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COBRA and EMTALA have been 
explored extensively in the literature 
and there is a plethora of additional 
information provided by CMS at 
their website (CMS, 2012). �e LNC 
can explore this site to gain more 
in-depth knowledge regarding these 
landmark statutes. 

TRIAGE ACUITY 
DESIGNATION
Each person presenting to the emer-
gency department for care is assigned 
a triage acuity on arrival regardless of 
the method of arrival. �e purpose of a 
triage acuity is to rapidly and accurately 
identify those who are most seriously 
ill or injured and initiate life-saving 
interventions followed by those who 
are less so. “�e purpose of triage in the 
emergency department (ED) is to pri-
oritize incoming patients and to identify 
those who cannot wait to be seen. �e 
triage nurse performs a brief, focused 
assessment and assigns the patient a 
triage acuity level, which is a proxy of 
how long the patient can wait to be seen 
(Gilboy, 2011, p1). Although there are 
number of 5-level-acuity systems used 
world-wide, the two primarily used in 
the United States are the Emergency 

septic shock. (Munoz v Watsonville 
Community, Case No. 15-cv-00932-
BLF, United States District Court 
- Northern District of California San 
Jose Division, Jan 25, 2017.) “(�e 
court) held that discharging KH with 
a pain level of 8 out of 10 violated the 
hospital’s duty to stabilize KH and it 
also failed to transfer her to a facility 
for her high level of pain, which was 
the identified emergency medical 
condition” (Brent, 2017).

health or safety of the woman or her 
unborn child”

(Foster, 2019)

CMS also requires that patients 
with psychiatric symptoms receive 
a screen for suicidal or homicid-
al attempt or risk, orientation, or 
assaultive behavior that indicates 
danger to self or others. 

COMMON EMTALA 
VIOLATIONS
EMATALA violations may be obvious 
and glaring (telling a patient presenting 
to the emergency department to go 
somewhere else) or subtle (suggesting 
or even hinting that a patient should go 
somewhere else.) 

Examples include but are not limited to:

•	 Ambulance arrives on hospital 
property and the hospital tells the 
ambulance crew to take the patient 
to the hospital down the street

•	 Directing a patient to a local physi-
cian without receiving an MSE

•	 Transferring a patient without prior 
acceptance by the receiving hospital

•	 Inadequate transfer documentation

•	 Delaying the MSE to obtain financial 
information

•	 Turning away a patient due to insur-
ance or financial status

•	 Improperly discharging a patient 
with an EMC 

(Zuabi, 2016)

“But they’ve been discharged – how is 
that EMTALA-related?”

A recent EMTALA case found 
against a hospital when a patient, 
after receiving treatment, was dis-
charged with a self-reported pain of 
8 out of 10 on a 1 to 10 scale. �e 
patient was experiencing an “internal 
hernia” and later that day suffered a 
cardiac arrest and ultimately died the 
following day from peritonitis and 

The process of triage is to sort the patients who are 

“sick” from the “not sick.”

Severity Index (ESI) and the Canadi-
an Triage and Acuity Scale (CTAS). 
Both these scales have been extensively 
researched and consistently determined 
to be valid and reliable (Mirhaghi, 
2015, Mirhaghi, Green, 2012). Using 
a standardized scale (such as ESI) has 
been supported by both the Emergency 
Nurses Associations (ENA) and the 
American College of Emergency Physi-
cians (American College of Emergency 
Physicians, 2010). 

Both ESI and CTAS are scales in which 
Level 1 is the most severely ill or injured 
and Level 5 is the least severe. 

It is critical that the clinician performing 
triage receives education specific to the 
acuity scale used as part of the overall 
triage education program (McNair, 
2012, Gilboy, 2011). Inadequate 
education may contribute to mistriage 
– the assigning of an incorrect acuity. 
Although assigning a triage acuity too 
high is still mistriage and may cause 
valuable resources being taken by a 
patient unnecessarily, assigning a triage 
acuity score too low can be deadly. 

TRIAGE QUALIFICATIONS
�e Emergency Nurses Association’s 
Position Statement: Triage Qualifications 
and Competency recommends triage 
qualifications and outlining methods 
for competency assessment. According 
to ENA, “Competency is an ongoing 
validation process that is part of safe 
practice in the ED; it includes observa-
tion and chart review to ensure accurate 
clinical decision-making” (Emergency 
Nurses Association, 2011). 

