
MEDICAL EMERGENCIES
IN DENTISTRY 



A serious, unexpected and often 
dangerous situation requiring 
immediate  action











STRESS RELATED- PAIN,ANXIETY, FEAR



Goals of physical evaluation: 

1. Ability to physically tolerate the stress of planned treatment.

2. Ability to psychologically tolerate the stress of planned treatment.

3. Need for treatment modifications -better tolerance of stress of planned treatment.

4. Whether use of psychosedation is warranted -

Appropriate sedation technique

Contraindications to drugs to be used in planned treatment



ANXIETY RECOGNITION

• Increased BP, HR.

• Excessive Sweating, Dilated pupils.

• “White Knuckle “ Syndrome.

• Unnaturally stiff posture.

• Over willingness to cooperate with doctor.



STRESS REDUCTION PROTOCOL :
• Premedicate - evening before / just before surgery.

• Morning appointment schedule.

• Minimize patient waiting time.

• Psychosedation during therapy.

• Adequate pain control during therapy. 

• Post op pain and anxiety control.

• Telephone anxious/fearful/medical risk patient on same day that treatment 

was delivered .



MEDICAL EMERGENCY KIT-ADA Recommendation- Individualized 
emergency kits as per specific training and special needs



CRITICAL INJECTABLE DRUGS





CRITICAL NON-INJECTABLE DRUGS







CRITICAL EMERGENCY EQUIPMENT







NON-CRITICAL SECONDARY EMERGENCY 
DRUGS AND EQUIPMENT













EMERGENCY SCENARIO



LOSS OF CONSCIOUSNESS



INCREASED LIKELIHOOD OF LOC

• Stress

• Impaired physical status

• Administration or ingestion of drugs



CAUSES OF LOC

• Decreased cerebral metabolism-inadequate delivery of blood and oxygen to brain

• Direct/Reflex effects on CNS-Cerebrovascular accident, Seizures

• Psychic mechanisms- Vasodepressor Syncope/ Hyperventilation/Emotional 

disturbances



No response to stimulation

P – Position patient supine, elevate feet    
Terminate Dental procedure

CAB – Initiate BLS as needed,       
Oxygenation

Recovery Unconsciousness persists



Recovery

Headache
Weakness
Nervousness
Slight 
confusion

VASODEPRESSOR SYNCOPE

Dizziness in 
upright 
position

POSTURAL HYPOTENSION



No response to stimulation

P – Position patient supine, elevate feet    
Terminate Dental procedure

CAB – Initiate BLS as needed,       
Oxygenation

Recovery Unconsciousness persists



Unconsciousness persists

A, B : Maintain Airway, Breathing

C : Recheck circulation

Carotid pulse absent

Activate EMS system

Initiate CPR

Carotid pulse present



Carotid pulse present

Check medical history

ADRENAL INSUFFICIENCY DIABETES MELLITUSNegative

Administer Cortisone (IM/ IV)

Activate EMS system

Activate EMS system

Administer
50% glucose IV / 
glucagon IM



Administer
50% glucose IV / 
Glucagon IM

Recovery No Recovery

HYPOGLYCEMIA
HYPERGLYCEMIA / 
NON DIABETES RELATED

Activate EMS system



RESPIRATORY DISTRESS



RESPIRATORY DISTRESS

• Hyperventilation

• Asthma

• Foreign Body Airway Obstruction



Conscious, difficulty in breathing

P – Position patient upright
Supine position-not optimal

CAB – initiate BLS as needed

Monitor Vital signs

Check medical history

NEGATIVE

ASTHMA

HEART FAILURE



HYPERVENTILATION

• Ventilation in excess of that to 

maintain normal PaO2 and PaCo2.

• Increase -frequency and depth

• Exacerbated by stress, anxiety.



