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- Learning Objectives

After completing this chapter, you should be able to:
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Define and spell the terms for this chapter.
Identify types of resources related to emergency care.
Outline the steps of primary assessment.

List items commonly found on an emergency crash cart.
Describe the principles of carcllopulmonary resuscitation.
Explain how to provide first aid to a person with an obstructed airway :
Describe the symptoms of different types of respiratory distress.
Explain how to provide first aid to a person in shock.
Explain how to provide first aid to a person with a diabetic emergenc
Explain how to provide first aid to a person who i is bleeding.
Explain how to provide first aid to a person with a wound.

Explain how to provide first aid to a person with a burn. -
Explain how to provide first aid to a person with temperature-relatéd
Explain how to provide first aid to a person having a seizure.
Explain how to provide first aid to a person who has syncape. f
Explain how to provide first aid to a person with a musculoskeletal injury
List the elements of an emergency plan in response to an emerge_*_?cf
Describe the importance of participating in a mock exposure evenf-:




husy

[l in the reception area waiting to be seen. Many of the patients have been

first responders
heat exhaustion
hyperglycemia
hyperthermia
hyboglycemia
hypothermia

‘The physician must be notified immediately
1y emergency chat occurs in the medical office.
me cases, you will need to call 911 to access
‘Medical Services (EMS) system. To ensure
s safety until additional medical help arrives,
nts are cautioned not to perform procedures
scope of practice while providing the emer-
ey are trained to provide.

at need to be treated quickly but that are
hreatening. Freestanding clinics or urgent
fiters provide emergency care during regular
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intubate

patent

primary assessment
Rule of Nines

stat

triage

hours until late in the evening and often on weekends.
However, many of these facilities do not offer critical-
care intervention for life-threatening conditions.

e Hospital emergency departments: most emergen-
cies, including those that are life threatening. Hos-
pitals usually have 24-hour emergency departments
(EDs) that are open seven days a week. These “24-7
EDs” can handle most emergencies and arrange trans-
port of patients to critical-care trauma centers.

e Critical-care centers: life-threatening conditions
that require specialized critical care. Critical-care
centers, such as trauma, cardiac, burn, and surgical
centers, have specialty-trained physicians, surgeons,
anesthesiologists, and other critical-care staff on duty
at all times.

As a medical assistant, you should be aware of the emer-
gency care options available in your community. It is pru-
dent to have a list of these centers prepared before an
emergency happens and placed in the reception area so
patients can be appropriately redirected to a venue that can
best serve them if they call or come in for advice. Further,
the practice’s voice messaging system should instruct patients
who call with an emergency to hang up and dial 911 to pre-
vent patients from leaving messages or waiting to speakj"!to
someone in the doctor’s office rather than acting quickly and
appropriately in an emergency.
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Emergency Medical Services

Emergency Medical Services (EMS) was established to pro-
vide prehospital emergency care and safe and prompr trans-
portation from any location, including a medical office, to a
hospital or other appropriate facility. It is often said that
EMS brings the emergency department to the patient.

There are four nationally recognized levels of EMS
practitioner:

o An Emergency Medical Responder (EMR) can provide
immediate basic life-saving care while awaiting
response from a higher-level EMS practitioner.

o An Emergency Medical Technician (EMT) can provide
basic emergency medical care, adminiscration of a few
specific medications, and transport to a hospital or
other appropriate facility for definitive care.

o An Advanced Emergency Medical Technician (AEMT) can
provide basic emergency medical care, some advanced
care, administration of a somewhat broader range of
medications, and transport.

¢ A Paramedic can provide all the care that an EMT or
AEMT can provide plus a broad range of advanced
emergency care, a much broader variety of medica-
tions, and transport.

The term first responder is sometimes used to mean what
is now called the Emergency Medical Responder (EMR)
(often a policeman or firefighter trained as an EMR) and is
sometimes used to mean any EMS practitioner at any level of
training who is first to respond to an emergency.

Paramedics and AEMTSs are trained to use advanced air-
way devices to intubate, which may involve inserting a
breathing tube into the trachea, and they may start an intra-
venous (I'V) line in seconds. They catry ample oxygen sup-
plies and an assortment of emergency medications, and they
are abké to perform other mvaswEEo\ceHﬁTes—-—‘\__
he following summarizes the roles played by EMS:

Provide on-the-scene intervention and treatment.
® Prepare the patient with injuries, trauma, or illness for
transport.

» Transport the patient to the emergency facility. Emer-
gency transportation is accomplished by ambulance,
helicopter, or fixed-wing aircraft.

‘Transfer the patient to medical personnel at the receiv-
ing facility (Figure 42-1).

E
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ka' g with other
health care professionats: An EMT or Paramedic may ask the
office staff for all the pertinent patient information, includ-
ing information about patient complaints, immediate and

may transmit the information by radio from th
to the hospital so hospital personnel can pre
patient’s arrival. Thus, this Communicatiodi
and EMS personnel is vital for the patient’s continui

care.

Specialized Resources

Apart from emergency response teams, the
will occasionally need to consult with speci
areas as poison control, pediatrics, trauma, and
consultations will be under emergency condi

situation in wlnch duty is not owed a victim is 8¢
- medical p

Ohce a health care professional has
care,/ that health care professmnal is co s
ing/such care according to the scope of his lic
fon, or training given the resources aVaII

In an emergency situation in which the
ré to the

‘as the

sional has begun to provide ca
remain with the patient, as long
relieved by another health care profession:
higher level of training. It is important th
fessionals be aware of the laws Iﬂ fh



per that they must meet the standard of care within
cense, certification, or training.

DELINES FOR PROVIDING
"GENCY CARE

sssistants and other staff members must stay up to
the emergency plans of the office, facility, and com-
5 hese plans should be reviewed with personnel of
ce on a regularly scheduled basis.

ajor Of catastrophic events, local law enforcement and
¢y management agencies direct rescue, treatment,
portation efforts. In such an emergency or disaster,
¢ professionals are expected to provide care with
Jimired resources are available, so those patients who
¢ hope of survival may not be treated. Patients with
injuries may be diverted to trauma centers. Treat-
atients with mild or non—life-threatening injuries
ferred until after life-threatening but survivable
ve been treated.

assistants need to be able to handle emergencies
types of situations. The most common is on the
hen 2 patient or patient’s relative calls to ask for
an emergency that is occurring outside the office.
type is when an emergency occurs near the doctor’s
d someone brings the patient to the office. The
en an emergency occurs in the office setting.
ergency, the medical assistant must be able to

= _ )
meone ot listen to her on the phone and quickly
nether that person is ill or injured and does or does
mergency care. The medical assistant may ask

for advice anytime the physician is in the office
de to activate EMS by calling 911. Sometimes a
tiee, or map of what action to take in certain cir-
s created by the physician for the medical assis-
triage, which refers to assessing and prioritizing
Ny care needed by patients.

s, triage is not within the scope of practice of
ssistant. In these states, the medical assistant
ork alone in the medical office but should assist
ing emergencies.

ening and Assessment

St contact by a medical professional begins with a
S and a basic patient examination, the primary
€n the patient presents with an emergency,
sSsment is critically important for the medical
Tole is to organize the process of caring for
Mainrain control of an emergency situation.
assessment include the following:

As a medical assistant, you have three primary legal
responsibilities in an emergency. The first is a duty
to act within your scope of practice. Even though
we all feel a little intimidated by the thought of an emer-
gency, you are a medical professional and must act. You are
accountable to yourself, your employer, and the public for
actions that fall within the scope of your medical training
and certification.

Your second legal responsibility is fo ensure and docu-
ment the constant emergency readiness of the office in
which you work. You not only need to check your equipment
when you come to work every day or as deemed by your
employer (an ethical responsibility), but you need to be able
to prove that you did so (a legal responsibility). That means
documentation, by means of timed, dated, and signed logs
as required by your office. When a piece of equipment that
you were supposed to check, but did not, fails, you may be
held wholly or partly legally responsible.

Your third legal responsibility, which you share with oth-
ers in your workplace, is to do all you can to prevent emer-
gencies—for example, by creating emergency preparedness
plans. Educating patients and their families about their own
safety is also part of emergency prevention.

1. Determine the patient’s name, approximate age, and
gender.

When you ask patients their name, they must
quickly go through an extensive neurological process
to give a simple appropriate answer. They must be able
to do the following:

s Hear you.

» Localize the sound of your voice, using both ears
and both eyes.

» Look ar you with a symmetrical gaze, and focus on
you with both eyes.

* Reason that you are a caregiver, and then process
the meaning of your words, hopefully in your own
language (but maybe not).

e Remember their name, and formulate a meaningful
response.

* Answer in coherent speech and with a symmetrical
face.

During that brief period of time, you may learn a lot
about a patient’s mental function by observing other
details, such as facial expressions and body language.

2. Determine the patient’s need for intervention. §

A patient who cannot be aroused or who cannot
stay awake deserves serious concern. Does the patient
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TABLE 42-1 | Emergency Intervention

Life-Threatening: Immediate
~ Intervention

e Extreme shortness of breath (airway

or breathing problems)
e Cardiac arrest
¢ Severe, uncontrolled bleeding
e Head injuries
* Poisoning
e Open chest or abdominal wounds

Not Life-Thfeatening: Immediate
Intervention

e Decreased levels of consciousness
* Chest pain

® Sejzures

e Major or multiple fractures

® Neck injuries

® Severe eye injuries

e Burns not on face, hands, feet, or

Not Life-Threatening: Interye,; |
as Soon as Possible | I
» Severe vomiting and diarr
cially in the very young and
adults
e Minor injuries
e Sprains
® Strains
» Simple fractures

* Shock

genitals

e Severe burns, including face, hands,
feet, and genitals
» Potential neck injuries

seem too weak to stand up? Does the skin color seem
very pale or red or perhaps blue? Is the patient very
sweaty for no apparent reason (such as hot weather or
recent exercise)? Is the patient bleeding uncontrollably
or struggling to breathe? Table 42-1 lists various con-
ditions, signs, and symptoms categorized by severity
and need for immediate intervention or intervention
as soon as possible.

. Obrain the history of the event.

1024

The immediate history can reveal a lot about the
nature of a problem. For instance, a patient who feels
“dizzy” on awakening in the morning wich a cold is
a lot different from a patient who feels the same way
after several episodes of dark-colored, foul-smelling
diarrhea. Although these patients have the same
complaint (dizziness), their histories differ. By itself,
the first patient’s history suggests an ear infection,
whereas the second patient’s history points to gastro-
intestinal bleeding. Another example is a caller who
describes where his terrible headache is located and
then loses consciousness. The data reported in the pa-
tient’s history would prompt the initial decisions and
actions of an entire team of people who would then
care for that patient.

Past medical history is also important in emergency
situations. The best way to gather the past medical
history is to use a checklist, whether mental or writ-
ten. The questions you ask may depend on your em-
ployer's standard procedures, but should probably be
the same for every patient, regardless of the complaint.
Specifically, you might ask if the patient has:

e Heart problems (Has the patient ever had a heart
atcack or a diagnosed heart disease?)
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Lung problems (Does the patient hav
Asthma or allergies :
Kidney problems (Does the patient |
neys?)
Diabetes (Does the patient take insul
patient had insulin today and, if 50, :Whé‘
High or low blood pressure (Which?
Seizures
Fainting spells
Pregnancy, if possible (OB/GYN hlstory Last
strual period?) o

e Previous similar events (When, treatrn

. Gather medication information.

A medication list can provide i
ing medical history. Also, many medical
caused by interactions among medic
tient’s reaction to one or more of ther -7

to ask the patient both the name of e:

dosage taken.

. Identify the patient’s allergies.

