
Consider this scenario: A 68-year-old woman presented 
to her family Physician for her yearly physical exam. The 
woman approached the registration desk and advised she 
was not feeling well. Just prior to reaching the counter 
she collapsed. Although there was a defibrillator in the 
office and equipment for intubation, there was no crash 
cart with emergency drugs. The Physician immediately 
instructed the secretary to call 911. No emergency care was 
administered while awaiting EMS arrival other than the 
Physician placing the patient in the recovery position on 
the floor to diminish the chance of fluid aspiration. Despite 
aggressive resuscitation efforts by paramedics, the patient 
was pronounced dead shortly after arrival at the hospital. 
The subsequent lawsuit alleged that had the Physician 
used any of the modalities available to him and had the 
appropriate equipment been available, the patient would 
have survived.

While there are no statutory provisions that outline the 
requirements for responding to medical emergencies in 
the office setting, patients expect that a medical practice 
will be equipped and prepared to respond to potentially 
life-threatening medical emergencies should they occur. 
As the above scenario illustrates, failure of Physicians and 
staff members to respond appropriately to these kinds of 
situations may lead to a medical malpractice lawsuit.
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Dear Colleague:

When a medical emergency occurs in the private 

office setting, it usually strikes without warning, 

affording the practice precious little time to respond.

This issue of  Doctors RX discusses the importance 

of establishing a plan of action to address unexpected 

medical emergencies and provides information 

to consider when evaluating your practice’s 

emergency preparedness.
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Although not an everyday occurrence, medical emergencies 
in private medical offices do occur, possibly more often 
than expected. A study of rural general practitioners 
demonstrated a median of eight emergencies per year, with 
95 percent seeing at least one emergency in the past year.1  
Emergencies are more common in primary care pediatric 
offices. One survey of 52 pediatric offices showed a median 
of 24 emergencies per year, with 82 percent of the offices 
reporting an average of at least one emergency per month.2  
In another study, 62 percent of pediatricians and family 
Physicians practicing in an urban setting reported assessing 
more than one patient per week who required emergency 
care or hospitalization.3  

The most common types of emergencies in primary care 
offices include asthma complications, psychiatric-related 
issues, seizures, anaphylaxis and cardiac arrest.4 In pediatric 
offices, common emergencies are respiratory-related 
problems, seizures, infections in infants and dehydration.5   
If you are a specialist, you are likely already prepared for an 
emergency that is within your scope of practice. However, 
you should consider whether you are ready to handle 
emergencies outside your scope, such as a patient who is 
having an anaphylactic reaction to latex gloves. 

Emergency Preparedness

Despite the fact that patient emergencies happen 
infrequently, even one can be too many if you are not 
adequately prepared. Emergency office preparedness 
begins with an evaluation of various aspects of your office 
and practice. This includes consideration of the following 
questions:

1. What types of emergencies have occurred in your 
office in the past year, and how often have you 
encountered such emergencies over the course of 
your medical career? 

2. What type of patients do you treat?  Do you treat 
a substantial number of patients who have special 
health needs or co-morbidities outside of your 
specialty? If so, what are the most common poten-
tial emergencies these patients might experience? 

3. Is your office freestanding, or is it located in a 
large health center, a clinic or a hospital?  
 

4. How far is your office from an emergency 
department or other emergent care facility?   

5. How long does it take emergency services to re-
spond to a 911 call from your office? Some articles 
indicate that average response times can be 11 to 
16 minutes. If you are located in a rural area, the 
response time could be longer.6

The answers to these questions can be the first step in 
evaluating your office’s response to a medical emergency 
and developing a plan for when a medical emergency 
occurs in your office.  When developing an emergency 
response plan consider the items discussed below.  

Specialty Specific 
Emergency Guidelines 

While there are no official regulations for adult 
emergencies, check with your specialty society to 
see if they have minimum recommendations for 
emergency medications and equipment.  