Triage competency begins with the 
recognition of the importance of expe-
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increase patient safety (Figure 1 on 
previous page). �e Emergency Nurses 
Association (2018) issued a position 
statement supporting standardized 
handoff approaches and challenging 
organizations to develop, implement, 
and continually monitor policies and 
procedures to support them. At a min-
imum, the position statement calls for 
a policy and procedure that includes a 
description of the content expected in 
every handoff process. 

EVIDENCE-BASED PATIENT 
HANDOFF TOOLS 
A meta-analysis of standardized 
handoff protocols shows they improve 
the quality of information communi-
cated between providers and fosters 
positive patient outcomes (Keebler et 
al., 2016). Shahian, McEachern, Rossi, 
Chrisari, and Mort (2016) reported 
on a large-scale implementation of the 
I-PASS mnemonic focusing on five key 
communication aspects. (see Sidebar) 
Physicians using I-PASS increased 

THE HANDOFF PROCESS
Patient handoff is a process of transfer-
ring care from one provider to another 
(Agency for Healthcare Research and 
Quality [AHRQ], 2019). In 2017, the 
Joint Commission issued a sentinel 
alert entitled “Inadequate Handoff 
Communication,” describing the risk 
to patients when an inadequate hand-
off process occurs in any healthcare 
setting. Ineffective communication is a 
major contributing factor, which leads 
to medical errors and the increased 
risk of patient harm (Nether, 2017). 
Insufficient, inadequate, untimely, and 
misinterpreted information during a 
handoff process are the major contribu-
tors to harm and adverse outcomes (�e 
Joint Commission, 2017); in 2012, they 
estimated that 80% of serious medical 
errors involved miscommunication 
during handoff. 

�e Joint Commission (2017) recom-
mended healthcare facilities embrace 
quality improvement measures to 

synthesis and contingency planning by 
40%. A second study reported a 23% 
reduction in medication errors and a 
30% reduction in preventable adverse 
events (Starmer et al., 2014). Parent 
et al. (2018) studied modified IPASS 
use in critical care and found providers 
reported feeling more prepared to deliv-
er safe patient care.

�e Institute for Healthcare Improve-
ment promotes the SBAR (see Sidebar), 
a standardized tool with moderate 
evidence for improved patient safety 
during telephone handoff. (Muller et al., 
2018). One study showed a significant 
statistical difference between the per-
formance scores in all areas before and 
after the implementation of this tool in 
a critical care setting (Inanloo, Moham-
madi, and Haghani, 2017). 

�ere are other tools available. Although 
evidence supports use of a standardized 
tool, there is no evidence to support the 
use of any given tool over another.

PATIENT HANDOFF POLICIES 
AND PROCEDURES
LNCs should look for a policy and pro-
cedure incorporating an evidence-based 
tool, and training and documentation 
regarding implementation and correct use.

Previous research supports healthcare 
provider training on handoff proce-
dures as an essential step in ensuring 
the effective implementation of any 
process. Broad-focused training sessions 
could cover the appropriate handoff 
procedure, regardless of the location 
where handoff takes place. Inanloo et 
al. (2017) discovered SBAR improved 
critical care nurse performance after 
the training and implementation when 
compared to performance before the 
training and implementation. �e Joint 
Commission (2017) suggests standard-
izing critical content during patient 
handoff, verbal and written, and stan-
dardized institutional training on these 
tools (�e Joint Commission, 2017). 

I-PASS. (Calaman et al., 2013).

Illness severity 

Patient summary �Events leading up to admission, hospital course, 
ongoing assessments, and plan for care.

Action list Receiver’s “to-do list,” timeline for completing it; 
receiver takes ownership for completion.

Situational 
awareness / 
contingency 
planning

Allows receiver to understand what is going on with 
the patient and prepare/plan for possibilities

Synthesis �Receiver summarizes the communication, obtains 
clarification, and restates key action or to-do items

SBAR (Hunter et al., 2017).

Situation A concise statement of the patient problem

Background Pertinent information related to the situation.

Assessment Provider’s assessment, analysis, and considered options

Recommendations recommended actions for patient car







Editor’s Choice: The Art and 
Science of Triage, 2nd Edition
Andrea Perry, MSN, RN, CNL, CEN, CPEN

The Art and Science of 
Triage, 2nd Edition
Lynn Sayre Visser, MSN, BS, RN, 
CEN, CPEN, CLNC and Anna Sivo 
Montejano, DNP, MSNEd, RN, CEN, 
Editors

ISBN: 978-0-8261-4829-2
e-book ISBN: 978-0-8261-4851-3
Springer Publishing Company LLC

Don’t miss the new sections of the 
2nd edition!