Many caregivers underestima
allergies. People can go into ana '
vere allergic reaction that causes
from swelling of the upper airwa
must be treated immediately. (A

medications that are dispensed €
some kind of identifying jewelry




It is necessary to consider the age and body struc-
ture of a patient whom you are treating in a medical

deration when performing an emergency intervention on
ior adult. As discussed in the chapter titled “Assisting
Life Span Specialties: Geriatrics,” the aging body un-
arious systemic changes. For example, as patients

o be frailer than that of patients who are in their
ns, and CPR. The amount of force necessary to
desired effect may not be as great in older adults.

ou fear injuring the patient. The life-saving impera-
veighs the possibility of skeletal injury.)

nicate about them. Check for warning tags and
' during the patient examination, even if a pa-
denies having any allergies.

he vital signs.

ith the patient’s permission, take vital signs.
e the patient’s temperature; then count respira-
r about 30 seconds and multiply by 2. Then
0 seconds checking the pulse and multiply

ENt’s appearance concerns you, terminate the
examination and notify the physician imme-

ent lie down on the examination table, and
1€ patient comforcable. Oxygen may need to be

ffice has an emergency kit or box (sometimes
€18sh cart) thac conraing all supplies that may be
€mergency and that is instantly accessible
ffice (Figure 42-2). A crash cart resembles
found toolbox with drawers that can store emer-
0Ds, intubation equipment, needles and
Ofted sma]] instruments, a resuscitator, a heart
b Uator, an oxygen supply, and airway and suc-
-Mergency medical or drug box is kept on

FIGURE 42-2 Emergency crash cart.

or close to the crash cart. Table 42-2 lists some of the drugs
that may be stocked in an emergency medical box.
The physicians in each office determine which dryes are
—_appropriate for-the practice, as established by emergency ‘
algorithms, sequences of actions to perform tasks. It is best if
these algorithms are created before the emergency and fre-
quently rehearsed with staff to ensure that all are trained on
how to perform as a team in sequence during an emergency.
These algorithms provide decision trees so that depending
on whether the answer to a question is yes or no, you proceed
to the next question in the algorithm until you have found E
the action needed for the specific situation. For example, if "
the patient is not breathing, then opening an airway is para-
mounc. If the patient is breathing, then looking for other
injuries will be the next action.

TABLE 42-2 | Drugs Commonly Stocked in an il
; Emergency Medical Box

* Activated charcoal e Local anesthetics 1

e Atropine " e Nitroglycerin : |

* Diphenhydramine [ e Normal saline [
* Epinephrine '@ Phenobarbital and

¢ Furosemide ' diazepam :

* Instant glucose i e Sodium bicarbonate £

s Insulin . * Solu-Cortef

¢ Lidocaine | Verapamil
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A crash cart may contain items that are not within the
scope of practice for a medical assistant. However, a physi-
cian or nurse may use them. In a small oftice, a crash cart can
be brought to the side of any patient within moments of an

emergency, or a “code.”

i Emergency supplies must be checked routinely. The cart  puberty. Infant guldehnes should be applied to pa n
i f i must be rescocked after every use and maintained at least  than 1 year of age. Table 42-3 lists the Stﬂndards

once a month on a regular basis, with expiration dates recently established by the American Hearr Ag
checked, for two reasons. First, emergency medications tend  (AHA) and American Red Cross (ARC).
not to get used often, and they expire. The same is true of the Because we assume that there is probably more
batteries that power monitor-defibrillators, laryngoscopes,  person in the medical office with professmnal-leve[-q)
and suction devices. When these items do get used, someone  fication, we will primarily focus on two-rescuer, p

S S

who is not currently dealing with the aftermath of the emer-  level CPR standards. However, if you are alon
gency must double-check them. Second, being able to use  find an unresponsive adult patient who is not b
emergency equipment under pressure in an emergency situa-  who has agonal breathing, you should shout g
tion requires comfortable, hands-on familiarity with the  immediately after checking to confirm the paﬁ

,

h
L

equipment. When emergencies are infrequent, as in most sponsweness and lack of normal breathmg 'If 'mm
physicians’ offices, familiarity can only come from handling
the equipment during frequent maintenance checks. Mock  response syStem, which is 911 if outside a hOSpltal';enig
practice sessions can also help medical assistants become — get an automated external deﬁbrillator (AED), if a‘gjjah
more familiar with the equipment and how to use it. '

Finally, crash cart supplies must include a checklist that  nort trained in two- -person CPR, he should bnﬁg snm i
names every drug container and every piece of equipment  who is.) _
the cart contains. (The physician decides what equipment If someone has responded to your shout féﬁ_hg[ﬁ_iw
and supplies should be stocked in the emergency cart.) The

that person calls 911 or activates the emergeuéjf

checklist should provide space for a daily date and signature,
and someone in the office should be specifically accountable

for maintaining the cart. However, all persons who are likely

to use the cart must check it personally as well, for the sake

of their own performance.

MEDICAL EMERGENCIES

The following sections of this chapter describe medical
emergencies that may be seen in the medical office and treat-
ments that should be iniriated by the medical assistant.

working alone, you should provide five

Gari‘dwpu!mfnauw Resuscitation and Automated | 1." o minutes) of CPR fisst, before.
External Defibrillation patient to activate the emergency response sys

Respiratory arrest and cardiac arrest may be caused by an  AED. The reason for first providing five cycl
occluded airway, electrocution, shock, drowning, heart  infanc or child is that the cardiac arrest is lik

attack, trauma, anaphylaxis, drugs, poisoning, or traumatic  airway obstruction or a ventilation ot by
head or chest injury. Intervention must be immediate if  from a cardiac cause as is likely in the adult

resuscitation is to be successful. Basic life support guidelines The sequence of actions is critical. Eail S
should be followed for respirarory arrest, cardiac arrest, oran  important. Access is initiated by Cﬂﬂlﬂg 2

obstructed airway. the emergency response system as 500

For individuals experiencing loss of consciousness with — mined that the adult patient is unresponsive s
no breathing or no normal breathing (gasps of air known as  ing or not breathing normally (or after five
agonal breathing), follow the cardiopulmonary resuscitation  the infant or child). :
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us Choking . Abdominal thrusts for adult or child over 1 year of age. Five back slaps, then five chest
| thrusts (same as chest compressions) for an infant (less than 1 year of age). Continue the

| sequence for the adult, child, or infant until the obstruction is relieved ar the patient
| becomes unconscious,

Activate emergency response system, lower the patient to the ground or onto a hard surface,

| initiate CPR beginning with chest compressions (do not check for 3 pulse). Before ventilation,

- open the airway and inspect for an obstruction. If the obstruction is seen and can be
removed, remove it with your fingers. If no object is seen, attempt to deliver two breaths and

| continue with CPR until the obstruction is relieved or EMS arrives on the scene. Use this

| sequence for adults, children, and infants,

- Breaths ‘ Deliver the breath over one second with enough volume to cause the chest to rise. Do not
overventilate with too muc_h volume, too fast, or with too much pressure.

30 compressions: two ventilations for the adult, child, and infant

S e —— .
30 compressions: two ventilations for the adult, 15 compressions: two ventilations for the
| child and infant,

e

! SR o i i
! At least 100-120/minute for the adult, child, and infant.
|

Center of the chest on the lower half of the sternum for the adult and child. Two fingers in
the center of the chest just below the nipple line for one-rescuer infant chest compressions.

|

f

l Use adult defibrillation pads on any patient 8 years of age or older. Use child defibrillation

| Ppads on any child less than 8 years of age. If no child pads are available, adult defibrillation

; pads should be used on children and infants. Deliver one shock if advised and then continue
. CPR until advised—ﬁapproximately two minutes (or five cycles)

Assist person with use of prescribed auto injector.
.' Assist person with use of prescribed inhaler.

Immediate initiation of chest compressions (or as
promptly as possible given the scenarios just discussed) is
imperative to a patient’s survival, Thus, the initial sequence

followed for CPR is to provide circulation support by chest
Hng the highest professional standards. You compressions, followed by opening the airway and provid-
Chtain and always maiptain professuonal‘-le.vel - ing ventilations, This sequence is referred to as CAB: Circu-
from either the American Heart Association . : .
merican Red Cross (ARC). Your employer may lation, Airway, Breathing.

a medical assistant, you are responsible for up-

urvival, established by the AHA, illustrates | f”e'P ‘2’ ;"Tt?ﬁ.r“’f"o erson CPR Sequence
ffecting survival of a cardiac arrest. The or an Adult Patien

al has five steps; (1) immediate recognition | The sequence for CPR for an adult patient (anyone beyond
Y and activation of EMS; (2) early CPR; (3) puberty) is as follows:
i (4) effective advanced ife support; and

: . L. Tap the patient’s shoulder and ask, “Are you okay?” If
o oeaest care. | there is no response, check for breathing. If the pacient

Test occurs in the medical office, medical | FHete 1s no SSPUIE, Ched rorbre as: P
CPR training will perform the first three of | Is untesponsive and there is no breathing or no normal

Chain of Survival. 7 breathing (agonal breathing), shout for someone to ac-
J tivate the EMEIZency response system by dialing 911.
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Check for a carotid pulse for at least 5 seconds but no
more than 10 seconds. If a pulse is not found within
10 seconds, initiate CPR by immediately beginning
chest compressions (CAB sequence).

Begin chest compressions by positioning yourself at
the patient’s side. The patient should be in a supine
(face up) position and on a hard or firm surface. If the
patient is in a prone (face down) or lateral (on the side)
position, logroll him into a supine position. If a spinal
injury is suspected, try to keep the patient’s head and
neck in line with the navel when doing the logroll.
Place the heel of one hand on the center of the pa-
tient’s chest on the lower half of the sternum (breast
bone). Place the heel of your other hand on top of your
first hand with your fingers interlaced. Straighten your
arms and get up on your knees until your shoulders are
directly over your hands (Figure 42-3).

According to the AHA, you should “push hard and
fast.” Push hard so that each compression is delivered at
a depth of at least 2 inches but not to exceed 2.4 inches
(5-6.1 cm). Make sure that at the end of each compres-
sion, you allow the chest to recoil completely without
taking your hands completely off the patient’s chest.
This is vitally important to facilitating blood flow. By
not allowing the chest to recoil completely, you will
impede the flow of blood to the heart and brain. Push
fast by delivering the compressions in a smooth motion
at a rate of at least 100-120 compressions per minute
(30 compressions should be delivered in 18 seconds or
less). Do not interrupt compressions or minimize the
time and number of intecruptions. The more interrup-
tions, the more poorly the blood flows to the brain and
heart. Provide 30 compressions.

. After the first rescuer provides the first 30 compres-

sions, the second rescuer will open the airway with a
head-tilt, chin-lift by placing the palm of one hand
on the forehead and two or three fingers of the other

FIGURE 42-3 Position of hands for chest compression on an adult.
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FIGURE 42-4 Head-tilt, chin-lift maneuver.

. To deliver ventilations, pinch the patie

FIGURE 42-5

hand under the bony part of the lower j
the chin. The second rescuer will then g

jaw thrust fails to open the airway, switc
tilt, chin-lift. When you do the head-tile, ¢
jaw-thrust maneuver, the tongue is lifted'fg
the airway opened. :

seal your lips tightly around the patient:
slowly deliver two breaths, each lastin
It is recommended that mouth-to-mask or
mask devices be used initially, if available
place mouth-to-mouth as quickly as pos
will know the artificial ventilation is eff '
patient’s chest rises with each de[ivefg&_
a patient with a tracheotomy, it ma_y"
close the mouth and nose and admini
the tracheotomy. :

Jaw-thrust maneuver.



Continue to deliver cycles of 30 compressions and
two breaths. Switch duties between the rescuers ev-
ery five cycles or approximately every two minutes.
hest compressions should not be interrupted for
more than five seconds to switch compressors. As
oon as an automated external defibrillator (AED)
ecomes available, power-on the device and apply

he proper defibrillation pads (adult or pediatric) and
ollow the prompts.

and One- and Two

within the time frames designated.

ical assistants should obtain and maintain

evel CPR certification (which includes perfor-
rson CPR). Medical offices often have more

employee with professional-level CPR certification. If,
assistant, you are alone with a patient who needs

00t for help. If someone comes right away—and while

rson CPR—that second person can call 911 to

S response and can also retrieve the office defibril-

another person in the office has professional-

ification, the two of you can then continue with

and defibrillation until EMS arrives,

instructions below, for one-rescuer CPR,

be working alone. The second set of instructions,

R, assumes that a second person with professional-

ion will be available to work with you,

ent and determine if help is needed. Shout
while gently tapping the patient’s shoulders.

1ne that the adylt patient is unresponsive

f._ﬂg or not breathing normally (agonal

Vlrl(/ate Ems immediately by calling 911; then

Vailable (or shout for another office

11911 and get the AED).

ulse (Figure A) for no less than 5 sec-

8€r than 10 seconds. If there is definitely
hest Compressions. Kneel at the patient’s

One-Person and Two-Person CPR Sequence
for a Child from 1 Year of Age to Puberty

L. Assess for responsiveness by tapping the child’s shoulder,
If the child is unresponsive and there is no breathing or
agonal (gasping) breathing, have someone activate the
emergency response system and get an AED.

- Check the femoral or carotid pulse for at least 5 seconds
but no more than 10 seconds. If you do not definirely
feel 2 pulse or the heart rate is less than 60/minute
with signs of poor perfusion, begin CPR by Initiating
chest compressions (CAB sequence),

Perfor:ming Adult Rescue Brea;ching
-Rescuer CPR

Objective -+ Administer rescue breathing for an adult and one- and two

-rescuer CPR for an aduit correctly,

FIGURE A Assess circulation by feeling for carotid pulse,

side. Place your hand in the center of the chest on the
lower half of the sternum.

