


(insert AGENCY name)
Policy and Procedures for Medical Emergencies
Purpose
This is a sample policy for RH Care agencies to use to ensure compliance with RHCare Certification Requirements. This policy outlines the response to several emergency situations that may occur in a clinical setting, including anaphylaxis, vasovagal reaction/syncope, cardiac arrest/respiratory difficulty, and hemorrhage which clinical staff can address while awaiting arrival of 911 emergency service personnel. In addition, the policy provides an after-hours plan for clients.
Policy
Clinical staff at (insert AGENCY name) may encounter medical emergencies while performing their job duties. The clinical staff will be expected to assess medical emergencies, access community emergency medical services as appropriate, and provide limited emergency care until help arrives. If emergency care is provided, details of the incident will be recorded in detail.
At least one clinical staff member who has been trained in responding to anaphylaxis should be present in the clinic when immunizations or other injections are being given.
Specific staff will have current cardio-pulmonary resuscitation (CPR) training and BLS training.
Appropriate documentation of the incident will be placed in the client’s chart.
(insert POSITION/TITLE) will fill out an incident report.
Clients are to be kept at (insert AGENCY name) until they can be safely discharged.
Transportation may need to be arranged for client safety.
Procedure
The key to dealing with emergencies that arise in a clinical setting is rapid recognition of the situation, ensuring safety and appropriate management and disposition of the affected patient, and the safety of all others in the clinic. This protocol is intended to provide guidance for initial stabilization until paramedics arrive.	
1. General Procedure for All Medical Emergencies
2. Guidelines for Specific Emergencies
3. Anaphylaxis
4. Shock
5. Vaso-Vagal Reaction/Syncope 
6. Cardiac/Chest Pain
7. Respiratory Distress
8. Hemorrhage
9. On-site Equipment and Supplies
General Procedure For All Medical Emergencies
1. The licensed clinical staff will assess the client.
2. For any medical emergency, if a trained clinician is unable to assess the person immediately, call 911 to request EMS.  
3. When a medical emergency occurs, the staff should calmly call for help, stating in which room the emergency is occurring.
4. When calling 911, be prepared to identify yourself, give the address of the clinic, and provide a brief summary of the client’s status. Stay on the line until you are instructed to hang up.
5. Universal Precautions should be used at all times.
6. Personnel: 
a. In any medical emergency, one clinic staff as described and authorized by licensure and training will assume the role of team leader. 
b. A minimum of two people should attend the client.
c. One person should serve as recorder, writing down everything that happens, with times noted (e.g., 911 called, client moved to exam room, vital signs, history provided by patient or family member, any change in patient status).
d. One person should be specifically assigned the job of calling 911. That person should then manage the waiting room (clearing it of waiting patients, if necessary), and be prepared to direct the paramedics to the patient when they arrive.
e. Other jobs that may need to be done include support for family members, care for young children, calling the requested family member, etc.
f. All staff should stand by until the emergency is resolved. 
7. Location of emergency 
a. If the client is in waiting room when staff becomes aware of client distress:  
Immediately summon any available RN/clinical staff to the waiting room
If the client is able, quickly escort them to the nearest exam room.
If client is unable to be quickly and safely moved to an exam room, assign one staff member the job of clearing other clients from the waiting room.
b. If client is already in an exam room when staff becomes aware of client distress:
Open the door and call for help; leave the door open. 
When someone arrives, quickly explain the situation. Someone will need to summon more assistance and call 911. 
8. Quickly take vital signs: blood pressure, heart rate, and respiratory rate and quality. Repeat vital signs every 5-10 minutes, or as indicated by a change in client’s status or symptoms. Take a basic history while awaiting paramedic arrival: recent symptoms, current medications, drug allergies, medical problems, with special attention to history of heart or respiratory problems.