Age 20-40 years
Rapid respiratory rate 
and depth
Acute anxiety
Light-headedness
Peripheral paraesthesia

HYPERVENTILATIONCalm patient

Symptoms relieved

Correct respiratory alkalosis

Breathe CO2 enriched air

Symptoms persist

Administer midazolam IM / IV





Conscious, difficulty in breathing

P – Position patient upright
Supine position-not optimal

CAB – initiate BLS as needed

Monitor Vital signs

Check medical history

NEGATIVE

ASTHMA

HEART FAILURE



ASTHMA

• Extreme sensitivity of the airways.

• Extrinsic/Intrinsic Asthma.

• Exacerbated by stress.



Wheezing
Increased respiratory 
effort
Increased anxiety
Sweating
Flushing of face & 
upper torso

ACUTE ASTHMATIC ATTACK

Terminate dental procedure; 
Calm patient; 
Upright Position; 
Administer oxygen

Administer inhaled bronchodilator

Administer epinephrine IM 0.3 ml of 1:1000

Administer hydrocortisone IV

Activate EMS system

If symptoms persist

If symptoms persist

If symptoms persist



FOREIGN BODY AIRWAY OBSTRUCTION 

• Actual incidence of aspiration into trachea or lung - low.

• Increased risk - Advent of semisupine/supine dentistry.

• Minimize risks- Rubber dam, Assistant, Suction, Ligatures.

• Signs/symptoms  - coughing, choking, wheezing, dyspnea



OBJECT HAS ENTERED TRACHEA

• DO NOT ALLOW PATIENT TO SIT UP.

• Trendelenberg with left lateral decubitis.

• Encourage coughing.

• Do not use hemostats/cotton pliers to retrieve object.

• If suspect swallowing- DO NOT discharge till chest Xray.

• Medical consultation- Bronchoscopy/thoractomy



ACUTE AIRWAY OBSTRUCTION

UNIVERSAL SIGN OF CHOKING







LOSS OF CONSCIOUSNESS IN CHOKING VICTIM

• Relaxation of larynx muscles.

• Convert complete airway obstruction to partial obstruction.

AHA RECOMMENDATION

-Start Chest Compressions

-Try to remove foreign body-

AVOID BLIND FINGER SWEEP

-Proceed to CPR



SEIZURES





Tonic-Clonic seizure activity

P – Position patient supine

CAB – initiate BLS as needed

Prevent injury to patient

Seizure terminates

Administer Basic Life Support 
in Post Ictal Phase

Seizure continues

Activate EMS system

CAB – BLS as needed

Administer Midazolam iv; 50% Dextrose





CHEST PAIN



• Frightening experience.

• Immediately invokes thoughts of “ heart attack” in the mind 
of the victim.





• Hyperventilation

• Angina Pectoris

• Myocardial Infarction



Acute, substernal pain
Patient conscious

P – Position patient erect , semierect

Terminate procedure

CAB – initiate BLS as needed

Check medical history

NEGATIVE ANGINA PECTORIS MYOCARDIAL INFARCTION



Acute anxiety
Rapid respiratory rate & depth
Light headedness
Peripheral paresthesia
Age: 20-40 years

HYPERVENTILATION



Male
Age; above 40 years
Sub strenal oppression
Radiation of pain

Administer Nitroglycerin, Oxygen

Pain relieved

ANGINA PECTORIS

No pain relief / increase in pain

ACUTE MYOCARDIAL INFARCTION



LEVINE’S SIGN



Activate EMS system

Administer MONA-
Morphine/Oxygen/Nitroglycerine/Aspirin

Monitor vital signs

Loss of consciousness

Administer basic life support

C – check circulationCarotid pulse present Carotid pulse absent

Continue A,B Initiate CPR immediately



REMEMBER

• In order to treat a patient with chest pain for ANGINA, they MUST

have a prior history of Angina Pectoris.

• If no history of Angina Pectoris- Presumptive diagnosis of MI.

• ALL instances of 1st time chest pain occurring in a dental setting 

require IMMEDIATE activation of EMS.



WHEN TO CALL FOR HELP???

• Pain not relieved by 3 nitroglycerin tabs/sprays within 10 minutes.