- Place your other hand on top of the first hand on the
chest, interlock your fingers, and be sure to lift your fin-
gers off the chest using only the heels of your hands to
administer compressions.

. Kneel next to the patient and keep your shoulders directly
over your hands. Compress the chest at least 2 inches but
not to exceed 2.4 inches, and allow the chest to com- i
pletely recoil after each compression (Figure B). Do not |ift
your hands completely off the chest.

Continue to compress the chest a total of 30 times at a
rate of at least 100~120 compressions/minute.
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FIGURE B Rescuer working alone delivers chest compressions.

7. After 30 compressions are delivered, perform a head-tilt,
chin-lift, or, if spine injury is suspected, a jaw-thrust
maneuver to open the airway. Administer two breaths with
each delivered over one second, preferably using a mouth-
to-mask protective device (Figure C).

Continue chest compressions and ventilations.

8. Apply the AED as soon as it becomes available. (See Pro-
cedure 42-3 regarding defibrillator use.)

9. Repeat this sequence until a pulse has been restored or
until EMS arrives.

10. If breathing is absent, but a pulse has been restored,
administer two rescue breaths, preferably using a mouth
to-mask device. If your breaths do not cause the chest to
rise, reestablish the head-tilt, chin-lift, or jaw-thrust

FIGURE C Rescuer working alone delivers ventilations through a
mouth-to-mask protective device.
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FIGURE D First rescuer continues chest compress:on
rescuer takes a position above the patient's head.

maneuver. If you suspect choking, look i
mouth and remove an object if you seﬁero
obstruction, continue with rescue breath
pulse every two minutes. If an obstructlo
form the steps for an obstructed airway

11. Wash your hands and document the
patient's chart.

TWO-RESCUER ADULT CPR

1. Follow the steps just described for
until a second rescuer certified in pro
can join you.

2. Continue performing chest comprgé
rescuer positions herself by kneelin
head (Figure D). After you have com
compressions, the second rescuer

breaths, as described in the steps for

(Figure E).

patient's chest while the second resc




_Switch positions with the second rescuer every five cycles
(approximately every two minutes), the ventilator taking
ver chest compressions while the compressor takes over
ntilations.

epeat this sequence until a pulse has been restored or
ntil EMS arrives.

f breathing is absent, but a pulse has been restored,
administer two rescue breaths as described in step 10 for
-rescuer CPR.

depending on the size of the child and your strength,
ou can provide chest compressions using both hands
: the heel of one hand for smaller children (Figure
2-6). Until the second rescuer arrives back at the pa-
ient’s side, use a ratio of 30 compressions to two ven-
aﬁons. Once the second rescuer arrives, switch to a
oof 15 compressions to two ventilations. Compress
a rate of at least 100-120/minute and at least Y5 the
of the chest, or approximately 2 inches. As in
he adult, allow the child’s chest to completely recoil
t each compression, Provide 15 compressions.

econd rescuer will open the airway using a head
chin-lift, or jaw-thrust maneuver. Deliver two
ow ventilations over one second and watch for chest
jth each ventilation,

Uhen the AED becomes available, power-on the

‘apply pediatric defibrillation pads, if available,
ollow the prompts. (Use adult pads if pediatric
are not available.)

hard and push fase while delivering 15 compres-
085 followed by two breaths,

nd Two-Person CPR Sequence

tless Than 1 Year of Age

€ infant for responsiveness. You can flick the
- foot to assess for any response if the infant

.r} o "a%l
=
B

6. Wash your hands and document the incident in the pa-

tient's chart.

CHARTING EXAMPLE

08/05/YY 7:30 p.M. Patient found collapsed in bathroom and
unresponsive. 911 call placed and CPR started. EMS arrived in
approximately six minutes and took over care. Patient was
transferred to Deaconess Medical Center

V. Nagle, RMA

does not seem to be responsive. If the infant is un-
responsive and has no breathing or agonal (gasping)
breathing, have someone activate the emergency re-
sponse and get an AED.

. Check the infant’s brachial pulse for at least 5

seconds but no longer than 10 seconds. If there is
definitely no pulse or if the heart rate s less than
60/minute with signs of poor perfusion, begin CPR
by initiating chest compressions. If a second rescuer
is immediately available, use a 15 compression to two
ventilation rartio. However, if the second rescuer has
not yet returned, immediately initiate CPR using a 30
compression to two ventilation ratio until the second
rescuer arrives back at the patient’s side. If one rescuer
is providing CPR, use the two-finger compressions
technique; however, if two rescuers are providing CPR,
the two thumb-encircling hands techniques should be
used to deliver the chest compressions (Figure 42-7).
Push hard enough to compress the chest at least ¥ the
anterior-posterior diameter, which is approximately
1% inches in the infant. The compressions should be
delivered at a race of at least 100—120 compressions/
minute. Deliver 15 compressions.

. The second rescuer should open the airway by plac-

ing the infant's head and neck in a neucral position.
Use a chin lift and ventilate by using a mouth-to-mask
device or an infant bag-valve-mask device. If mouth-
to-mouth is required, place your mouch over the nose
and mouth of the infant. If chest rise is not present,
slightly extend the head and neck until the airway is
open. Do not hyperextend the head and neck because
this may collapse the trachea and obstruct the airway.
Ensure that the chest rises with each delivered ventila-
tion. Administer two ventilations after each 15 com-
pressions when performing two-rescuer CPR.

- Apply the AED using pediatric defibrillation pagls, if

available, as soon as it becomes available. Turn on the
device and follow the prompts,

CHAPTER 42 Assisting with Medical Emergencies and Emergency Preparedness 1031




For a very small newborn, encircle chest with
fingers and overlap thumbs on the sternum just
below an imaginary line connecting the nipples.

or an average-size newbormn, encircle
chest with fingers and place thumbs side
by side on the sternum just below an
imaginary line connecting the nipples.

For an infant who is older or too large for
you to be able to encircle the chest,
place middle and ring fingers on sternum
one finger-width below imaginary line
connecting nipples. Measure distance by

cardiac arrest. Most cardiac arres
are related to fatal electrical arghy
the heart that are sometimes cg
rected) with defibrillation. Th

defibrillator pads or pedi
available, an adult AED shot
to'the patient regardless of

FIGURE 42-7 Compressions for an infant.

Rescue Breathing
If a patient of any age has a pulse but is not spontaneously
breaching, provide rescue breaths until EMS arrives. An adule
should be ventilaced once every five to six seconds (10 to 12
breaths/minute), whereas a child or infant should be venti-
lated every three to five seconds (12 to 20 breaths/minute).
Each ventilation should be delivered over one second. Check
the pulse every two minutes. During ventilation, if an infant’s
heart rate decreases to less than 60 bpm with signs of poor
perfusion, begin CPR by initiating chest compressicns.
Ensure that the airway is open and ventilations are being
delivered adequately because bradycardia in infants most
often results from an occluded airway, inadequate ventilation,
or hypoxia (lack of adequate oxygen in the body tissues).

With an adult, child, or infant, place the palm of one
hand on the forehead and two or three fingers under the
lower jawbone to gently tilt the head backward (review Fig-
ure 42-4). If cervical or other spinal injuries are suspected, a
jaw-thrust maneuver must be used to open the airway
(review Figure 42-5). When the airway is opened, the patient
may begin spontaneous breathing because the tongue is
lifted and is no longer occluding the oropharynx. If a pulse
is present but spontaneous breathing is not present, con-
tinue rescue breathing until EMS arrives.

Procedure 42-2 details the procedures for one- and two-
person infant rescue breathing.

Defibrillation
Automated external defibrillation (AED) is highly effective
when provided immediately after or within minutes of
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first placing, then raising, index finger.

AED.

Obstructed Airway

phylaxis or croup, can cause a blockage from

upper airway tissue, but foreign objects are th

obstructions. With small children, the obstru

from food or small toys. With adults, an obs
may be the result of the following: :

e Not chewing large pieces of food proper

s Talking too excitedly or laughing to
eating T

The patient is conscious, is capable
through the upper airway, and is abl

airway obstruction.

o Partial airway obstruction with poOt?

and does not have the ability t0 P
This is also known as a moderate




Performing Infant Rescue Breathing

Objective © Administer rescue breathing for an infant correctly and within the designated time frame.

ENT AND SUPPLIES

';mannequin; gloves; ventilation mask; mouth guard

palm of one hand, tilt the patient's head back.

i 10 three fingers of the other hand, Iiftthe lower — pieyee b e st intant's mouth and nose with the mouth-to-mask

ard to open the airway (Figure A). device before delivering ventilations.

ible, place a face mask for mouth-to-mask ventilation

e patient's mouth and nose (Figure B). If two rescuers

esent, one may cradle the infant in a supine position

: other administers ventilations (Figure C). Adminis-
escue breaths. If your breaths do not cause the

torise, reestablish the head-tilt, chin-lift, or jaw-thrust

ver. If you suspect choking, look in the patient's

d remove an object if you see one. If you see no

tion, continue with rescue breathing. If an obstruc-

esent, perform the steps for an obstructed airway.

obstruction is clear, begin rescue breathing by

ering one breath every three to five seconds or 12
reaths every minute.

FIGURE C If two rescuers are present, one may cradle the infant in a
supine position while the other delivers ventilations.

7. Continue breaths until the infant recovers or EMS arrives.
8. Wash hands and dacument the incident in the patient’s chart.

CHARTING EXAMPLE

10/09/YY 9:45 a.m. 10-month-old patient choked in exam room
and was not responsive when physician and medical assistant
arrived. Called 911 and EMS activated as directed by the
physician. Infant rescue breathing was initiated by the physi<

cian until EMS arrived. Patient transported to Walters Creek
nt rescya breathing, gently open the airway. General Hospital M. Cowan, CMA (AAMA)
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Demonstratmg the Use of an Automated
External Deflbnllator el

Objectlve © Use an automated external defibrillator (A ED) correctly within the time frama dés.'gnat
the instructor. ‘ : %ol

-_—

EQUIPMENT AND SUPPLIES
AED machine; patient chart

METHOD

1. Place the AED (Figure A) next to the patient’s left ear.
This position allows the rescuers clear access to the chest
and airway for continued CPR while the AED is being set
up. (One provider may continue one-person CPR while the
other sets up the AED) (Figure B).

. Turn the AED on (Figure C) and follow the voice prompts.

3. You will be prompted to attach the electrode pads to the
patient’s chest, following the diagram provided for correct
placement (Figure D). Use adult-size electrode pads on
patients 8 years of age and older. Chi|d-size electrode
pads are used for patients less than 8 years of age. (Use
adult-size pads on a patient less than 8 years of age if
child-size pads are not available.)

4. Next, you will be directed to clear the patient to allow the
machine to analyze the heart rhythm to determine if a
shockable rhythm is present (Figure E). CPR should cease = FIGURE B One rescuer continues chest compr
while the machine is analyzing, and no one should be in resclier.seis up the AED, '
contact with the patient for any reason.

5. If a shockable rhythm is present, the AED will automati-
cally begin a charging sequence and warn rescuers to
stand back and not to touch the patient. The voice prompt
will then tell you to press the SHOCK button to administer
the electrical current to the patient (Figure F).

N

FIGURE A Place the AED next to the patient’s ear in order not to %
interfere with continuing chest compressions and ventilations. FIGURE C Press the “on” button of the A

1034 UNIT 4 Clinical Medical Assisting



uer two applies the AED pads while rescuer one
est compressions,

"'gr one cbmmands “CLEAR” before AED analyzes the
0ne must touch the patient during analysis or shock

10g the hands at the throat—-

Vay obstruction will allow sorne air to flow
tion in the upper airway, which may produce
Noise o inhalation and exhalation. The
1 be able to cough and expel the foreign
€ the parient cap speak or cry, air is moving
_E_’:,_fWay. For example, ifa phone call comes
Ica] dfﬁCE and the caller says, “My child is not

Ou hear the child crying in the background,

obstrucred.
k_the choking patient, “Are you choking?”
ER00C speak, ang fesponds by nodding yes,

<tous choking adyl¢ may use the universal chok-

to signal for

FIGURE 42-8 The universal choking sign.
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FIGURE F If advisad by the AED, press the “SHOCK" button.