9. Use a calm and reassuring manner to soothe client until paramedics arrive. 
10. Document all actions and fill out incident report.
Guidelines For Specific Medical Emergencies 
Anaphylaxis:
Background
Anaphylaxis is a life-threatening manifestation of clinical hypersensitivity (allergy) resulting in a generalized reaction. This protocol is intended to provide guidelines for initial stabilization until paramedics arrive. If agencies already have an anaphylaxis response plan i.e. for vaccines, only one plan is needed.
Subjective may include:
1. History of previous episodes of anaphylaxis or hypersensitivity
2. History of exposure to allergens: Drugs, immunizations, insect sting, food, etc.
3. Complaint of one or more of the following usually within 5-60 minutes from time of exposure:
a. Sense of warmth or burning, itching, swelling of face, eyelids, and/or tongue
b. Tightness in chest, shortness of breath, hoarseness, difficulty breathing
c. Dizziness, syncope, rapid heart rate, tingling, and anxiety, drop in blood pressure
d. Nausea, vomiting, abdominal cramps, diarrhea
e. Anxiety, flushing
Objective may include:
1. Apprehensive patient with flushing, rash, urticaria, swelling of face, eyelids, and/or tongue. 
2. Hypotension, tachycardia, or syncope.
3. Cold, clammy skin, cyanosis
4. Wheezing, choking, hoarseness, coughing, or dyspnea.
5. Dilatation of pupils, loss of consciousness or convulsions.
6. Cardiac arrhythmias and/or arrest.
Assessment:
Anaphylaxis
Plan/Response:
1. Take immediate action at the first sign of anaphylaxis. Call for help, and have someone call 911 immediately.
2. Lay client flat and PROCEED WITH THE FOLLOWING:
a. Assess ABC’s: A = Airway; B = Breathing and C = Circulation, quickly; take necessary actions to ensure all systems are functioning.
b. Immediately administer epinephrine via an intramuscular injection in the thigh (0.3 mg for adults and children over 40kg or .15 mg for children under 40kg).
i. Epi or, Use EpiPen Autoinjector:
ii. EpiPen JR. for patients < 30 kg
iii. EpiPen (regular) for patients > 30 kg
3. Observe for 5-10 minutes; if there is no improvement in condition, then repeat epinephrine dose. 
4. For SEVERE URTICARIA OR EDEMA, particularly edema of the larynx, (administer only as an adjunct to Epinephrine) DIPHENHYDRAMINE HYDROCHLORIDE (Benadryl) 50 mg/mL IM (at a different site) as follows:
a. Ages 2 years and younger		0.25 mL*
b. 2 – 4 years of age			0.5 mL*
c. 5 – 11years of age			1.0 mL*
d. 12 years and older			2.0 mL*
e. *Alternative is 1 mg/kg body weight.
5. Record all medications administered including the time, dosage, response, and the name of the nurse/NP/physician who administered the medication.
6. Monitor and record Vital Signs.
7. If the client is wheezing with respiratory difficulty, elevate the head and chest slightly; if the client’s blood pressure is decreased and pulse is weak, elevate the feet.
8. If at any time the client suffers Respiratory and/or Cardiac Arrest, start CPR 	immediately and initiate use of AED. Maintain airway.
9. Any client who develops signs and symptoms of anaphylaxis MUST be examined by a physician or transported via a fully equipped emergency vehicle to an emergency room before being released. ASSURE THAT PHYSICIAN OR PERSON ACCEPTING RESPONSIBILITY OF PATIENT’S CARE KNOWS WHAT MEDICATION(S) HAS BEEN GIVEN.
Vasovagal Reaction/Syncope
Background
A vasovagal reaction can occur in response to certain stimuli, medical procedures (such as phlebotomy, immunization, IUD insertion, etc.), or even the sight of blood. Syncope, also called fainting, is the loss of consciousness and postural tone due to diminished cerebral blood flow. Presyncope or near syncope is the sense of dizziness or light-headedness that may precede loss of consciousness.
