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C L I N I C A L  R E V I E W

Editor’s key points
 Physicians have a legal, moral, 
and ethical obligation to provide 
basic emergency care to patients 
who present to their practices, in 
addition to managing foreseeable 
complications and emergencies 
from therapies and procedures 
they provide. These events are rare; 
however, all medical practices require 
some emergency preparedness. 

 To prepare for emergencies, review 
an inventory of past incidents, your 
practice pattern, and the social 
and demographic factors that will 
delineate the risk of certain types 
of emergencies in your practice. 
Consider the types of emergencies 
you are most likely to see in your 
office in particular and include 
these in your plan.

 To prepare for commonly 
encountered situations, set up an 
emergency kit including medications 
and equipment, and place posters or 
reminder cards in the office where 
they can be easily found; assign a 
person to check that the kit is up-to-
date every month. To help manage 
patients who become agitated or 
violent, set up the office to allow 
easy egress. Allow staff to enter the 
office, overriding patient privacy, 
should there be raised voices or 
loud noises from within. Designate 
code words to alert staff of the 
severity of a situation.
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Abstract
Objective To outline an approach to assessing the risk of emergencies in one’s 
medical practice and determining the equipment and medications required for 
emergencies and the necessary staff training to meet this important facet of 
patient care.

Sources of information The emergency preparedness recommendations 
presented in this article are based on data collected from family physicians’ 
current preparedness plans, formal physician evaluation and informal feedback 
provided after 2 large group presentations, and the authors’ expertise in 
areas including family medicine, emergency medicine, prehospital care, and 
pharmacology.

Main message Delineating risk based on practice profile, location, and 
demographic characteristics will inform the development of an appropriate 
plan to meet both public expectations and professional obligations. Reviewing 
the plan or having a practice drill of the plan once developed will improve the 
process in the event of an emergency. It is also essential to have medication 
and equipment checked periodically for expiry dates and proper functioning.

Conclusion Physicians will encounter office emergencies at some time in their 
practice. Appropriate risk assessment, planning, and preparedness will allow 
the provision of high-quality care, safety for staff members, the best patient 
outcomes, and the reward of having managed a time-sensitive problem in an 
efficient and effective manner. 

The definition of emergency set forth by Geddes in 1970 was “anyone, any-
thing, anytime.”1 By this definition, all physicians’ offices, private clinics, and 
walk-in clinics are at risk. In addition, there is an expectation that physicians 

will assist patients who present to their practices with emergencies, and a pub-
lic expectation that emergencies that develop as complications of care, therapies, 
and procedures will be addressed. This public expectation is aligned with an obli-
gation delineated by the Canadian Medical Protective Association that physicians 
must provide basic emergency care in addition to effectively managing foresee-
able complications and emergencies from therapies and procedures provided 
to the practice population.2 The Canadian Medical Association’s code of ethics 
states that physicians must “provide whatever appropriate assistance [they] can 
to any person with an urgent need for medical care.”3

Reflection on how effectively and efficiently emergencies could be man-
aged in any practice setting will identify gaps in preparedness and begin the 
process of needs assessment for the office. This article provides case-based 
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guidance on lifesaving maneuvers and therapies for 
3 examples of emergencies that could be encountered in 
family medicine.4,5

Case descriptions
Case 1. A 72-year-old man develops acute chest 
discomfort and associated intense diaphoresis in your 
office waiting room while waiting for a scheduled 
routine appointment. He is known to have hyperten-
sion and type 2 diabetes without a history of coronary 
artery disease.

Case 2. An 18-year-old man comes to your walk-in 
office for asthma that has been worse than normal for 
a few weeks. He smokes 15 cigarettes daily and has 
been trying to quit. He has been very short of breath 
for an hour and you are unable to hear breath sounds 
with auscultation of the left side of his chest. His tra-
chea is shifted to the right side on clinical examination.

