
PEM GUIDE: DENTAL AND ORAL TRAUMA 
 
INTRODUCTION (JOANNE AGNANT, M.D., 10/2015) 
Dental emergencies are relatively common in the emergency department.  Every year, up to 50% children will sustain a 
dental injury.  Patients continue to seek care from the ED because 1. dental problems exist in the context of other injuries, 
2. lack of access to after-hours dental care, and 3. assumed cost of dental care.  In light of this, ED physicians must know 
what complaints require urgent dental consultation, outpatient referral, or expectant management. 
 
Dental assessment involves a rapid assessment and stabilization of the airway breathing and circulation. It is important to 
ensure airway patency. The most common cause of airway obstruction in a child with facial injuries is the accumulation of 
blood in the oral cavity and pharynx.  Check for possible tooth aspiration. A fractured mandible may cause tongue to fall 
posteriorly and create obstruction. It is important to achieve hemostasis. Important historical features include: time of 
trauma, immunization history and endocarditis risk factors. 
 
CLINICAL EVALUATION 

 
EXTRA-ORAL EXAMINATION 
INSPECTION 
Symmetry of the face  
Swelling, color, quality of skin 
Lacerations, hematomas, ecchymosis, foreign bodies, or ulcerations 
Mandibular deviation  
Lip competency 
PALPATION 
Palpation of TMJs: equal movement of both sides without major deviations 
Infra-orbital rims palpated to ensure continuity to inner canthus of eye 
Palpate zygoma to nose for crepitus, mobility or depression 
Examine mandible for discontinuity, mobility, swelling, or point tenderness 
Assess for paresthesias/numbness, of lips, nose, and cheeks  

 
INTRA-ORAL EXAMINATION (SEE APPENDIX: TOOTH NUMBERING) 
INSPECTION 
Lips, gingiva, buccal mucosa, floor of the mouth, tongue, and palate 
Hematomas or mucosal ecchymosis: suggestive of mandibular fracture 
Malocclusion: traumatically displaced teeth, mandible fracture 
PALPATION 
Alveolar ridge: all 4 quadrants (swelling, discontinuity, or mobility) 
Palate: swelling or tenderness 
Masseter muscle 
Tongue: dorsal, ventral, & lateral surfaces and floor of mouth 
Teeth-mobility, tenderness to percussion, fracture 

 
TRAUMATIC DENTAL INJURIES 
Management of dentoalveolar trauma depends on the extent of 
tooth and alveolar involvement, the degree of development of the apex of 
the tooth, and the age of the patient. In injuries in younger patients, 
especially those who are <12 years of age, the pulp of anterior teeth 
is quite large and dental fractures involving the pulp are common. 
Fortunately, in this age group, the apex of the root also is usually 
incompletely formed, allowing for a greater pulpal regenerative 
capability. As one ages, more dentin is formed. Thus, in older patients, 
the pulp chamber may be very small and pulpal exposure highly 
unlikely. Involvement of the root of the tooth compromises the 
attachment apparatus and makes it difficult to  
restore the tooth to function. 
 
 
 
 
 
 



ELLIS CLASS DENTAL FRACTURES 
 

CLASS I CLASS II (70%) CLASS III ALVEOLAR/ROOT 
Enamel only 

 
Dentin exposed Pulp exposed Coronal segment may 

be displaced/mobile 
Non-sensitive Sensitivity to hot/cold Painful 

Bleeding from core of 
tooth 

Tenderness to 
percussion 

 
Non-emergent; can 

smooth sharp corners 
Place dressing over 
exposed dentin for 
thermal & chemical 

insulation 

Immediate treatment 
needed to avoid pulpal 

necrosis 

Immediate dental for 
XRAY, reduction and 

splinting 

Referral to dentist for 
aesthetic repair 

Dentist within 
24-48 hours 

 
Save fragment in water 

for possible bonding 

Oral analgesics; 
Definitive Rx: root canal 

or tooth extraction 
Monitor for abscess 

 

Upper 1/3 (Apical):  
Monitor 

 
Lower 2/3: Extraction 

 
Fracture class can be identified by the patient's symptoms and visualization of exposed dentin, which is a creamy yellow 
color compared with the whiter enamel. The thickness of remaining dentin determines the rate of pulpal contamination. 
Greater than 2 mm of remaining dentin is felt to offer some protection to the pulpal tissue.  Microorganism 
contamination of the pulp, oral irritants, or desiccation from mouth breathing initiates an inflammatory process in the pulpal 
tissue. A delay in treatment increases the likelihood of pulpal necrosis.  

The exposed dentin should be covered to decrease pulpal contamination. A glass ionomer dental cement can be applied 
to the dried exposed dentin. Referral to a dentist within 24 hours is mandatory to best ensure tooth vitality. 

Careful attention should be paid to identifying fractures of the root as they can be clinically obscure.  Dental radiographs 
from several angles may be necessary to identify these fractures. Healing of stabilized root fractures has been 
 reported; thus, current recommendations are to reposition the coronal segment to its original position, confirm that 
position by radiograph and then stabilize with a flexible splint. Referral to a dentist within 24 hours is essential as splinting 
for a minimum of 4 weeks is required.   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Avulsion of a primary tooth in a child does not require repair. If an adult tooth is avulsed it should be rinsed but not 
scrubbed and then should be transported in Hanks balanced salt solution (e.g. Save-a-Tooth) or milk. In an older, 
cooperative child it may be replaced in the socket. Alternatively, in can be placed under the parents tongue. Dental 
XRAYS may be required to identify an alveolar fracture. 