Subjective may include:
1. A history of previous syncope or vasovagal reaction. 
2. Feeling faint, dizzy, lightheaded, or nauseated.
3. Sudden sensation of feeling hot or cold.
4. Sudden sensation of needing to urinate or defecate.
5. Ringing in ears or changes in vision (i.e., seeing spots, tunnel vision, or blackness).
6. Client may be asymptomatic prior to losing consciousness. History of previous episodes of anaphylaxis or hypersensitivity.
Objective may include:
1. Skin may become pale, cool, clammy, or diaphoretic.
2. Systolic BP may be less than 90.
3. Pulse may slow (30-50 beats per minute). 
4. Change in level of consciousness: client may be confused, anxious, disoriented, or abruptly lose consciousness.
5. May experience brief seizure-like activity when losing consciousness.
Assessment:
Vasovagal reaction (if no loss of consciousness). Syncope (if loss of consciousness occurs).
Plan/Response:
1. Stop procedure.
2. If symptoms are mild, consider instructing client to perform isometric contraction (tensing) of muscles in arms, hands, legs and feet and hold the contraction for 30 seconds. This can sometimes avert a vasovagal reaction.
3. If isometric contraction is unsuccessful, assist client to a safe position lying flat to prevent falls and improve blood flow. (Pregnant clients should be placed on their left side).
4. Raise the client’s legs to enhance venous return.
5. Call for assistance.
6. Monitor blood pressure, heart rate, and respiratory rate.
7. Look for associated signs of anaphylaxis: hives, itching, swelling, or wheezing. Give epinephrine as indicated (SEE ANAPHYLAXIS PLAN ABOVE).
8. If symptoms progress, or last more than 5 minutes, arrange transport to ED (911).
9. If client loses consciousness:
a. Protect from trauma.
b. Evaluate airway, breathing, and circulation. If absent pulses or respiratory arrest, start CPR, initiate use of AED, and call 911.
c. Use ammonia capsules or sternal rub as needed. 
d. Call 911 if client does not regain consciousness within 1 minute.
10. If symptoms are resolved within 5 minutes, have client rest quietly and monitor for at least 10 minutes. Monitor vital signs including pulse and blood pressure every 10 minutes. Do not re-attempt procedure that day. Schedule for return and instruct client to eat a good meal one hour prior to procedure and to hydrate adequately.
Follow-Up:
1. Assess for injuries if client experienced a fall.
2. Reassure clients with simple syncope or near-syncope re: benign nature of event.
3. Educate clients that eating an hour before a planned procedure and maintaining adequate hydration may prevent further episodes.
4. Instruct client to inform all health care providers, phlebotomists, etc., that they have a history of syncope or vasovagal reaction.
5. Clinical staff will determine if additional evaluation is required to assess for underlying causes of syncope, especially if this is a recurrent issue.
6. If symptoms are not in association with procedure, proceed as above, but client should be evaluated in ED regardless of whether symptoms resolve or not.
Additional Information for Staff:
Recognizing the client may faint following an invasive medical procedure, it is important for the clinical staff to be alert to the signs and symptoms of a vasovagal reaction and take precautionary measures to lessen the likelihood of injury to the client. Examples include:
Adult or Young Adult: Sit in a chair or lying on the exam table.
Child: Sit in the lap of a parent.
Do not turn your back on the client at any time.
Assess the client following the procedure, prior to their leaving the room.
Shock
Background:
Shock is not a diagnosis in itself, but the final common pathway for any process that causes inadequate organ perfusion. The most common causes of shock are anaphylaxis and hypovolemia. Hypovolemia can be caused either by blood loss or by dehydration (due to either inadequate fluid intake, or uncompensated fluid loss, or both). Shock of any etiology is most easily treated when recognized early; progression to more severe shock states may progress to death.
Subjective may include:
1. A history of recent illness predisposing to dehydration, or blood loss. 
2. Client complaining of anxiety, dizziness, weakness. 
3. A report of decreased urine output. 
Objective may include:
1. Vital sign abnormalities suggesting shock include tachycardia, tachypnea, narrowed pulse pressure, hypotension.
2. Skin may become pale, cool, or clammy (although if there is a fever it may be warm and flushed). Particularly in infants and children, a delayed capillary refill (>3 sec) may be noted.