For example, The American Academy of 
Pediatrics has issued guidelines to assist offices in 
establishing an emergency plan. The guidelines 
include a list of recommended supplies and are 
available at: http://aappolicy.aappublications.org/
cgi/reprint/pediatrics;120/1/200.pdf

Fortunately, medical emergencies are not 
something that most offices will experience on 
a regular basis. However, should the unexpected 
occur, having an emergency response plan in place 
and ensuring that staff is appropriately trained is 
the best way to reduce the potential for liability 
exposure and may ultimately save a life. 

1. According to a study published in the Ameri-
can Family Physician, the most common types 
of emergencies in primary care offices include 
asthma complications, psychiatric-related issues, 
seizures, anaphylaxis and cardiac arrest. 
 
 A. True B. False 

2. A written emergency plan is necessary only if you 
determine that EMS response time is likely to take 
longer than 16 minutes and none of the staff are 
trained in basic life support.  
 
 A. True B. False 

3. All staff should have a copy of the practice’s 
medical emergency plan, however, there is no 
added benefit in having front office personnel 
participate in mock emergency drills, since 
generally they are not medically trained. 
 
 A. True B. False 

4. One survey of 52 pediatric offices showed a 
median of 24 emergencies per year with 82 
percent of the offices reporting an average of at 
least one emergency per month. 
 
 A. True B. False 

5. All medical offices, even those that do not treat 
pediatric patients, are required to keep pediatric 
doses of common drugs such as epinephrine 
and Benadryl. 
 
 A. True B. False

6. Seizures, dehydration, infections and respira-
tory problems are common types of emergencies 
reported in pediatric settings. 
 
 A. True B. False 

7. When rapid defibrillation is performed in a 
medically supervised environment, survival rates 
can be as high as 79 percent. Survival decreases by 
about 5 percent each minute until a defibrillator is 
applied to a patient experiencing cardiac arrest. 
 
 A. True B. False 

8. As long as a thorough report of the emergency 
steps taken to treat the patient is transmitted to 
emergency service personnel there is no need to 
document the same information in the patient’s 
medical record. 
 
 A. True B. False 

9. Basic supplies that should be included in all 
emergency kits include an intravenous catheter, 
IV medication and an AED unit. 
 
 A. True B. False 

10. Although there are no specific provisions in the 
law which outline exactly how Physician offices 
are required to respond to medical emergencies, 
every office should conduct an analysis of their 
practice to determine the most appropriate plan 
for emergency management. 
  
 A. True B. False
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Creating a “Crash Cart”

Although emergency supplies do not need to be 
maintained in a traditional “crash cart,” it is wise to keep 
all such supplies in one easily accessible location. You can 
assemble the supplies on your own or purchase a pre-
assembled kit. The answers to the above evaluation of your 
patient population and the types of emergencies you may 
encounter will guide you in deciding what equipment, 
supplies and medication to have readily available.

You may want to consider purchasing an Automatic 
External Defibrillator (AED), which is standard 
equipment for many practices. If your office regularly 
treats patients who are at risk for cardiac events, this 
machine may be the difference between life and death. If 
you are in a rural location, where, as noted, emergency 
response time may be longer, an AED is a wise investment.  
When rapid defibrillation is performed in a medically 
supervised environment, survival rates can be as high 
as 90 percent. Survival decreases by about 10 percent 
each minute until a defibrillator is applied to a patient 
experiencing a cardiac event.7 

Basic emergency supplies might include ambu-bags 
and masks, oxygen and tubing, a pulse oximeter, latex 
gloves, alcohol swabs and epinephrine auto injectors. 
Depending on your patient population, other supplies to 
consider include blood glucose monitors and nebulizers. 
If you treat many chronically ill or special needs patients, 
consider acquiring equipment and supplies appropriate 
for responding to specific emergencies that might occur in 
this population.

