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Abstract

Medical emergencies, though infrequent, can occur in prosthodontic settings. This review 
highlights common emergencies like angina, myocardial infarction, cardiac arrest, asthma 
attacks, hypoglycemia, Addisonian crisis, airway obstruction, anaphylaxis, seizures, and 
syncope. Effective management of these emergencies requires prompt recognition, timely 
intervention, and a well-equipped practice. Dental professionals should be trained in basic 
life support, CPR, and the use of AEDs. A comprehensive emergency protocol, including a 
well-stocked drug kit, is crucial. Regular training and drills can enhance preparedness and 
ensure a swift, effective response to medical emergencies, ultimately safeguarding patient 
safety.

Keywords: Medical Emergencies; Prosthodontics; Emergency Response; Patient Safety; 
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INTRODUCTION

Medical emergencies can occur unexpectedly 
in� any� setting,� including� dental� of𿿿ces,� and�

prosthodontic practices are no exception. These 
incidents, though infrequent, may arise suddenly 
due to factors such as patient anxiety, underlying 
health conditions, or reactions to medications 
or dental materials.1 Prosthodontic procedures, 
often prolonged and sometimes stressful, carry 
an elevated risk for such emergencies. These 
situations can range from minor issues like 
fainting (syncope) to more serious conditions such 
as allergic reactions, asthma attacks, or cardiac 
events.2 An in-depth understanding of potential 
medical emergencies, along with a swift, effective 
response, is essential for ensuring patient safety 
and wellbeing. Prosthodontic professionals must 
be equipped to recognize the symptoms of these 
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emergencies and initiate appropriate interventions 
to stabilize patients immediately. 

To enhance preparedness, it is crucial to establish 
a� well-de𿿿ned� emergency� response� protocol,�
provide staff training, and maintain a well-stocked 
emergency kit.3 Additionally, obtaining a detailed 
medical history for each patient can help identify 
and mitigate risks, tailoring care to minimize the 
likelihood of complications.4

� Medical� emergencies� in� prosthodontic� of𿿿ces�
demand immediate, skilled management, 
highlighting the need for dental professionals to 
be well-versed in emergency protocols, trained in 
response techniques, and equipped with necessary 
supplies.5 This overview seeks to describe the 
types of medical emergencies that may arise in 
a prosthodontic context, offering guidance for 
effective management to uphold patient safety.

Angina and Myocardial Infarction (MI)

Fig. 1: Patient in a semi-upright position, administer soluble Aspirin (300 mg) (Source: provided by author)

Angina, a temporary chest pain due to reduced 
oxygen supply to the heart muscle, can occur in dental 
settings, often triggered by stress, anxiety, exertion, 
heavy meals, or extreme temperatures. Symptoms 
include chest pain or tightness, discomfort radiating 
to the neck, throat, arms, stomach, or back, along 
with lightheadedness, nausea, shortness of breath, 
and sweating. Management involves pausing the 
dental procedure, reassuring the patient, removing 
any items from the mouth, and positioning the 
patient comfortably. 

Administer Glyceryl trinitrate (GTN) spray or 
tablets under the tongue, and provide oxygen as 
needed. Monitor the pulse, as simple angina usually 
subsides with rest and GTN. Persistent pain or an 
irregular pulse may indicate myocardial infarction 

(MI), especially if symptoms worsen despite GTN.6,7 

Myocardial infarction (MI), a more severe 
condition, results from sudden or progressive loss of 
blood�Áow�to�the�heart�muscle,�potentially�leading�
to cardiac arrest. Symptoms resemble angina but 
are more intense and prolonged, with central chest 
pain that radiates to the neck, jaw, arms, back, or 
stomach, accompanied by sweating, shortness of 
breath, nausea, dizziness, and weakness. 