•	 Active Shooter/ Active Violence 
and Emergency Management, with 
contributions from a FEMA certified 
Emergency Preparedness coordinator

•	 Triage Competency, including a 
sample validation form, education 
and competency plan, and triage 
audit form

•	 Pain management

•	 Endocrine emergencies

�is book is a must-read for any 
legal nurse looking to understand the 
complex roles of the nurse and medical 
provider in triage. As a bonus, a testa-
ment to its relevance, contact hours are 
free with purchase. �

Andrea Perry, MSN, RN, 
CNL, CEN, CPEN is a 
Clinical Nurse Leader at 
an ED in Roseville, CA. In 
her role as CNL, Andrea is 
responsible for new hire 

training, policy and procedure develop-
ment, and quality improvement. She is 
an active member of the Emergency 
Nurses Association, serving as an 
officer in her local chapter and present-
ing at national conferences. She has 
contributed to several publications, 
both professional and commercial.

T riage is a foundation of emergen-
cy nursing—and mastering it is 
an ED nurse’s most challenging 

task. Clinical experience, knowledge 
of policy and procedure, and intuition 
must come together seamlessly so that 
the ED nurse can quickly decide: sick 
or not sick. Triage is a dynamic process 
in a constantly changing environment, 
and resources must change in order to 
stay relevant. 

Fast Facts for the Triage: An Orienta-
tion and Care Guide, Second Edition 
is a valuable resource for the triage 
nurse, regardless of experience level. 
Recognized by the American Journal of 
Nursing as a Critical Care-Emergency 
Nursing Book of the Year in 2015, this 
text is known to be a reliable, com-
prehensive tool. �e first edition was 
written for orientees, preceptor, educa-
tors, leadership teams, and paramedics. 
Content covered included the orienta-
tion process, legal concerns, triage acuity 
levels, worst case-scenarios, and patient 
and staff safety among others. �e new-
ly released 2nd edition adds expanded 
“red flag” sections and information on 
human trafficking victims and mili-
tary populations. 
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ters for Medicare and Medicaid Services, 
2018). Had this patient denied suicide 
thoughts on initial screening, it is the 
treating provider’s decision to determine 
if the patient’s actions prior to admission 
to the ED constitute suicidal behavior, 
as in this case study. It is imperative to 
stress that suicide screening will not 
identify all patients at risk for self-harm. 
Screening is dependent on the accuracy 
and completeness of responses received 
to the screening questions. Screening 
cannot predict psychiatric admission 
and near-term adverse events in the ED 
(Chang & Tan, 2015). Once identified, 
best practice requires suicidal patients to 
undergo continuous observation. �is 
often looks like a one-to-one sitter who 
can be an aid, technician, etc. as outlined 
in the hospital’s policy and procedures. 
However, even the implementation of a 
one-to-one sitter is not enough. �e key 
is continuous observation. Even a few 
minutes lapse in visual monitoring can 
allow a determined patient enough time 
to attempt suicide, as proven in this sce-
nario. Lastly, the patient’s room was not a 
ligature “resistant” environment. Instead 
of providing a safe environment, the 
patient room contained items that could 
have led to a successful suicide attempt. 

IDENTIFYING AT RISK 
PATIENTS 
Psychiatric patients present to the emer-
gency department in various conditions. 
Many patients suffer from dual diagnosis 
mental health disorders such as depres-
sion, Post Traumatic Stress Disorder 
(PSTD), addiction and drug abuse as 
well as a combination of the above. In 
the case discussion, there was no medical 
history suggesting that the patient 
suffered from mental illness, but the fact 
that she was positive for amphetamines 
suggests that she was an increase safety 

�e Centers of Disease Control and 
Prevention reported 136.9 million ED 
visits nationally for the year in 2015 
(CDC, 2016). In today’s EDs, patients 
waiting for inpatient psychiatric beds 
remain in the ED 3.2 times longer 
than non-psychiatric patients. �e care 
process for psychiatric patients in EDs 
nationwide averages 7 to 11 hours, and 
often takes more than 24 hours when 
patients require transfer to an outside 
facility (American College of Emergen-
cy Physicians, 2008). Due to increased 
patient volume as well as longer times in 
the ED, heightened awareness is crucial 
to ensure the safety of all patients. 

