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ABSTRACT
Introduction
General dental practitioners must be proficient in using 
emergency drugs and equipment during medical 
emergencies. Concerns persist about the adequacy of South 
African general dental practitioners’ emergency supplies.

Aims and objectives
To evaluate South African general dental practitioners’ 
access to emergency drugs and equipment and develop a 
medical emergency drug and equipment list for practitioners.

Methods
A prospective mixed-methods study employed a Knowledge, 
Attitudes, Practices and Beliefs (KAPB) survey among South 
African general dental practitioners. Data analysis included 
descriptive statistics and frequency distributions in Microsoft® 
Excel®.

Results
Emergency services were available to only (n=237, 65.8%) of 
participants. Sphygmomanometers were available to (n=180, 
50%), with limited access to automated external defibrillators 
(n=38, 10.6%). No tranexamic acid was available to any 
participant and aspirin was accessible to (n=161, 44.7%). 
Oxygen supplies were recorded as (n=106, 29.4%) and 
(n=132, 36.7%) had access to EpiPens®. Reliance on 
external services (n=46, 35.1%), financial constraints (n=39, 
29.8%), drug expiration (n=26, 19.8%), negligence (n=37, 

13.7%), lack of confidence (n=18, 13.7%) and maintenance 
challenges (n=5, 3.8%) hindered procurement of emergency 
supplies. 

Conclusion
South African general dental practitioners lack confidence 
in using emergency drugs and equipment, hindered by 
complacency and cost-related concerns. This article 
proposes an emergency drug and equipment list, and 
incorporates a dental emergency flowchart for general dental 
practitioners.

Keywords
General dental practitioners, medical emergency 
management, emergency drugs and equipment, 
preparedness.

Abbreviations
AED		  Automated external defibrillator
AHA		  American Heart Association
GDP		  General dental practitioner/dentist
GDPs		  General dental practitioners/dentists
KAPB		�  Knowledge, Attitudes, Practices and 

Beliefs
ME		  Medical emergency
MEs		  Medical emergencies
SA		  South Africa
SADA		  The South African Dental Association

INTRODUCTION
A medical emergency (ME) can occur at any time, though 
the risk of medical emergencies (MEs) occurring in a 
dental setting may be greater during invasive oral surgical 
procedures. It is therefore essential that general dental 
practitioners (GDPs) are prepared to appropriately manage 
emergency situations.1 It is further the responsibility of GDPs 
to ensure that all auxiliary dental personnel are appropriately 
educated and trained to assist in the management of in-
office MEs.2 This may reduce the morbidity and mortality 
associated with MEs during dental treatment.2-3,14

In France and Belgium, GDPs are confronted with at least 
one ME in a 12-month period.4 In the US, the American 
Dental Association Council of Scientific Affairs revealed 
that in the lifetime of every four GDPs, three are confronted 
with patients who present with a life-threatening ME.5 The 
association further states that one in every 20 GDPs may be 
confronted with a patient in cardiac arrest.5 Atherton reported 
that GDPs in Great Britain encounter MEs on average once 
every three to four years.6-7 Moreover, a survey conducted 
by Malamed revealed that 96.6% of GDPs encountered an 
in-office ME over an average practice lifetime of 20 to 30 
years.8 Reports reveal that the most common MEs in dental 
practice are anaphylaxis, angina, asthma attacks, fainting, 
a hypertensive crisis, hyperventilation, hypoglycaemia, 
orthostatic hypotension, pre-syncope, seizures and vasovagal 
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syncope.2,8-12 Even though the majority may not impose life-
threatening outcomes, appropriately managing such events 
should not be of less importance than dental intervention 
itself.13 According to the American Heart Association (AHA) 
nearly 350,000 patients succumb to cardiac arrest annually in 
the US15-16 and therefore recommends that every healthcare 
professional’s office in the US should be equipped with an 
automated external defibrillator (AED). Past studies have 
revealed that GDPs lack confidence to manage MEs.17 This 
may be due to a lack of training or the absence of appropriate 
emergency drugs and equipment.10,18 