Persistent or worsening pain, along with an 
irregular pulse, suggests MI, requiring immediate 
emergency transfer to a hospital. Position the patient 
in a semi-upright position, administer soluble 
Aspirin (300 mg) for chewing and swallowing, and 
give at least two doses of sublingual GTN. 
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Establish IV access, and consider giving 
Metoclopramide (10 mg for adults over 60 kg or 5 mg 
for smaller adults) and analgesics like Paracetamol 
(1000 mg IV for adults over 50 kg, or 750 mg IV for 

lighter adults). Oxygen should only be provided 
if the patient is hypoxic. If consciousness declines 
or signs of cardiac arrest appear, initiate CPR until 
emergency help arrives.8

Cardiac Arrest
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Cardiac arrest is a sudden cessation of heart 
function that can result in hypoxic damage to vital 
organs, particularly the brain, due to inadequate 
oxygen supply. This life-threatening condition 
causes the individual to lose consciousness and 
stop normal breathing, often occurring abruptly 
and without warning. Neurons begin to die 
within 4-6 minutes without oxygen, making 
immediate� response� critical;� prompt�de𿿿brillation�
(if indicated) and high-quality Cardiopulmonary 
Resuscitation (CPR)� signi𿿿cantly� improve� the�
chances of survival.9 The availability of Automated 
External� De𿿿brillators� (AEDs) has increased, as 
they can assess heart rhythm, guide CPR with voice 
commands, and provide instructions for shock 
delivery. In environments lacking AEDs, CPR 
must continue until professional assistance arrives, 
which can be delayed in busy settings, emphasizing 
the need for dental practices to invest in AEDs. 

To identify cardiac arrest, look for signs such 
as unresponsiveness, unconsciousness, and the 
absence of normal breathing or gasping. Severe 
cerebral hypoxia may also lead to seizures.10 
Management begins with calling for help and 
requesting�a�de𿿿brillator�and�emergency�drug�kit�
while initiating CPR immediately. Begin with chest 

Fig. 2: Cardiopulmonary Resuscitation (CPR)

compressions, and if possible, have a second person 
prepare to provide ventilations using a bag valve 
mask. Perform CPR in a ratio of 30 compressions 
to 2 ventilations until advanced help or an AED 
arrives. If using an AED, continue CPR while 
attaching the pads, pausing only when the AED 
analyzes the rhythm. Follow the AED’s instructions 
for delivering shocks ensuring no one touches the 
patient during this process and resume CPR in a 
30:2 ratio after delivering the shock.

 Once the patient shows signs of life, place them 
in the recovery position, ensuring oxygen saturation 
remains above 94% and providing supplemental 
oxygen as needed. Continuous post-resuscitation 
care is essential, as the risk of a second cardiac 
arrest remains high. Improving patient outcomes 
relies on early recognition of cardiac arrest, quick 
calls for help, immediate CPR to deliver oxygen to 
starving� cells,� timely� de𿿿brillation� for� shockable�
rhythms, and transferring patients to a cardiac care 
facility for further evaluation and treatment.11,12

• Top of Form
• Bottom of Form
• Top of Form
• Bottom of Form
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Acute Asthma Attacks

Fig. 3: Management of acute asthma attack (Source: provided by author)
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An acute asthma attack occurs when the airways 
become�severely�narrowed�and�inÁamed,�leading�to�
dif𿿿culty�breathing,�wheezing,�and�coughing.�It�can�
be triggered by allergens, respiratory infections, or 
environmental factors, requiring immediate medical 
attention�to�restore�airÁow.�Acute�asthma�attacks�in�
prosthodontic settings can be triggered by factors 
such as stress, anxiety, or respiratory infections, 
which are not uncommon during dental procedures. 
Symptoms� of� an� asthma� attack� include� dif𿿿culty�
breathing, coughing, wheezing, chest tightness, rapid 
breathing, use of accessory muscles for respiration, 
tachycardia, and a pale, anxious appearance. For 
immediate management, keep the patient seated and 
administer two puffs of Salbutamol (100 μg per puff) 
via an inhaler.13

 If the response is inadequate, additional puffs 
through a spacer device may be given, and oxygen 
supplementation should be considered. If the patient’s 
condition does not improve, immediate transfer to a 
medical facility is essential, as severe attacks may not 
respond to standard bronchodilator therapy and can 
be life-threatening without advanced care.14 Signs of 
a critical, life-threatening asthma episode include a 
silent chest, poor respiratory effort, cyanosis, SpO2 
below 92%, fatigue, confusion, and a weak or irregular 
pulse. In such cases, prompt hospital transfer is 
crucial, alongside oxygen supplementation.

