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MANAGEMENT OF CARDIAC ARREST
Cardiac arrest is a common medical emergency. It usually occurs suddenly and results in irreversible brain damage unless prompt, effective treatment is instituted. One plan for dealing effectively with this emergency consists of seven steps of cardiopulmonary resuscitation: 
Establishing the diagnosis and deciding whether to resuscitate.
Administering a precordial thump, noting the time and summoning aid.
Establishing a patent airway and performing artificial ventilation and external cardiac compression.
Instituting general supportive measures.
Diagnosing the cardiac arrhythmia responsible for the arrest.
Treating the arrhythmia; and 
Managing the patient after resuscitation.
MANAGEMENT OF CARBON MONOXIDE POISONING
The standard form of treatment is to have the patient breathe through an oxygen mask in order to offset the build-up of CO in the blood. Sometimes the use of hyperbaric oxygen, which is oxygen delivered under higher than normal pressure, is called for.
MANAGEMENT OF EPISTAXIS
Epistaxis is a common presentation to the emergency department (ED)1 that can be challenging and time consuming. Knowledge of the pearls, pitfalls, and troubleshooting tips around managing nosebleeds often can be the difference between a frustrating versus straightforward ED stay for patients. Use the EPISTAXIS mnemonic to help you remember these points.
Epistaxis Mnemonic
	E xamine
	Attempt to distinguish between anterior and posterior bleeding

	P ressure
	Apply pressure over the nose with compression device or fingers

	I rrigate
	Irrigate with warm water

	S ilver nitrate
	Apply silver nitrate locally, if anterior vessel identified

	T ampons
	Insert anterior nasal or posterior balloon tampons

	A frin
	Oxymetazoline can be sprayed in the nose as part of conservative treatment or applied on tampon

	t X A
	Apply TXA as gel or solution on tampon

	I nterventional radiology
	Contact interventional radiology for embolization in conjunction with ENT surgeon

	S urgical consultation
	Obtain an early ENT consult for severe or high risk bleeding


MANAGEMENT OF FOREIGN BODY IN THE EYE
Non pharmacological  
loose foreign body can be irrigated away with normal saline
foreign body on conjunctiva can be removed with a sterile cotton bud
assess depth of corneal foreign body (slit lamp optical section)
carry out Seidel test to check for corneal perforation
corneal foreign body may require removal with a hypodermic needle or other disposable instrument. To reduce the risk of corneal penetration, ensure that the needle approaches the cornea tangentially 
after removal, assess size of remaining epithelial defect so that healing can be monitored
Check:
VA before and after FB removal
globe and adnexae for signs of penetration
where there is any suspicion of a penetrating injury, carry out dilated fundus examination
AC for flare or cells
pupil responses
For those specifically trained, use of burr or other instrument (e.g. Alger Brush) to remove rust ring
if non-disposable instruments are used they must come from a sterile pack
Do not pad or patch eye
Advise patient to return/seek further help if symptoms persist
Advise patient to wear suitable eye protection in future)
 
Pharmacological
Remove foreign body under topical anaesthesia (gutt. proxymetacaine
0.5% or gutt. oxybuprocaine 0.4%)
Consider use of ointment (unmedicated or medicated) following removal (as ocular lubrication)

If there is a likelihood of infection, consider topical antibiotic prophylaxis (e.g. gutt. chloramphenicol 0.5% qds for 5 days)
For large epithelial defects, cycloplegia to prevent pupil spasm (e.g. gutt cyclopentolate 1% twice daily until healed)

In the case of contact lens wearers, antibiotic prophylaxis should be with a drug effective against Gram -ve organisms, e.g. a quinolone such as levofloxacin or moxifloxacin, or an aminoglycoside such as gentamicin. Contact lenses should not be worn during the treatment period

Systemic analgesia for first 24h (e.g. ibuprofen, or paracetamol if contraindicated) if necessary

Topical NSAID for its analgesic and anti-inflammatory properties, e.g. gutt. diclofenac 0.1% up to four times daily for 1-3 days
RCTs do not provide strong evidence to support their use