The prevalence of MEs is increasing in dental practice, with 
several studies suggesting that emergency management 
skills of GDPs are substandard, even if practitioners may 
have positive self-reported proficiency levels.9-11,19-24  The 
Department of Oral and Maxillofacial Surgery at the Brooklyn 
Hospital Center in New York developed an in-depth guide in 
2016 on preparing for emergency medical situations in dental 
settings.2 This report provides the GDP with a list of emergency 
drugs, equipment and checklists/worksheets advised for 
the dental office. They further suggested using impromptu 
emergency scenarios and having emergency contact details 
accessible to all staff members.2 Other independent studies 
appear to have drawn similar conclusions.25-26 

Locally, the Resuscitation Council of Southern Africa serves 
as an elective coordinating body with the aim to promote 
and direct theoretical education and practical training in 
resuscitation.27 Resources such as academic publications, 
algorithms in systems of care, and emergency equipment 
supplier contact details are available publicly.28 The South 
African Dental Association (SADA) furthermore provides 
an open access dental emergency flowchart on their 
website.29 This chart provides a step-by-step process for the 
management of MEs and is suitable for use by all GDPs and 
their staff. A section of this study delved into a more recent 
review of this flowchart. 

Owen and Mizra conducted a study in South Africa (SA) 
in 2013 to assess the preparedness of GDPs to manage 
MEs.30 Their study reported that 37% of participants had 
encountered multiple MEs over a 12-month period and 15% 
of participants had no access to emergency armamentaria. 
These authors also established that private GDPs in SA do not 
have sufficient access to emergency equipment and drugs in 
their practices.30 To our knowledge, the recommendations of 
Owen and Mizra regarding the formulation of an emergency 
equipment and drug list has not been implemented in general 
dental practice in SA. Therefore, we saw it as essential to 
re-investigate the current situation in SA regarding GDPs’ 
access to and knowledge of the use of emergency drugs 
and equipment in the management of MEs. We aimed to 
expand on Owen and Mizra’s study by being more inclusive. 
A Knowledge, Attitudes, Practices and Beliefs (KAPB) survey 
aimed at GDPs from the public, private and academic sectors 
could provide a more accurate description and strengthen 
the previous researchers’ recommendations.

METHODS
The study was approved by the Faculty of Health Sciences 
Research Ethics Committee at the University of Pretoria 
(Reference no: 564/2021). In addition, it was conducted in 
accordance with the ethical biomedical research protocols of 
the World Association Declaration of Helsinki of 1975 (most 
recent update, October 2012). Given a target population of 

6,059 it was essential that a sample size with a minimum 
of 358 participants be obtained to achieve results within 
an accuracy of 5% and a confidence interval of 95%. The 
sample size was formulated from guidelines for sample size 
estimation in clinical research as proposed by Hulley et al 
(2007).31 A mixed-methods prospective research design 
was employed for data collection through an anonymous, 
cross-sectional KAPB survey created using the Qualtrics 
DesignXMTM platform, which is provided by the University 
of Pretoria to support students in conducting academic 
research. The survey was validated through a structured 
process to ensure reliability and applicability to the study 
population which involved multivariate regression analysis 
to confirm survey components.68-71 Face validity was 
conducted to ensure that questions appear relevant and 
understandable to respondents. Content validity followed, 
where authors reviewed survey items for completeness 
which was subjected to a pilot study to enhance the survey’s 
clarity and effectiveness based on feedback from the pilot 
study’s respondents. The questionnaire was consecutively 
distributed, electronically, to GDPs in public and private 
sectors in all provinces in SA. Results were thereafter 
descriptively reported using frequency distributions and 
Microsoft® Excel® was employed for exploratory data 
analysis. Responses were thematically coded by using an 
open-ended coding strategy as proposed by Braun and 
Clarke.39 Variables were evaluated using simple descriptive 
statistics.