In selecting supplies, consider your skills and training 
and that of other Physicians in your office, as well as 
your medical staff. If no one in your office is proficient 
in advanced airway techniques, you will not need supplies 
for these procedures. However, at a minimum you should 
maintain proficiency in bag-valve-mask ventilation and 
stock the necessary supplies for this procedure. Similarly, 
if no one in your office is able to place an intravenous 
catheter, IV medication need not be stocked. Instead, 
consider parenteral medications, such as corticosteroids, 
glucagon and rectal diazepam. 

Once you have set up an emergency kit, assign a staff 
member to check the equipment supplies and medication 
regularly. This assessment may include verifying that 

equipment is in working order and that the kit is stocked 
with all necessary items. Medications will need to be 
checked periodically to ensure that they have not expired. 
Keep a list of required supplies and medications on the cart 
and have the staff member sign and date the maintenance 
form verifying that the supplies and medications have 
been checked. In addition to the regular checks, you may 
want to periodically assess the supplies and medications to 
determine whether additions are indicated. 

Training Your Staff

Just as important as having emergency medical 
equipment, supplies and medications available is ensuring 
appropriate members of your staff know how to use 
them. Begin by evaluating the size and structure of your 
staff and the knowledge and skills that are appropriate. 

consider whether Physicians, Physician assistants and 
nurse practitioners would benefit from advanced life 
support training. Such training includes the following: 

•	 Identification and early management of peri-arrest 
conditions that may lead to cardiac arrest or com-
plicated resuscitation outcomes;  

•	 Management of cardiac arrest until spontaneous 
circulation returns, resuscitation is terminated or 
care of patient is transferred;  

•	 Recognition of life–threatening clinical situations 
such as stroke;  

•	 Identification and treatment of ischemic chest pain 
and sequence of care for patients with acute 
coronary syndromes;  

•	 Team dynamics, including effective communica-
tion for both leaders and team members; and  

•	 Basic life support (described below).  

Training for nurses and medical assistants might include 
basic life support skills. Basic life support training typically 
includes the following:

•	 cPR for patients of all ages;  

•	 Ventilation with barrier device, a bag-mask device 
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The basic treatment sequence will likely be the “airway, 
breathing, circulation” model that is taught in life support 
courses. Additional steps may be established for emergencies 
such as anaphylaxis, diabetes-related, psychiatric, asthma-
related, seizures and other emergencies that might occur 
among your patient population.

Distribute a copy of the plan to all employees and post it 
in a location where staff will see it, such as a break room.

Case Study

As the following scenario illustrates, an integral part of 
having an emergency plan is ensuring everyone in the office 
is aware of their role in an emergency and are adequately 
prepared to respond. 

A 59-year-old female patient was seen in the office for 
an exam and fasting blood work. While checking out at 
the front desk the patient stated that her “sugar was low” 
and complained of being lightheaded, weak and shaky. 
The patient was brought back to the exam room and 
given a cup of soda and a few crackers. A few moments 
after eating the crackers, the patient began to exhibit 
symptoms of anaphylaxis, including nausea, tightness in 
her throat, difficulty breathing and swelling of her lips and 
tongue. The Physician called a code blue which signaled 
the medical assistant to call 911. Without hesitation, the 
medical assistant retrieved the medical emergency kit and 
oxygen tank. The Physician then administered 1mg/ml 
epinephrine followed by 50 mg/ml Benadryl and then 
a second ampule of epinephrine. The laryngeal spasm 

appeared to subside, however the patient progressed to 
grand mal seizures. The patient was carefully repositioned 
to the floor to prevent injury. When the seizure subsided, 
the Physician began monitoring vitals. Her respirations 
were shallow and pulse was weak and thready. Oxygen 
was applied via mask. The pulse was lost and cPR was 
administered just prior to the arrival of the paramedics. 
Additional attempts at resuscitation both en-route and at 
the hospital were unsuccessful. The records of this situation 
were requested and reviewed by a plaintiff attorney; 
however, no suit was ever filed.

This scenario had a very different outcome for the 
Physician than the one presented at the beginning of 
this newsletter. In this scenario, all of the office staff 
responded appropriately to the patient’s medical emergency. 
Although the patient expired, the office worked as a team 
to handle the situation and provide emergency care. A 
well-crafted and practiced emergency plan can play an 
important role in preventing medical injury or death and 
potential future lawsuits.  

