
 

Tragedy as a Teacher: Why medical Histories and monitoring matter 

A recent Virginia Board of Dentistry disciplinary case involving the death of a medically 
complex three-year-old patient serves as a sobering reminder that patient safety depends 
as much on preparation and monitoring as it does on clinical skill. According to the Board's 
findings, the pediatric dentist was reprimanded and fined after deficiencies were identified 
in the pre-treatment assessment, patient monitoring, and emergency response processes.  

While every adverse event has unique circumstances, this case highlights several risk 
management principles that apply to all dental practices, particularly when treating 
pediatric patients and individuals with significant medical histories. 

What Should Have Been Done Before Treatment? 

1. Obtain Comprehensive Medical Clearance 

One of the Board's central concerns was the failure to obtain a complete medical history 
directly from the child's treating physician. The patient reportedly had Down syndrome, a 
history of respiratory complications, recurrent pneumonia, asthma, and a prior 
hospitalization for respiratory failure. These factors significantly increased the patient's 
procedural risk profile.  

Risk Management Recommendation: 

• Do not rely solely on the patient or the parent’s recollection when treating medically 
complex patients. 

• Obtain and thoroughly review the medical history. 

• Communicate directly with the patient's physician or pediatrician and specialists. 

• Secure written medical clearance when significant comorbidities are present. 

• Carefully evaluate whether treatment can be safely performed in the office setting 
or if referral to a hospital-based environment is more appropriate. 

2. Conduct an Appropriate Risk Assessment 

Patients with significant medical conditions require a higher level of preoperative 
evaluation and planning. A documented risk assessment should identify potential 
complications, emergency scenarios, and appropriate mitigation strategies. 



Risk Management Recommendation: 

• Assess airway, respiratory, cardiovascular, and behavioral considerations. 

• Document the rationale for proceeding with treatment in the office. 

• Ensure the treatment team understands the patient's individual risks. 

• Consider postponing elective procedures until questions regarding medical stability 
are resolved. 

3. Establish a Written Emergency Preparedness Plan 

The Board found deficiencies related to emergency preparedness. Effective emergency 
management begins long before an adverse event occurs.  

Risk Management Recommendation: 

• Maintain a written emergency response protocol. 

• Conduct regular mock emergency drills. 

• Assign team responsibilities in advance. 

• Verify that emergency equipment and medications are available, functional, and 
readily accessible. 

• Ensure all clinical staff maintain current CPR certification appropriate to the patient 
population served. 

What Should Have Been Done During and After the Event? 

1. Continuously Monitor the Patient 

According to the Board's findings, neither the dentist nor the assistants continuously 
monitored the child's condition, and changes in responsiveness were not promptly 
investigated.  

Risk Management Recommendation: 

• Continuously observe patient responsiveness, breathing, color, and overall status. 

• Investigate any unexpected change in patient behavior, consciousness, or 
movement immediately. 

• Recognize that a sudden reduction in movement or vocalization in a previously 
distressed child may represent physiologic compromise rather than comfort or 
sleep. 



2. Initiate Emergency Measures Immediately 

The Board determined that the child was unresponsive for an unknown period before 
resuscitative efforts began.  

Risk Management Recommendation: 

When a patient becomes unresponsive: 

• Stop treatment immediately. 

• Activate emergency medical services (EMS) without delay. 

• Begin basic life support according to current guidelines. 

• Move efficiently from diagnosis to intervention. 

• Document the timeline of events as accurately as possible. 

In pediatric emergencies, minutes and even seconds matter. 

3. Document and Disclose Appropriately 

After any serious adverse event, documentation becomes a critical component of patient 
safety, regulatory compliance, and liability defense. 

Risk Management Recommendation: 

• Create a factual, objective record of events. 

• Document assessments, observations, interventions, EMS activation, and 
communications. 

• Avoid speculation or assigning blame in the record. 

• Preserve all relevant records and equipment logs. 

• Cooperate fully with subsequent investigations. 

4. Conduct a Post-Event Review 

The ultimate goal following a serious event is organizational learning. 

Risk Management Recommendation: 

• Perform a root cause analysis. 

• Identify system failures rather than focusing solely on individual mistakes. 

• Revise protocols, training, and monitoring processes as needed. 



• Share lessons learned with the clinical team. 

Key Takeaway 

This tragic case underscores a fundamental risk management principle: high-risk patients 
require heightened preparation, heightened vigilance, and heightened emergency 
readiness. Thorough medical consultation, careful patient selection, continuous 
monitoring, and a practiced emergency response system are essential safeguards that help 
protect patients and dental professionals alike. While no system can eliminate all risk, 
robust clinical and administrative controls can significantly reduce the likelihood of a 
preventable tragedy and improve outcomes when an emergency occurs. 

 

 

This article is intended for educational risk management purposes and should not be 
construed as legal advice or commentary on the ultimate standard of care in any specific 
case. 

 