• Patient has NO history of Angina Pectoris- pain persists beyond 2 min

• Pain is initially reduced by NG, but which subsequently returns. 





TAKE HOME POINTS

• There is NO medical emergency unique to Dentistry/OMFS.

• When you prepare for an emergency, The emergency ceases to exist!!

• Drug administration is not necessary for the immediate management of 

medical emergencies ( BLS is always used, as needed, first)

• Primary management of ALL emergency situations involve BLS.

• When in doubt, DO NOT medicate.















WHY THE CHANGE??

• Enough oxygen in blood to supply heart and brain for several minutes after 

cardiac arrest.

• Chest compressions are CRITICAL to circulate and distribute this available 

oxygen.

• Rescue breaths delay chest compressions-reluctance towards mouth-to-

mouth resuscitation.

• Gain of about 30 seconds of faster chest compressions.



BLS Healthcare Provider

Adult Cardiac Arrest Algorithm – 2015 Update

Verify scene safety

Patient is unresponsive.
Activate Hospital emergency response system. 
Get AED & Emergency equipment (or send somebody to get)

Look for: 
Breathing – no breathing / only gasping.
Pulse – definitely felt within 10 sec.

Normal breathing
Pulse present

No normal breathing
Pulse present

No breathing / only gasping
No Pulse 



Monitor till emergency responders arrive

Normal breathing
Pulse present



AIRWAY - OPEN THE AIRWAY
CHIN LIFT HEAD TILT

No normal breathing
Pulse present





BREATHING: BARRIER DEVICE



• Provide rescue breathing: 1 breath / 5-6 sec ; 10-12 breaths / minute. 

• Activate emergency response system if not already done, after 2 minutes.

• Continue rescue breathing, check pulse every 2 minutes.

• If opioid overdose, administer Naloxone (if in protocol)



BAG-MASK VENTILATION

Key—ventilation volume: “enough to produce obvious chest rise”

1Person : difficult, 
less effective

2 Persons :easier, 
more effective





CPR
Begin cycles of 30 compressions & 2 breaths
Use AED as soon as it arrives

AED arrives

Check rhythm
Shockable rhythm?

Yes, shockable No, not shockable

Give 1 shock. 
Resume CPR immediately for about 2 min 
(until prompted by AED to allow rhythm check)

Continue until ALS providers take over  /           
victim starts to move.

Resume CPR immediately for about 2 min 
(until prompted by AED to allow rhythm check)

Continue until ALS providers take over / 
victim starts to move.

No breathing / only gasping
No Pulse 



CARDIO PULMONARY RESUSCITATION 
30 compressions followed by 2 breaths 



CHEST COMPRESSION : HAND POSITION



CHEST COMPRESSION

Heel of the palm-contact

Avoid contact

Interlaced 

fingers-



CHEST COMPRESSION





IS CPR ALONE ENOUGH??

Correction of arrhythmias.

CPR – pumps small amount of blood -barely sufficient to keep brain oxygenation. 



HOW TO USE AED
• Power on

• Apply pads to victim’s chest; plug pads to AED.

• Continue CPR Without interruption.

• “Clear” as AED Analyzes rhythm- VF, PVT.

• Restart CPR as AED prepares to deliver shock.

• “ Clear “ again as shock is delivered.

• Restart CPR.

• Reassess with AED every 2 minutes until prompted by AED for rhythm check

• Continue till help arrives or victim begins to move.



PULSE CHECK

• Every 5 cycles of CPR

• Every 2 min of CPR



CARDIAC ARREST IN DENTAL OFFICE

“Can effective CPR be performed with victim still in Dental chair?”

YES

• Lower dental chair to allow rescuer to keep elbows straight, shoulder 

directly over sternum of victim.

• Under no circumstances should BLS be delayed or withheld because of 

inability to move victim to a more suitable location.

• PULSE CHECK- If unsure- start chest compressions- unnecessary CPR is less 

harmful than not performing.



HANDS ONLY CPR