MEASUREMENTS
Quantitative assessment involved measurement of binary 
categorical dependent variables where participants had to 
indicate which emergency drugs and armamentaria they had 
at their disposal in their clinical setting and if they have access 
to ME services. Qualitative assessment from continuous 
numerical dependent variables consisted of independent 
individual structured reflections of open-ended questions 
to evaluate opinions on shortcomings regarding drugs and 
equipment in their respective clinical settings. This included 
thoughts on what the participants perceived the reasons 
are for a lack of drugs and equipment within their setting (if 
applicable). The assessment as part of the questionnaire was 
formulated based on review of AHA guidelines (2020).32-38

RESULTS
Four hundred and seventy participants completed the 
questionnaire. Response rate was 6.5% with an accuracy 
of 5% at 95% confidence interval. Three hundred and sixty 
respondents were included. Most participants had access 
to emergency medical services within their immediate 
vicinity (n=237, 65.8%). Exactly half of participants 
(n=180, 50.0%) had access to blood pressure machines 
(sphygmomanometers). Low accessibility to an AED was 
reported (n=38, 10.6%) and the availability of oxygen 
cylinders with standard fittings and oxygen masks was 
(n=106, 29.4%). Respondents demonstrated a proficiency 
in AED use of (n=71,19.7%) and EpiPens® (n=120, 33.3%). 
The drug most readily available was aspirin (n=161, 44.7%). 
Among the other emergency drugs, tranexamic acid was the 
least available, with zero availability. Figure I demonstrates the 
statistics that were recorded in terms of the listed emergency 
drugs and armamentaria: Adrenaline [1:1000/1:10 000] or 
EpiPen® (n=132, 36.7%), antihistamine (n=143, 39.7%), 
Corticosteroids/Cortisone (eg Prednisone) (n=87, 24.2%), 
Dextrose (n=117, 32.5%), Diazepam/Lorazepam (or similar) 
(n=79, 21.9%), Intralipid® 20% (n=18, 5%), Salbutamol/
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asthma pump/bronchodilator (n=98, 27.2%), pulse oximeter 
(n=140, 38.9%) and a thermometer (n=164, 45.6%). Zero 
percent of participants reported to have no access to 
emergency drugs and equipment. 

Of the total of 360 participants (n=131, 33.9%) provided 
answers to the instruction “Give information as to why you 
think some items are not at your disposal” demonstrated in 
Figure II. A nearby medical centre for referrals was mentioned 
in (n=46, 35.1%) of these responses. Financial constraints 
hindered procurement for (n=39, 29.8%) responders and 
(n=26, 19.8%) reported drug expiration as a barrier to 
acquiring emergency drugs. In (n=37, 28.2%) of responses 
the participants mentioned that an indifferent attitude by staff 
or supervisors in the dental set-up contributed towards items 
not being available.

DISCUSSION
MEs are a concern in dentistry. It is crucial for every member 
of the dental team to understand their responsibilities and 
work in partnership with emergency medical providers. 
Awareness of the signs and symptoms of MEs, along with 
appropriate management of auxiliary staff, will enhance the 
efficacy of emergency management protocols.2-3 Patient 
safety may be improved through a solid grasp of emergency 
management principles, ongoing training in emergency care 

and frequent practice of first-aid skills.2,3,14,40-45 Many reports 
on MEs in dental offices worldwide have been published.6,47-51 

Several studies have examined the skills and attitudes of 
GDPs in CPR, their preparedness for MEs and the availability 
of emergency drugs and equipment.23,45,52-54 

Additionally, differences in the management of MEs in 
private, public and academic dental sectors have received 
limited attention. The objective of attaining a sample size of 
358 responses set during the power calculation was slightly 
exceeded by obtaining 360 usable responses in order to 
obtain results within an accuracy of 5% and a confidence 
interval of 95% as proposed by Hulley et al (2007).31 

The response rate of 6.4% was, however, very low. This 
may most likely be attributed to the study’s voluntary nature 
and the comprehensive nature of the questionnaire. Some 
participants only partially completed the survey, possibly due 
to survey fatigue. It’s worth noting that the response rate is 
lower compared to other studies because this study aimed 
to include GDPs across all provinces and sectors in SA. 
According to study findings by Bhayat et al,55 statistics from 
2016 revealed a count of 6,125 GDPs. To enhance response 
rates, consecutive distributions were sent through Medpages 
International SA and SADA. The responses received met the 
minimum required sample size for a statistically significant 
outcome.