CASE DISCUSSION
A 22-year-old female is brought in 
to the ED by paramedics after being 
found running on a busy freeway. �e 
paramedics reported that the patient 
swallowed an unknown amount of 
methamphetamine. Upon arrival, the 
patient was physically assessed and 
cleared medically. �e patient was not 
screened or identified as potentially 
suicidal. It was assumed her psychosis 
was drug related. After several hours 
of observation, an emergency care 
technician returned to find the patient 
unresponsive, cyanotic, and hanging 
from the cardiac monitor with the mon-
itor wires wrapped around her neck. 
Luckily, the patient regained conscious-
ness after quick resuscitation efforts. 

WHAT WENT WRONG?
First, the patient was not immediately 
identified as a risk for intentional harm 
to herself or others. �e hospital had a 
policy outlining suicide screening ques-
tions for all patients admitted through 
the ED. �is patient was not asked the 
hospital’s standard suicide screening 
questions as part of her initial physical 
assessment. Psychiatric patients requir-
ing medical care in a non-psychiatric 
setting (medical inpatient units, ED, etc.) 
must be protected when demonstrating 
suicidal ideation or harm to others (Cen-

risk due to altered thought process and 
unpredictable behavior. Again, she was 
also not assessed for suicidal thoughts 
per the hospital’s policy upon her initial 
evaluation. When screening for the risk 
of suicide is limited to patients reporting 
a mental health chief complaint, a signif-
icant number of positive screenings are 
missed (Boudreaux et al., 2015). Accord-
ing to Boudreaux et al. (2015), suicidal 
ideation is estimated to be present in as 
many as 11% of all ED patients, while 
only 3% are identified by screening. 

Currently, hospitals are not required to 
perform universal screening for suicidal 
ideation on all patients. It is important 
for clinicians to assess every individual 
for suicidal ideation as part of their 
overall clinical evaluation. However, 
some organizations that care for vulner-
able populations with a high prevalence 
of suicidal ideation have successfully 
implemented universal screening proto-
cols (Schnieder, 2015). �is is also true 
for facilities that care for a large number 
of the transient, homeless, and chemi-
cally dependent population. 

It is a false belief that asking a patient 
about suicidal thoughts or plans incites 
or encourages suicidal behavior (Bou-
dreaux et al., 2015). Providers are 
encouraged to ask specific questions 
about the nature and content of sui-
cidal thoughts. �orough assessment 
ensures that at risk patients are ade-
quately screened and once identified, 
can be cared for a in a ligature-resistant 
environment while under continuous 
observation status. Care providers need 
to maintain an elevated level of vigilance 
and attempt to identify the potential 
risk factors and personal characteristics 
associated with suicidal behaviors.

�ere are numerous patient risk assess-
ment tools available to identify patients 

ENA Behavioral health resource:  
https://www.ena.org/practice-resources/behavioral-health
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viewing, continuously monitored video). 
�e monitoring must be integrated to 
allow for immediate intervention by a 
qualified staff member when called for. 
Second, the patient should be placed in 
a safe room that is ligature-resistant or 
that can be made ligature-resistant by 
having a system that allows fixed equip-
ment that could serve as a ligature point 
to be excluded from the patient care area 
(Centers for Medicare and Medicaid 
Services, 2018). Potential risks include 
but are not limited to, sharps, harmful 
substances, access to medications, break-
able windows, accessible light fixtures, 
plastic bags (for suffocation), oxygen 
tubing, bell cords, etc. Patients cared for 
in emergency departments often require 
equipment to monitor and treat their 
medical conditions, so it is impossible to 
make their environment truly liga-
ture-resistant (Boudreaux et al., 2015).