Case 3. You are excising a nevus from a 52-year-old 
woman’s arm. She begins to feel weak soon after you 
administer the local anesthetic. She then develops an urti-
carial rash, wheezing, and a feeling of impending doom.

Sources of information
The information presented in this article is largely based 
on peer-reviewed scientific literature and organizational 
resources.2,4-7 The emergency preparedness recommenda-
tions presented in this article are based on data collected 
from family physicians’ current office preparedness plans, 
physician formal evaluation and informal feedback pro-
vided after 2 large group presentations, and the authors’ 
expertise in areas including family medicine, emergency 
medicine, prehospital care, and pharmacology.

Main message
When assessing your practice for risk of emergencies, 
ask yourself the following reflective questions: 
• Are you and your staff prepared for emergencies?
• Have you considered approaches to training staff 

members and ensuring you provide a good standard 
of care in such situations?

• What are the risks specific to your practice?
Preparation, planning, and training will make the 

difference between a panicked response and a still-
stressful but successful outcome. The following steps 
are required to effectively plan for such events:
• review emergency situations encountered in the prac-

tice during the past year or longer;
• develop a plan for these and for other common  

emergencies;
• ensure the required equipment and medications are 

on site and up-to-date; and
• carry out an exercise to establish roles and  

responsibilities.

The expectation is not that physicians will provide 
full-scope emergency care, but that basic first aid and 
reasonable processes for predictable emergency care 
will be in place to minimize patient risk.

Common office emergencies. Emergencies might be 
caused by patients misinterpreting the urgency or severity 
of their medical condition and presenting to the office, or by 
side effects of treatment provided in the office. Emergencies 
sometimes encountered in office settings include cardio-
vascular incidents and, at the extreme, cardiac arrest.4,6 
Another important group of emergencies includes common 
illnesses and conditions such as infectious diseases, envi-
ronmental illnesses, respiratory ailments (predominantly 
asthma), and traumatic injuries.4 Other office emergen-
cies include neurologic events, allergic reactions and ana-
phylaxis, diabetic distress, abdominal illnesses, back pain, 
enteric hemorrhages, vaginal bleeding and obstetric issues, 
and poisonings or toxic ingestions or exposures.4

Risk assessment. Practice characteristics will deter-
mine the risk and types of emergencies likely to be 
encountered. Facets of a practice to consider include 
patient demographic characteristics, location, and pro-
cedures and therapies offered.

A review of incidents from the past few years, as well 
as the frequency of each type of incident, might provide 
useful information, if available. Box 1 presents factors 
in determining the risk of various events in your office.

Box 1. Suggestions for risk stratification in the office

Patient demographic characteristics
• Age range
• Sex
• Social status
• Poverty
• Rates of crime and addiction
• Disease prevalence
• Patient mobility

Office location and makeup
• Office size and no. of staff members
• Local supports
• Inner-city location
• Rural vs urban location
• Time to emergency department
• Transportation available
• Nearby industry

Treatments and therapies provided
• Vaccinations
• Injectable medications
• Obstetric services or intrauterine device insertion
• Minor surgery
• Allergy testing
• Psychiatric treatment
• Cosmetic procedures
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Patient demographic characteristics: Demographic 
characteristics of both the population and the prac-
tice must be considered to effectively prepare for office 
emergencies. Consider age, employment status, and 
socioeconomic status; the prevalence of addiction, ill-
ness, and crime; and mobility perspectives, to list a few. 

Location: Access to an emergency department might 
not be practically feasible for some members of the com-
munity, making the primary care practice their initial point 
of care in an emergency situation. Offices in rural loca-
tions must prepare for a longer emergency response time 
and longer prehospital treatment phase than those in 
urban settings, where prehospital response time is shorter. 
Other considerations regarding practice location include 
nearby industries, halfway houses, prisons, theme parks, 
and homes for troubled youth; other local resources that 
might help to inform the emergency plan can be con-
sulted. In some areas, crime and addiction are prevalent 
and this should be considered in an emergency safety plan 
for patients and for staff members. If there is an elevator or 
another barrier to accessing the office, an evacuation plan 
for those with mobility issues should be outlined.