•	 use of an AED; and  

•	 Relief of foreign body airway obstruction.

Once initial training is completed, regular refresher courses 
are valuable to ensure that skill level remains up to date.  

While front office staff is not directly involved in patient 
care, they generally are the first to see or speak with a 
patient or caregiver. This makes them key participants 
in identifying a situation that might be an emergency. 
Training for front office staff might include the following:

•	 understanding signs or symptoms which indicate a 
potential emergency;  

•	 Assessing potential telephone emergencies and 
determining whether the caller should be referred 
to an emergency room or told to come to the 
office immediately; 

•	 Developing techniques for calming down an 
individual who calls about a potential medical 
emergency, and what information to gather to as-
sist the medical staff in assessing the situation; and 

•	 Identifying “buzzwords” that front office staff can 
use to communicate to medical personnel that a 
patient in the waiting room or on the telephone 
requires immediate attention (note: medical staff 
also will need to be familiar with the “buzzwords” 
that are identified)

 
If you think your staff would benefit, schedule mock 
drills. While mock drills are most effective when done 
without advance notice, drills may be scheduled before 
or after office hours to avoid disruption to your practice. 
If you notify staff of the drill, assign roles for each staff 
member and vary the roles and emergency scenarios. Some 
possible scenarios include drills for the most common 
types of emergencies including asthma complications, 
psychiatric-related issues, seizures, anaphylaxis and 
cardiac arrest.

Another item to consider when providing staff training is 
determining who will take notes during the emergency. 
Documentation during an emergency can present 
challenges because activity is occurring at a rapid pace. 
However, tracking activities during an emergency is 

critical to the patient record. The notes should include 
patient status, specific actions taken, timeframe from 
onset of emergency to resolution or transfer to emergency 
personnel. Documentation should also indicate the 
medical information communicated to the emergency 
services personnel. 

The Emergency Plan 

Planning for emergencies is the best way to be prepared 
and maximize the likelihood of a positive outcome. 
A written emergency plan can eliminate uncertainty 
and ensure that staff members understand their role. In 
addition to evaluating your practice, developing a “crash 
cart,” and providing staff training, you may also want 
to include the following in your final emergency plan: 

•	 Summary of how to identify a patient 
in need of emergency care (e.g., what red flags 
indicate an emergency);  

•	 Primary team leader and substitutes 
(usually Physicians);  

•	 Designated assistants and the roles of each based on 
their training (nurses or other medical staff );  

•	 Designated room for emergency treatment 
(if space allows);  

•	 location of emergency supplies;  

•	 Treatment sequence (algorithms) for medical 
conditions your office is likely to encounter;  

•	 Individual(s) responsible for documenting sequence 
of care during emergency;  

•	 Individual(s) responsible for regularly checking 
emergency supplies;  

•	 When to call 911 (e.g., immediately upon 
identification of emergency or after initial 
assessment by Physician);  

•	 Individual(s) responsible for calling 911 when the 
order is given; and 

•	 Frequency and design of mock drills
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The basic treatment sequence will likely be the “airway, 
breathing, circulation” model that is taught in life support 
courses. Additional steps may be established for emergencies 
such as anaphylaxis, diabetes-related, psychiatric, asthma-
related, seizures and other emergencies that might occur 
among your patient population.

Distribute a copy of the plan to all employees and post it 
in a location where staff will see it, such as a break room.

Case Study

As the following scenario illustrates, an integral part of 
having an emergency plan is ensuring everyone in the office 
is aware of their role in an emergency and are adequately 
prepared to respond. 