Figure I: Emergency drugs and equipment

Figure II: Response
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Access to medical emergency services
The majority of participants (n=237, 65.8%) had access to 
nearby emergency medical services. The type of service 
provided by GDPs may vary according to the area in which 
they practice. This service may include a healthcare response 
system which incorporates first responders/paramedics, 
ambulance services, a hospital department emergency room/
casualties, mobile clinics or doctors’ rooms. It is comforting 
to know that almost two-thirds of GDPs have access to ME 
services. Those who, however, lack access to emergency 
medical services may be exposed to life-threatening risks as 
patients encounter unexpected complications in the dental 
office, whether procedure-related or not.

Access to emergency equipment
Just more than half of participants reported having access to 
blood pressure monitors (n=180, 50%). This is similar to the 
findings of a previously conducted South African study by 
Owen and Mizra, who reported that 51% of their participants 
had access.30 However, the accessibility to AEDs remains 
notably limited, with only (n=38, 10.6%) of GDPs having 
access. While the result is still worrisome it is again in line 
with Owen and Mizra30 for GDPs but higher when compared 
to an international study by Müller et al.10 Cost might be the 
motivating factor in this discrepancy. The low availability of 
AEDs in general dental practice likely indicates a lack of 
preparedness for sudden cardiac emergencies in dental 
settings. The availability of oxygen cylinders with standard 
fittings and oxygen masks was reported by (n=106, 29.4%) 
of GDPs, which is 12.6% less than that of Owen and Mizra.30 
The idea that GDPs lack access to oxygen may arise 
from the fact that standard dental procedures typically do 
not necessitate the use of oxygen, as patients are usually 
conscious and breathing independently. Nevertheless, in 
scenarios involving sedation or anaesthesia, oxygen plays 
a crucial role in ensuring safety within dental practices. In 
practices where the former are not performed, GDPs may 
not see a need to procure oxygen cylinders and Ambu bags. 
It is therefore worth exploring further improvements in this 
aspect as it appears as if though preparedness is declining 
in SA.

Variability in drug availability
Among the examined drugs, aspirin was reported as the most 
available option (n=161, 44.7%) and tranexamic acid being the 
least available emergency drug, with no GDPs having access. 
This raises questions about the potential impact on the effective 
management of haemorrhagic emergencies within dental 
practice. Persistent bleeding increases the risk of haematoma 
formation and secondary infections, which can compromise 
the healing process.56 Infection risk rises when there is an 
open wound with continuous bleeding, potentially leading 
to localised or systemic infections.57 Uncontrolled bleeding 
can prolong the recovery period for the patient. Extended 
healing times may impact the patient’s overall wellbeing and 
quality of life. Failure to manage post-operative haemorrhage 
adequately could have legal and ethical consequences for 
GDPs which could result in malpractice claims, damage to 
professional reputation and regulatory scrutiny. If results from 
this study are compared to Australia18,57-58, Germany10 and 
Great Britain6 it appears that South African GDPs are less 
prepared for emergency management.

Access barriers to emergency medical resources
GDPs face challenges in accessing emergency medical 
resources. These obstacles negatively influence the readiness 
of GDPs to manage emergencies effectively. Three-quarters 

of respondents have access to a nearby centre for referral 
(n=237, 65.8%). This suggests that the vast majority of 
GDPs may have a reliable avenue for transferring patients 
in critical situations, which is encouraging. This points to the 
importance of a collaborative approach between dental and 
medical facilities for comprehensive patient care. A nearby 
centre to manage emergencies can be pivotal in cases where 
the dental office might not have all the necessary resources. 
GDPs should, however, not rely solely on referring patients 
for urgent care, but should rather strive to enhance their skills 
to manage MEs when they do occur in the dental setting. It 
might be regarded as a luxury to have these services nearby; 
therefore GDPs should equip themselves to be competent. 