PERIODONTAL INJURIES 

Concussion Subluxation 
Lateral 

Luxation Intrusion 
 

Extrusion Avulsion 
No displacement  

No mobility 
Angled forward 

or backward 
+/- mobility  

Angled  
laterally 

+/- mobility 

Displaced  
into socket 
+/- mobility 

Displaced  
incompletely 
out of socket 
+/- mobility 

Displaced 
completely  

out of socket 

Percussion 
sensitive 

Percussion 
sensitive 

+/- 
Malocclusion 

 May not be 
visible (false 

appearance of 
avulsion) 

 Missing tooth 

Dental referral 
 

Good prognosis 

Dental  
Follow-up 

 
Dental consult 

for possible 
immobilization 

 
Monitor for 

pulp necrosis 
 

Firm, gentle 
pressure 

usually will 
reposition tooth 
 
Dental consult 

or referral 
within 24 hours 

 
Monitor for 

pulp necrosis 

Primary tooth: 
Dental F/U for 
imaging of the  
proximal tooth.  

 
Permanent 

tooth: 
Urgent  

follow-up.  
Monitor for 

pulp necrosis 

Primary tooth: 
Extract if 

aspiration risk 
 

Permanent 
tooth: 

Emergent 
dental for 
splinting 

 
Monitor for 

pulp necrosis 

Primary tooth: 
Do not replace 

 
Permanent 
tooth: Rinse 

gently replace 
immediately  

 
Dentist for 

immobilization 
 



 
Discharged patients should be advised to monitor the tooth for color change and to monitor for the development of a 
dental abscess. 
 
SOFT TISSUE LACERATIONS 
The soft tissues, which include, the tongue, lips, and gingiva are highly vascular. 
Most bleeding will stop with direct pressure and, if not, careful suturing.  One must clean, debride, and examine the oral 
mucosa for foreign bodies. Occasionally, dental XRAYs may be indicated. A mandible CT is indicated if a mandibular 
fracture is suspected. Suspicion of a maxillary fracture (Le Fort classification) requires a facial CT 
 
In general, most intraoral mucosal lacerations will heal by themselves; however, they should be repaired if they are gaping 
(typically wider than 2 cm) or if flaps are present. 
 
TONGUE LACERATIONS 
Control bleeding with pressure and gauze. 
Small lacerations with good approximation do not require repair.   
Lacerations should be closed if: they gape widely, actively bleed, are flap shaped or penetrate through 
the tongue 
Tongue lacerations may be repaired with 4-0 absorbable sutures 
Topical anesthesia or regional blocks can be used (i.e. lingual block) 
A bite block may be useful to prevent bites to health care providers  
Procedural sedation may be required for an uncooperative patient  

 
LIP LACERATIONS  
Lip lacerations are a potential cosmetic problem. Careful closure is essential in lacerations involving the vermilion border. 
Alignment of the border is important and the border should be sutured first. The portion of the laceration extraoral to the 
wet–dry line of the lip and involving the skin of the face should be closed with 6-0 non-resorbable monofilament. Because 
of the musculature of the lips, any deep laceration requires closure of the deep layers using a 4-0 or 5-0 resorbable suture 
material to decrease the likelihood of the wound edges opening on removal of the suture.  
 
As with any laceration involving the face or other aesthetic areas, sutures should be removed as early as possible, 
generally in 3-5 days, to decrease iatrogenic scarring from the suture material. Careful daily cleansing of the wound and 
application of a triple-antibiotic ointment makes suture removal easier and improves the aesthetic results. Controversy 
concerning closure of through-and-through lip laceration exists. Some advocate leaving the intraoral portion of the 
laceration open; however, others advocate that mucosal lacerations greater than1 cm be repaired. Generally, the intraoral 
component should be repaired first, and then, the extraoral laceration should be cleansed and irrigated aggressively. 
Prophylactic antibiotics such as penicillin are typically indicated. 
 
EMERGENT DENTAL/ORAL SURGERY CONSULT 
Avulsed permanent teeth for splinting 
Lateral luxation with malocclusion 
Extrusion > 3mm 
Ellis III fractures 
Alveolar ridge fractures 
Root fractures 

 
DENTAL PROCEDURE EQUIPMENT 
Cement liquid & powder 
Cheek retractor 
Topical anesthetic: Orabase/Benzocaine 
Syringe 25 & 18 in 
Lidocaine (local)/Bupivacaine 
Cotton rolls/gauze/ 
Q-tips/tongue blades 
Saline flush; Flex suction tip 
Hank’s solution/EMT tooth saver 
Laminated mixing paper 
Base & catalyst  

 
 
 



APPENDIX: TOOTH NUMBERING 
 

 

 
 

PERMANENT TOOTH ERUPTIONS 
Central Incisors 7-8 years 
Lateral Incisors 8-9 years 
Cuspids 11-12 years 
Bicuspids 10-11 years 
Second Bicuspids 10-12 years 
First Molars 6-7 years 
Second Molars 12-13 years 
Third Molars 17-21 years 

 