6. If the machine indicates “No shock is advised,” con-

tinue CPR beginning with chest compressions. After two
minutes, the AED will Prompt you to stand clear and wil
reanalyze the rhythm. Repeat step 5 if 5 shockable rhythm
is present or continue CPR beginning with chest compres-
sions. Repeat this Sequence until advanced medical per-
sonnel arrive or the patient regains a pulse,

CHARTING EXAMPLE

11/25/YY 3:30 p.u. Patient found in stairwell, unresponsive,
with absence of pulse and respirations. 911 protocol initiated
with two-rescuer CPR. Third rescuer initiated AED response,
and patient was analyzed for shockable rhythm. CPR and AED
shocks administered a total of eight cycles before advanced
medical suppart arrived. Patient released to EMS care and
transferred to Sacred Heart Medical Center
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FIGURE 42-9 Abdominal thrusts are delivered with a firm thrust into
the patient's abdomen with an upward movement.

the airway is obstructed and immediate intervention is
required. —— '

For the Still-Conscious Patient. Request permission to as-
sist the patient, and perform the abdominal thrusts for the
still-conscious adult or child (Figure 42-9) and chest thrusts
and back slaps for the infant (Figure 42-10).

To perform the abdominal thrusts, stand behind the
patient and put your arms around the abdomen between the
xiphoid process (pointed extension at the bottom of the ster-
num) and the umbilicus (navel). Make a fist with one hand,
with the thumb turned into the fist. Wrap your other hand
around the fisted hand and pull the fisted hand in and up
toward the diaphragm. This force against the diaphragm
may be sufficient to loosen the foreign ob;ect and propel it
out of the airway. If the patient becomes unconscious, ease
him to the floor to prevent any additional injuries and pro-
ceed with the technique described in the next section for
unconscious obstructed airway. Procedure 42-4 explains
how to respond to an adult with an obstructed airway.

For a very obese patient or a visibly pregnant woman,
provide chest thrusts to the center of the chest over the
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FIGURE 42-10 To clear an obstructed airway in an
thrusts followed by (B) back blows.

CPR with the additional step of 1 mspect
described next.

the patient to the ground or onto a hard
CPR beginning with chest compressions

adults, children, and infants.

Respiratory Distress

response to medication. It also can



o Cyanosis

« Failure of the chest to rise and fall

o Nasal flaring

+ Pursing of the lips

+ Noisy breathing (snoring, gurgling, wheezing, rat-
tling, or stridor)

o Tachypnea (abnormally rapid breathing, more than 24

breaths per minuce)

If respiratory distress is severe Of results from a change in

a known diagnosis, the patient may need follow-up with an

emergency facility ora medical specialist.

Asthma Attack

Patients presenting with coug
breath, and chest tightness may have asthma. Shorc-acting
s work well for acute asthma

hing, wheezing, shortness of

Beta? agonists in inhaler
attacks, and corticosteroids work well for long-acting treat-

ment. The physician may ask the medical assistant to admin-

ister oxygen to the patient.

Shortness of Breath
Any individual experiencing
needs immediate intervention. A patent, or unobstructed,

airway is necessary to support life. If the person can speak,
nd out. Ask the patient about the onset

shortness of breath (50B)

air is moving in a

Cyanosis

Straining neck and
facial muscles

Tightness in chest (stabbing
chest pains in some patients)

Straining intercostal
and abdominal muscles

FIGURE 42-12 Signs and symptoms of breathing difficulty.
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for difficult breathing and what activity caus
information helps to identify the proble'm
experiencing SOB may be gasping for air, looking
cyanotic, and exhibiting nasal flaring and extreme
(Figure 42-12). Usually the patient sits in an uprip},
cion and may be quite weak. If the airway s
obstructed, the patient may cough in an at
the passages. If the patient is not in a sitting p
her to a sitting position with support to the 55

for assistance.

Hyperventilation
Hyperventilation is quick, shallow breathing
breathing that results in decreasing carbon
blood, dilation of blood vessels, and lowered
The patient feels faint or light-headed and
any of the following: - =

o Chest tightness

Cardiac palpitations

Rapid pulse

o Deep sighing breaths
o Anxiety

Inform the physician and encourzage the pat

slowly and as deeply as possible. This conditio
ally be resolved quickly and without furcher

Pursed lips

Coughing, cr!
high-pitched ba King




onic Obstructive Pulmonary Disease

at, distended neck veins, extreme anxiety,

. Call EMS for transport to an emergency faciliry,

Re-patict experiencing Chest pain may dis-
ous signs and symptoms. The primary complaint
in the middle ot left side of the chest, described
tabbing, crushing, squeezing, or aching. The pain
e to the left arm, to the back, or up the neck.
the pain is brought on by exertion, but other
sudden and unexplained. Other symptoms are
eakness, SOB, apprehension, and the feeling of
doom. The skin may be clammy, moist, pale, or
nial is common, as the individual tries to explain
cartburn or indigestion.
tervention is to have the individual stop what
d sit down, with the feer elevated if possible.
fequest help from a coworker. Ask the coworker
the patient while you inform the physician of
1 It instructed by the physician, or if a physician
1  call EMS. If oxygen is available, administer i¢
office proroco] by nasal cannula at 6 to 8 liters
/min) unti| the physician or emergency per-
issess heart rate and blood pressure. If the
Viously been diagnosed with angina and has
ablets, ingert one tablet under the tongue
I_f the pain js not relieved within five minutes,

3.

na, chronic bronchitis, and emphysema are types of
ic obstructive pulmonary disease (COPD). Air is
in the lungs, and the patient is unable to expel all
on dioxide from the alveol;. Although each condi-
as specific signs and symptoms, they share many of the
roblems. A person with COPD has SOB and a rapid
rate and experiences weakness. Asthma may also be
erized by audible wheezes, diaphoresis, and tightness
est. Inform the physician in all cases and, if ordered,
;ter oxygen. Depending on the situation, the physi-
may order administration of medications, delivery of

cumulation in the lung tissue and alveoli results in a
on known as pulmonary edema. The patient presents
culty breathing, wheezing sounds, cyanosis, rapid
and
ea. Inform the physician. Place the patient in a sit-

ion with knees bent or dangling, which helps to
ous blood and reduce the volume for the heart to
dminister supplemental oxygen if ordered and

acks are the leading cause of death for both men
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FIGURE 42-13 Nitroglycerin is administered sublingually.

inform the physician or EMS og the scene. Have the patient
chew 162 to 325 mg of uncoated aspirin.
Do the following if a

patient calls on the telephone com-
plaining of chest pain:

* Keep the caller on the line while askin

g for help from
another office staff member.

Write down the caller’s name and location. (If someone

is calling for the patient, ask the caller for the

patient’s
name and location.)

Follow office protocol regarding assisting patients
with chest pain. Offices often wan all patients calling
with chest pain sent to the emergency department. If
this is the case, call EMS for the patient and remain on
the phone with the caller until EMS has arrived. Your
protocol may include instructing the patient
an uncoated aspirin tabler immediately.

Shock

to chew

Shock, the collapse of the cardiovascular system, is caused by
insufficient cardiac output. Blood supply and nourishment
(oxygen and nutrients, including glucose) to the tissue and
perfusion to the organs are inadequate. Untreated shock can
progress very rapidly to death,

Causes, Signs, and Symptoms of Shock

Shock may be the result of many insults to the body, includ-
ing anaphylaxis, cardiac failure, hemorrhage, extteme emo-
tional upser, respiratory distress, neurological collapse,
severe metabolic insult, and sepsis. Some of the signs and
Symptoms that may occur after the initial crisis are listed in
Table 42-4,

3

Anaphylactic Shock

Anaphylactic shock, as mentioned reviously in this chapeer,
i5'a severe allergic reaction to a foreign substance. Examples
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: e ' ' e Assisting Patients in Shock
- TABLE 42-4 | Signs and Symptoms of Shock

: s i i hock fi i incly

Followifi a Crisis Sititlon Patients go into shock for varied reasons, incly

loss, infection, and pain. The most common sig

o Weakness | Cool skin include pale, gray, or bluish skin; moist, cool sl
« Rapid heartbeat « Clammy skin - pupils; a weak, rapid pulse; shallow, rapid resp

« Thirst « Cyanosis extreme thirsc. Regardless of the cause, immedjs

_ sive intervention is required to stop the pro Tes
° Nausea = Confusion ;) 5 Progl
—  condition and the possible death of the patient
- Y Franed :
* Dizziness Disorientation _— When a patient exhibits signs of shock, ehs
® Restlessness ® Unresponsiveness

s ss . patient has an open airway and proper circulac
* Pallor ° Shallow breathing age the patient to lie down. Next, cover the
S S R ' blankets for warmth and keep him calm unt;

personnel arrive. The medical assistant shoul,

of foreign substances that may trigger allergic reactions P hyS.ICIELH, call EMS ﬁ‘)s: fu.rther assessméqt 2 ﬂ
include medications, bug bites, and latex gloves. Inform the = ORIOC the patient’s vital signs, and provide emg
physician immediately and call EMS. The physician may P ott. Procedure 42-5 desctibes how to p erform
order epinephrine with or without an antihistamine, An Iv ~ Pefson in shock. -
may also be started. Prevention is the most important factor Most emergency treatments for shock Patie

in anaphylactic shock. Always ask the patient about allergies administered by a physician or SmsEeey bston
to any medication before administering it, and record this &€ May be administered, if ordered and ava
information on the front of the chart in red. After administer- ~ Personnel. Table 42-5 lists types of shock and
ing medication, ask the patient to wait 20 minutes before ~ FEAtMeENts.
leaving the office and observe for any potential reactions. In
offices where antibiotics and allergy injections are given on a
regular basis, you must be alert to possible reactions and pre-
pared with an emergency drug box for rapid intervention.

Diabetic Emergencies

PROCEDURE

42- 5 Performmg Flrst Aid for a Person in Shock

EQUIPMENT AND SUPPLIES 6. Perform CPR if needed. 5
Blanket; examining table 7. Wash hands and document in the pa
CHARTING EXAMPLE

METHOD 6/25/YY 11:30 a.. Jason Blevins exhibits

1. Assist the patient to a supine position. shock after car accident in parking lot. Clo

2. If the patient complains of cold or the room is cold, apply alerted the physician and placed a call to

a blanket. assisted to examination table, with feet el
3. Loosen tight clothing. applied. Patient remained calm under S|
4. Encourage the patient to keep still and remain calm. and Clover Bolgiano until EMS arrived and

5. If the patient vomits or bleeds from the mouth, turn on her hospital
side to prevent choking, unless you suspect spinal damage.
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Ey]acti
genic

rho"rrhagic Shock J Stop bleeding, replace volume,

LE 42-5 | Treatment for Shock

in the Medical Office

Treatmént

c Shock | Epinephrine

Shock I IV dopamine, immediate transport
| tothe emergency department
i 2 o

immediate transport to the
emergency department

olemic Shock | Replace volume

ilin Shock i Sugar given to patient by any

means tolerated

eurogenic Shock ,I IV dopamine, immediate transport

to the emergency department

Consult the paison control center
for treatment specific to the poison

iratory Shock - Intubation and immediate transport

| tothe emergency department

Fluids, IV norepinephrine and
- immediate transport to the
| emergency department

evel). Both conditions may cause the rapid onset of
evels of consciousness. The greater risk for a patient

cemia. Hypoglycemia, in which blo alls
i3 J_T_T’_’__”_mga_f

eal, vomiting after taking diabetic medications,

er deciliter (mg/dL), may be the result of a

on
glucose

dri

Se
S

Wi

e intexicared (slurred speech, balance distur-
uncharacteristic behavior), have cold clammy
anxious or combative.

must be immediate and consists of some
administration. If the patient is conscious,

,eilast intake of food and diabetic medication. If
able to swallow, glucose paste may be placed
uth behind the lip and along the cheek, or the

nk orange juice with added sugar. If the

onscious, IV glucose is administered.
experiencing hypoglycemia is in grave danger
00d glucose drops below 40 mg/dL. The brain

to survive, and brain cells begin dying
administered promptly. If possible, blood

Should be checked with a blood glucose moni-

ifa physician is not available to administer
ere is doubt about whether the patient is
hYperegcemic, glucose may be adminis-

€ the glucose 25 to 50 points, but this rise
than insulip injection as soon as an elevated

glucose level is diagnosed. The hyperglycemic patient may
progress to an unconscious state, reversible with insulin,
The physician orders the amount and admini

stration route
of the insulin.

Whether the patient is hypoglycemic or hyperglycemic,
keep her as warm and comfortable as possible on an examina-
tion table until the physician arrives. Procedure 42-6 demon-
strates how to perform first aid for diabetjc shock or coma.

Bleeding

Bleeding can be external or internal. External bleeding
occurs when the skin is broken. Internal bleeding occurs
with tissue damage and intact skin. Bleeding can originate
from any of the three types of blood vessels: arteries, veins,
and capillaries. Internal bleeding is unlikely to be diagnosed
in the medical office and requires advanced interventions to
correct. External bleeding can be controlled
the medical office.