Procedures and therapies offered: The administration 
of parenteral medications as part of a practice increases 
the risk of allergy and anaphylaxis, bleeding, and other 
conditions such as syncope.

If minor procedures are part of the practice profile, 
preparation for emergencies must include consideration 
of potential complications. Procedures such as allergy test-
ing or immunizations, therapeutic injections, phlebotomy, 
and minor therapeutic or surgical procedures should be 
included in the risk assessment. In this realm, appropriate 
planning is essential to effectively manage all emergencies 
resulting from these procedures until help has arrived.

Emergencies: the basics. All staff members should 
have current first aid certification, current basic life sup-
port or cardiopulmonary resuscitation certification, and 
automatic external defibrillator training. Other aspects 
of the emergency response plan, such as preparedness 
and familiarity, will vary based on the practice popula-
tion and nature and incidence of events and situations.

Overall approach. In a clinical emergency situation, the 
first step is always assessment of the patient’s airway, 
breathing, and circulatory status followed by recording a 
complete set of vital signs including heart rate, blood pres-
sure, respiratory rate, and glucose level. In the case of an 
unconscious patient, an automatic external defibrillator 
should be immediately applied, if available, to assess the 
cardiac rhythm and deliver a shock if appropriate. Medical 
assistance should be ongoing while a call is placed to 911, 
which provides access to emergency services anywhere in 
Canada and the United States. Emergency services can-
not be accessed via text message. In Ontario, calling 911 
also provides access to CritiCall, a provincial system that 

coordinates patient transfers to the appropriate level of care. 
In cases where these steps are to be carried out by the 
same person, the initial assessment and resuscitation might 
have to take place at the same time as the telephone call to 
emergency services, which should not be delayed.

After this, attention to patient privacy (crowd con-
trol) and assistance will be the main role for anyone in a 
position to help. If there is any question about the safety 
of others in the office, this is the time to guide patients 
and staff to a safe area.

A list of medications and equipment to be considered 
for the office setting is provided in Table 1. All items 
included in the plan must be kept current, and personnel 
will require periodic refresher training on administering 
medications and using equipment, as well as on emer-
gency situation protocols, to avoid skill decline. It is also 
important to note that some medications, such as ben-
zodiazepines and opioids, are controlled substances and 
will have to be properly stored in accordance with gov-
ernment guidelines.8 In general, these guidelines require 
that the substances are contained in a locked storage 
device that is secured to the building.8 This device must 
also be located within a secure room. 

Managing the scene: The first steps to managing the 
scene are to acknowledge the emergency and assess 
for immediate safety risks. Then identify the team leader, 
usually the physician, and call 911. The next steps are 
protecting patient privacy, ensuring the safety of the staff 
members and other patients, and supporting the team 
leader. This support might include obtaining equipment 
or medications, organizing people, and documenting 
individuals and treatments or procedures. In larger offices 
with a greater number of staff members these tasks can 
be shared by several people.

Posters and reminder cards in easily visible locations 
for staff are helpful, as emergency situations are infre-
quent and stressful. The reminder cards should be easily 
accessible and reviewed periodically. Planning ahead to 
make this kind of support available will be appreciated 
when it is needed. For example, a poster on anaphylac-
tic reactions7 can be downloaded through the Dalhousie 
Academic Detailing Service, an evidence-based physi-
cian education program.

Assessing the patient: Care required for emergen-
cies will vary based on clinical presentation; however, 
all patients will require an assessment of their airway, 
breathing, and circulation. After this, all vital signs, 
including bedside glucose level, should be recorded. A 
focused history and examination to identify the details 
of the condition and initiation of appropriate therapy or 
management is sometimes all that is required to stabi-
lize a patient for transport.