 Emergency treatment includes administering 
Salbutamol (100 μg per puff) with up to four 
puffs through a spacer device, repeating every 2 
minutes as needed, up to a maximum of ten puffs. 
If available, Salbutamol 5 mg may also be delivered 
via nebulizer. Additionally, Hydrocortisone 100 
mg IV or Prednisolone 40–50 mg orally should be 
administered to adults.15,16

HYPOGLYCEMIA

Fig. 4: Management of hypoglycemia

Hypoglycemia is a condition characterized by 
abnormally low blood sugar levels, which can lead 
to symptoms such as shakiness, sweating, confusion, 
dizziness, and even loss of consciousness if not 
treated. It is commonly caused by excessive insulin, 
inadequate food intake, or increased physical 
activity, and can be managed by consuming fast-
acting carbohydrates. Hypoglycemia, marked 
by dangerously low blood glucose levels, can 
severely impair brain function and potentially 
cause permanent neurological damage if not 
treated swiftly. This condition frequently affects 
individuals with diabetes who rely on insulin, 
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those who miss meals, and is a common cause of 
unconsciousness in children. 

Symptoms typically manifest when blood glucose 
levels fall below 70 mg/dL and can include signs 
such as anxious or aggressive behavior, sweating, 
nausea, increased hunger, visual disturbances, 
convulsions, and loss of consciousness.17 
Management of hypoglycemia varies depending on 
the patient’s level of consciousness. For conscious 
individuals, administering 10-20 grams of glucose 
can be effective in quickly raising blood sugar 
levels. This can be accomplished with 10 grams of 
granulated sugar or 15 grams of glucose from two 
teaspoons of Glucon-D powder, with the option 
for repeat doses every 10-15 minutes if symptoms 
persist. Following this initial treatment, providing 
a carbohydrate-rich snack or meal is essential for 
stabilizing glucose levels. In cases where the patient 
is�unconscious,�it�is�crucial�𿿿rst�to�ensure�the�airway�
is clear and position them in the recovery position.18

 Administer oxygen at a rate of 15 L/min and 
prepare to inject Glucagon intramuscularly into 
the anterolateral thigh. If Glucagon is not available, 
emergency transfer should be arranged, and 
100 mL of 10% dextrose should be administered 
intravenously. For severe hypoglycemia, a larger 
dose of 50 mL of 50% dextrose may be necessary; 
it is important to note that higher concentrations of 
dextrose are thicker and require the use of a larger 
bore cannula for administration. Once the patient 
regains consciousness, follow up with oral glucose 
and a carbohydrate-rich meal to prevent recurrence 
of hypoglycemia.19,20

Addisonian Crisis 

Fig. 5: Management of Addisonian crisis

An Addisonian crisis, or acute adrenal 
insuf𿿿ciency,�occurs�when�a�patient�experiences�a�
sudden�drop�in�blood�pressure�due�to�an�insuf𿿿cient�
cortisol response to stress, which can be either 
physiological or psychological. This life-threatening 
condition is more likely in individuals with 
Addison’s disease, those with hypopituitarism, or 
patients on long-term glucocorticoid therapy who 
cannot produce adequate cortisol during stress. 

Symptoms include marked hypotension, 
manifesting as weakness, confusion, dizziness, 
drowsiness, or even loss of consciousness, as well 
as nausea, vomiting, and, in some cases, seizures.21 
In managing an Addisonian crisis, it is critical to lay 
the�patient�Áat,�administer�high-Áow�oxygen, and 
arrange for an urgent transfer to a medical facility. 
Immediate steps include establishing IV access and 
administering Hydrocortisone sodium succinate: 
children aged 2 to 11 years should receive 2–4 mg/
kg body weight, while those over 11 years should 
be given 100 mg intravenously or intramuscularly 
if IV access is unavailable. 