Arterial bleeding is usually copious, rapid, and bright
red. The blood often spurts, echoing the heartbeat. Arterial
“bleeding must be brought under control as soon as possible.
Apply pressure directly over the wound and elevate the
injured part higher than the heart to help control bleeding.

Venous blood flows more slowly, is darker in color, and
can usually be controlled by direct pressure. Blood from cap-
illaries oozes rather than flows and can also be halted with
direct pressure, Bleeding from the scalp or face is often copi-
ous because of the many blood vessels in those areas,

Direct pressure is applied by placing a sterile dressing
over the wound and holding it in place with 2 gloved hand
(Figure 42-14). A pressure bandage may be wrapped around
the injured part to maintain pressure on the site. If blood
seeps through, reinforce the bandage by applying more

dressings and bandages over it. Do not femove the original
dressing.

if it occurs in

Exercise caution if a fracture is suspected, especially a
facial or skull fracture that could be exacerbated by pressure.
EMS should be activated if bleeding cannot be controlled or
if head injuries or extremity fractures are suspected.

Epistaxis

Nontraumatic epistaxis (nosebleed not caused by an injury)
may be messy and embarrassing, but it is usually a benign
(not life threatening) occurrence, Nosebleeds tend to occur
most commonly in dry weather or in dusty conditions and
are usually easy to treat, '

A nosebleed that occurs after a head injury and does not
stop should be considered a serious emergency until proven
otherwise. Even if there is no history of trauma, ar least
three other circumstances should worry a caregiver about
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Objective + Administer first aid for a patient in

EQUIPMENT AND SUPPLIES

Two glucose tablets; ¥2 cup fruit juice, ¥2 cup sugary soda, cup
of milk, 1 tablespoon sugar, 1 tablespoon honey, 5-6 hard can-
dies, or ¥4 cup raisins

METHOD

1. ldentify signs and symptoms of diabetic shock in the patient.

2 Assist the patient to a sitting position.

3. Offer the patient a glucose tablet to put under the tongue
or one of these to drink: fruit juice, sugary soda, or milk or
sugar cube, honey, candy, or raisins to eat if the case is
mild and the patient is alert.

A. Check vital signs.

persistent nosebleeds. One is high blood pressure, especially
in a patient who has recently changed or stopped taking
medicines for the condition. Another isa clotting disorder of
some kind. The third is a patient history of nosebleeds that

have caused shock in the past.

FIGURE 42-14 Apply direct pressure to the patient’s wound.

1042 UNIT 4 Clinical Medical Assisting

irst Aid for Diabetic Shock/Diabetic

iy

diabetic shock, within the time frame designated by the i

5. Assess blood sugar.
Monitor the patient for the time frame design
instructor (representing time that may elap
of the physician or of EMS if a physician is TiC
7. Wash hands and document in the patient's ch

o

CHARTING EXAMPLE

3/14/YY 9:30 A.M. Carmen Spears presented wit
headache, shaking hands, and rapid heart rate (10
blood sugar through glucometer as 40. Adminis
orange juice. Vital signs 130/90 BP right arm, 86
respirations, 98.8 temperature. Second blood st
minutes was 89...

Nosebleeds severe enough to cause changes in
vital signs are rare, but they do occur. If the pa: et
signs are normal in the absence of trauma, the pa
be seated upright. If the vital signs are co 1pro
patient should lie on the affected side and may need 05y

Bleeding from both nostrils is likely to be
than bleeding from just one noscril. If the |
from both nostrils, its origin is not in the nos
where above it, and it requires the immediat_e

department.
A nosebleed that emanates from on

treated by a physician. To stop it, the phy:
facial tissue by one corner and twist that cor
a cone shape about 4 inches long. The phys
the pack deeply into the patient’s affe_ét
continuing to twist it and until the nostril
Then a washcloth is placed over the pati
and the patient is instructed to hold @ __Ché‘m
against the washcloth so it fits the bfidg
a saddle. -
Bleeding should stop after only a fes
time the packing can be removed. If bleed!
electrocautery may be necessary- The ph
to perform this treatment in the offic
require transport to an emergency dep



ﬁuma is a possible factor in the medical office, the
sician may DOT attempt to pack the nose or stop bleed-
ﬁ_this case, the physician will order immediate conract
nd anticipate transport to the emergency depart-
'I'fle physician may insert an oral airway if the patient
"Ponsive. (Do not use a nasal airway ina patient with
of condition.) Place the patient on oxygen by non-
her mask, and monitor the partient carefully for
in status.

unds are seldom life threatening, unless they pen-
the head, chest, throat, or abdomen. These cases are
emergencies that warrant EMS transport to an emer-
E‘_gleiﬂfcment. Most soft tissue injuries are uncompli-
They typically require irrigation, debridement (or
rimming of damaged rissue), sutures, and antibiot-
Jounds that involve important structures such as nerve
- tissue, the genitalia, the eyes, and possibly the
uire specialized care and will probably be referred.
y see some industrial soft tissue injuries that
ite dramaric but that will probably heal well after
eatment. The one thing that you, as a2 medical assis-
almost always control is bleeding.

on occurs when the outer layer of skin is scraped
sing the underlying tissue. Common types of
clude friction burns, rug burns, road rashes, and
Bleeding is usually in the formr of cozime; he
ite painful because nerve endings are exposed or
with all open wounds, the area is cleansed and
emoved. Depending on the physician’s choice,
ointment may be applied to the area and cov-
terile dressing. Large areas of abraded tissue
- burn treatmen,

ons and Incisions
1S an open wound in which the skin and under-
'_e torn. It usually has jagged edges that may
the healing process. When vessels are torn,
s and must be controlled by direct pressure,
essure points, or eventual suturing or applica-
trips. Cleanse the laceracion with soap and
antisepeic solurion, removing all debris and for-
! b_leeding is severe, a physician should direct
3 Process. For minor lacerations, after cleansing,
Of the wound are approximated and then held
Small dressing, such as a Band-Aid, Steri-
butterfly. Lacerations over a joint may
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requite joint immobilization for a few days while healing
progresses.

An incision, which is a type of laceration, is a cut with
smooth edges made with a knife or other sharp object. It is
treated in the same manner as any other laceration. If the
wound is deep or extensive, the physician usually performs a
surgical intervention consisting of debridement, bleeding
control, and trimming away of the jagged wound edges. If
there is damage to underlying tissue, such as a tendon or
ligament, further surgical intervention is required.

Avulsions and Amputations

An avulsion is the tearing away of skin or rissue. Avualsions
usually occur on limbs and appendages, including fingers,
toes, hands, arms, feet, legs, nose, and penis. The body part
may become entangled in machinery or be injured in a moror
vehicle accident or a confrontation with an animal. Cleanse
minor avulsion wounds with soap and water and recurn any
skin flap to its normal position. Apply direct pressure to
control bleeding; then apply a dressing when bleeding is
controlled.

If the body part has been amputated (completely sepa-
rated from the body) and recovered, cleanse the dismem-
bered parc with sterile saline. Wrap it with moist, sterile
gauze, seal it in a plastic bag, and place the plastic bag in a
cooler with an ice pack or ice in the bottom. Do not place the
bag containing the ampurated part directly on the ice or ice
pack to avoid freezing the tissue. Prompt medical attention
and preservation of the body part enhance the chances for
successful reattachment. Cover the wound or stump with a
sterile dressing until advanced treatment can be provided.

Puncture Wounds

A puncture wound results from a pointed foreign body pen-
etrating the skin and tissue. Often the wound edges close,
trapping pathogens and debris in the tissue. Depending on
the nature of the pointed object, cleansing may consist of
simply soaking the area or may require invasive irrigation.
After cleansing, a dressing is applied. Bleeding from a punc-
ture wound is usually minimal.

Impaled Objects

A patient who has been impaled by an object such as a large
piece of glass or sharp metal requires special treatment. The
general rule is to leave the object in place unril it can be
safely removed by trained personnel. Stabilizing che object is
critical to preventing further damage. Control bleeding and
stabilize the impaled object with a bulky dressing held in
place with tape or other bandages. Splint the area to prevent
movement. For a small penetrating object, a small paper cup
may be used. Make a hole in the bottom of the cup, place it

1043



~

The Workplace

@r=m An important part of professionalism in the work-
: place includes time efficiency and preparedness.

== Many ideas can be implemented when working in
a medical office to increase time efficiency, especially in
the event of medical emergencies. For instance, you might
suggest to the office manager or clinical supervisor the idea
of creating wound care kits. These kits would include all
necessary materials in the event that a patient with an open
wound presents to the medical office. The kit may include
alcohol, Betadine, gauze pads or rolls, sterile dressings, su-
ture packs, and anything else determined appropriate by the
physician. By having a prepared pack on hand, the medical
staff will save time gathering supplies in emergency situa-
tions when time is of the essence.

over the object with the lip of the cup against the skin, and
secure it with bandages.

Soft Tissue Injuries

Soft tissue trauma involves both the skin and underlying tis-
sue. Abrasions, incisions, lacerations, and puncture wounds
are easily identified as open-wound skin injuries. Avulsions,
amputations, and burns are considered soft tissue injuries
because undetlying tissues as well as skin are involved. Con-
tusions (bruises) are closed soft tissue wounds in which the
skin is not broken. Damage to the underlying tissue may
involve subcutaneous tissues, blood vessels, nerves, muscles,
ligaments, and tendons. The tearing of small blood vessels
results in bleeding into the tissue and discoloration of the
area. Swelling may exert pressure on nerve endings, creating
pain. Crush injuries result when force is applied to the tis-
sue. Depending on the area involved, ‘the crush may be simi-
lar to pinching of tissue or so severe as to involve organs and
bones.

For soft tissue injuries, elevating the body part above the
heart and applying cold are often the only interventions
needed. With a more severe injury, the body part should be
immobilized. Monitoring vital signs and observing skin
color, temperature, and moisture are essential to deciding
whether more extensive intervention is needed.

Wound Care Pointers
Following is a list of concepts that relate to dressing wounds:

o A dressing is a sterile covering placed directly over a
wound to absorb blood and other body fluids, pre-
vent contamination, and protect the wound from fur-
ther trauma. Dressings come in many commercially
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tened to a bandage is called a bandage co
a Band-Aid). A pressure dressing is a compress he
place by an elastic bandage. All of these dey
in various widths. Choose the type and size
wound. Bandage types depend on where

located. 5

Circular bandage turns are used to hold and
dressing in place. A figure-eight bandage is used
a dressing in place, bandaging joints, and provi
bilization of the atea. A spiral turn is used to cover
cal (round) body parts such as the forehead. A reyers
turn is used for covering cone-shaped body parts 7
lower leg and forearm.

Simple direct pressure (as discussed) with
(bulky if needed) will usually stop bleeding fro
sue injury. Once the direct pressure is determin
sufficient, keep the dressing in place with a bz
ordered by the physician. The priority is o p
tion by dressing the wound properly. That al
with cleansing. Cleanse the wound from the
ward, beginning with vigorous irrigation using
ing solution prescribed by the physician. Wipe
the wound in all directions away from the
sterile gauze, then cover with a sterile dressing and
the dressing in place. The use or nonuse of @
ointments or creams should be specified byrt_h:
Procedure 42-7 describes the application o
bandage. ,

Figure 42-15 provides a classification of op
injuries. Open soft tissue wounds can be suj
trating only the skin) or deep (penetrating the
nective layer beneath the skin, and other strd
deeper still). Once bleeding is controlled 2
dressed, obtain a complete sec of vital if
patients to remain in the supine position of
brings greatest comfort while you take the
ment in the chart. Watch for signs of sh

needed. Next, get patients into 2 sitting P



PROCEDURERELY

Jv4 Applyinga

Objective » Apply a pressure dressing.

Pressure 'Bandﬁage' to C

ENT AND SUPPLIES - 8. If bleeding is controlled, anchor the dressing to maintain
g supplies or makeshift materials; gloves and other avail- jressie: o :
5o 9. If the physician orders, prepare the patient for transport to
an emergency care facility.
10. Dispose of waste in a bichazard waste container,
11. Remove and discard gloves.

st 12. Perform hand hygiene and document the procedure in the
m hand hygiene. patient’s chart,

a dressing placed on the open wound. If possible CHARTING EXAMPLE
te the affected part. 08/31/YY 8:00 A.M. Pt came to office with 6" laceration to

ssessment, the physician will decide if EMS should right forearm. Injury occurred from fight with 7-year-old brother
ontacted. when patient fell into glass patio door. Bleeding profusely. Phy- i
dditional dressings as needed. Do not remove the sician called to examination room. B/P 96/60 P 100, regular ‘ i

ressing. but weak. R 26. Pt appears very nervous. Pt transported to ED
ply pressure to pressure points as necessary and with to further control bleeding and take to surgery. Pt is alert and

Nohy talking to parents...........cooovvvoii S. Porter, CMA (AAMA)

hysician's supervision,

are not dizzy and that they understand their home allowing the patient to leave. If there are signs of shock,
ions. When a patient is ready, provide assistance notify the physician immediately and do not leave Ppatients
anding position, again ensuring stability before  alone. If instructed by your physician, contact EMS.