A 59-year-old female patient was seen in the office for 
an exam and fasting blood work. While checking out at 
the front desk the patient stated that her “sugar was low” 
and complained of being lightheaded, weak and shaky. 
The patient was brought back to the exam room and 
given a cup of soda and a few crackers. A few moments 
after eating the crackers, the patient began to exhibit 
symptoms of anaphylaxis, including nausea, tightness in 
her throat, difficulty breathing and swelling of her lips and 
tongue. The Physician called a code blue which signaled 
the medical assistant to call 911. Without hesitation, the 
medical assistant retrieved the medical emergency kit and 
oxygen tank. The Physician then administered 1mg/ml 
epinephrine followed by 50 mg/ml Benadryl and then 
a second ampule of epinephrine. The laryngeal spasm 

appeared to subside, however the patient progressed to 
grand mal seizures. The patient was carefully repositioned 
to the floor to prevent injury. When the seizure subsided, 
the Physician began monitoring vitals. Her respirations 
were shallow and pulse was weak and thready. Oxygen 
was applied via mask. The pulse was lost and cPR was 
administered just prior to the arrival of the paramedics. 
Additional attempts at resuscitation both en-route and at 
the hospital were unsuccessful. The records of this situation 
were requested and reviewed by a plaintiff attorney; 
however, no suit was ever filed.

This scenario had a very different outcome for the 
Physician than the one presented at the beginning of 
this newsletter. In this scenario, all of the office staff 
responded appropriately to the patient’s medical emergency. 
Although the patient expired, the office worked as a team 
to handle the situation and provide emergency care. A 
well-crafted and practiced emergency plan can play an 
important role in preventing medical injury or death and 
potential future lawsuits.  

•	 use of an AED; and  

•	 Relief of foreign body airway obstruction.

Once initial training is completed, regular refresher courses 
are valuable to ensure that skill level remains up to date.  

While front office staff is not directly involved in patient 
care, they generally are the first to see or speak with a 
patient or caregiver. This makes them key participants 
in identifying a situation that might be an emergency. 
Training for front office staff might include the following:

•	 understanding signs or symptoms which indicate a 
potential emergency;  

•	 Assessing potential telephone emergencies and 
determining whether the caller should be referred 
to an emergency room or told to come to the 
office immediately; 

•	 Developing techniques for calming down an 
individual who calls about a potential medical 
emergency, and what information to gather to as-
sist the medical staff in assessing the situation; and 

•	 Identifying “buzzwords” that front office staff can 
use to communicate to medical personnel that a 
patient in the waiting room or on the telephone 
requires immediate attention (note: medical staff 
also will need to be familiar with the “buzzwords” 
that are identified)

 
If you think your staff would benefit, schedule mock 
drills. While mock drills are most effective when done 
without advance notice, drills may be scheduled before 
or after office hours to avoid disruption to your practice. 
If you notify staff of the drill, assign roles for each staff 
member and vary the roles and emergency scenarios. Some 
possible scenarios include drills for the most common 
types of emergencies including asthma complications, 
psychiatric-related issues, seizures, anaphylaxis and 
cardiac arrest.

Another item to consider when providing staff training is 
determining who will take notes during the emergency. 
Documentation during an emergency can present 
challenges because activity is occurring at a rapid pace. 
However, tracking activities during an emergency is 

critical to the patient record. The notes should include 
patient status, specific actions taken, timeframe from 
onset of emergency to resolution or transfer to emergency 
personnel. Documentation should also indicate the 
medical information communicated to the emergency 
services personnel. 
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in need of emergency care (e.g., what red flags 
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•	 Designated assistants and the roles of each based on 
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•	 Designated room for emergency treatment 
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Free Office Staff Education Program Now Available
MEDIcAl MuTuAl now offers a complimentary office staff educational program, 
Practice Management 101, designed to provide your employees with an overview of 
critical practice management issues. 

This cD-based multimedia course covers topics such as staff-patient interaction, 
confidentiality, addressing patient concerns and complaints, workplace safety and more. 
The convenient format of the program makes it ideally suited for staff meetings, new 
employee orientations or as a general resource. 

If you would like more information on how to obtain a copy of the program, please 
contact our Risk Management Services Department at 410-785-0050 or 800-492-0193.