Additionally, initiate an IV infusion of 0.9% 
Normal Saline to support blood pressure and 
prevent dehydration until the patient can receive 
comprehensive medical care.22

Airway Obstruction

Fig. 6: Heimlich maneuver

Airway obstruction occurs when the normal 
Áow� of� air� is� blocked� or� restricted,� leading� to�
dif𿿿culty�breathing.�This�can�be�caused�by�factors�
such as choking, swelling, foreign objects, or 
conditions like asthma or anaphylaxis, and requires 
prompt�medical�intervention�to�restore�airÁow.�In�
prosthodontics, acute airway obstruction though 
rare requires prompt and effective management, 
particularly since the mouth is the primary area 
of focus. Prevention is essential, but when airway 
obstruction does occur, recognizing the signs is 
critical. These may include signs of patient distress, 
unusual noises like gurgling, crowing, or snoring, 
strained inspiratory efforts, and, in cases of complete 
obstruction, silence, indicating total blockage and 
potential cyanosis or loss of consciousness.

 Immediate management begins with encouraging 
the patient to cough to clear any obstruction. If a 
solid object is visible, carefully remove it with 
appropriate� instruments,� while� Áuid� obstructions�
should be addressed using high volume suction. 
If obstruction persists, administer back blows up 
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to� 𿿿ve� sharp� slaps� between� the� scapulae� while�
the� patient� leans� forward� followed� by� up� to� 𿿿ve�
abdominal thrusts (Heimlich maneuver) from 
behind the patient.23 If these methods do not clear 
the airway, alternate between back blows and 
abdominal thrusts.
�If�the�patient�loses�consciousness,�lay�them�Áat�

and begin CPR, prioritizing chest compressions 
even if a pulse is present, as these may help 
expel the obstruction. For unresolved partial 
obstructions, transfer the patient urgently and 
provide oxygen supplementation. In cases of 
complete obstruction that cannot be managed 
with standard methods and without access 
to laryngoscopy, emergency procedures like 
jet� insufÁation� or� cricothyroidotomy may be 
required.� Jet� insufÁation� involves� inserting� a�
large-bore cannula (12–14 gauge) through the 
cricothyroid membrane and connecting it to high-
Áow�oxygen,�enabling�temporary�ventilation�until�
further medical intervention is available.24,25

Anaphylaxis

 
Fig 7: Management of Anaphylaxis

Anaphylaxis is a severe, rapid allergic reaction 
that can lead to life-threatening symptoms like 
dif𿿿culty�breathing,�swelling,�and�a�drop�in�blood�
pressure. It is commonly triggered by allergens 
such as foods, insect stings, medications, or latex. 
Anaphylaxis� is�classi𿿿ed�into� four�types�based�on�
the immune mechanism: Type I (IgE-mediated), the 
most common, is triggered by allergens like food or 
stings; Type II (cytotoxic), which involves antibodies 
targeting�speci𿿿c�cells;�Type�III�(immune�complex-
mediated), which results from immune complexes 
causing�inÁammation;�and�Type� IV� (delayed-type�
hypersensitivity), a T-cell mediated response often 
associated with conditions like contact dermatitis. 

Anaphylaxis is a rapid, severe, and potentially 
fatal allergic reaction that may occur upon 
exposure to allergens such as topical anesthetic 
gels, chlorhexidine mouthwash, or latex gloves in 
susceptible individuals. Prompt recognition and 
action are essential to manage this life-threatening 
condition�effectively.�Signs�include�a�Áushed,�warm�
face,�widespread� itchy� rash,� breathing�dif𿿿culties�
(such as stridor, wheezing, or hoarseness), and 
a pulse that may initially be fast but can weaken 
or become undetectable, potentially leading to 
hypotension and cardiac arrest. Management 
begins by ensuring the patient’s airway remains 
open, followed by administering adrenaline.26 
Position the patient in a supine position unless 
they� prefer� sitting� due� to� breathing� dif𿿿culties,�
and prepare for an emergency transfer to a medical 
facility.

