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1) EMERGENCY NURSING MANAGEMENT OF CARDIAC ARREST:

i. If alone in the facility or unit:

a) Assess patient for a response and look for normal or abnormal breathing. If there is no response and patient is notbreathing, call for help as per facility’s protocol

b) Bring an automated external defribilator (AED) to patient’s side

c) Check pulse. If you do not feel a pulse within 10 seconds, begin cardiopulmonary rescuscitation (CPR) starting with compressions in a C-A-B sequence (i.e. compressions, airway, breathing)

d) After 5 cycles of compressions and breaths (30:2 ratio), apply AED pads, turn on AED and follow prompts
e) Give 1mg epinephrine with an IV or an endotrachial tube, and repeat every 3-5 minutes. You can also give vasopressin 40U, but on time only.

ii. If there are other staff members in the facility or unit:

a) Assess patient for a response and look for normal or abnormal breathing. If there is no response and patient is not breathing, call for help as per facility’s protocol
b) Ask helper to bring emergency cart and AED, and notify physician as soon as possible if not done in facility’s protocol

c) Check the victim’s pulse if you do not feel a pulse within 10 seconds, begin CPR starting with compressions in a C-A-B sequence. Continue 5 cycles of compressions and breaths (30:2), until AED arrives.

d) Turn on AED and follow prompts

iii. If shock is delivered, resume CPR immediately for 2 minutes. AED will time 2 minute cycles, then notify it is ready to analyze cardiac rhythm

iv. Give 1mg epinephrine with an IV or an endotrachial tube, and repeat every 3-5 minutes. You can also give vasopressin 40U, but on time only.

v. Continue to support patient as per BLS guidelines, until another health professional provides relief, or a physician or nurse practicioner provides direction

vi. After 30 minutes of no response consider contacting physician to discuss discontinuing

2) EMERGENCY NURSING MANAGEMENT OF CARBON MONOXIDE POISONING:
a) Ensure removal of the patient from the CO source.
b) Ensure the airway is patent, and administer high-flow oxygen (100%)

c) The half-life of CO is 5hours on breathing air, 1hour on 100% oxygen and 40 minutes with hyperbaric therapy. Therefore, if available, manage the patient in a hyperbaric chamber.

3) EMERGENCY NURSING MANAGEMENT OF EPISTAXIS:
a) Ask the patient to sit upright and forward, and to squeeze the nostrils. Offer constant reassurance, as patients find this very distressing.

b) Give the patient a bowl, and encourage them to breathe through the mouth

c) Monitor pulse and BP

d) Monitor for signs of hypovolaemia

e) Establish IV access, and collect blood for FBC, group and save, and clotting if the patient is on anticoagulants.

If  bleeding continues, prepare for packing.

f) Use a nasal tampon. These are easy to insert and comfortable for the patient. Use Naseptin cream to lubricate the tampon.

g) Pack both sides. Packs are usually left in place for 24 hours. Use BIPP (bismuth subnitrate and iodoform paraffin paste) or 1cm of ribbon gauze impregnated with petroleum jelly if nasal tampons are not available. Posterior bleeds, which are much less common, require packing and a balloon catheter to arrest bleeding.
h) Patients with posterior packs require admission and are usually commenced on antibiotics

4) EMERGENCY NURSING MANAGEMENT OF FOREIGN BODY IN THE EYE:

i. Conjuctival foreign body:
a) Instill topical anesthetic

b) Remove from the conjuctiva by wiping with a dampened cotton bud (any swab/cotton bud used on the eye should be pre-moistened with saline minims or the residue of an anesthetic minims, otherwise epithelial tissue sticks to the swab, rather than the eye, and significant injury can result)

c) Stain after the foreign body has been removed to identify the extent of injury- if there is minimal stain, a single application of chloramphenicol ointment may be instilled. If there is a significant stain, chloramphenicol ointment should be prescribed qds until the eye feels back to normal.

d) Deeper foreign bodies on the conjuctiva may be removed using a 21G hypodermic needle, often mounted on the end of a cotton bud to form a longer and more easily manipulated tool.

ii. Corneal foreign body:

a) Assess depth using a silt lamp. The depth of the cornea may be seen within the slit lamp beam.

b) If the foreign body is anything other than superficial, it should be referred to the local eye unit for further assessment and removal

c) Instill a topical anaesthetic

d) Use a 21G needle; bore upwards to gently lift off the FB from the cornea.

e) Metallic foreign bodies may need slightly more forceful removal.

f) Rust must be removed at some point. This can be facilitated by giving the patient chloramphenicol ointment or drops to use for 2 or 3 days, and then reviewing in the eye unit. Rust is much easier to remove at this stage. Again, an antibiotic or ointment should be prescribed until the eye feels back to normal.
g) Once foreign body is removed, treatment is the same as for corneal abrasion and should be focused on preventing infection, relieving pain, and optimizing healing.

Foreign body removal should always take place at a slit lamp to provide magnification and stability for the patient’s head. If this is not possible, consideration should be given to referral to a more appropriate setting.