3. Decreased blood flow to the brain can lead to changes in level of consciousness: client may be confused, anxious, disoriented, or obtunded. 
Assessment:
Shock 
Plan/Response:
1. General management is that outlined for all emergencies above.
2. Call for assistance, have client lie down in position of comfort, call 911, monitor vital signs, obtain pertinent history while waiting for the paramedics, etc.
3. If there is hypotension, elevate the client’s feet. Position pregnant clients on their left side. 
4. If client loses consciousness, assess CAB, start CPR as appropriate, and initiate use of AED. 
Chest Pain/Cardiac Arrest
Background:
Chest pain or discomfort may have many different etiologies, some of which are life-threatening, and others which are trivial. All chest pain should be assumed to be life-threatening and managed accordingly, with the goal of getting the client quickly and safely to the emergency department.
Subjective may include:
1. A history of previous cardiac illness or heart disease. 
2. Client complaining of chest pain or pressure, +/- shortness of breath, discomfort in arm, shoulder or jaw, nausea, weakness, dizziness, palpitations. 
3. Pain is constant and is usually not relieved by resting, changing positions, or taking medication. 
Objective may include:
1. Level of distress may vary, from no apparent discomfort to extreme distress. 
2. Skin may become pale, cool, or clammy. 
3. Change in level of consciousness: client may be confused, anxious, disoriented, or abruptly lose consciousness. 
4. Vital signs may vary from normal to abnormal, with hypo- or hypertension, tachy- or bradycardia.
Assessment:
Chest Pain/Cardiac Arrest
Plan/Response:
1. General management is that outlined for all emergencies.
2. Call for assistance, have client lie down in position of comfort, call 911, monitor vital signs, obtain pertinent history while waiting for the paramedics, etc. 
3. If client indicates they have in their possession a nitroglycerine product that has previously been prescribed for them to use for anginal symptoms, you may encourage them to take it, as directed, while awaiting the paramedics. Time and dose should be recorded, as well as response to this medication. 
4. If patient loses consciousness, begin basic Life Support (BLS). 
5. Assess for responsiveness, check airway and breathing, start CPR as appropriate, and initiate use of AED by trained personnel.
6. Provide oxygen if respiratory distress.
7. Monitor vital signs and provide information to paramedics when they arrive.
Respiratory Distress:
Background:
Difficulty breathing may be the end result of many different disease processes, including, but not limited to asthma, COPD, airway obstruction, pneumonia, pneumothorax. By definition, if the patient is in respiratory distress, it is potentially life-threatening. Infants and young children are particularly intolerant of respiratory distress; respiratory failure is the most common cause of cardiac arrest in children. REMEMBER to consider choking on a foreign body as a cause of respiratory distress, particularly in young children. If choking is suspected and the patient is unable to vocalize and is not producing an effective cough, proceed to the Heimlich maneuver, per your CPR training.
Subjective may include:
1. A history of previous respiratory problems (e.g., asthma), recently diagnosed illness, 	etc. 
2. Client complaining of shortness of breath, chest pain, dizziness, or fatigue.
Objective may include:
1. Any of the following may be observed: tachypnea, dyspnea, tachycardia, anxiety, diaphoresis, cough, stridor, hoarseness, difficulty swallowing or handling oral secretions, wheezing, lower airway crackles, increased work of breathing (accessory and intercostal muscle use, grunting, nasal flaring), cyanosis and lethargy.
2. The presentation of respiratory distress in infants and young children can be subtle: if there is a question of breathing problems, have the parent gently undress the child or lift the clothing so that you can look for intercostal retractions, abdominal rocking, etc. 
3. Watch for nasal flaring and listen for grunting.
4. When obtaining vital signs, pay particular attention to respiratory rate: again, this is subtle in infants, and may require counting the observed retractions.