 While waiting, administer oxygen at 15 L/min, 
continuously monitor and support the airway, 
and provide Chlorpheniramine maleate and 
Hydrocortisone sodium succinate intramuscularly 
or intravenously. Establish IV access to deliver 
Ringer’s lactate or 0.9% Normal saline for 
circulatory support, and reassess for additional 
adrenaline if needed. Should cardiac arrest occur, 
initiate CPR immediately to support the patient 
until further medical help arrives.27

Grand Mal seizures 

Fig. 8: 1st Aid for Seizure
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Seizures are sudden, uncontrolled electrical 
disturbances in the brain that can cause a variety 
of symptoms, including convulsions, loss of 
consciousness, muscle stiffening, or unusual 
sensations. They can be triggered by various 
factors, such as epilepsy, head injury, fever, low 
blood� sugar,� or� infections.� Seizures� are� classi𿿿ed�
into two main types: focal seizures, which affect a 
speci𿿿c�area�of�the�brain,�and�generalized seizures, 
which affect both sides of the brain. Prompt 
medical intervention is necessary to manage and 
treat seizures, especially if they last longer than 
𿿿ve�minutes�or�if�multiple�seizures�occur�in�a�row.�
Tonic-clonic seizures, commonly known as Grand 
Mal seizures, are characterized by their dramatic 
manifestations and can occur in individuals with 
epilepsy or other seizure disorders. Prior to dental 
procedures, it is essential to assess a patient’s 
seizure history and adherence to medication, as 
those experiencing frequent seizures or irregular 
use of medication are at an elevated risk.

 Treatments should be conducted in a calm, 
stress-free environment, while also minimizing 
potential seizure triggers. During a Grand Mal 
seizure, the patient may initially experience an 
aura, marked by changes in behavior and a sense of 
detachment. This phase is followed by a tonic phase, 
where the body becomes rigid, accompanied by 
loss of consciousness and balance, and sometimes a 
vocalization. The subsequent clonic phase involves 
rhythmic jerking movements that can last up to 
two minutes, with possible mouth rigidity and 
frothy saliva. 

There may also be cyanosis around the mouth 
due to impaired breathing, and urination can occur. 
Effective management of a Grand Mal seizure 
focuses on injury prevention.28 Clear the area of 
sharp objects and create a safe space by using 
cushions or blankets, especially for the patient’s 
head. It is crucial not to restrain the patient or 
insert any objects between their teeth. Administer 
supplemental oxygen at a rate of 15 L/min and have 
suction� equipment� ready� to� clear� Áuids� from� the�
oral cavity after the seizure has concluded. Check 
blood glucose levels to rule out hypoglycemia, 
particularly if the patient has no previous history 
of seizures. 

Post-seizure, offer reassurance and empathy 
to the patient, explaining what occurred while 
examining them for any injuries or bleeding. 
Position the patient in the recovery position, 
provide oxygen if necessary, and remain with them 

until they are fully recovered. Avoid giving any oral 
substances until the patient is completely conscious 
to prevent aspiration, and do not attempt to wake a 
patient who is still sleeping after the seizure. 

If the seizure lasts longer than 5 minutes or 
if there is repeated seizure activity without full 
recovery, this may indicate status epilepticus, 
which is a medical emergency requiring immediate 
attention. Arrange for urgent transfer to a medical 
facility and, if possible, administer intravenous 
midazolam. If intravenous access is not achievable, 
alternative routes such as rectal midazolam, buccal 
midazolam gel, or nasal midazolam spray can 
be considered, keeping in mind that availability 
may vary. Always refer to updated guidelines to 
determine the most appropriate formulations for 
treatment.29,30

Syncope

Fig. 9: 1st Aid for Syncope

Syncope, or fainting, occurs when there is an 
insuf𿿿cient� supply� of� glucose� and� oxygen� to� the�
brain, resulting in a sudden loss of consciousness 
and collapse. This condition often arises from 
decreased effective brain perfusion.31 Common 
symptoms preceding syncope include feelings of 
illness, nausea, lightheadedness, blurred vision, 
pallor, and sweating, particularly on the forehead. 
The patient may abruptly lose consciousness and 
fall, with the potential for seizures if they are not 
quickly�laid�Áat.