Financial constraints and procurement challenges
A quarter of respondents (n=39, 29.8%) reported financial 
constraints as a primary factor contributing to the shortage 
of emergency resources in their practices. Addressing this 
issue is imperative to ensure adequate preparedness for 
MEs. Potential solutions include adjusting service tariffs to 
better accommodate emergency resource procurement 
and exploring alternative approaches to the acquisition of 
disposable medical supplies. One such approach could 
involve exchanging near-expiry drugs with emergency 
centres that utilise them more frequently, establishing 
collaborative agreements with pharmacies or implementing 
stricter inventory management protocols to monitor 
medication expiry dates within dental practices. Additionally, 
the perceived high cost of emergency training courses could 
be mitigated if increased attendance among GDPs leads to 
greater financial viability for course providers. It is essential 
to recognise that the consequences of an inadequately 
managed ME extend beyond the GDP, potentially affecting 
patients, staff and the broader professional community. The 
financial burden of emergency preparedness should therefore 
be weighed against the ethical responsibility of safeguarding 
human life. These findings underscore the direct relationship 
between access to emergency resources and the ability of 
GDPs to respond effectively to critical situations. Overcoming 
these barriers is essential to enhance patient safety and 
reinforce GDPs’ confidence in managing MEs. 

Given the complexity of potential emergencies in dental 
practice, there is a clear need for a comprehensive yet 
practical emergency drug and equipment list. This study 
identifies existing resources while integrating practitioner 
insights on essential emergency preparedness measures. 
However, recommendations must align with established 
literature. The emergency drug and equipment list 
was formulated based on a comprehensive literature 
review,2,6,13,59-67 assessing multiple published articles to 
identify a consistent pattern of essential drugs for inclusion. 
Additionally, qualitative responses were incorporated 
from the study findings, engaging in author discussions 
to determine the most relevant information for the dental 
setting to ensure a well-rounded and evidence-based 
selection. The inclusion or exclusion of specific items was 
determined based on their clinical relevance, accessibility 
and practicality in a dental setting, with emphasis on drugs 
essential for managing life-threatening emergencies while 
omitting those deemed redundant, impractical or outside 
the scope of routine dental practice. Table I presents a list 
of essential equipment, while Table II outlines an emergency 
drug list. Additionally, Figure III features a revised dental 
emergency flowchart designed to enhance preparedness 
in dental offices, ensuring effective management of medical 
emergencies until advanced medical support is available. 
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The revised dental emergency flowchart, 
updated in 2022, provides a structured 
guide for managing MEs in dental 
practice. Initially made available to 
members of SADA, it has since been 
made accessible online to non-members 
as well. This resource serves as a critical 
reference for dental professionals, 
ensuring they can effectively respond 
to emergency situations with clear, 
evidence-based protocols and is 
available from: 

h t t p s : / / w w w. s a d a . c o . z a / s i t e s /
default/files/content-files/Clinical%20
Templates/Emergency%20Flow%20
Chart%2010-10-2022.pdf

Table II. Recommended emergency drug list

Emergency drug Drug classification, clinical indications, adult and paediatric dosage and route of administration

Adrenaline

Classification Sympathomimetic agent

Indications
Anaphylaxis, cardiac arrest, severe bronchospasm unresponsive to salbutamol and 
shock-related hypotension

Adult dose
Ampoule: 0.01mg/kg [1:1000] IMI OR 1mg/ml IVI every 3 – 5 minutes
Autoinjector (EpiPen®): 0.3ml IMI

Paediatric dose
Ampoule: 	< 6 yrs [1:1000] 0.15ml IMI every 3 – 5 minutes
                  6 – 12 yrs [1:1000] 0.3ml IMI every 3 – 5 minutes
                  > 12 yrs [1:1000] 0.5ml IMI every 3 – 5 minutes
Autoinjector (EpiPen®): 0.15ml (< 6 yrs); 0.3ml IMI (> 6 yrs)

Aspirin
(acetylsalicylic acid)