Burns

A burn injury occurs when an area
of tissue is destroyed by the action
of physical heat, chemical activity,
high electrical current, or heavy
exposure to radiation. The severity
of a burn depends on the amount
and depth of tissue injury. Survival
depends on those factors and the
amount of surface area that is
destroyed. Destruction of skin sur-
face is an important consideration
because of all the skin functions
that are lost: insulation, regulation

Avulsion Crush injury

of fluids, sensation, and protection
from infection. All of these are cru-

. : 4
cial to life.

Abrasion Laceration

If directed by a physician, the
medical assistant may help stop

CHAPTER 42 Assisting with Medical Emergencies and Emergency Preparedness 1045




Adult

Note: Each arm totals 9% (front of arm 4% %, back of arm 4%2%)

FIGURE 42-16 Rule of Nine for burns.

the burning and remove any metal jewelry from the burn

patient.

Classification of Burns

Burns are classified in two basic ways: by surface area and by
depth. The Rule of Nines is a useful tool for estimating body
surface area (Figure 42-16). For an adult, each of the follow-
ing areas represents 9 percent of the body surface: head and
neck, each upper extremity, chest, abdomen, upper back,
lower back and buttocks, the front of each lower extremity,
and the back of each lower extremity. These make up 99
percent of the body’s surface. The remaining 1 percent is
assigned to the genital region.

In the Rule of Nines, the percentages are modified for
infants and young children, whose heads are much larger in
relationship to the rest of the body.

Table 42-6 gives you a basic idea of burn severity by depth.

_ TABLE 42-6 | Classification of Burns

Classification Characteristics

Reddening, swelling of epidermis
(like a mild sunburn)

Superficial Burn
_(First Degree)

Partial Thickness
Burn (Second Degree)

Full Thickness Burn
(Third Degree)

Full Thickness Burn
{Fourth Degree)

Reddening, swelling of epidermis
and outer dermis; blisters noted

Charring of all layers of skin and
at least some deeper structures

Underlying muscle, tendons, lig-
aments and bone are damaged;
very often fatal

1046 UNIT 4 Clinical Medical Assisting

Honract EM

1 pe sure t
- Learlyasg
bstance ¢

Child Infant ectrical b

Superficial and partial thickness burns ar
painful, even those involving very small areas. F
burns tend not to be painful irnrnediatte‘ly''b'c_i
with the entire dermis, this kind of burn destro
nerve endings. The edges of the burn are likel
painful partial thickness burns, however.. :

Full thickness burns disrupt all the normal
skin, including its self-regenerative properti
ity to resist infection. Full chickness burns
injuries, even if they involve only a smallﬁan:_lg_'_'
area. =

Certain special considerations can also help d

seriousness of a burn:

e The mortality of serious burns is higher fi
and for very young patients.

e The mortality is higher if the patient
closed area (partly because of the possibilit!
monoxide poisoning and partly bec
bility of airway burns).

=k

e Burns of the genitalia are always CONSICE

regardless of depth.

e Always consider the possibility of oth
burns, especially in a patient who-
auto or industrial accident.

o Patients with chemical burns should
gated immediately with large amoun
burns resulted from an alkali sub
should be continued for a minim



4 Contact EMS as soon as you encounter such a patient

to be sure that you have access to the proper resources

4 s early as possible if you are dealing with a hazardous
substance that cannot be rendered harmless.

it - ¥, Blectrical burns serious enough to leave marks on the

. body are considered serious burns because of the prob-

bility of internal injuries. (Electrocution by lightning
s always considered serious until proven otherwise.)

E{remely severe full thickness burns are sometimes

ont 18% _fourth degree burns. These burns are frequently fatal

ok 18% e they damage underlying muscles, tendons, liga-

. and even bone. Burns that may be called fifth and
egree burns are not comparible with life and are usu-
sgnosed on autopsy. Burns of this severity are regarded

nent for superficial burns involving less than 10 per-
the body surface includes pain relief by applying cool

water can also be used to soothe partial thickness
volving small surface areas as long as there are no

s of any kind that involve broken skin may need to
orided (have dead or damaged tissue removed) by a
Full thickness burns of any size warrant treatment

hould be dressed with dry sterile dressings, and
d be managed with injectable analgesics as ordered

as not already done so.

7 ﬂi}'Way burns are a dire emetgency and always war-
intubation by the physician or EMS with the
hat can be inserted. The burned epiglottis can
Y and make intubation very difficult or impos-
ater time. If the patient sounds even slightly
°mplains of difficulty breathing; if you norice
hairs, eyebrows, or eyelashes; or if you detect
burn patient, suspect airway burns and notify
right away, Adminiscer oxygen as ordered by
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Large surface-area burns should be dressed with dry ster-
ile sheets that are wrapped entirely around the patient’s
body. These patients should be promptly transported to a
trauma center or burn center. All burn patients should be
monitored for signs of shock, especially in the case of large
surface-area involvement.

Heat- and Cold-Related Emergencies
Heat Exhaustion

Heat exhaustion, which is an extreme fatigue caused by heat,
occurs as the resul of sodium and water depletion from the
body. Strenuous activity often precedes heat exhaustion
because the individual becomes overheated and perspires pro-
fusely. The skin is moist, pale, and cool, and body temperature
is normal. The individual may complain of headache, muscle
cramps, weakness, dizziness, and nausea. The patient should
be moved to a cooler environment and encouraged to lie down.
Apply cool compresses and give sips of water if the individual
is conscious. Heart exhaustion can usually be prevented by tak-
ing salt pills and drinking lots of water before, during, and
after strenuous activities in a warm environment.

Hyperthermia

Prolonged exposure to extremely hot temperatures often
results in an elevated body temperature, or hyperthermia.
The loss of water and salt through perspiration leads to a
state of mild shock. If the body’s cooling mechanisms fail,
heat exhaustion can progress into heat stroke. An individual
experiencing heat stroke usually fails to perspi
bW. The skin is dry, red,
and hot to the touch. Headache, shortness of breath, nausea
or vomiting, dizziness, weakness, and dry mouth are com-
mon symptoms. At the onset, the pulse is rapid, but it grad-
ually slows and becomes weak. The blood pressure begins to
drop. Mental confusion may appear, possibly accompanied
by irritability and hysterical behavior. In some cases the
patient collapses. If the individual remains exposed to heat,
brain cells begin to die. Permanent brain damage or even
death may eventually result. The patient must be removed
from the environment immediately. Loosen the clothing and
cool the body down as quickly as possible by pouring cool
water over the patient or sponging with a cool, wet cloth. If
heat stroke is suspected, after the initial emergency treat-
ment, EMS should be contacted to transport the patient to
an emetgency facility where vital signs and cardiac status
can be monitored. The patient should not be left alone and
should be assessed by a physic}an as promptly as possible.

Hypothermia

The patient with hypothermia is also at great risk. Hypo-
thermia results from prolonged exposure to cold or cold
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water and can cause the core temperarure to drop below
95°F. The patient shivers and experiences numbness and tin-
gling throughout the body. The skin becomes very cool to
the touch and is pale with a blue or ashy tinge. Respirations
are slow and shallow, and the patient becomes disoriented
and eventually unconscious as body functions and organs
slow down to the point of complete shutdown.

Treatment involves removing any cold, wet clothing and
wrapping the patient in warm blankets. Heat packs may be
used but not directly on the skin. Once the patient is con-
scious, offer sips of warm liquid. When possible, the patient
should be transported to a treatment facility for assessment
by a physician.

Seizures

Seizures, or convulsions, are produced by disorganized electri-
cal activity in the brain and are characterized by involuntary
muscle contractions that alternate between the contraction
and relaxation of muscles. In some cases the convulsions are
generalized, involving the entire body, or localized and lim-
ited to a specific area of the body. Convulsions can result from
a number of problems ot combinations of problems.

By themselves, convulsions are not life threatening, but
the muscle spasms that come with full-body seizures can
restrict breathing. Seizure patients may also bite their
tongues, causing bleeding and swelling, which can obstruct
the airway. Finally, seizure patients are sometimes injured
when their convulsions cause them to fall.

¥PROCEDURER

42-8 B P.erformmg Fzrst Ald for a Patlent Havmg a Se1 4

Once a seizure stops, especially a full-body seizyp,

normal fora patient to remain unconscious for as I

falling, and prevent the head from striking anye
che seizure stops. Second, pay close attention
patient is experiencing so you can describe it lat

rologist. If breathing seems adequate, note
response, apply oxygen as ordered, and place the

Continue to assess the patient until EMS person
and communicate your findings to them. Pro

seizure. _Q/
Fainting of

Many serious disorders cause unresponsivenes

EQUIPMENT AND SUPPLIES
None

METHOD

1. Identify that the patient is having a seizure.

2. Assist the patient to the floor, protecting the head and
assuring no hard or sharp objects nearby can injure her.

3. Loosen clothing around the neck.

4. After seizure, lay the patient on her side, and monitor and
reassure the patient.

5. If the seizure lasts more than five minutes, call 911.
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om is spinning. It seems to be caused by a brief inter-
in the body’s ability to control the brain’s circula-
Famtmg often occurs just after a patient has received
Jotional shock of some kind. The patient usually col-
nd becomes unresponsive but, within a minute,
waken and return to normal function. Patients sel-

become incontinent or have seizures as a result of sim-
fincing but may be injured in the course of a fall.

ere is always a reason for unresponsiveness, and deter-
o the reason is, of course, important. However, early
ur contact with any unconscious patient, your first
; should be to take care of the ABCs (airway, breath-
nd circulation). A patient who suddenly becomes
nsive may be experiencing arrhythmia such as ven-
fibrillation or ventricular tachycardia. If a patient
inted and there is no response, provide oxygen if the
orders this. Check the ABCs and call for help. If
nt is breathing well but will not wake up, place
his left side and contact your physician. If your
is not available, contact EMS. While you await
1val try to get a good set of vital signs and if pos-
ain a blood sugar reading. Procedure 42-9 illus-
W [0 assist a patient with syncope.

D'ROCEDURE

=

9k Respondmg to a Patlent W1th Syncope -

FIGURE 42-17 A closed fracture.

Musculoskeletal Injuries

Musculoskeletal injuries involve bones, muscles, tendons,
and ligaments and include fractures, dislocations, sprains,
and strains. Definitive diagnosis is made by X-ray, but these
injuries must be considered fractured bones until deter-

mined to be otherwise. Therefore, the affected part must be
immobilized.

Fractures

In a closed or simple fracture, the bone is broken but does
not penetrate the skin (Figure 42-17). In an open or com-
pound fracture, the bone pierces the skin, or the skin is torn

clothing and apply a blanket if the physician

atient for respirations, heart rate, chest pain,
usness,

following is present and the physician directs,
blue hps or face, lrregular or slow heart rate,
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7. If none of the above are present, assess bload sugar and
treat for hypoglycemia if appropriate.
8. Wash hands and document in the patient’s chart.

CHARTING EXAMPLE

1/16/XX 9:30 A.m. Chester Tyler was found on the floor of the
examining room. Assisted patient to supine position and loos-
ened collar. Applied blanket and elevated feet. Patient’s pulse
was irregular and 55, and he was difficult to awaken. 911
immediately called. Physician and Jenny Erkfitz CMA (AAMA)
remained with patient until EMS arrived five minutes later and
took patient to hospital...... ...C. Glidewell, RMA
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FIGURE 42-18 An open fracture.

open by the bone or by an external force (Figure 42-18).
Fractures may also involve single or multiple breaks in the
bone. Bone breaks can be complete, twisted, or splintered.

The affected part is immobilized and examined for
impaired circulation to the distal aspect. The location of the
fracture and the possible presence of heavy bleeding or bruis-
ing are also determined. Knowing the cause of the injury is
very helpful in this assessment. A fracture may occur in any
bone. Procedure 42-10 shows the steps to perform first aid
for a patient with a fracture.