 In a dental setting, effective management of 
syncope involves several steps. First, ensure the 
patient’s airway is clear and provide reassurance. 
Position� the� patient� Áat� on� their� back,� or� elevate�
their�legs�to�enhance�blood�Áow�to�the�brain.�Ensure�
adequate ventilation by opening a window or 
using a fan, while avoiding overcrowding around 
the patient. Trendelenburg position involves 
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placing the patient in a supine position with the 
head lower than the feet, typically at a 15-30 degree 
angle. This position is often used in cases of shock 
or to increase venous return to the heart, as it helps 
improve blood circulation to vital organs. Reverse 
Trendelenburg position is the opposite, where the 
patient is positioned with the head elevated higher 
than the feet, also at a 15-30 degree angle. 

This position is commonly used during surgeries 
involving the abdomen or pelvis, as it helps reduce 
pressure on the diaphragm and improves visibility 
in those areas. It can also aid in managing conditions 
like increased intracranial pressure. Applying a 
cold towel to the forehead can help. Supplemental 
oxygen may be administered, though recovery 
from a simple fainting episode is typically rapid. 
Once the patient regains consciousness, encourage 
them to consume a sugary drink to help stabilize 
their blood sugar levels, and check for any injuries 
that may have occurred during the fall. By promptly 
addressing syncope and providing appropriate 
care, dental professionals can help ensure patient 
safety and comfort.32

Prosthodontic Emergencies

Fig. 10: Teledentistry

In the geriatric population, prosthodontic 
emergencies require careful management due to 
potential comorbidities and limited access to in-
of𿿿ce�dental� care,� especially� in� times�of� restricted�
healthcare access like the COVID-19 pandemic. 

For patients with removable partial dentures, 
emergencies� such� as� breakage� or� poor� 𿿿t� can� be�
addressed by triaging through teledentistry, with 
the recommendation to suspend use to prevent 
further issues. In cases of complete denture fractures 
where�the�segments�still�𿿿t�reasonably�well,�triaging�
and teledentistry can guide patients until lab-based 
repairs are possible, following strict biosafety 
guidelines. For cantilever bridges or resin-bonded 
𿿿xed� partial� dentures� that� become� dislodged,�
patients often report the prosthesis simply falling 
out; hypersensitivity in exposed abutments can 
be managed with teledentistry, and application 
of� silver� diamine� Áuoride� (SDF)� to� exposed� vital�
abutment teeth may provide temporary relief until 
a full treatment is feasible.
� Conventional� 𿿿xed� prostheses� may� also�

experience fractures; if asymptomatic, they can be 
monitored until post-pandemic, but in cases where 
fractured parts impinge on tissue, the American 
Dental Association’s interim guidelines suggest 
cautious removal of the bridge with a crown 
remover.�Single�or�multiple�implant-supported�𿿿xed�
prostheses may encounter biological emergencies, 
including acute peri-implantitis, symptomatic or 
asymptomatic implant failure. Initial management 
involves draining pus and debridement under local 
anesthesia, with further therapeutic care following 
the AAA protocol (advice, antibiotic, analgesic). 

Mechanical issues like screw loosening can often 
be temporarily managed by retightening with the 
appropriate screwdriver, while fractured screws 
are complex and ideally postponed. Implant-
supported removable prostheses in geriatric 
patients may also present biological and mechanical 
challenges; gingival hyperplasia beneath bars can 
be temporarily managed with topical astringents 
combined with anesthetic, with instructions to 
suspend denture use. Loosened attachments can 
similarly be retightened with the correct torque 
screwdriver, while fractured acrylic dentures 
may� bene𿿿t� from� temporary� repair� resins� until� a�
replacement can be fabricated.33,34
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Emergency Symptoms Immediate Management Further Actions

