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Abstract 

Introduction. Life-threatening emergencies could occur in different setting including 

workplace. We aimed to describe life-threatening emergencies and evaluation of 

implementation of new protocols in a large multisite company. 

 

Method. The evaluation included two 6-month period without and with implementation of the 

new protocols, where each nurse and physician filled out a questionnaire at each emergency 

occurring for a life-threatening symptom A global evaluation of these protocols was also 

performed.  

 

Results. In the cumulative one year period, 75 emergency cares were provided, 0.75 

case/1000 workers/ months. Chest pain was the main motive of emergency care. In 7 cases 

(9.3% confidence interval at 95%: 3.8-18.3) the situation was considered by the health 

professional to be really-life-threatening (no death occurred).  

No difference between severity and management in the 45 emergencies in period A and 30 in 

period B. 

 

Conclusion. Life-threatening emergency is a rare event but that occupational health service, if 

they existed, should be prepared to many different situations, in a collaboration between 

Emergency Medical System and Occupational Health Services to improve management of 

potentially life-threatening situations, and appropriation and integration of the protocol of the 

specificity of the workplace environment.  



 

Sir,  

 

Life-threatening emergencies could occur in different setting including workplace. Many 

large companies are equipped with an occupational health services including nurses and 

physicians.  

Cardiac arrest management is usually well established in these companies, based on 

international consensus [1]. Since the last decade, international consensus also included other 

life-threatening emergencies like acute coronary syndrome, tachycardia. However, even 

though protocols are sometimes established, large variations of practices exist [2].  

Fifteen standardized protocols based on symptoms of major life-threatening emergencies were 

then developed by a group of occupational and emergency physicians (from prehospital care 

unit). They included all symptoms which required special care to avoid a potential life-

threatening condition, like chest pain, coma, dyspnea, abdominal pain, severe trauma, 

anaphylaxis… They were implemented experimentally in a large multisite company for 

evaluation. We aimed to describe life-threatening emergencies and evaluation of 

implementation of new protocols in this company. 

 

A large industrial company, including over 8000 workers in 15 locations, was chosen to 

implemented protocols. Inside- occupational health services included 5 physicians and 25 

nurses. Protocols were available but were not revised since 2004. The evaluation included a 6-

month period between 2009 November and Aril 2010 without implementation of the new 

protocols (A period), and a 6-month period between 2010 November and Aril 2011 with new 

protocols. Each nurse and physician filled out a questionnaire at each emergency occurring 

for a life-threatening symptom including type of distress, severity evaluation (life-



threatening?). A global evaluation of these protocols was performed using numeric scales (0 

to 10) on the benefice of the new protocols, and their ergonomic, effectiveness and 

exhaustiveness.  

 

In the cumulative one year period, 75 emergency cares were provided, 0.75 case/1000 

workers/ months. The mean age was 43.9 years (+/-11.2). Chest pain was the main motive of 

emergency care (Table 1), and managed in 34% cases by the occupational health physician. In 

7 cases (9.3% confidence interval at 95%: 3.8-18.3) the situation was considered by the health 

professional to be really-life-threatening (no death occurred).  

The comparison of the two periods did not show any difference between severity and 

management in the 45 emergencies in period A and 30 in period B. Although found effective 

and exhaustive (mean 8.0 +/- 1.5) and quit ergonomic (6.6+/-1.7), only few occupational 

health professional answered to the global evaluation (n=7).  

 

Life-threatening emergency is a rare event but that occupational health service, if they existed, 

should be prepared to many different situations. Nurses should have standard procedures to 

manage potential life-threatening emergency when occupational health physician is not there. 

However, no difference was found between the new validate evidence-based protocols and 

integrated old protocol.  

The small statistical power of the study related to number of event and low response rate at 

the found could partly explain the results. However, the number of events is an expected 

result, based on cardiac arrest studies: indeed, workplace is one of the least frequent sites of 

out-of-hospital cardiac arrest, although there very few publications in this area [3-6]. The low 

response rate is an important limitation, but the turnover during the period in addition of the 

overactivity reported by the occupational professionals gave a possible explanation.  



This study gave a fair description of emergency care in large companies, especially the 

importance of chest pain and lipothymia, as previously found on a retrospective study on 

Emergency Medical Service call coming from workplace [2]. Old protocols were not 

standardized but adapted to specificities of the company and well known by nurses. However, 

some elements based on new recommendations were missing. Better learning and training on 

new protocols are probably were enough developed in the study (8 has no or less than 4 hours 

of training). Then, it emphasized on the mandatory collaboration between Emergency Medical 

System and Occupational Health Services to improve management of potentially life-

threatening situations, and appropriation and integration of the protocol of the specificity of 

the workplace environment.  
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Table 1. Emergency situations and related to protocol,  and prevalence (one year) and confidence interval 

at 95% % (CI95%) 

 n % (CI95%) 

Chest pain  20 26.7% (17.1-38.1) 

Lipothymia 9 12.0% (5.6-21.6) 

Acute agitation  7 9.3% (3.84-19.3) 

Acute pain (chest/abdominal/head pain excluded ) 6 8.0% (3.0-16.6) 

High blood pressure 6 8.0% (3.0-16.6) 

Abdominal pain 6 8.0% (3.0-16.6) 

Other : renal colic, other bleeding… 6 8.0% (3.0-16.6) 

Stroke ?  5 6.7% (2.2-14.9) 

Acute trauma 5 6.7% (2.2-14.9) 

Anaphylaxis 2 2.7% (0.3-9.3) 

Seizure 2 2.7% (0.3-9.3) 

Dyspnea/ Asthma 1 1.3% (0.03-7.2) 

Total 75 100% 

 