Patient privacy should be optimized. Sentinel events such 
as pain ratings, syncope or seizures, timing of medications 
given, and responses to therapies should be documented. 
Reassuring the patient and his or her family members is 
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important, as is verbal communication of the immediate 
care plan. Family members or accompanying persons will 
also need to know if they can accompany the patient and, if 
not, to which facility the patient will be transported.

Treatment will be determined by the urgency of ther-
apy required, the severity and lethality of the condi-
tion, and the time it will take for the patient to reach 
an emergency care centre or emergency department. In 
some situations, intravenous antimicrobials or fluids are 
indicated, while in others these can delay definitive care. 
Each case will be unique and clinicians must be com-
fortable making these decisions at the time of the event.

Transitioning care: Once the patient’s condition has 
stabilized, or after transfer of care to paramedics, the 
team leader should inform the emergency department 
staff of the patient’s condition for continuity of care. 
Ideally, a list of medications and the team’s documen-
tation of the event should be copied to send with the 
patient or the paramedics.

Some patients will refuse to accept an ambulance 
transfer. If they are too sick to drive and pose a sub-
stantial and immediate risk to others, or you believe 
they lack capacity to make an informed decision, you 
have a duty to inform the police. Otherwise they must 
be fully informed of the risk of being driven to the emer-
gency department in a private vehicle by a friend or 
family member, and this discussion must be clearly 
documented in the patient’s medical record along with 
the chronology of the incident. It is a good practice to 

inform patients who have been waiting that there has 
been an emergency and to apologize for the delay.

Transfer of care to emergency medical services: Many 
office emergencies require activating 911 services. In 
these cases, transfer of care will often occur between 
the office staff and the paramedics. As transfer of care is 
a high-risk situation for medical errors, it is important to 
communicate to the paramedics the nature of the emer-
gency, the interventions provided, and your impression 
and plan. Any documentation available, including medi-
cal history, allergies, medications, and details regarding 
the emergency, should be provided at this time.

In Canada, the scope of practice of paramedics varies 
from basic to advanced life support (ALS) based on para-
medic designation and training. Ensure the appropriate level 
of care is dispatched by communicating an approximate 
level of care that the patient has received and will require. 
This might avoid the transfer delays that ensue when a 
patient has received or requires a higher level of care than 
the responding paramedics are qualified to provide.

Interventions provided during transport to hospital 
might be limited if you work in a system that does not pro-
vide ALS prehospital care, or if an ALS-capable paramedic 
is not available. As these situations are more likely in rural 
areas with a long transport time to hospital, one option is 
to contact the on-call physician supporting the paramedics 
and work out a treatment plan the paramedics can then 
be authorized to provide. The paramedics on scene should  
be able to facilitate establishing this communication.

Table 1. Equipment and medications to consider for the office emergency kit
SETTING EQUIPMENT OR CONSIDERATION MEDICATION

Recommended for all settings • Universal precaution
• Bag valve mask (various mask sizes)
• Oxygen mask (nonrebreather)
• Pulse oximeter
• Nasal or oral airway
• Blood pressure cuff and bariatric cuff
• Glucometer and test strips
• IV access and tubing
• Nasogastric tube
• Suction bulb
• Cord clamp and scissors
• Soap
• Isopropyl alcohol
• Dressing materials (gauze, tape, etc)
• Room set-up with doctor nearest to door

• Acetylsalicylic acid in 81-mg doses
• Normal saline (1 to 2 L) or Ringer solution
• 1:1000 epinephrine and syringes 
• Nitroglycerin spray
• 25% dextrose
• Salbutamol metered-dose inhaler
• Aerochamber and pediatric mask
• Oxygen tank
• Acetaminophen
• IV diazepam or lorazepam
• Diphenhydramine or cetirizine
• Naloxone
• Morphine
• Ibuprofen
• Prednisone

Suggested for some settings • Resuscitation tape
• Intubation kit
• Electrocardiogram machine
• IO needles
• Panic button under desk or near egress
• Telephone numbers for advanced care
• Automatic external defibrillator
• Manual defibrillator, electrodes, and cables
• Pacing pads
• Catheter trays
• Catheter bags