CONCLUSION
�e case presented illustrates some 
of the risks and errors that occur 
when caring for suicidal patients in 
the emergency department. When 
reviewing these types of cases, it 
is important to remember that in 
addition to the individualized medi-
cal record, organizations should have 
policies, procedures, training, and 
monitoring systems in place to ensure 
these practices and procedures are 
reliable. Even when most of the safety 
guidelines are followed, a brief and 
minor lapse in protocol can result in 
attempted or completed suicide. Once 
an individual in the ED or hospital has 

Two hospitals were cited by CMS 
in 2018 for putting their patients in 
immediate jeopardy after staff failed to 
keep a continuous watch over at-risk 
patients even though the hospital’s own 
policy called for a sitter or other one-
to-one observation (Patient Safety & 
Quality Healthcare, 2018). A finding of 
immediate jeopardy by CMS means an 
immediate threat to life and safety was 
identified making the hospital at risk 
of losing its ability to bill Medicare for 
services. Regardless of the organization 
a hospital uses for accreditation, it is 
important to assess the hospital’s suicide 
prevention compliance against CMS 
recommendations. 

SAFE ENVIRONMENT
Psychiatric patients requiring medical 
care in a non-psychiatric setting such 
as an Emergency Department must be 
protected when demonstrating suicidal 
ideation or harm to others. Although 
all risks cannot be eliminated, hospitals 
are expected to demonstrate how they 
identify patients at risk of self-harm or 
harm to others and steps they are taking 
to minimize those risks in accordance 
with nationally recognized standards 
and guidelines (Centers for Medicare 
and Medicaid Services, 2018).

Based on CMS rules and regulation, 
Boudreaux et al. (2015) recommends 
two main strategies to keep patients with 
serious suicide ideation safe in emergen-
cy departments. First, the patient must 
be placed under demonstrably reliable 
monitoring (1:1 continuous monitoring, 
observations allowing for 360-degree 

who may be a risk for harm to self or oth-
ers. No one size fits all tool is available. 
�erefore, the type of patient risk assess-
ment tool used should be appropriate to 
the patient population and care setting. 
All hospitals are expected to implement a 
patient risk assessment policy, but it is up 
to each individual hospital to implement 
the appropriate strategies. For example, 
a patient risk assessment strategy in a 
post-partum unit would most likely not 
be the same risk assessment strategy 
utilized in the emergency department. 
Two examples of instruments that have 
been validated to assess potential suicide 
or self-harm risk in the ED include the 
Ask Suicide-Screening Questions (ASQ) 
and the Columbia-Suicide Severity 
Rating Scale (C-SSRS). (Boudreaux 
et al., 2015).

For more information and resourc-
es that may be used to meet the 
requirements of the standard please 
visit: https://www.ncbi.nlm.nih.gov/
pubmed/25826715

CMS REGULATIONS
In 2018, �e Centers for Medicare and 
Medicaid Services (CMS) announced 
that they would be embracing Joint 
Commission’s recommendations 
regarding ligature risks in the hospi-
tal setting (Patient Safety & Quality 
Healthcare, 2018). Recommendations 
include specific guidelines on making 
the care environment for at-risk patients 
ligature-resistant and the need for con-
tinuous observation and supervision of 
a patient if such an environment cannot 
be provided.

Screening for suicide risk should begin during the triage process. The 
Suicide Risk Assessment Clinical Practice Guideline and Suicide Risk 
Assessment Clinical Practice Guideline Synopsis are valuable tools 
in understanding the risk assessment in the emergency department 
setting and can be located at https://www.ena.org/practice-resources/
resource-library/clinical-practice-guidelines/-in-category/categories/ena/
resources/practice-resources/clinical-practice-guideline/suicide
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•	 Between 2005 and 2014, there was 
a 110% spike in the rate of violent 
incidents reported against healthcare 
workers.5

•	 Over 20% of registered nurses and 
nursing students report they have 
been physically assaulted and over 
50% say they’ve been verbally abused 
during a year.5

•	 �e healthcare industry files the 
fourth most sexual misconduct 
claims, 11.48% of all claims filed 
with the EEOC.6

•	 �e highest rates of violence occur 
in the emergency room, behavioral 
health and geriatric long-term care 
settings.7 54% of ER nurses report-
ed experiencing violence in the past 
seven days.8

HEALTHCARE WORKPLACE 
VIOLENCE UNDERREPORTED 
Even with the information we have 
around workplace violence in healthcare, 
it is largely underreported. Studies sug-
gest that over 50% of physical assaults 
and 80% of verbal abuse against nurses 
goes unreported.8 

“Healthcare workplace violence is an 
underrated, ubiquitous, and persistent 
problem that has been tolerated and 
largely ignored,” said Dr. James Phillips 
of Harvard Medical School. “Providers 
are reluctant to report these incidents 
because we have compassion for our 

is perpetrated by patients, family 
members and visitors.