Syncope Lightheadedness, nausea, 
pallor, sweating

Position flat or raise legs, ensure 
ventilation, give oxygen if needed

Once conscious, offer a sugary drink; 
check for injuries

Hypoglycemia Anxious/aggressive 
behavior, sweating, 
dizziness, low blood 

glucose

Give glucose (sugar or Glucon-D) 
if conscious, position in recovery 

position if unconscious, give oxygen 
if needed

If severe, administer IV dextrose or 
Glucagon and transfer if unconscious

table cont.....
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Emergency Symptoms Immediate Management Further Actions

Airway Obstruction Strained breathing, 
cyanosis, unresponsive if 

complete obstruction

Encourage coughing, remove object 
if visible, perform back blows/

abdominal thrusts

If unconscious, initiate CPR, transfer 
if unresolved

Anaphylaxis Rash, difficulty breathing, 
low blood pressure

Supine position, administer 
adrenaline, oxygen, and 

antihistamines

Establish IV, administer fluids, 
transfer to hospital; continue 

monitoring for cardiac symptoms

Angina Chest pain, discomfort 
in neck/arms, nausea, 

sweating

Stop procedure, reassure patient, 
remove objects from mouth, 
administer GTN and oxygen

If persistent pain or irregular pulse, 
suspect MI and follow MI protocol

Myocardial 
Infarction (MI)

Severe chest pain, 
radiating to jaw/arms, 

sweating, nausea

Semi-upright position, give 300 mg 
Aspirin to chew, two doses GTN, 

oxygen if hypoxic

Establish IV, administer pain relief, 
transfer to hospital

Cardiac Arrest Unconsciousness, no 
normal breathing

Call for help, begin CPR, use AED if 
available

Continue CPR and AED use until 
emergency help arrives; transfer for 

post-resuscitation care

Acute Asthma Attack Difficulty breathing, 
wheezing, rapid 

breathing, chest tightness

Seat patient, administer Salbutamol 
(inhaler) and oxygen

If no response, repeat Salbutamol 
with spacer; consider IV/transfer to 

hospital

Addisonian Crisis Weakness, confusion, low 
blood pressure, nausea

Lay flat, administer oxygen, IV 
fluids, give Hydrocortisone

Arrange urgent transfer to hospital

Grand Mal Seizure Rigidity, jerking 
movements, cyanosis

Clear area, cushion head, do not 
restrain, provide oxygen

Check blood glucose, position in 
recovery after seizure, monitor until 

fully alert; transfer if seizure >5 
minutes

Prosthodontic 
Emergencies

Fractured dentures or 
dislodged prostheses

Teledentistry for triage, instruct to 
avoid use if needed

Guide for repairs in dental lab or 
follow-up; manage symptoms with 

temporary measures like SDF or 
analgesics

Emergency Equipments and Drugs in Prosthodontics

Fig. 11: Emergency Equipment and Drugs Kit
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In� the�𿿿eld� of� prosthodontics,� having� the� right�
resuscitative equipment and core emergency 
medications is crucial for ensuring patient safety 
during procedures that may pose risks of medical 
emergencies. Essential equipment includes reliable 
oxygen sources, stethoscopes for auscultation, 
respiratory support tools, and devices for 
intravenous (IV) and intraosseous access, enabling 
prompt intervention when necessary. 

Among the core emergency drugs, oxygen is 
vital for managing hypoxemia and can be delivered 
through various means, such as bag-valve masks, 
to support patients in distress.35 Nitroglycerin is 
particularly important for patients experiencing 
acute chest pain, as it effectively relaxes vascular 
smooth muscle in the coronary arteries, alleviating 
discomfort. Aspirin plays a critical role in cases 
of suspected myocardial infarction by inhibiting 
platelet aggregation and reducing the risk of clot 
formation. In scenarios of anaphylaxis, epinephrine 
(1:1000) is indispensable; it stimulates alpha- and 
beta-adrenergic receptors to counteract severe 
allergic reactions.36 For patients suffering from 
bronchospasms, albuterol serves as an effective 
bronchodilator, while aromatic ammonia can be 
used as a respiratory stimulant in instances of 
syncope. Managing allergic reactions necessitates 
the use of diphenhydramine, an antihistamine that 
alleviates symptoms. In the event of hypoglycemia, 
administering 50% dextrose can quickly restore 
blood sugar levels, whether orally or via IV/IM in 
unconscious patients.37 Additionally, vasopressors 
like ephedrine and phenylephrine may be utilized 
to address hypotension; ephedrine is particularly 
effective for bradycardia, while phenylephrine 
assists in cases of tachycardia. 