Special precautions must be taken for suspected fractures
of the spinal column or skull. For any injury caused by sud-
den acceleration and deceleration, the cervical spine must be

Objective
instructor.

erforming First Aid for a

Perform first aid for a patient with a fractured arm, within the time period establishe

immobilized. Other injuries to the spinal colump
extreme caution when moving the patient. The bes &
is to call 911. Allow EMS professionals to stabilize th
cal spine with a cervical collar; then logroll the pa.
a spine board for transport to a facility where X
taken to determine the extent of the injury.
Suspected fractures of the thigh (femur) and pe
always severe and dangerous injuries that require
zation and transport and are best handled by the
In open or compound fractures, the soft ti
must be tended. Cover the open wound with a sce
moistened dressing; then place a sterile occlusi
over that. Generally, the tissue must be surgica

dam
and debrided. th the
o d

Splint Application =

Fractures of long bones require immobilization
to prevent joint movement above and below the
addition to preventing additional damage to
surrounding soft tissue, the splint helps to relieve
allows safe movement of the injured parc. An
measure is the application of cold, usually after splin
prevent swelling. e

Patlent w1th a Fracture

EQUIPMENT AND SUPPLIES
Sling; arm splint; gauze; tape; ice pack

METHOD

1. Identify the patient and introduce yourself.

2. Obtain vital signs.

3. Examine the injury, without straightening the arm, for
bleeding, bruising, or protruding bones.

4. If the bone has broken through the skin, wrap in gauze and
apply pressure to stop bleeding and get emergency help.

5. If the bone has not broken through the skin, apply a pad-
ded arm splint under the ulna and radius, and secure the
splint by wrapping dressings or material around the arm
and splint. Place ties above and below the suspected frac-
ture and then along the arm to secure.

. Assess circulation distal to the wou
. Elevate the arm and place in a slin
. Apply ice for 20 minutes. :
If the physician requests, send to the
for X-ray and possible casting.
Wash hands and document in the pati

W0~ o,

10.

CHARTING EXAMPLE

9/30/XX 2:30 p.m. Charlton Parker pres
fracture after a soccer injury at sch
Tylenol 480 mg for pain en route to 0
through skin, but patient complains
arm board and sling. Applied ice and
remove ice after 20 minutes. Referres
Ridge Hospital for radiograph by phy:




inal colump ins, Strains, and Dislocations

4in occurs when muscles, tendons, or ligaments are
Jc may be the result of trauma or cumulative overuse of
. t. A strain, often called a pulled muscle, occurs when
e or tendon is overextended by stretching. The
at complains of pain and may be unable to use the
In the lower extremities, weight bearing is painful and
es impossible. In a dislocation, the bone is actually
| away from the joint, stretching or tearing the liga-
d tendons. A deformity is generally noted. Disloca-
must be reduced and the bone reinserced into the joine.

B ired body parts should be immobilized to prevent
jitional damage and reduce pain. Applications of cold also

;mh the pain and slow edema. The physician assesses

and usually orders radiographs to eliminate the

ty of fracture and diagnose sprain, strain, or disloca-

ble 42-7 describes first aid for some emergencies

es seen in medical offices.

vith a sterife
: occlusive

a

ing for Medical Emergencies
8 Office

orcant for the physician and staff in a medical office to
a plan for medical emergencies that can occur in the

Response :
If you suspect poisoning because the patient

scene and circumstances. Encourage family t

water, etc. It depend_s on the suspected poiso

office, in order for all staff to be prepared. Procedure 42-11

shows how to develop a medical emergency plan policy for a
medical office.

EMERGENCY PREPAREDNESS

The medical assistant should be knowledgeable in the area
of emergency preparedness. This includes knowing how to
respond in the event of a human-caused disaster, such as a
terrorist event, and to a natural disaster, such as a hurricane.
Remaining calm in the event of an emergency is paramount
to the success of handling it. Through proper education, pre-
paredness, and simulation, a medical assistant can play a key
role in emergency response.

Earthquakes

Because earthquakes can happen at any time, and without
any warning, the medical assistant must know how to
respond to this type of emergency. One of the first steps to
preventing injury during an earthquake is to prepare before
an earthquake happens. Advance preparation may save lives
as well as prevent injuries. According to the Federal Emet-
gency Management Agency (FEMA), six steps are involved

states that she ingested a poison or has lost consciousness with

a poison nearby, or is vomiting profusely, gather information about potential poisons by asking about the

o call, or call the National Poison Control Center at (800) 222-

1222 and follow their instructions. Instructions may be to go to emergency room, ingest milk, hydrate with

n and amount.

If you suspect stroke, ask the patient to smile (

F)—does one side of the face droop? Ask the patient to raise both

arms (A)—does one arm drift downwards? Ask the patient to repeat a simple phrase (S)—does the speech seem
slurred or strange? And (T) if you observe any of these signs, call 911 immediately. Immediate transportation to
the hospital gives the patient access to thrombolytic (clot-dissolving) drugs that can greatly reduce damage.

If the bite is minor and barely breaks the skin, wash with scap and water and apply an antibiotic and bandage.
For a deeper wound, rabies is possible. Apply pressure with a clean dry cloth, and have the patient seen by a
physician for possible treatment for rabies or tetanus. Also refer to a physician if you see signs of infection.

For a mild bite, get to an area safe from further bites. If needed, remove the stinger with a credit card or similar
device. Wash with soap and water. Apply a cool compress. Apply hydrocortisone, pramoxine, or lidocaine to help
control pain. Use creams such as calamine lotion or those containing colloidal oatmeal or baking soda to help
soothe itchy skin. Treat for pain with a mild pain reliever like Tylenol. For more serious bites such as a scorpion
sting, a bite on a child, or a bite that leads to anaphylaxis, contact 911. You may need to administer an )
epinephrine autoinjector for an allergic reaction. Hold the autoinjector against the thigh, and inject as indicated
on instructions. Loosen tight clothing, cover with a blanket as needed, and monitor the patient. Do not give the
Mhing to eat or drink. If vomiting or bleeding occurs, turn on the side. Perform CPR if needed.

- If concussion is suspected, have the person stop the activity and rest. Apply ice as needed. For pain, use.
Tylenol, aspirin, or ibuprofen. Monitor for at least 24 hours. Notify physician if: a headache gets worse,

vomiting continues, drowsiness or dizziness increases, patient experiences increased confusion, or if a child
will not nurse or eat or stop crying.
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Objective ¢ Create a medical emergency plan.

EQUIPMENT AND SUPPLIES

Pen; paper; emergency kit composed of water, canned food, can
opener, snacks, personal hygiene products, first aid kit, trash
bag, gloves, battery-powered radio, flashlight, extra batteries,
whistle, tools, protective masks, diapers, powdered milk, for-
mula, baby wipes, and crash cart

METHOD

1. Develop an emergency kit using the above-listed supplies
and any others you desire, explaining what each supply
might be used for in an emergency.

2. Document a policy that would cover the actions needed in
each of the following situations that might occur in the
medical office:

a. Choking
b. Lack of pulse
c. Shortness of breath

- e e e e e

in planning ahead for an earthquake as well as other emer-
gency situations:

‘1. Check for hazards around the facility.

s Make sute shelves are fastened securely to walls.

e Keep large or heavy objects on lower shelves.

e Store any breakable items in low, closed cabinets
equipped with locks. '

e Do not hang heavy items on walls above where
patients will sit or lie.

e Secure overhead light fixtures.

e Repair any defective electrical wiring or leaky gas
connections.

¢ Strap water heaters to wall studs and bolt them to
the floor.

¢ Repair any deep cracks in ceilings or foundations.

e Store all lammable products on the bottom shelves
of closed cabinets with locks.

2. Identify safe places indoors and outdoors.
e Under sturdy furniture
® Against an inside wall
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DOCUMENTATION

12/6/YY 1:30 p.m. Medical emergency plan
posted at the reception desk on bright yellow p

— T @ 0 a

I

. Determine the best location to store your m
gency policy and kit.
4. Develop a memorandum to the physician st
have developed the medical emergency"pla_:

e

. Educate yourself and your coworkers.

Have disaster supplies on hand (Figur

. Develop an emergency communicat

Shock
Bleeding
Epistaxis
Superficial burn
Hyperthermia
Seizures
Fainting

e e o e

Away from glass that could shatcer
Away from bookcases or furniture
over ' T %
In the open, away from buildings, trees, telep
electrical lines, overpasses, or elevat

Contact the local EMS office or AR
information.
Teach all staff members how a‘ﬁd
gas, electricity, and water.

Flashlight and extra batteries
Portable battery-operated radio an
First-aid kit and manual
Emergency food and water
Extra blankets

In case staff members are separa
other during an earthquake, have
reunicing after the disaster.




RE 42-19 EVer_‘{' medical office ShOUld keEp emergency SUDplies
aterproof container.
diEt

Define the expectations of each staff member: Who
will escort patients from the building? Who will
heck the treatment rooms?

rovide literature for patients on how to prepare for
1 earthquake.

g‘.to FEMA, tornadoes are the most violent storms
ing in nature. Tornadoes are Very erratic can scrike
1very litcle or no warning. The warning signs of a tor-
de chunderstorms with heavy rain and large hail;
most greenish-colored skies; and dark, low-lying
0y people have related the sound of o tornado to
eight train.
ornado watches and warnings are issued before z
iches down. A tornado watch indicates that the
itions are right for a tornado and a tornado is pos-
2 tornado warning indicates that a tornado has
dand all persons are to take shelter immediately.
Ottant to designate a safe area within the office
2do warch occur during working hours. This
e basement of building or the lowest level of
Ifa basement is not available, it s advisable to
2 closet or incerior hallway. Above all else, stay
dows, doors, and outside walls. Avoid elevators
I15 £0 reach the lowest level of the facility.
OCCurrence of 5 tornado (or an earthquake, hur-
€L Natury| disaster), it is important to educate
ffice seaff, and the community about safety
“€1ole that 2 medijcal assistant plays in the
disaster is discussed toward the end of this

Hurricanes

Hurricanes can strike with little warning, although most allow
for some advance warning, giving the medical office staff time
to prepare. If the office is in the path of a hurricane, the wig.
dows may need to be secured; this can be dope using perma-
hent storm shutters or ¥-inch plywood cut to fit ang ready to
install. Trees and shrubs around the office should be well
trimmed. Secure rain gutters and clean clogged opes, If the
medical office is to be evacuated before a hurricane, the medi-
cal assistant should listen ro the radio or television for informa-
tionand instructions provided by local EMELgency management
personnel. During the hurricane, the medical assistant should
listen to the radio or television for additional information.

Floods

FEMA declares floods to be the most common hazard in the

United States. Sommie Tloods cap develop over days of rainy
weather; others may be in the form of flash floods and may
come on very quickly. The medical assistant should be aware
of the flood dangers thar exist in the local area. During a
flood, the medical assistant should listen to the radio for
information. In the event of a flash tlood, the medical assis-
tant should move to higher ground. If there i time before
evacuating, the medical assistant should disconnect any
electrical equipment and shyc off utilities at their majn
valves. When evacuating, the medical assistant should be
careful not to walk through moving water. As little as 6
inches of moving water can make a person fall.

Fires

Because more than 4,000 Americans die and more than
25,000 are injured in fires each year, the medical assiscant
should be prepared to respond to chis type of disaster. Fire
spreads quickly, and typically no time is available to gather
belongings or make 2 telephone call. In just two minutes, a
fire can become life threatening, and in five minutes a fire
can engulf a building. Heat and smoke from fire are often
more dangerous than the flames,

The medical office should be equipped wich properly
working smoke alarms. These should be placed on every
level of the building and in every room, either on the ceiling
or high on the walls. Every smoke alarm should be tested
and cleaned once per month. The batteries in every alarm
should be replaced at least once per year, and every individ-
ual alarm should be replaced once every 10 years.

The medical assistant should know the escape routes to
use in the event of a fire. Scaff members should practice those ;
escape routes. If the office is locaced above the first level,
escape ladders may be used.
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Any flammable items must be stored in well-ventilated
areas, and care must be taken in placing any items near a heat
source or heating vent. Any defective wiring must be repaired
to avoid a fire hazard. Fire extinguishers should be locared
throughout the office, and staff should be trained in their use.

During a fire, the medical assistant should be aware that
if a person’s clothes are on fire, that person should stop, drop,
and roll until the fire is extinguished. Running makes the
fire burn faster.

When escaping a fire, the medical assistant should check
closed doors for heat before opening. This is done by using
the back of the hand to feel the top of the door, the doos-
knob, and the crack between the door and the door frame
before opening the door. If the door is hot, it should not be
opened, and another route of escape should be sought. If the
door is cool, it should be opened slowly. The medical assis-
tant should craw] low under any smoke on the way to the
exit and close doors as they are passed through to delay the
spread of fire. Once out of the building, the medical assis-
tant should not attempt to reenter until or unless the fire
department declares that action to be safe. (Review the chap-
ter titled “The Office Environment,” which discusses basic
fire safety within the medical office.)