Classification Non-steroidal anti-inflammatory agent

Indications Angina pectoris, ischaemia and myocardial infarction

Adult dose Non-enteric coated chewable tablet (160 – 325mg) placed sublingually

Paediatric dose Not advised

Ammonia inhalant

Classification Category II respiratory stimulant

Indications Vasovagal syncope

Adult dose
Crushed 0.3ml held away from face for inhalation

Paediatric dose

Glucose

Classification Glycogenolytic agent

Indications Hypoglycaemia in conscious patient and able to swallow

Adult dose
15 – 20g fast acting carbohydrate

Paediatric dose

Glucagon

Classification Glycogenolytic agent

Indications Hypoglycaemia in unconscious patient/unable to swallow

Adult dose 1mg IMI

Paediatric dose < 8 yrs (< 25 kg): 0.5mg IMI OR > 8 yrs (> 25 kg): 1mg IMI	

Diazepam
Lorazepam
Midazolam

Classification Benzodiazepine

Indications Convulsions, seizures and status epilepticus (> 5 min/>3/hr)

Adult dose Midazolam: 10mg buccal administration/ 5mg IMI OR Lorazepam: 4mg IMI

Paediatric dose 1 – 5 yrs: 5mg IMI; 5 – 10 yrs: 7.5mg IMI; 10 – 18 yrs: 10mg IMI

Diphenhydramine
Promethazine

Classification Antihistamine

Indications Mild/delayed onset allergic reaction

Adult dose 25mg IMI/slow IMI

Paediatric dose 25mg IMI/slow IMI (contra-indicated < 2 yrs)

Hydrocortisone

Classification Corticosteroid

Indications
Adrenal insufficiency (Addisonian crisis), allergic reaction, severe asthmatic attack and 
severe shock

Adult dose 100-200mg IVI/IMI

Paediatric dose < 11 yrs: 4mg/kg IMI/slow IVI (max 100mg); > 12 yrs: 100-200mg IMI/slow IVI
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Equipment Clinical indication

Automated external defibrillator (AED) Defibrillation of cardiac arrythmia

Bag-valve mask with oxygen reservoir Ventilation/respiratory support

Oro-pharyngeal airway (size 1 to 4)

Oxygen cylinder with standard fitting and mask

Pulse oximeter

Glucometer Blood glucose level analysis

Intravenous infusion set Intravenous drug and fluid 
administration

Hypodermic needles and syringes Administration of emergency drugs

Sphygmomanometer Blood pressure measurement

Thermometer Evaluation for hypo- and 
hyperthermia

Table I. Recommended emergency equipment list
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Study limitations
Participants’ preparedness for MEs was self-assessed, 
introducing subjectivity and possibly not reflecting actual 
practices.

Questionnaire surveys are inherently limited and prone to 
reporting biases.

Uneven distribution of participants across regions and 
universities may skew results towards larger population 
centres and certain institutions.

Voluntary participation likely influenced the response rate.

CONCLUSION
This study assessed the preparedness of South African 
GDPs in managing MEs, focusing on emergency drug 
and equipment availability. Including practitioners from all 
provinces and sectors (private, public and academic), the 
findings revealed areas of concern:
• �Lack of confidence and insecurity in the use of emergency 

drugs and equipment.
• �Complacency and absence of incentive to procure 

emergency drugs and equipment.
• �Unwillingness to procure ME drugs and equipment due 

to the cost of purchase, maintenance and potential 
expiration.

The data shows that despite positive attitudes, South 
African GDPs are not adequately prepared for MEs in 
dental settings, especially regarding emergency drugs and 
equipment use and its availability. Participants emphasised 
the need for an emergency drug and equipment list and an 
emergency flowchart to assist with ME management. This 
research highlights the importance of educational institutions, 

regulatory bodies and professional organisations in improving 
dental emergency care. Instituting a policy that mandates 
essential emergency drugs and equipment and adequate 
training is crucial. Further studies in SA are recommended 
to validate findings on emergency occurrences, practitioner 
confidence, knowledge and proficiency. 