Corticosteroids such as dexamethasone 
and hydrocortisone are essential for treating 
severe� allergies� and� acute� adrenal� insuf𿿿ciency,�
respectively.38 Muscle relaxants, including 
succinylcholine, dantrolene (for malignant 
hyperthermia), and sugammadex (for reversing 
neuromuscular blockade), play a role in managing 
complications related to anesthesia. In terms 
of seizure management, anticonvulsants like 
diazepam, lorazepam, and midazolam act on the 
GABA system to provide rapid control.

 Reversal agents, such as naloxone for opioid 
overdose� and� Áumazenil� for� benzodiazepine�
overdose, are critical in emergencies involving 
these substances.39 Anticholinergics like atropine 
are effective in treating bradycardia by blocking 

vagal stimulation, while antihypertensives 
such as esmolol, labetalol, and hydralazine 
help manage hypertension during stressful 
surgical procedures. Finally, antiarrhythmics like 
amiodarone and adenosine can be lifesaving for 
patients experiencing ventricular arrhythmias 
or paroxysmal supraventricular tachycardia. 
Diuretics such as furosemide (Lasix) are used 
to� address� Áuid� buildup,� which� can� complicate�
clinical presentations. By ensuring availability 
and familiarity with this essential equipment 
and medications, prosthodontic practitioners 
can enhance their preparedness for any medical 
emergencies that may arise, ensuring better 
outcomes and patient safety.40

Importance of Training and Preparedness
The� signi𿿿cance� of� training� and� preparedness�

in managing medical emergencies within 
prosthodontics cannot be overstated. 
Comprehensive training programs that incorporate 
role-play simulations have proven to be highly 
effective in enhancing dental students’ knowledge 
and skills in handling medical emergencies. 
Research shows that students demonstrate a 
signi𿿿cant� improvement� in� their� test� scores�
following such training, highlighting the value of 
hands-on learning experiences.

 In prosthodontic settings, where procedures 
can often be lengthy and may provoke patient 
anxiety, having established emergency protocols is 
vital.� Dental� of𿿿ces� should� implement� structured�
emergency response plans, including basic life 
support (BLS) training for all staff members, and 
conduct regular drills to ensure everyone is familiar 
with their roles during a crisis. Furthermore, 
maintaining a well-stocked emergency drug kit and 
a reliable oxygen supply is essential; for instance, 
administering aspirin can be critical for patients 
suspected of experiencing a myocardial infarction.

 Additionally, the use of vital signs monitoring 
equipment is indispensable, as a substantial 
percentage of dental practitioners recognize its 
importance in assessing a patient’s condition 
before treatment. By fostering an environment 
of preparedness through rigorous training, 
established protocols, and adequate equipment, 
prosthodontists can ensure a swift and effective 
response to any medical emergencies that may 
arise, ultimately safeguarding patient health and 
enhancing the overall quality of care.41,42
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CONCLUSION

While emergency preparedness is widely 
recognized as crucial, many dental practitioners 
lack�suf𿿿cient�training�and�con𿿿dence�in�handling�
medical emergencies. Research has shown that a 
signi𿿿cant�number�of�dentists�have�not�undergone�
formal training in emergency management, 
underscoring the need for continuous education 
and skill development in dental practices. 

Conversely, some believe that the relatively 
low incidence of emergencies in dental settings 
may contribute to a sense of complacency 
among practitioners. However, the potentially 
serious outcomes of being unprepared highlight 
the importance of maintaining vigilance and 
consistently enhancing emergency response 
protocols.
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