis of exclusion and should only be made after thorough testing and evaluation by a specialist.  You can include this in your differential diagnosis in your MDM (medical decision-making) section if you like though.

14. Heart, lung, abdominal exam.  Should be noted on virtually all ED patient charts.  This is a quick exam, total 30-45 seconds combined.  Consider it a screening exam and backs up your negative ROS for these areas.  You do not have to do it on young healthy people with an isolated minor extremity injury, but everyone else should get it.