This study sets the stage for further research to enhance 
GDPs’ competence for safer patient outcomes during 
MEs. It led to the development of an emergency drug and 
equipment list and a revised dental emergency flowchart in 
collaboration with SADA, the University of Pretoria and the 
University of the Witwatersrand.
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Intralipid

Classification Sterile non-pyrogenic fat emulsion

Indications Local anaesthetic toxicity

Adult dose
1.5ml/kg STAT bolus IVI over 1 minute followed by 15ml/kg/hr IVI

Paediatric dose

Naloxone 
hydrochloride

Classification Opiate antagonist

Indications Opioid overdose

Adult dose 0.4mg IVI every 5 minutes until improvement

Paediatric dose 0.1mg/kg IVI

Nitroglycerine
(glyceryl trinitrate)

Classification Vasodilator

Indications
Acute chest pain (with history of angina pectoris and/or signs and symptoms of 
myocardial infarction)

Adult dose Sublingual/translingual application (1 tablet/1 – 2 sprays/powder sachets)

Paediatric dose 0.25 to 0.5 mcg/kg/min IVI

Crystalloid solutions 
(Lactated Ringer’s/ 
Saline)

Classification Crystalloid

Indications Intravascular volume loss replenisher and treatment of electrolyte imbalance

Adult dose 500ml IVI warmed bolus

Paediatric dose 20ml/kg IVI warmed bolus

Salbutamol inhaler
(nebuliser/spacer)

Classification β2-adrenergic agonists/bronchodilator stimulant

Indications Acute wheezing, bronchospasm secondary to asthma

Adult dose
2 inhalational sprays

Paediatric dose

Tranexamic acid

Classification Antifibrinolytic agent

Indications Haemorrhage control

Adult dose 10 mg/kg IVI loading dose and max three times daily maintenance

Paediatric dose
< 2 yrs not advised
> 2 yrs: 10 mg/kg IVI loading dose and max three times daily maintenance
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Intralipid

Classification Sterile non-pyrogenic fat emulsion

Indications Local anaesthetic toxicity

Adult dose
1.5ml/kg STAT bolus IVI over 1 minute followed by 15ml/kg/hr IVI

Paediatric dose

Naloxone 
hydrochloride

Classification Opiate antagonist

Indications Opioid overdose

Adult dose 0.4mg IVI every 5 minutes until improvement

Paediatric dose 0.1mg/kg IVI

Nitroglycerine
(glyceryl trinitrate)

Classification Vasodilator

Indications
Acute chest pain (with history of angina pectoris and/or signs and symptoms of 
myocardial infarction)

Adult dose Sublingual/translingual application (1 tablet/1 – 2 sprays/powder sachets)

Paediatric dose 0.25 to 0.5 mcg/kg/min IVI

Crystalloid solutions 
(Lactated Ringer’s/ 
Saline)

Classification Crystalloid

Indications Intravascular volume loss replenisher and treatment of electrolyte imbalance

Adult dose 500ml IVI warmed bolus

Paediatric dose 20ml/kg IVI warmed bolus

Salbutamol inhaler
(nebuliser/spacer)

Classification β2-adrenergic agonists/bronchodilator stimulant

Indications Acute wheezing, bronchospasm secondary to asthma

Adult dose
2 inhalational sprays

Paediatric dose

Tranexamic acid

Classification Antifibrinolytic agent

Indications Haemorrhage control

Adult dose 10 mg/kg IVI loading dose and max three times daily maintenance

Paediatric dose
< 2 yrs not advised
> 2 yrs: 10 mg/kg IVI loading dose and max three times daily maintenance

Source: SADA. Reprinted with permission from Dr T. Parhboo (Head: Clinical Support Services, SADA). Reviewed by the principal author in collaboration 
with the following scholars: Dr T. Parhboo (Head: Clinical Support Services, SADA), Adjunct Professor F. Motara (Academic Head: Emergency Medicine 
Division, Department of Family Medicine and Primary Care, Division of Emergency Medicine, University of the Witwatersrand), and Dr V. Lalloo 
(Specialist Emergency Physician (MMed (Emergency Medicine)) academic program coordinator, Steve Biko Academic Hospital, School of Medicine, 
Faculty of Health Sciences, University of Pretoria).

Figure III. Revised and restructured dental emergency flowchart1
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