Assessment:
Respiratory Distress
Plan/Response:
1. General management is that outlined for all emergencies.
2. Call for assistance, call 911, monitor vital signs, obtain pertinent history while waiting for the paramedics, etc. 
3. It is especially important to allow the patient to maintain a position of comfort: DO NOT force anyone to lie down. Children will often be most comfortable and calmest sitting in a parent’s lap. 
4. If client has a history of reactive airway disease (asthma, COPD) and has an inhaler with them that they have not used since this episode of distress began, you may encourage them to use it appropriately.
5. If there is a possibility of opioid overdose being the cause of the medical emergency, administer naloxone per your agency protocol and follow all protocols for post-naloxone follow up in the ED and reassess for response every two to three minutes for an improvement in breathing. Administer additional doses of naloxone, as necessary.
Hemorrhage:
Background:
Bleeding from any source can become life-threatening if the volume lost compromises the patient’s hemodynamic stability. Loss of sufficient volume will lead to a state of shock, with subsequent cardiovascular collapse.
Subjective may include:
1. A history of previous bleeding episodes, recent injury, pregnancy, surgery. 
2. Patient complaining of dizziness, giddiness, palpitations, or weakness.
3. Change in level of consciousness: patient may be confused, anxious, disoriented, or abruptly lose consciousness.
4. Vital signs suggestive of early shock include tachycardia, tachypnea, and a narrowed pulse pressure. Hypotension is a sign of advanced shock.
Objective may include:
1. Obvious source of bleeding.
2. Skin may become pale, cool, or clammy. 
3. Change in level of consciousness: patient may be confused, anxious, disoriented, or abruptly lose consciousness.
4. Vital signs suggestive of early shock include tachycardia, tachypnea, and a 	narrowed pulse pressure. Hypotension is a sign of advanced shock.
Assessment:
Hemorrhage
Plan/Response:
1. For any client showing signs of shock, or for obviously major bleeding, follow the general management steps.
2. Call for assistance, have clients lie down in a position of comfort, call 911, monitor vital signs, obtain pertinent history while waiting for the paramedics, etc. 
3. Mode of transport should depend on the situation: any sign of shock mandates ambulance transport, as should copiously bleeding, a particularly frail patient, etc. 
4. Clients in whom the bleeding is stopped after ten minutes, and who are otherwise well, should still consider seeking medical follow-up with their primary care provider. The urgency will depend on clinical setting.
5. Bleeding from open wounds should initially be managed with firm, direct pressure, for a minimum of 10 minutes before checking for continued bleeding.
6. If bleeding is not controlled with this maneuver, the client will need to go to the emergency room; mode of transport will depend on clinical severity, including the nature of the wound, the extent of the bleeding, and the condition of the client.
7. For vaginal hemorrhage in a client not already back in an exam room with a medical provider, general management is that outlined for all emergencies above as in call for assistance, have patient lie down in position of comfort, call 911, monitor vital signs, obtain pertinent history while waiting for the paramedics, etc.
Emergency Equipment And Supplies
1. The agency will have all necessary equipment, supplies, and medications to address the emergency situations described above.
2. Equipment and supplies must be clearly labeled and kept in a convenient location.
3. Inventory must be completed quarterly and any time the emergency kit/supplies are used.
4. Inventory with supplies and medication list including dosages should be kept inside the kit for accurate restocking.
5. Universal precaution equipment should be available and used at all times.
After Hours Emergency Plan
1. (insert AGENCY name) will instruct clients on how to obtain care in the event of an after-hours medical emergency, by (specify your agency’s approach):
a. An answering service that can direct a client to either an on-call staff person or the nearest Emergency Room.
b. A message left on the clinic phone with clear instructions to the nearest emergency room.
c. Call-forwarding to the on-call staff person.
2. During the informed consent process for procedures or medications, (insert AGENCY name) staff will explain:
a. Warning signs for contraceptive methods or procedures.
b. The after-hours process.
c. Where and how to seek assistance if needed.
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