Terrorism

In the event of a terrorist atrack, the medical assistant should
be aware of the steps to take in each of the following types of
emergencies.

Explosions

In the event of a bomb threat, the medical assistant should
try to obtain as much information from the caller as possi-
ble. The following questions should be asked: ,

1. When is the bomb going to explode?
2. Where is the bomb right now?

3. What does it look like?

4. What kind of bomb is it?

5. What will cause it to explode?

Any information obtained should be immediately pro-
vided to the police, and their instructions should be fol-
lowed. If an explosion has occurred, the medical assistant
should respond by following the steps as if an earthquake or
fire has occurred.

Biological Threats

Bioterrorism is defined as the deliberate release of bacteria,
viruses, or other agents that can cause illness and death in
humans, animals, or plants with the intent to intimidate or
coerce a government or civilian population to furcher
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political or social objectives. Biological agents can
through air, water, or food. Some biological ager{ts
cult to detect; thus, if a terrorist spreads the agent,
may not be felt for several hours or days.

Biological terrorism agents are classified by the Cenge,
s

for Disease Control aﬂd Prevention (CDC) into caregm.[,

seek agents that are easily transmitted, with h1gh !
and mortality, to cause lengthy illness and inci ;%,

preferably with a long incubation period and ng
signs and symptoms. These are the agents thar a[-

as Category A. A ;ed
Since the terrorist attacks on the United States gn ¢, |
tember 11, 2001, the awareness of possible addj ter.

rorist attacks has been on the minds of Americans. Th; ém
agents of mass destruction is all too familiar as wel]
Special Pathogens Branch and the CDC National C
Preparedness, Detection, and Control of Infectioy

Their goals include developing rapid diagnostic ¢
ering information, and offering assistance in contr

a Category A agent, sarin is also discussed becaus
been used recently for bioterrorism. For more infor
see the CDC website.

Anthrax. Anthrax is a disease caused by the spore-for
organism Bacillus anthracis. This acute infectious d
be passed from animal to human by contact wit
hair or waste. This disease can attack the lungs, skin
gastrointestinal tract, causing signs and stptom_s
spiratory distress to coma. In 2001, anthrax wi
the United States through the U.S. Postal Se
causing 22 cases of anthrax infection. The first sig
symptoms of anthrax contracted through inhal
same as for the flu. Respiratory anthrax is the
with half the cases ending in death. Penicillin
and erythromycin are antibiortics of choice fort

¢ Professionalism is not just appBa

* grooming, although they are very lmportantfﬁ i
becoming a professional. Learning

challenging yourself on a daily basis give YO

you need to become a seasoned medical aS-SI
to continue updating your skills and education f

\




aminated materials should be incinerated. The CDC
7her government agencies are developing plans for an
attack with training and education programs for
are providers, public service personnel, and media. A
o prevent anthrax has been developed bur is not yet
for the general public,

sm. Botulism is a paralyric condition caused by the
roroxin produced by the spore-forming bacteria Clastrid-
wlinum. The three types of botulism are food-borne
,wound botulism, and infant borulism. Food-borne
is caused by eating foods containing the toxin. Im-
prepared canned foods are often a source. Wound
m is caused by a wound infected with C. borulinum.
tulism is caused by consumption of spores that
release toxins. All forms may be fatal and should
ered a2 medical emergency.

inum toxin is one of the most poisonous substances
One gram of toxin evenly dispersed and inhaled
Il more than a million people. It is the firsc bio-

ease. It is used to treat conditions such as eyelid
dystonia (abnormal, repetitive muscle move-

'syﬁ:lptems of food-borne illness appear as early as
d as long as 10 days after eating contaminated
le vision, slurred speech, difficulty breathing,
sis_caused by the toxin occur unless treated.

e and wound types may respond to horse antitoxin
tly enough. Human antitoxin is available from the

as several forms. All forms of the plague are
¢ bacterium Yersinia pestis, which is found in
heir fleas in the United Scates and many other
vorld. A person may develop one form or may
Ombination of pneumonic plague, which affects
bonic plague, which affects the lymph glands
lling; and septicemic plague, which occurs
1Sm enters the bloodstream., Signs and symp-
t, chills, and pneumonia, and if not treated,
1 2 matter of a few days. Wearing a mask
Tent with antibiotics such as gentamycin or
1thin 24 hoyrs are suggested.

: . ; . - 3

with the organism; by contact with an infected animal car-
cass, food, or water contaminated with F tularensis; or by
inhaling the organism. It is not spread from person to person
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Sarin. Although sarin is not a Class A agent, it was used
for bioterrorism in Japan in 1994 and 1995 ang Syria in
2013. Sarin is a human-made nerve agent, similar to insec-
ticides (insect killers) called organophosphates. Also known
as GB, sarin is a clear, colorless, and tasteless liquid that has
no odor in its pure form. Sarin can evaporate into a vapor
(gas) and spread easily into the environment. Victims can be
exposed through inhalation, conract, water, ot food. Damage
depends on the amount of sarin a patient was exposed to,
how the patient was exposed, and the length of the exposiire.

Signs and symproms of sarin EXposure present immed;i-
ately and include fatigue, wartery eyes, eye pain, pinpoint
pupils, blurry vision, runny nose, drooling, excessive sweat-
ing, rapid breathing, cough, chest tightness, nausea, vomit-
ing, abdominal pain, diarrhea, confusion, drowsiness,
headache, weakness, increased urination, and changes in
hearr rate. Exposure to large amounts of sarin can cause loss
of consciousness, convulsions, paralysis, and respiratory fail-
ure leading to death, '

Treatment for sarin exposure includes removing the vic-
tim from the area where sarin exists, washing the body thor-
oughly, and providing access to sarin-free ajr.

Smallpox. Smallpox is caused by the Variola virus. It causes
an acute, contagious disease that can be quickly spread from
person to person. Signs and symptoms of smallpox include
fever, macules, papules, vesicles, pustules, and crusts.
Smallpox outbreaks have been occurring for thousands of
years according to historians. The CDC reported that the
last case of smallpox in the United States occurred in 1949,
and the last case in the world was in Somalia in 1977. Until

1972, smallpox vaccinations were recommended for the
general public. Eventually, it seemed that smallpox had
been eradicated because no new cases have been reported.
Recently, there has been the possibility of heightened dan-
ger of the use of the Variola major virus as a bioterrorism
weapon.

According to the CDC, as of 2004 the United States has
enough vaccine stockpiles to inoculate every citizen in the
event of a smallpox emergency. Vaccinations are available
and have been given to military personnel and to medical
personnel who might come into contact with the virus.

Tularemia. Tularemia is a serious illness caused by the bacte-

rium Francisella tularensis. This organism is found in rabbits

and rodents. The signs and symptoms of tularemia include

fever, chills, headache, cough, weakness, and diarrhea.
Tularemia is spread by the bite of a tick or flea infected
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and can be treated with antibiotics. To protect against tulare-
mia, practice good personal hygiene and handwashing, and
use insect repellent containing N,N-diethyl-meta-toluamide
(DEET).

Viral Hemorrhagic Fevers. Viral hemorrhagic fevers are
a group of illnesses caused by several different groups of
viruses. These viruses have a number of similar features, such
as the following:

e They are RINA viruses.

e They must live in eicher an animal or insect host (ticks,
mosquitoes, certain types of rats, mice).

e They are usually restricted to areas where the hosts
live.

o Humans can transmit viruses to one another but are
not natural hosts.

o There are no vaccines or cures for the most part, with a
few exceptions.

Some examples of VHFs are Ebola-hemorrhagic fever and
Lassa fever. The signs and symptoms vary but include fever,
fatigue, and loss of muscle strength; bleeding under the skin
and from the mouth, eyes, and ears; delirium; and coma.
Death is possible. Precautions include controlling rodent
populations, proper cleaning of rodent nests and droppings,
good personal hygiene, isolation of affected people, and use
of PPE.

Preparation for a Biological Attack. Weapons of mass
destruction are by nature indiscriminate and prolonged in
destruction. To prepare for a biological attack, the medical
facility may have a high efficiency particulate air (HEPA)
filter installed. In the event of a biological attack, the medi-
cal assistant should be prepared to move away from the con-
taminant quickly, wash with soap and water, contact author-
ities, liscen to the radio for instructions, and remove and bag
clothing if contaminated.

Nuclear Blast

In the event of 2 nuclear arcack, the medical assistant should
take cover as quickly as possible, below ground if the build-
ing has a basement. The medical assistant should remain in
a safe locarion, listening to the radio for instructions. The
medical assistant should not look at the flash or fireball but
should lie flat on the ground wich the head covered and seek
shelter as quickly as possible.

Mock Environmental Exposures

Medical assistants can play a vital role in the event of an
environmental emergency. It is helpful to be prepared for
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JUDGMENT CALL

The responsibility of the medical assistant is us 15
as many patients as possible and not to tutn ap
ever, during a disaster situation, the physicia
medical assistant to redirect patients with c=e '

to another day during a crisis?
2. What types of injuries or diseases should
to the emergency deparcment of the hos
treated in an outpatient office?
3. How do legal responsibilities change duri

such events by understanding how to help p
vide assistance to other health care providers

able to provide assistance in numerous ways:
e Aiding in evacuation plans

o Triaging patients to determine whichia i
immediate attention i

o Administering tetanus and other v

direction of a physician

e Facilitating order and organization in
chaos i

* Implementing and following through

mental exposure safety plan

Procedure 42-12 lists the steps to create

tal exposure plan. Staff should frequently p

of potential disaster scenarios to be prepared

mental emergency. ;

Community Resources

It is vital for the medical assistant to be aware
resources before a disaster. Good sources _df
found through the U.S. Department of Homes
(www.ready.gov), the ARC (www.redcfoss f?)
(www.fema.gov). Through these resources,
tants can develop personal emergency ki  for
office emergency kits for use at work,



Objective «

per; computer; copy machine; various emergency sup-
aterproof containers; flashlights; batteries; bottles of

Icohol wipes; blankets; gloves; tweezers; scissors;
i radio; assorted medications; map of a hypothetical
ffice; hypothetical staff chart

an emergency kit that can be used by your office in
vent of an environmental emergency. Supplies may in-
i hlights, batteries, bottles of water, nonperishable
anual can cpener, bandages, alcohol wipes, blan-

s, vinyl or latex gloves, tweezers, scissors, self-powered
nd medications (ibuprofen, acetaminophen, antihis-
, antibiotic ointment, tetanus vaccines, etc.).

the kit in a waterproof container.

0 serve on the local Medical Reserve Corps
hhs.gov/), ARC Disaster Services (www

), and Community Emergency Response Teams
ww.ferna. gov/c'ornmunity-emergency—response-
Department of Homeland Security stated the
repare for a disaster is to get a kit, make a plan,
nd get involved!

ber must know what procedures to follow in
8€ncy. As a medical assistant, you will need
ing in CPR, AED, and treating specialty of-
€IS, such as allergic reactions. Patients may
Nting, seizyres, anaphylactic shock, and other

Develop an environmental expostire plan that can be used jn all hazards.

3. Place the kit in a safe area, such as a medicine closet or
storage closet.

4. Create evacuation plans for every room in the sample med-
ical office that has been given to you.

5. Create a delineation chart that outlines responsibilities of
office staff members in the event of an environmental
emergency.

6. Create a list of safety zones that can be used in the event
of an emergency (e.g., a safety zone in the event of a tor-
nado, an outdoor safety zone in the event of a fire, a safety
zone in the event of a flood).

7. Document development of the policy for the physicign. :

DOCUMENTATION

2/16/YY 10:00 a.m. Developed Environmental Exposure Plan
and placed information in red folder on receptionist’s desk.

........................................................... S. Parter CMA (AAMA)

conditions when visiting the medical office for other healch
reasons. Contacting the physician and EMS, if necessary, is
part of office protocol. Good Samaritan laws were established
to encourage health care professionals to volunteer in emer-
gencies without fear of financial liabilicy. It is important
that health care professionals render emergency care accord-
ing to the scope of license, certification, or training until
relieved by another health professional. EMS may be called
for on-the-scene care, stabilization of the patient, and trans-
port to the appropriate emergency department for further
assessment and treatment. Equipment is kept for medical
emergencies in the medical office. Medical assistants must
have an understanding of the various facets of emergency
preparedness. Students are encouraged to create an environ-

mental exposure control plan as well as participate in mock.
environmental exposure scenarios.
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