• Ondansetron
• Magnesium sulfate
• Activated charcoal
• 1:10 000 epinephrine 
• Atropine
• Adenosine
• IV corticosteroids
• IV ceftriaxone
• IV furosemide
• IV clindamycin
• Antiplatelet agent (clopidogrel)

IO—intraosseous, IV—intravenous.
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In rural areas involving management of critically ill 
patients or unexpected cases of substantial trauma, the 
use of prehospital air transport is often overlooked as 
an option. Early activation is important in these cases, 
as flight crews often need time for preflight procedures. 
Communication of this potential need to the dispatch 
centre at the onset of the emergency will allow flight 
crews this time, and a decision to launch will be made 
based on local protocol.

Considerations for violent or agitated patients.  
Occasionally, a patient will become upset or agitated. 
A plan must be in place to provide both help for the 
patient and an exit strategy for the physician. An exami-
nation room with an easy egress (doctor nearest to the 
door) should be available in all office settings (Figure 1). 
Staff members should be instructed to place patients in 
this room if they are agitated, have problematic sub-
stance use, or are angry.

A concealed panic button can silently alert others 
that a health care provider requires aid and might be of 
use once a risk assessment has been completed or if a 
provider feels unsafe at any time. A brief interruption 
by others should be encouraged when there are loud 
voices or disruptive sounds from any area in the office. 

Staff should agree on a code word that can be used 
in different phrases to indicate that all is fine, that help is 
required, or that the authorities must be called immedi-
ately. Code words should be clear (eg, the list) and should 

be used in a context that articulates the health care pro-
vider’s need: “please call for the list right now” means 
“call the police straight away”; “please bring the list” 
means “your assistance is required now”; or “please don’t 
worry about the list” means “everything is fine and the 
situation is a flare of temper and poses no danger to any-
one.” These statements might be accompanied by others, 
such as “everything is fine,” aimed at keeping the patient 
as calm as possible. The code word must be rehearsed 
and repeated often and actively listened for by office staff 
in potentially dangerous situations. Examples of phrases 
using a code word are provided in Table 2.

Removing other patients and staff from the area 
might be indicated in some situations for privacy or 
safety reasons. When a call is placed to the authorities 

Table 2. Suggested phrasing for code words: Examples 
using code word the list.
SITUATION EXAMPLE OF PHRASING

Urgent: call police now • “Please call for the list right now”
• “I need the list right now”

Urgent assistance 
required: help

• “Please help me find the list”
• “Can you help me with the list?”

Everything is fine:  
do not worry

• “Please don’t worry about the list”
• “Don’t worry, I have the list”

Please check  
back in 5 min

• “ Can I see the list in a few 
minutes?”

• “I will need the list in 5 minutes”

Figure 1. Office set-up
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for assistance, other patients, families, and staff mem-
bers should be moved from the immediate area.

Although clinicians and staff might be frightened, 
remaining calm is crucial to getting control of the situ-
ation. Approach these situations delicately and empa-
thize with the patient about his or her feelings or anger, 
offer the patient medication to help him or her calm 
down, and remind the patient that there is support and 
help available and that the staff want to do what is 
best for him or her. Often there will be no opportunity 
to collect a detailed history, and performing a physi-
cal examination might place providers at increased risk 
and should be deferred. Documentation and alerting the 
emergency department should also be deferred until 
help has arrived.

Case resolutions
With the risk checklist reviewed, the medication and 
equipment lists considered, and plans for emergency 
presentation in the office in mind, we revisit our cases 
in Table 3 and explore what care we will be able to pro-
vide for these patients.9-13

Conclusion
Physicians will all encounter emergencies at their place 
of work at some time. Appropriate risk assessment, plan-
ning, and preparedness will allow the provision of high-
quality care, safety for staff members, the best patient 
outcomes, and the reward of having managed a time-
sensitive problem in an efficient and effective manner. 
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