•	 Coworkers: 3% of workplace vio-
lence in the healthcare setting were 
caused by coworkers.

•	 Students: 3% of incidents were 
caused by students

•	 Assailants: 2% were caused by 
assailants with criminal intent, 
such as robbery, or by persons with 
a personal relationship with the 
employee, such as when domestic 
violence spills over into the 
workplace.

HOW PREVALENT IS 
WORKPLACE VIOLENCE 
IN HEALTHCARE? 
�ere are nearly as many violent injuries 
in the healthcare industry as there are in 
all other industries combined.4

•	 Healthcare and social service 
workers suffered 70% of all 
workplace violence injuries.4

•	 Rates of violence against health-
care workers are up to twelve times 
higher than the rates for the overall 
workforce.4

•	 Healthcare and social service workers 
are more likely to get injured at work 
than police officers and prison guards.4

•	 �e most common causes of violent 
injuries result from hitting, kicking, 
beating and shoving.3

�e federal government has followed, 
introducing the Health Care Workplace 
Violence Prevent Act in March 2018. 
�ough H.R. 5223 is still pending, 
if passed, it would require employers 
to develop and implement workplace 
violence prevention plans like those 
discussed in this article. 

DEFINING THE ISSUE
Workplace violence is defined as any 
act or threat of physical violence, 
harassment, intimidation, or other 
threatening, disruptive behavior that 
occurs at the work site. It can encom-
pass a spectrum of behaviors, ranging 
from conduct that is inappropriate, to 
life-threatening attacks, including:

•	 Harassment: any behavior that 
demeans, embarrasses, humiliates, 
annoys, alarms, or verbally abus-
es another person, such as using 
offensive language, sexual innuendos, 
insults, arguments, bullying, or other 
inappropriate activities. 

•	 Verbal or written threats: any 
expression of intent, verbal or in 
writing, to inflict personal pain, harm, 
damage, or psychological harm. 

•	 Threatening behavior: acts such 
as shaking fists, slamming doors, 
destroying property, vandalism, theft 
or throwing objects.

•	 Physical attacks or assault: inten-
tionally, knowingly, or recklessly causes 
physical injury. Examples include 
hitting, shoving, biting, pushing, or 
kicking. Aggravated assault is a more 
serious kind of physical attack as it 
typically accompanied by a weapon. 

TYPES OF WORKPLACE 
VIOLENCE
According to the U.S. Department of 
Labor, workplace violence that resulted 
in healthcare worker injuries and missed 
days from work were caused by:3

•	 Patients: 92% of workplace 
violence in the healthcare setting 

Workplace violence resource from ENA:   
https://www.ena.org/practice-resources/workplace-violence

3	 Occupational Safety and Health Administration (OSHA). (2015). Guidelines for preventing workplace violence for health-
care and social service workers. Retrieved from https://www.osha.gov/Publications/osha3148.pdf

4	 U.S. Government Accountability Office. (2016). “Workplace Safety and Health: Efforts Needed to Help Protect Health-
care Workers from Workplace Violence,” April 14, 2016. Retrieved from https://www.gao.gov/products/GAO-16-11

5	 Ladika, Susan. (2018). “Violence against Nurses: Casualties of Caring,” NCBI, May 6, 2018. Retrieved from https://
www.ncbi.nlm.nih.gov/pubmed/29763407

6	 U.S. Equal Employment Opportunity Commission (EEOC). Types of Discrimination - Harassment. Retrieved from 
https://www.eeoc.gov/eeoc/commission.cfm.

7	 Occupational Safety and Health Administration (OSHA). (2015). Preventing Workplace Violence in Healthcare. Under-
standing the Challenge. Retrieved from https://www.osha.gov/dsg/hospitals/workplace_violence.html

8	 Solheim, Jeff. (2018). “The realities of workplace violence for emergency nurses,” The Hill, September 18, 2018. Re-
trieved from https://thehill.com/opinion/healthcare/407249-The-realities-of-workplace-violence-for-emergency-nurses
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•	� Early identification of sepsis leads to lower patient mortality and better outcomes. Guidelines for 
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•	� A patient with an infection or suspicion of infection will likely need blood cultures. Guidelines 
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bcccpg2c37f1815b664d2fa8d7e9fd0f475a41.pdf?sfvrsn=6d1899fb_12 Contaminated blood 
culture specimens can lead to a delay in the most appropriate care. 
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